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Ki Te Honore David Caygill
Minita Ote COra

Whare Paremata

PONEKE

E Tama

TENA RAKOEIRARCINGA MANAAKITANGA A TE ATUA.

Anei ra ta matau ripoata i whakahau tia ai matau e koe kite kimi rongoa mote hunga mate wairangi.
Tae atu hoki kinga whaka whiu ia ratau iroto inga whare here here.

Kote ripoata e whai ake nei nga matau i tatari iroto inga korero a nga iwi katoa o Aotearoa. I tae mai
kite whaka takoto ia ratou korero ki mua i a matau.

Ko ta matau tumanako ka whaka tutuki tia e koe a matau tohutohu e whai ake nei.
Te Kai Hautu: W .
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The Honourable David Caygill
Minister of Health

Parliament Buildings
WELLINGTON

Dear Minister

Abide with the Grace of God.

We submit for your perusal our report and the heralding light of the new dawn in the world of
psychiatric care.

The enclosed report is the result of your request to us to produce for you our opinions on aspects of
psychiatric care and treatment in prisons, hospitals and in the community.

It is imperative that the wishes of the people of Aotearoa/New Zealand be fulfilled. Your role now
Minister; to address and implement the issues raised herein as you see fit. We offer you our sincere
grectings for you to act as Captain to guide our people into a new era of psychiatric care.
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T Appoiniment of Committee of Inquiry into Procedures Used in Certain
‘ Psychiatric Hospitals in Relation fo Admission, Discharge or Release on
Leave of Certain Classes of Patients

To all to whom these presents shall come and to:

KENNETH HECTOR MASON, of Auckland, District
Court Judge,

ALLISON BERNICE RYAN, of Wellington, Medical
Practitioner, and

HENRY RONGOMAU BENNETT, C.B.E., Q.5.0. of
Rotorua, Medical Practitioner.

Whereas concern has been expressed about the procedures used in psychiatric hospitals for the
admission, discharge, and release on leave of certain classes of patients: And whereas it is
desirable that inquiry should be made into-

(a) The use of those procedures at the psychiatric hospitals administered by the Auck-
land Hospital Board, the Waikato Hospital Board, the Wellington Hospital Board, the
Canterbury Hospital Board, the Otago Hospital Board, the Wanganui Area Health Board
and the Nelson Area Health Board; and

(b) The law governing those procedures; and

() Other related matters:

"Now, therefore, pursuant to section 13(3) of the Hospitals Act 1957 to theextent that this Warrant

felates to psychiatric hospitals administered by hospital boards and to section 4(4) of the Axea
' Health Boards Act 1983 to the extent that this Warrant relates to psychiatric hospitals admini-
51 stered by area health boards. I, MICHAEL EDWARD RAINTON BASSETT, Minister of
l‘ Health, hereby appoint you, the said Kenneth Hector Mason, Allison Bernice Ryan, and Henry
: Rongomau Bennett, to be a Committee of Inquiry to inquire into and report on-

. (a) The administrative and clinical procedures and criteria by which decisions are made
in psychiatric hospitals administered by the above-mentioned hospital boards and area
health boards with respect to-

(i) The admission of persons under sections 42 and 43 of the Mental Health Act
1969; and

(ii) The admission of persons ordered to be detained under section 121(2){b)(ii) of
Criminal Justice Act 1985, and the making of reports to the courts in respect of
such persons; and

(iii) The removal or discharge of persons admitted pursuant to an order made
under section 42 or section 43 of the Mental Health Act 1969 or section
121(2)(b)(ii) of the Criminal Justice Act 1985; and

{iv) The reclassification of, and subsequent discharge of, persons ordered to be
detained under section 115 of the Criminal Justice Act 1985; and

(v) The granting of leave to special patients under section 47 of the Mental
Health Act 1969, and the granting of leave to committed patients who, immedi-
ately before becoming committed patients, were special patients; and

(vi) The discharge of persons ordered to be detained under section 118 of the
Criminal Justice Act 1985; and -
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(b) The law relating to-
{i) The procedures and criteria specified in paragraph (a) of these terms of refer-
ence; and
(ii) Persons released on leave under section 47 of the Mental Health Act 1969; and

(c) The adequacy of the facilities available in psychiatric hospitals administered by the
above-mentioned hospital boards and area health boards for the psychiatric examination
of persons ordered to be detained under section 121 (2)(b)(ii) of the Criminal Justice Act
1985; and )

(d) The extent to which subsequent psychiatric care is provided and other facilities for
care and rehabilitation (such as halfway houses) are available to persons discharged or

released in accordance with the procedures specified in paragraph (a) of these terms of
reference; and

(e) Such other matters as you consider relevant to the matters mentioned above:
AndThereby appoint you, the said Kenneth Hector Mason, to be the Chairman of the Corr'xmi'ttee:

And, inaccordance with section 13(3) of the Hospitals Act 1957 and section4(5) of the Area Health
Boards Act 1983 I direct that you the Committee shall have the powers of a Commission under
the Commissions of Inquiry Act 1908 and the provisions of that Act except sections 11 and 12
(which relate to costs), shall apply as if the inquiry were an inquiry under that Act:

And for better enabling you to carry these presents into effect you are hereby authorised and
empowered to make and conduct any inquiry under these presents in accordance with the
Commissions of Inquiry Act 1908, at such times and places as you consider expedient, with
power to adjourn from time to time and from place to place as you think fit and so that these
presents shall continue in force and the inquiry may at any time and place be resumed although
not regularly adjourned from time to time or from place to place:

And you are hereby required in carrying out the inquiry, to adopt procedures that encourage
people to participate in your proceedings: '

And itis hereby declared that the powers hereby conferred shall be exercisable notwithstanding
the absence at any time of any one of the members hereby appointed so long as the Chairman,
oramember deputed by the Chairman to actin his stead, and one other member, are present and
concur in the exercise of the powers:

And itishereby declared thatyou haveliberty to report your proceedings and findings from time
to time if you shall judge it expedient to do so:

And, using all due diligence, you are required to report to me in writing under your hands not
later than the 31st day of December 1987 your findings and opinions on the matters aforesaid,
together with such recommendations as you think fit to make in respect thereof.

Dated at Wellington this 2nd day of July 1987,

Michael Bassett
Minister of Health
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Amending Terms of Reference of Committee of Inquiry into
Procedures Used in Certain Psychiatric Hospitals in Relation
to Admission, Discharge, or Release on Leave of Certain
Classes of Patients

To all to whom these presents shall come, and to:

KENNETH HECTOR MASON, of Auckland, District
Court Judge,

ALLISON BERNICE RYAN, of Wellington, Medical
Practitioner, and

HENRY RONGOMAU BENNETT, CB.E,, Q.5.0, of
Rotorua, Medical Practitioner:

WHEREAS by Warrant dated the 2nd day of July 1987 you were appointed to be a Committee
of Inquiry to inquire into the matters set out in that Warrant, being matters concerning the
proceduresused in certain psychiatric hospitalsinrelation to theadmission, discharge, or release
on leave of certain classes of patients:

And whereas it is desirable that the terms of reference set out in the said Warrant be amended
so that inquiry can be -made into the use of those procedures at the psychiatric hospitals
administered by the West Coast Hospital Board:

Now, therefore, pursuant to section 13(3) of the Hospitals Act 1957, I, DAVID FRANCIS
CAYGILL, Minister of Health, hereby amend the said Warrant by inserting after the words
“Canterbury Hospital Board”, the words “West Coast Hospitai Board,”.

And I hereby confirm the said Warrant dated the 2nd day of July 1987, save as amended by this
Warrant.

Dated at Wellington this 9th day of November 1987.

David Caygill
Minister of Health
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On the night of 3 June 1987 John Papadlii fook a carving knife
from the kitchen at Papillon boarding house in Auckland and
stabbed a man waiting of a bus stop. He returned to the boarding
house and early the next moming he fatally stabbed another
boarder and severely wounded two others.

Papalii came to New Zealand in the early 1960s. A hit and run accident left himin a
coma for a year, and afterwards he was a very different person. On discharge from
Middlemore Hospital he assaulted his sister and her two daughters and in August 1966
was admitted to Oakley Hospital.

The next 20 years were spent in psychiatric hospitals including periods in the Lake
Alice National Security Unit. For most of that 20 years he had special patient status.

By June 1986 Papalii was back in Oakley Hospital. A former nurse describes his be-
haviour in the controlled hospital environment as less than satisfactory. He was not
compliant with treatment or with any other rule. He was resistive, impulsive, very
irritable. In the ward setting he was a bully. Staff often had to struggle with him to
administer treatment. He would not participate in a self medication programme, and
such a programme is an essential requirement for patients being prepared for commu-~
nity living,

It was under these circumstances that, in July 1986, the clinical team made the
decision to place Papalii in the community under the Oakley District Nursing Service.

At 2 a.m. on 30 May 1987 Papalii arrived at Carrington Hospital with a friend. He
complained of sleeplessness.and said that he was afraid to sleep in case he did not wake
up. He said he was afraid thathis heart would stop and that there was something wrong
with his head. The examining doctor recorded that Papalii had little insight into his
currentstate, that hemay be psychiatrically unwell, and thathe refused toremainin Car-
rington for more than one night. It was also noted that Papalii appeared to have a
schizophrenic process rather than an affective disorder. The doctor considered that
Papalii was in a psychotic state and needed help, but said that there was no action he
could force Papalii to take. Further follow-up was arranged and Papaliileft the hospital.

At a meeting of clinical heads held at Oakley Hospital on 3 June 1987 concern was
expressed about Papalii’s mental health and in particular his refusal to take medication.
He was at that time considered to be potentially dangerous, and a senior social worker
agreed to try and locate him and make an application for his committal under Section
21 Mental Health Act 1969.

At4p.m. that day Papalii was located. At4.45 p.m. approximately, the social worker
satisfied himself that committal was appropriate and prepared a draft affidavit for con-
sideration by a District Court Judge. Not unreasonably the social worker believed that
aJudge may not be available, and deferred attending the Court until the following day.
The killings and assaults previously described took place that night.




John Papalii was the catalyst which resulted
in this presentInquiry, but the Papillonincident
was merely another in a long series of events,
Inquiries, Working Parties and Investigations
commencing in 1971 and dealing directly or in-
directly with the mentally disordered offender
and the question as to who should be respon-
sible for such people.

In 1971 C P Hutchinson Q.C. chaired a
Commission of Inquiry to examine conditions
at Oakley Hospital. For some time there had
been longstanding unrest and dissatisfaction
amongst Oakley staff regarding their working
conditions. The Hutchinson Inquiry was con-
fronted with opposing views of prison and
hospital staff towards the care of mentally dis-
ordered offenders.

The prison staff regarded the prison envi-
ronmentasinappropriate for thoseinmateswho
were mentally disordered. They asserted that
the rigours of a maximum security prison were
debilitating and stressful and inany event they
emphasized their inability and lack of training
to cope withmentally disturbed prison inmates.

On the other hand the hospital staff empha-
sized that they were trying to promote a thera-
peutic atmosphere which was being seriously
compromised by the presence of disturbed
prison inmates who were disruptive and the
cause of much anxiety in the hospital. They also
complained that the presence of mentally disor-
dered prisoners and remandees resulted in ail
patients being subjected to a higher standard of
security than was necessary.

In its findings the Hutchinson Inquiry
pointed out the lack of suitable psychiatric serv-
ices, inadequate patient treatment, serious staff
deficiencies and the generally unsuitable treat-
ment environment which then existed.

In 1972 the control of psychiatric hospitals
was transferred from the Health Department to
Hospital Boards. Oakley continued its role as a
secure facility but was split into two separate
hospitals, vis Carrington with 800 beds and
Oakley with 150 beds. From that pointonwards
Carrington provided general psychiatric care
and treatment whereas Oakley specialized in
the care and treatment of psychiatrically dis-
turbed prisoners and remandees.

In February 1982 a remandee, Michael Wa-
tene, died at Oakley Hospital following the
administration of electro-convulsive treatment
(ECT). ‘A subsequent coroner’s inquest con-
cluded that his death was due to lack of ade-
quate supervision following the administration
of ECT. Allegations of misconduct relating to
Mr Watene's treatment while in Qakley Hospi-
tal were brought to the attention of the Hospital
Board and ultimately this culminated in a
Committeeof Inquiry into proceduresat Oakley
Hospital and related matters (the Gallen In-
quiry). Yet again another Committee of Inquiry
was faced with the responsibility of looking at
the interface between the criminal justice sys-
tem and the psychiatric hospitals. The Gallen
Inquiry reported in January, 1983,

Weshall havemore tosay about the findings
of that Inquiry at a later stage.

The next significant event occurred in Sep-
tember 1984 when the Minister of Health and
Minister of Justice established a Working Party
“to report on the need in Auckland for secure
facilities for psychiatric patients including pris-
oners and other offenders and to make recom-
mendations on the action needed to meet the
need.” That Working Party reported in Novem-
ber, 1984.

We comment on the significant findings of
that Working Party latér in this Report.

In 1986 and early 1987, there were a series of
homicides committed by people with histories
of psychiatric disorder. The murder of a six year
old child in Christchurch by a known sex of-
fender with a psychiatric history, and his subse-
quent trial, achieved considerable notoriety.

InWellington three separate homicides were
committed by ex psychiatric patients and were
followed some months later by the Papillon
homicides and assaults by John Papaliiin Auck-
Iand.

All of these events attracted wide public
apprehension and comment. In particular, many
people expressed grave concern at the inade-
quate follow-up of psychiatric patients who
had been discharged from hospital into the
community.

It was against this background that we
commenced our Inquiry. .




THE TERMS OF REFERENCE - WHAT DO THEY MEAN?

In the presentation of our report, the first

* stage is to unscramble the legal language that
: gives our terms of reference a daunting and
* complex appearance. There are three proce-
" -dures which may result in detention in a

psychiatric hospital, only one of which, ie
Section 21 of the Mental Health Act, is relevant
to our Inquiry.

Under Section 21 of the Mental Health Act
1969 an application may be made to a District
CourtJudge for aReception (Committal) Order.
That application must be accompanied by two
medical certificates certifying that the patient is
mentally disordered and requiresdetentionina
hospital for his'own good, or in the public
interest. If, after considering the certification
papers and examining the patient, the Judge is
satisfied that the committal criteria have been
met, the Reception Order is then made, the
patient is committed to a psychiatric hospital
and may be detained and treated thereafter
without his consent until he is discharged.

It should be noted that no person can be
committed to a psychiatric hospital without
his consent unless he is first found to be
“mentally disordered”.

What then is meant by the term “mentally
disordered?”

“Mentally disordered” is defined in Section
2 Mentai Health Act 1969 as follows:

“Mentally disordered in relation to any per-
son, means suffering from a psychiatric or other
disorder, whether continuous or episodic, that
substantially impairs mental health, so that the
person belongs to-one or more of the following
classes, namely:

(@) Mentally ill - that is, requiring care
and treatment for mental illness:

(b)  Mentally infirm - that is, requiring
careand treatment by reason of mental infirmity
arising from age or deferioration of or injury to
the brain:

(c)  Mentally subnormal - that is, suffer-
ing from subnormality of intelligence as a result
of arrested or incomplete development of mind.”

1t can be seen therefore that mental illness is
butoneof three categories of mental disorderall
of which require that the person be “suffering
from & psychiatric or other disorder whether con-
tinuous or episodic that substantially impairs men-
tal health”.

Thereare thus three elements that arise from
the statutory definition that must be satisfied
before a person can be found to be mentally
disordered for the purposes of committal. They
are:

1. Suffering from a psychiatric or other
disorder.

2. The disorder must substantially impair
mental health.

3. Thedisordermustrequirecareand treat-
ment related to mental iliness.

- No further definition of the terms “mental
illness” or “mental health” is set out in the
Mental Health Act.

Wenow set out below brief details of each of
the sections referred to in our terms of refer-
ence. ‘

Section 42 Mental Health Act196%:
Section 42 governs the transfer to psychiatric
hospitals of people serving a prison sentence.

If the superintendent of a penal institution
has reasoriable grounds to believe that a pris-
oneris mentally disordered he or she may make
an application for a Reception Order under
Section 21 as previously described. If reasona-
bly practicable, one of the medical practitioners
who certifies the prisoner shall be the superin-
tendent or medical officer of a psychiafric hos-
pital or a medical practitioner who is an officer
of the Mental Health Division of the Depart-
ment of Health. If the Judge makes the commit-
tal order the prisoner is then transferred to a
psychiatric hospital. While on transfer the pris-
oner’s sentence continues to run. Persons com-
mitted in this way have the status of “special
patient”.
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An example of this process is as follows:
“Tom A. was a 25 year old who was arrested
and convicted of theft. He was sentenced o
imprisonment. During his imprisonment he
became very depressed, withdrawn and fearful
of others withoutapparentreason. He wasfound
to be hallucinating, attempting to fend off un-
seen attackers and screaming wildly. He was
assessed by two doctors, one of whom was a
psychiatrist,and diagnosed asa paranoid schizo-
phrenic. He was then admitted to a psychiatri¢
hospital under Section 42 of the Mental Health
Act1969. Inhis disturbed statehehad noinsight
into his condition and was unable to consent to
his transfer to hospital. After several months,
when his condition stabilized, he was trans-
ferred back to prison to complete his sentence.”

Section 43 Mental Health Act1969:

Section 43 enables the Secretary for Justice,
in consultation with the Director of Mental
Health, to authorize the transfer from prison to
hospital of any person who, with his consent,
“would benefit from psychiatric care and treat-
ment available in a psychiatric hospital but not
available in the penal institution”.

This section contrasts with Section 42 in that
the prisoner need not be “mentally disordered”
within the meaning of Section 2 of the Mental
Health Act and must consent to his transfer to
hospital. A person admitted to hospital under
Section 43 has the status of “special patient”.

An example of this process is as follows:
“John B. was a 40 year old charged with sexual
violation of a child. He was found guilty as
charged and sentenced to a term of imprison-
ment. Like Tom A. (Section 42) John B. became
disturbed whilst in prison although his symp-
foms were not as gross as those of Tom A.
Although he was segregated from the other
inmates he became increasingly difficult to
manage and attempted suicide. A psychiatric
assessment resulted in a diaghosis of personal-
ity disorder. Though not mentally disordered
as defined in the Mental Health Act, he was the
type of inmate who has difficulty adjusting to
the prison regime and environment. John con-
sented to his transfer to a psychiatric hospital,
and following negotiations with the hospital he
was admitted under Section 43, His condition
rapidly improved in hospital but on return to

prison he again deteriorated. With his cohsent
under Section 43, he was re-admitted to hospi-
tal where he completed the last few months of
his term of irnprisonment, During this time he
qualified for release to work and home leave
and was incorporated into a therapeutic pro-
gramume organized by hospital staff. He was
subsequently reclassified asaninfcemal patient
and later discharged.”

ion 121(2 ii iminal
1985

Where any person is awaiting a hearing,
trial, appeal or sentence and it appears to the
Court to be expedient that a psychiatric report
on the person’s mental condition should be
available, the Court may remand that person to
a psychiatric hospital under this subsection.
However, such an order cannot be made by the
Judge unless:

(i)  thepersonischarged with orcon-
victed of an offence punishable by imprison-
ment; and

(ii) thepersonisheld in custody; and

(iii) it would not be practicable for the
report to be prepared while the person was on
bail or held in prison; and

(iv) a psychiatrist has certified that it
would be desirable that a psychiatric examina-
tion take place ina psychialric hospital. Where
no such speaahst is available, the certificate
may be given by another medical practitioner.

The total period of detention ordered under
this section shall not exceed one month. On
receipt of the psychiatric report the court must
order the person’s return to custody for pro-
ceedings to continue in the normal way. A
person delained in hospital under this subsec-
tion has the status of “special patient”.

This section does not authorize ireatment
without the consent of the patient.

An example of this process is as follows:
“Tom C. was arrested for burning down his
neighbour’s house. His bizarre behaviour sug-
gested to thearresting police officer thathemay
be suffering a mental disorder. He insisted on
crawling along the ground and screaming
wildly. Acqnsultantpsyc}uamstexammed Tom
and advised the Court that a remand to a psy-
chiatric hospital would be appropriate so that
he could bekeptunder constant observation for

.5
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a two week period, during which time his be-
haviour could be monitored and his mental
condition assessed. The Court then ordered
that Tom be remanded to a psychiatric hospital
under Section 121 (2)(b)(ii) of the Criminal Jus-
tice Act1985. Thesubsequent psychiatricreport
thenenabled the Court to determine whether or
not Tom was fit to plead to the charge of arson.”

<o 115 Crimi . -

Section 115 applies in cases where a person
is found to be under disability or isacquitted on
account of insanity.

In that event the Court shall make an order
that the person be detained in a hospital as a
“special patient” under the Mental Health Act.
If however, after hearing medical evidence, the
Court is satisfied that it is safe to do so, it may
(inter alia) make an order that the person be
detained in a hospital as a committed patient.

In the context of this section a person is
“ynder disability” if, because of mental disor-
der, he or she is unable to plead or to under-
stand the nature or purpose of the proceedings
or is unable to communicate adequately witha
lawyer for the purposeof conductinga defence.

ion 1 imin, i ;

This section operates when a person is con-
victed of an offence. .

Itenables the Court to make an order that the
person be detained inahospitalasa committect
patient on the production of certificates by two
medical practitioners that the person is men-
tally disordered and that his mental condition
requires that he be detained in a hospital either
in his own interests or for the safety of the
public.1f the Court is so satisfied it may makea
Committal Order instead of passing sentence.
There is an additional requirement that the
offender must not be subject to a full-time cus-
todial sentence. The offender is then placed
formally under the care of the Superintendent
of the hospital. The Superintendent is, how-
ever, obliged to discharge the person when the
criteria of Section 73 (1) of the Mental Health Act
are satisfied, namely, that the detention is no
Jonger necessary “for his own good” or in the
“public interest”.

ion 47 Mental 1 1969;

Section 47 authorizes the Minister of Health

to grant leave to any special patient who has

been acquitted on account of insanity or who is
aSection 42 orSection43 patient. Beforeexercis-
ing that discretion the Minister must be satis-
fied, on the advice of two medical practitioners,
that the special patient is fit to be allowed to be
absent from the hospital.

The Section also permits the Director of
Mental Health to grant leave, not exceeding
seven days, to those special patients who arein
hospital pursuant to Section 115 Section 42 and
Section 43, In practice, after the first leave pe-
riod, the Superintendent of a hospital may
exercise delegated authority to grant leave.
Periods of long leave for those special patients
who have been acquitted on account of insan-
ity, and Section 42 and Section 43 patients, may
be granted under certain conditions by the
Minister of Health.

Special Patients: :
Throughout this discussion we have used
the term “special patient”. It is important to
recognize that “special patient” isa legal rather
than a clinical term. Section 2 of the Mental
Health Act 1969 defines that category of per-
sons whom the law classifies as “special pa-
tients”. Those persons therefore fall within a
legal category and not a psychiatric category.
Persons who are committed or transferred to a
psychiatric hospital pursuant to Section 42,
Section 43, Section 121 (2)(b)(ii), and Section 115
i.e. the group of persons whom we have been
discussingaboveexceptSection 118 patients, all
fall within the “special patients” category.
We endorse an observation made by the
Institute of Criminology:
“The designation ‘special patient’ is thus a
status conferred by the statutory provision
under which the offender has been commit-
ted to a psychiatric hospital and may have
little or nothing to do with the nature or
extent of their mental disorder or indeed
with their perceived dangerousness. For
example, in the case of R v G H (1977)
NZLR.50 Roper, ]. committed thedefendant
as a special patient after a verdict of not
guilty by reason of insanity, not because he
wasregarded as dangerous, but because the
“wider public interest” required his deten-
tion as a special patient for the offences he
had committed.”

[ ]




INTRODUCTION

Initial Proceedings

Our Committee of Inquiry was appointed by
the Minister of Health on 2 July, 1987. We first
met on 3 August, 1987 to consider the appoirit-
ment of staff, a timetable for hearings and other
ancillary matters.

A Public Notice in Maori and English was
published in the metropolitan and some pro-
vincial newspapers. Alistof individualsand or-
ganizations whom we believed would have an
interest in the Inquiry, was compiled. A copy of
the Terms of Reference and a covering letter
was sent to those individuals and organiza-
tions. A special effort was made to seek the
views of the Maori and Pacific Island communi-
ties. The New Zealand Maori Council, the New
Zealand Maori Women's Welfare League, all
Maori Trust Boards and Incorporations and
other identifiable Maori organizations were
approached and invited to meet with us.

Weinvited Mr John Turei of Tuhoe tojoinus
on the Comimittee as our kaumatua. We were
privileged that he accepted our invitation.
Procedure

The Chairman made his opening address in
Auckland on 1 September, 1987. He ruled that
hearings would be conducted in public but that
confidentiality would be observed in cases
where that was considered appropriate. We
were anxious to avoid the process of a formal
legal hearing with cross-examination and re-
examinationof witnesses. Inour view thatwould
not be helpful to a free exchange of information
and ideas. Accordingly, we decided to conduct
our hearingsinaninformal manner without the
need for sworn evidence.

Wedealt with both oral and written submis-
sions.

The formal hearings took place from 7 Sep-
tember 1987 to 18 February 1988.

A list of those persons and organizations
who gave oral and written submissions islisted
in the appendices.

Karakia wassaid at thebeginningand end of
each day.
Preparation for Formal Hearings
Before the formal hearings commenced we
visited each of the major psychiatric hospitals
covered by our Terms of Reference. Those visits
enabled us to meet informally with administra-
tors and others and to indicate in general terms
the sort of information which would be helpful
to us.
Formal Hearings
We visited the following hospitals:
Carrington Hospital, Auckland
Kingseat Hospital, Auckland
Tokanui Hospital, Te Awamutu
Lake Alice Hospital, Wanganui
Psychiatric Unit, Wanganui General
Hospital
Psychiatric Unit, Wellmgton General
Hospital
Porirua Hospital, Wellington
Sunnyside Hospital, Christchurch
Ngawhatu Hospital, Nelson
Cherry Farm Hospital, Dunedin
Psychiatric Unit, Dunedin Public
Hospital and Day Hospital
Seaview Hospital, Hokitika
Formal hearings were conducted in all of
the above hospitals except the Dunedin Pub-
lic Hospital Psychiatric Unit, and Seaview
Hospital.

We visited the following prisons:
Paremoremo Maximum Security Przson
Auckland
Mt Eden Prison, Auckland
Mt Eden Women's Prison, Auckland
Waikeria Prison, Te Awamutu
Wellington Prison, Wellington
Archata Women’s Prison, Wellington
Paparoa Prison, Christchurch
Dunedin Prison, Dunedin




We visited the following Marae:
Arai Te Uru, Dunedin
Rehua, Christchurch
Whakatu, Nelson
Takapuwahia, Porirua
Whaiora, Tokanui Hospital

In Wanganui we met with the Kaumatua
Council and were hosted at Lake Alice Hospital
by Te Ropu Arahi, a group comprising both
staff and patients.

In Auckland kaumatua and kuia from Ho-
ani Waititi Marae met with us, as did several
groups of Maori people actively involved in the
provision of psychiatric care.

In each hospital which we visited, welooked
at the facilities available for the reception and
examination of remandees. We also examined
the secure facilities in each hospital.

Research
Data obtained from the Department of Sta-

" tistics, the Department of Health and the Justice

Department, is presented as Appendix 1.

The Assessment Team
During the course of our inquiries it became
obvious that there were significant differences
in the viewsheld by prison personnel ontheone
hand and hospital personnel on the other re-
garding the assessment and management of
mentally disordered offenders.
Weinvited an Assessment Team to assistus.
That team comprised:
Dr Phil Brinded, Christchurch
Mrs Betty Goodwin, Mangere
. Dr Douglas Wilson, Hamilton
Mr Hohua Tutengaehe, Christchurch
Mr Warren Brookbanks, Auckland
The results of the examinations and inquir-
ies undertaken by the Assessment Team are set
out later in this report.

Visit to the United Kingdom

Many of the submissions considered by us
dealt with the lack of secure facilities within
psychiatric hospitals and the inadequacy of
follow-up facilitiesand servicesforall psychiat-
ric patients. It was suggested that we look at
overseas developments in both areas to see
whether anyof thoseinitiativescould beadopted
in New Zealand. -

We noted that in 1972 a Committee chaired
by Lord Butler was appointed by. the British
Home Office and the Department of Health and
Social Security to consider problems similar to
those addressed by our Inquiry. The Butler
Committeereported in 1975 and recommended,
inter alia, the establishment of regional security
units for those psychiatric patients who were
unmanageable within the normal psychiatric
hospital setting.

We visited the following medium security
units:

Dennis Hill Unit, London
Cane Hill Unit, London
The Butler Unit, Dawlish
Knowle Hospital, Fareham,
Southampton
Prestwich, Manchester
Reaside, Birmingham

Wealso visited the special hospitalsat Broad-
moor near London and Moss Side in Liverpool.

We examined the community care facilities
and services in Southampton and Exeter, those
being two regions which are regarded interna-
tionally as being innovative in the field of psy-
chiatric after-care.

Quir visit to the United Kingdom allowed us
to meet with a wide range of people in both the
criminal justiceand health systemsand to profit
from their experiences and expertise.
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THE AUCKLAND SCENE: WHY IS IT SO IMPORTANT?

The issues we address in this report are national issues. The first part of this report,
however, deals exclusively with the Auckland area in relation to admission criteria
and procedures under Sections 42 & 43 Mental Health Act 1969. The crisis that gen-
erated the need for this Inquiry arose in Auckland principally because it is in this
region that the pressures on the system have reached their greatest level in the coun-

try.

Carrington and Kingseat are the two major
psychiatric hospitalsadministered by the Auck-
land Hospital Board. Oakley, the third major
hospital, closed on 17 August, 1987.

Between 1983 and 1986 there were, na-
tionwide, 149 admissions from pris-
ons to psychiatric hospitals pursuant

attracted widespread publicity. Thatin turmhas
called into question the relationship between
the health system and the criminal justice sys-
tem, the relationship between the psychiatric
hospitalsand the community and, perhaps more

importantly, the administrative ef-

ficiency of the Auckland Hospital

to Sections 42 and 43, Menctlal Health We reg ard the Bo?::ll.Popilar ogini(;n wgeuldll‘la:lre
Act.Ninety three of those admissions us believe that there has been little
were from Paremoremo Maximum Gallen real progress since the Hutchinson
Security Prison, Mt Eden Prison and Inquiry of Report of 1971.

the Auckland Medium Security Weregard the Gallen Inquiry of
Prison, all of which are in the Auck- 1983 as a 1983 as a landmark. We were con-
land Hospital Board area. Thus, 62% landmark. cerned to find out what has hap-

of all hospital admissions under Sec-
tions42and 43 originated in the Auck-

land Hospital Board area. Ona purely statistical
basis therefore the Auckland region enjoys con-
siderable significance. But there is more to it
than that.

Wehave already referred to the events lead-
ing up to this Inquiry. What may notberealized
is that since 1971, so we were told, there have
beenmore than 16 Inquiries, Working Partiesor
Investigations céntred largely on the status and
activities of psychiatric hospitals in the Auck-
Jand area. Over the years, and patticularly since
1983, various incidents in those hospitals have

pened since then and wherever

practicable to spell out the views of
the participants in the language they them-
selves have used.

It seems to us that the wider community is
entitled to know something of the character, at-
titudes and beliefs of those who are responsible
for making decisions affecting our psychiatric
patients. Ultimately, those decisions affect not
only the quality of life enjoyed by patients but
also their care givers and the wider whanau or
family and community. -

What now follows is the story of Oakley and
Carrington hospitals since January 1983.
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“The question respecting lunatics and Inebriates being placed in prisons or hospitals
ought to be settled once and for all. It has been for 10 years, a case of each Institution
refusing to take them in.”

New Zealand inspector of Prisons

writing in his annual report to Parliament in 1882

A CENTURY LATER: HAVE WE REALLY CHANGED?

“The most frustrating thing is that we don't
know where we stand. Some recent incidents
have been bizarre. I can recall two prison offi-
cers taking an inmate out to Carrington. They
were told that the inmate was not acceptable in
that hospital. The officers told the staff they had
acourtorderand, asthey werein theward atthe
time, they said they were going to leave the
patient there. The hospital people said they
would not let the officers out of the ward unless
they took the patient with them, Within a few
minutes, by chance, a doctor entered the ward
and that allowed these two officers to slip out
the door, leaving the body behind along with
the appropriate papers. A few minutes later
someone from Carrington rang the police and
told them to come out and pick up the patient as
he was not acceptable. They were told that if
they did not come out, the staff would let him
go. AsIunderstand it the police were not quick
enough. They let the fellow out of the hospital
and told him to go. The police picked him up in
the driveway and took him back to the police
station and he came back here to prison the next
day. The medical superintendent was up in
arms over this incident. He phoned me and
apologized and asked if he could come and see
me and square it up. He asked me if [ would
cooperate with him by not initiating any move-
ments to the hospital because it was embarrass-
ing for him to have his staff refuse. That's the
sort of situation we have.”.........

“On another occasion we had an ex Carring-
ton patient who went berserk. Our staff had to
goand seehim. He had used aknifeand stabbed
amember of his family. We felt that he could not

coime back to the prison because he was a Car-
rington patient on trial leave. The Judge acted

accordingly. The officers took the patient to the

hospital but he was refused admission as the
staff then considered him too dangerous. We
took the fellow back to Courtand the Judge had
no option but to remand him in to prison cus-
tody. He then went to Tokanui Hospital near
Hamilton.”..........

“On another recent occasion two of the
Oakley/Carrington psychiatrists both said that
the fellow should bein hospital and should not
be in prison. That report went to the Court. The
Judge signed the appropriate papers for us to .
take the fellow to Carmrington. He was refused
entry and brought back here. I rang the medical
superintendent and asked what was going on.
I'told him that the inmate had been certified by
his own people, not by our people or s0me
strange people, but by his own people. He said
it was a mistake. I asked what he meant by a
mistake, and he said the hospital was full and
the union would only allow four criminal jus-
tice remands at a time - that was the limit. He
then said that the psychiatrists who had pre-
pared the report were not aware that the hospi-
tal was full. Fasked what would have happened
if the psychiatrists had known the hospital was
full and I was informed that the psychiatrists
would not have written the report. So to me
they were playing around with that fellow’s
life.”

Evidence given by Superintendent
Mt Eden Prison
December 1987
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FACTS

December 1968: Paremoremo Maximum Security Prison
opens.
December 1968 to
January 1983 One Paremoremo inmate commits suicide.
January 1983: Gallen Inquiry reports.
February/March
: 1983 Onwards Change in assessment/admission criteria
L from Paremoremo to QOakley/ Carrington
3 - Hospitals.
| March 1983 to
| December 1987 13 Paremoremo inmates commit suicide.
January 1984 to
 September 1987 10 Paremoremo prisoners committed to
' psychiatric hospitals pursuant to Section
42, Mental Health Act.
19 Paremoremo prisoners transferred to
psychiatric hospitals pursuant to Section .

| 43, Mental Health Act.

l 24 of these 29 prisoners are fransferred to

li ‘ Lake Alice National Security Unit. One
prisoner is transferred to Tokanui Hospital

; and 4 prisoners are transferred to Oakley/

Carrington Hospitals.

21 of the 29 prisoners are Maori. _ ;

12 November 1987: Justice Department undertakes census of i
prison inmates throughout New Zealand. i
Prison staff consider that 5% (119) of the i
male inmates and 16% (19) of the female
inmates should in a psychiatric institution.

s = ]
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OAKLEY: AN OVERVIEW BEFORE AND AFTER THE GALLEN INQUIRY

Dr Allan Taylor of Carrington Hospital has
described Oakley before and after the Gallen
Inquiry in this way:
“Prior to the opening of Paremoremo and
the division of the then Oakley Hospital by
the Hospital Board into Carrington and
Oakley, there was a settled policy:

1. That prisoners who were deemed disturbed
by prison authorities were admitted auto-
matically to Oakley.

2. That all remands should be admitted to
hospital automatically for four weeks inpa-
tientassessment. There werea minority who
were assessed as outpatients.

With the opening of Paremoremo, and the
establishing of Oakley, this policy was con-
tinued, especiallyatOakley, There weresome
moves at Carrington to have remand pa-
tients assessed as outpatients. The role of
Oakley grew because disturbed prisoners
fromall round the country were transferred
to Paremoremo and then quickly to Oakley
Hospital where they had prolonged stays.
Many were adept at producing the behav-
lours that resulted in transfer. Oakley was
regarded as a soft option to prison.

Oakley was consistently understaffed with
experienced medical staff and the quality of
treatmentsuffered accordingly and predicta-
bly, finally resulting in the 1981/82 Qakley
Inquiry. However, people who posed risks
to themselves because of the stress of prison
had their lives saved and people who posed
a risk to society were kept out of circulation
and many injuries to the general public were
prevented.

This was often also because patients were
given and maintained in the community on
relatively high doses of medication. The bill
was footed by the Auckland Hospital Board
who justifiably felt it to be inequitable that
prisoners fromall round the country should
become a charge on the Board by Justice
Department policy.

After the Oakley Inquiry this was all changed. It
became policy to:
1. To send prisoners back to prison quickly.

2.

To admit only prisoners with clearly recog-
nized mentalillness~predominantly schizo-
phrenia and manic depressivedisordersand
exclude those with personality disorders or
adjustment reactions. (The number of sui-
cides fluctuated in prison depending on the
degree of crowding of the prisons and the
conditions).

To discharge long standing institutional-
ized patients backinto the community where
conditions were often worse and follow up
patchy, and then at times to refuse to read-
mit.

... the PSA imposed a ban on all male Crimi-
nal Justice Act patients going to anywhere
other than Qakley. A

Associated with this, the degree of security
in Carrington Hospital was being lowered
so that there were basically no secure wards
in Carrington and the policy has been to
allow people to come and go excepting for
thoseacutelyand severely disturbed who, if
they were not treated by transfer to Qakley,
were locked in seclusion rooms with sub-
oplimal care because of lowered staff/pa-
tient ratios.”

On the matter of community care Dr Taylor
said:

“Inorder to transfer money from the hospi-
tal to community work the number of pa-
tients in hospital has had tobereduced. This
has resulted in a denial of asylum to some
and forced discharge of others to sub-stan-
dard conditions and sub-standard follow

up.!l

Dr Jed Felgate, psychiatrist of Carrington Hos-
pital, gives another word picture in these terms:

“When I arrived at Oakley Hospital 5 years
ago there was a hotch potch of patients in
hospital of varying diagnostic categories.
Thatisasituation fraught withdanger. When
you have a mixture of people in one ward it

The Auckland Area » 13




is very difficult to provide therapeutic pro-
grammes for them. There were two patients
who required short term treatment foracute

two psychiatrists must have certified those
patients as being committable otherwise they
would not have been there, His response was:

_ people were people who, in my

.

illness, there were chronic patients, there
were people from the prisons there and
there were elderly people; a real mixture of
subnormal people. One of the problems was
that there were 42 prison inmates who had
been in Qakley Hospital. That seemed an
enormouslylargenumbertome.
My previous experience is that
there are sometimes only one or
two prisonersinamental hospi-

“this hospital
cannot protect the

“I'm quite sure that when the Judge made
those orders the Mental Health Act had not
been entirely complied with, in the sense
that one psychiatrist supplying the certifi-
cate had not come from the hospital. Alot of
those prisoners were the sort of people who
have difficulty fitting in to the very
vicious culture that exists in gaols.
They could notcope with gaol. They
were not mad or insane in any way.

tal - usually none. 42 seemed a public because it They had difficulty fitting into the
statistically significant number. does not have the gaol and were distressed by that
A large number of those 42 degree of security gaol.”

view, were not really corumit-
table. They were not mentally ill
to the extent that they had to be
committed fo amental hospital. They would
havebeen quite willing to be in that hospital
on a voluntary basis; the vast majority.”

We suggested to Dr Felgate that at some stage

that criminals
require”

Dr Felgate suggested that such pa-
tients should be in a special prison
and went on to say:
“This hospital {Carrington) could not pro-
vide the degree of security that criminals
needed ....this hospital cannot protect the
public because it does nothave the degree of
security that eriminals require.”
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THE GALLEi\l INQUIRY: WHAT DID IT SPELL QUT?

Any person reading this Report could be ex-
cused for believing that Oakley has been
revisited. We have been told that between 1981
and 1984 five Reports were published which
had the status of Oakley as a primary or major
concern. The Gallen Inquiry heard evidence in
the latter part of 1982 and reported to the Min-
ister in January 1983. It expressed a sense of deja
vuafterithad studied the Hutchinson Reportof
1571. We express a similar sense of deja vu.
The findings and recommendations of the
Gallen Inquiry have already been well docu-
mented. It suffices to say that this Inquiry had
no hesitation in concluding that the forensic
psychiatry practised in Oakley placed far too
much emphasis on the provision of security for

those patients placed initscare, to the detriment
of a therapeutic regime.

The Inquiry deliberately set out to steer
Oakley Hospital, and forensic psychiatry in
general, in a new direction.

We believe that several crucial recommen-
dations of the Gallen Inquiry needed adoption
by the Auckland Hospital Board if a successful
change in direction was to occur. Those recom-
mendations are set out below. Where appropri-
ate, we have included explanatory comments
made by the Gallen Inquiry. We have also in-
cluded, in appropriate cases, the comments
made by the Executive Group of the Auckland
Hospital Board.

The recommendations follow:

19.7.1  OQakley should be amalgamated with Carrington, subject to certain aspects of its operation, re-

taining a degree of independence.

19.7.2  Aseparate board of control should be setup tobe responsible for the new Carrington/Oakley
complex and to oversee the changes which we propose as necessary. This board of control
should be answerable to the Auckland Hospital Board and should be appointed rather than an
elected board. It should be appointed by the Auckland Hospital Board after consultation with
the Minister of Health and should if possible include the Director of Mental Flealth. It should also
havea representative from the Department of Psychiatry at the Medical School of the Auckland
University. It should consist of no more than seven persons and should assume responsibility
for planning forensic psychiatric services through the whole Auckland region.

19.14.1 Until such time as a board of control or some equivalent is appointed, the Auckland Hospital
Board should acceptresponsibilify to carefully monitor the situation at Qakley Hospital and
ensure that such recommendations as are acceptable to the board are complied with.

Gallen Inquiry Comment -

“....We believe that because of the special needs it will be required to meet, it should be an appointed rather than
anelected Board so that persons of the necessary expertise can be assured of a position on if... We also recommend
that in view of the importance which this Committee attaches fo the development of forensic psychiatric services

in the Auckland region, that this Board should assume responsibility for planning forensic psychiatric services
throughout the whole region.”

Executive Group Comment (a) The Committee of Inquiry clearly felt there was a need for some form of
special organizational arrangement to advise upon and generally monitor changes in Oakley; a need for

. some special insurance against inaction.
()  Withoutdenyingthelegitimacy of the wish for some provisionof thiskind, wedo feel the particular
form of special organizational provision proposed by the Committee to be unclear and ambiguous
(@)  Wealso note that contrary to recommendation 9.14.1 the Auckland Hospital Board must continue
tohave the stated responsibilities (and would lose them through the creation of a Board of Control).

(d>  Ingeneral the need fora special organization is agreed but the form it should take requires further
thought .......
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15.7.3  Thepersonappointed to takeresponsibility for the reconstituted Oakley Unit as part of the Car-
rington complex should be given the title of Director of Forensic Services, He should have re-
sponsibilities beyond the new Oakley Unit itself. He should have the status of a Medical
Superintendent and be remunerated accordingly. On professional matters related directly to
forensic psychiatry he should report directly to the board of control. In matters of administra-
tion he should be responsible to the Medical Superintendent of the whole complex.

19.7.6  Theposishouldnotbe filled on a temporary basis by the Medical Superintendent -in-Chief

|1 of the Auckland Hospital Board or by the present Medical Superintendent of Oakley

Hospital.

Gallen Inquiry Comment

: “The Auckland Hospital Board suggested that the post should be filled on.a temporary basis by Dr Honeyman,
—; the Medical Superintendent-in-Chief for the Auckland Hospital Board. Without meaning any disrespect to Dy
‘ Honeyman, we do not regard this as a satisfactory proposal. Dr Honeyman has many other responsibilities
within the administrative framework of the Auckland Hospital Board, he could not be vesponsible fo himself. The

person responsible for the new Oakley Unit should be in a position fo give it his undivided responsibility over
the period during which reconstruction takes place.”

; Executive Group Comment The difference between the Board’s general policy and the Committee’s
i recommendations may to some extent be more terminological thatsubstantial. Itishowever our firm view
that there is no need for a Medical Superintendent for a unit of 100 beds. There are two needs which have
I to be identified: a need to review administration systems at Oakley; a need to work towards producing
| asystemwhich diminishes the use of scarce (psychiatric) manpower roles which canbe competently filled
' by others.

19.78 A new Principal Nurse, either male or female should be appointed. Such an appointment
A4 should be made, if at all possible, contemporaneously with the appointment of the Director and
under similar reporting conditions.

Executive Group Comment
The Board’s Chief Nurse, Miss A E Murphy, has been elected acting Principal Nurse pursuant to a
Board decision of 14 February 1983. Miss Murphy is allocating over 50% of her time to Oakley, is
actively managing its nursing service and is amemberofits management group. One of her objectives
wastorecommend alternative more permanentarrangements. She has now recommended advertise-
ment of the Principal Nurse position and this is being arranged.

15.7.18 For the future the new Oakley Unit should draw its patients from three sources: firstly, all
prisoners from the Auckland region who have psychiatric problems requiring hospitaliza-
tion; secondly, it should provide the secure unit for Carrington Hospital; thirdly, it should
meet the needs of patients previously associated with the psychiatric therapeutic teams
operating in the new Oakley Unit.

19.9.2  As soon as possible a new unit should be established for persons remanded under the
provisions of the Criminal Justice Act, It should be completely separate from the rest of the
hospital. We do not consider that the upstairs area, or indeed any part, of Ward M3 is a suitable
place for such a unit to be established. Until a separate unit can be constructed we suggest that
the area at present occupied by “C” Group be made available as a separate remand unit with
such additional security as is required.
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1994  The remand unit should not cater for more than a maximum of eight patients at any one time,

19111 We are opposed to any proposal to construct a prison hospital for psychiatric patients.

Gallen Inquiry Comment

“We do not beligve that a hospital is compatible with a prison as such and we do not support any proposal to
construct a hospital which is effectively a prison with hospital overtones..... In our view prisoners reguiring
psychiatric treatment should receive it in a psychiatric hospital where security, though effective, is subordinate
to therapy. As we see a reconstituted Oakley Hospital it could meet the needs which arise through the prison
service, but in our view, it should be operated and controlled as a hospital and not subject to or incorporated in

the prison systent.”

A CHRONOLOGY OF SIGNIFICANT EVENTS

14 February 1983

Dr Honeyman appointed interim Medical
Superintendent; Miss A E Murphy appointed
interim Principal Nurse; an interim Oakley
Management Group of five persons is estab-
lished including Dr Honeyman, Miss Murphy
and Dr Felgate.

March 1983

Dr Basil James, Director of Mental Health, met
with Chairman of the Auckland Hospital Board.
His notes record that the interim appointment
of the Medical Superintendent-in-Chief and the
Chief Nurse were contrary to the recommenda-
tions of the Gallen Inquiry.

March 1983 Onwards
Change in criteria for admission of prisoners to

psychiatric hospital pursuant to Sections42 and
43,

29 April 1983 :

Dr James visited Oakley Hospital. He was in-
formed that the Auckland Hospital Board does
not support the appointment of a Director of
Forensic Psychiatry. The Board has advertised
for a psychiatrist. Recommendations have been
made to the Board that a monitoring committee
be set up in lieu of a board of control as recom-
mended by the GallenInquiry, Thatmonitoring
committee is to be a sub-committee of the
Auckland Hospital Board.

26 May 1983

First meeting of the monitoring:committee.
Auckland Hospital Board indicates that the
special committee does not have responsibility
for planning functions as set out in Gallen rec-
ommendation, 19.7.2.

13 June 1983

Meeting between Dr James and Board officials.
It was agreed that there was to be no change in
Oakley’s role as a hospital catering for the psy-
chiatrically disturbed offender. Longer term
plansfor recruitment/ training of stafffor Oakley
and upgrading services in prisons would be
conducted as a parallel exercise,

14 July 1983

Monitoring committee informed that its role

was to ensure the Board implemented those

Gallen Inquiry recommendations thatthe Board

found acceptable. There was to be no mandate’
for planning functions. It was noted that there

were no suitable applicants for positions of

forensic psychiatrist or principal Nuzse.

15 September 1983

Chairman of the Auckland Hospital Board
confirms that the monitoring committee was an
alternative to the board of control.
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29 September 1983 '
Meeting between Auckland Hospital Board
members and officials from Department of
Health. At that meeting Dr Honeyman said it
was incorrect to assume Oakley was a medium
secure facility. Regarding the principal nurse, it
was noted that the Hospital Board would fol-
low up another applicant, six

or seven applicants not having

Dr James wrote to Dr Honey-

man suggesting a suitable per-

son for the position of Director of Regional Fo-
rensic Services. Strongly advised him to follow
up recommendation.

2 November 1983

Dr Honeyman refers to Hospital Board policy
adopted in October 1982. He points out that
Oakley is to be used by offenders who require
medium security while being psychiatrically
assessed or treated. He describes Oakley M3 as
a closed ward rather than any kind of security
unit. He says that Gallen Report stipulates that
all mentally ill prisoners from the Auckland area
should be admitted fo M3. Itis noted that thisis
different fromrecommendation 11.6.9 0f Gallen
Inquiry which refers to ail prisoners from the
Auckland region who have psychiatric problems
requiring hospitalization.

11 November 1983

Dr James notes that non-appointment of Direc-
tor of Forensic Services makes it difficult to
develop forensicservices. Department of Health
urges appointment of a principal nurse,

21 December 1983

Dr James supports meeting with Auckland
Hospital Board, Minister of Justice and Minister
of Health regarding treatment and care of pris-
oners with psychiatric difficulties.

2 March 1984 '
Meeting with Minister of Health, Minister of
Justice, Chairman of Auckland Hospital Board
and Departmental and Board officials. This
meeting was initiated by a request from the
Auckland Hospital Board who wished to make
representations for an alternative facility for
prisoners who have psychiat-
ric problems requiring hospi-

- been considered suitable. Itwas Health Department talization. Board does not ac-
noted that this recommenda- guidelines: “...Each cept that Gallen recommenda-
tion conflicted with the con- Hospital Board with a tion 11.6.9 is practicable and
cept of amalgamation as rec- hiatric b tal is £ considers that M3 is “emphati-
ommended by Gallen Inquiry. psyc m. ricnospiial is to cally not suitable for prisoners

provide safe care for who are likely to escape and/
18 October 1983 disturbed patients ... "

or whose escape would be un-
acceptable”. Inter alia, it was
decided that pending develop-
ment of a Jongterm solution high security pris-
oners requiring hospitalization would be sent
direct to Lake Alice.

29 August 1984

Health Department issues guidelines on secure
forensic facilities required by each Hospital
Board. “....Each Hospital Board with a psychiatric
hospital is to provide safe care for disturbed patients

12 September 1984
WorkingParty established by Minister of Health
and Minister of Justice. Terms of Reference
agreed as follows:
“To report on the need in Auckland for
secure facilities for psychiatric patients in-
cluding prisoners and other offenders and
to make recommendations on the action
needed to meet the need.”
Working Party comprises representatives of
Health Department, Justice Department and
Auckland Hospital Board.
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1984 WORKING PARTY:
ITS RECOMMENDATIONS AND SUBSEQUENT EVENTS

The Report of the Working Party was pre-
sented in November 1984. Itmade sevenrecom-
mendations including the following:

6.3 Thatthe Department of Justice establisha
special prison in Auckland .... to be lo-
cated in Ward M3 of Oakley Hospital ....

64 That the Auckland Hospital Board estab-
lish a structured living environment for
approximately 30 patients as part of Car-
rington Hospital using the presentOakley
ward M7 .....

6.5 That the Auckland Hospital Board take
immediate steps to improve the accom-
modation of the acute wards at Carring-
ton Hospital. Such accommodation to
include provision of a secure area for the
assessmentand management of severely
disturbed patients who need contain-
ment.

The Report noted that, at the time of report-
ing, the Working Party had no firm proposals
for theexact types of inmates to be catered for by
the new special prison.

Indiscussing mental health services for pris-
oners the Working Party observed:

216 “A small proportion of inmates with
mental disorders can properly be trans-
ferred to hospitals for careand treatment;
those who following convictionare found
to have or develop a major mental disor-
der, some of whom may be committed to
a psychiatric hospital under Section 42 of
the Mental Health Act or - in selected
cases only - transferred voluntarily sub-
ject to the provision of Section 43 of the
Mental Health Act. Studies suggest that
these may comprise no morethan 1.2% of
the prison population. Appropriate pro-
vision for this small number must be
made within the hospital system.”

Later, when discussing the role of hospitals,
the Working Party said:

3.6 “The large majority of psychiatric patients
are properly treated in an “open” environ-
ment, but a small proportion require con-
tainment in a secure setting .... there must
stll be suitable secure facilities within the
Board’s hospitals for some patients includ-
ing those who are:

1: S

(b) Mentally disturbed, requiring assess-
ment and acute and long term care.
Includes some committed prisoners
transferred under Section 42 of the
Mental Health Act (a smallnumber)....”

And still Jater, in discussing the psychiatric
intensive care unit, the Working Party recorded:

3.17 “We seeaneed within Carrington Hospi-
tal for a small secure facility or unit asso-
ciated with and managed as part of the
hospital’s acute wards in order that pro-
foundly disturbed and disruptive patients
can better be controlled and treated.”

318 “Givensucha facility, Carrington Hospi-
tal would be well able to meet the needs
of acutely disturbed patients including
conmitted prison inmates transferred
under Section 42 of the Mental Health Act
in conditions which allowed of the neces-
sary security and containment.”

On 10 December 1984, the PSA responded to
the Working Party Report. It lodged a formal
objection with the Minister of Healthand stated
that it saw the Working Party recommenda-
tions as an attempt “to cover up the present
problems in the cheapest possible manner.”

The Association rejected the recormmenda-
tion that M3 Oakley be turned into a prisonand
was of the opinion that a therapeutic environ-
ment was incompatible with a prison environ-
ment. The Association also questioned the
wisdom of doing anything with M7 given that
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ithad alife spanof only two years. The Associa-
tion endorsed the recommendations of the
Gallen Inquiry and suggested that-the Oakley
facility be further developed to provide a foren-
sic service as part of Carrington Hospital.

On 15 March 1985 PSA members at Carring-
ton and Kingseat hospitals passed resolutions
banning the admission of “Oakley type” pa-
tients. The resolutions read, in part:

“These hospitals lack both the secure facilities
and the adequate staffing levels essential for the
management and treatment of these patients.

Note: In the event of adequate facilities and staff
being available, we accept that all psychiatric hospi-
tals in the Auckland region should be able to provide

secure facilities for male and female patients in this

category.,”

On 28 January 1986, the Director of Mental
Health issued gnidelines on the establishraent
of safe care units to all Hospital Boards and
Area Health Boards. He alerted them to their
obligationsin this particular area
of psychiatric care.

It willbe apparent that by this
stagethe PSAhad becomeacutely
aware of theneed to provide safe
care facilities and adequate staff-
ing levels.

Another perspeciive on the
situation which existed at
Oakley/Carrington in 1985 and
1986 has been given by Dr John
Radcliffe, the then Medical Su-
perintendent at Carrington Hos-
pital. He says that during 1985/1986 there was
an increasing unwillingness of medical staff to
work in M3 at Oakley. In June 1986, together
with a small group of psychiatrists, he drew up
an ultimatum to the Auckland Hospital Board.
The medical staff would continue to service the
ward for 12 months provided the 1984 Working
Party recommendations were commissioned
within that time, that ceilings of 25 patientsand
three remand patients were imposed, and that,
for good measure, some other long standing
plans for hostel accommodation were imple-
mented.

By then, the “Oakley Monitoring Group”
of five or six psychiatrists and Dr Radcliffe
realized that with the closure of Oakley M3
there would remain a group of patients who
couldnotbeaccommodated in thenewplanned

“There is no doubt
that a further Oakley
Inquiry held now,
would find a number
of deficiencies
unacceptable to the
public.”

facilities, Accordingly a group of four inde-
pendent psychiatrists was established with a
mandate to advise upon suitable management
plans for M3 patients and to advise on the
need for secure accommodation. About eight
patients were identified tohave thisneed. The
purpose of this independent group of psy-
chiatrists was to persuade the Auckland Hos-
pital Board that a unit in the “safe care” range
was required. The panel gave its recommen-
dations to Dr Radcliffe which he passed on to
the Superintendent-in-Chief. DrRadcliffesays
that he does not know whether those recom-
mendations ever reached the Board.

On 15 September 1986 Dr Radcliffe wrote to
the Superintendent-in-Chief, Auckland Hospi-
tal Board, regarding M3 at Oakley Hospital:

“.... 50 for a combination of pressure from the

Courts, industrial action, and plain lack of re-

sources, M3 is unsafe. There is no doubt that a

further Oakley Inquiry held now, would find a
number of deficiencies unacceptable
to the public ...... "

It is apparent therefore that
by 15 September 1986, at the lat-
est, Dr Raddliffe and the inde-
pendent psychiatric panel were
concerned that a safe care unitbe
ready for occupation by the date
of ward M3’s planned closure.

Dr Raddiffe has also told us
thatthe Auckland Hospital Board
had implied in 1987 thatits pack-
age of reforms covered security
needs. He points out that the package made no
proper provision for security for the most
commonly required type of patient, ie. the
chronic, psychoticintermittently violent patient
referred toby theindependentpsychiatricpanel
in ifs recommendations.

On15June 1987 the Minister of Health wrote
to the Board regarding safe care facilities and
related services. He wrote (in part):

“ ... your plans to amalgamate Oakley and
Carrington are, I know, well advanced. The
consummation of the change requires certain
actions on my part. I carmot take these steps
while the question of secure facilities, and the
interface between the Health and Justice sys-
tems, remains unsatisfactory.”

The Minister sought confirmation that the
Board intended to provide a safe care facility
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withinitsinstitutions. Onemonthlater the Board
accepted that obligation.

On 15 June 1987 Dr Honeyman attended a
meeting of the Carrington Division of Psychia-
try. The proposed run down and eventual clo-
sureof Oakley wasunder discussion. DrHoney-

man assured the meeting of his support and of

his strong desire to see Oakley close. He said
that no consideration should be given to provi-
sion of a designated secure facility which could
be construed as replacing Ward M3.

On 17 August 1987 staff of Auckland Hos-
pital Board and Carrington management do a
swoop on Oakley M3. The Charge Nuzrse is

Term of Reference (a) (i)

directed to transfer all patients from Oakley
M3 to Carrington MY. As soon as patients and
staff vacate Qakley M3 the ward is chained
and padlocked. Oakley ceases fo exist. Itis not
amalgamated but closed. The 17 patients from
Oakley M3 are taken to an open ward which
will later be known as the Whare Paia, That
ward had been refurbished as an open struc-
tured living environment. The patients who
would have taken part in that programme are
nowno longer able to doso, The programme is
disbanded. The Oakley patients remain in the
open ward.

THE AUCKLAND HOSPITAL BOARD: ITS CRITICS AND THE CRITICISMS

Many of the subinissions, both oral and
written focussed on events at Oakley and Car-
rington hospitals since 1983.

Many individuals and organizations were
critical of the administrative decisions taken by
the Auckland Hospital Board and the effects
which those decisions had caused in subse-
quent patient care.

Wesetoutbelow representative viewsof the
critics.

PAREMOREMO PRISON STAFF:

On 11 November 1987 we met the Par-
emoremoe Deputy Superintendent and several
of his staff including medical and paramedical
staff. We did not, on that occasion, meet with
the two Justice Department psychiatrists who
are employed on a part time

1983 was directly related to the reluctance of
the psychiatric hospifals to take inmates from
the prison system. The officers fonnd this
attitude to be quite incomprehensible. One
officer summed it up in this way: -
“Nobody can tell me that a man who getsa
screwdriver and drives it through his head
and thena month later drives a fourinchnail
into his head, is not disturbed. When the
Oakley Committee came to look at him we
were told that there was nothing wrong with
him. A week later he stuck another screw-
driver in his head and we still have him.
Nobody can tell me that a person who is-
continually cutting his throatis notdisturbed,
and yet they will not take him.”
Another officer commented that the Oakley
staff were ‘occasionally dila-

basis at the prison.We saw all
the prisoners in the Assess-
ment Unit and on the Assess-
mentBlockand spoke tomany.
On the day of our visit the
prison muster was 195, of
whom 62% were Maori.
Prison officers to whom

- “Nobody can tell me that

a man who gets a screw-
driver and drives it
through his head and
then a month later drives
a four inch nail into his
head, is not disturbed.”

tory in responding to a prison
request for a psychiatric ex-
amination. He said that if
promptaction had been taken
some of the inmates who had
suicided would still be alive,
That view wasshared by other
staff.

we spoke overwhelmingly

expressed grave concern at their inability to
transfer psychiatrically disturbed prisonersto
QOakley or Carrington Hospitals. Several offi-
cers suggested that the high suicide rate since

We spoke to three prison
officers working inthe Assessment Unitand the
Assessment Block. They told us of the extreme
distress which results when they are obliged to
deal with mentally disturbed prisoners.
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One officer said:
“We are not really trained in psychiatric
nursing. We are prison officers and yet we
havetobenurse, doctorand padreall rolled
into one. That is expecting a lot of us. We

have not had the training. We have had a

two day suicide prevention course but that

was very basic.”
Several officers said that any attempt to transfer
a mentally disturbed prisoner to hospital was
an exercise in futility.

Don Swinton, a senior psychologist em-
ployed at Paremoremo, suggested that there
were three or four inmates presently in the
institution who would be examined with some
hope rather than expectation that they mightbe
admitted into a psychiatric hospital. He went
on to say:

“There are people here who were once dealt

with in psychiatric hospitals. We now deal

with them in prisons and I feel we are very

ill equipped to handle these people because

- prisons by nature are places of punishment

..... we are being unfair to prison officers ex-

pecting them to do this sort of thing. This is

not the right environment.”

Alan Dowling is a Divisional Officer on the
Assessment Block at Paremoremo. He said that
the establishment of the Assessment Unit and
the Assessment Block had provided some relief
both for inmatesand prison officers but empha-
sized that it was only a stop gap measure which
would never work while it wascontained within
the prison system. In his view at least half the
Paremoremo suicides since 1983 could have
been prevented if the inmates had been placed
in psychiatric hospitals. He lamented the fact
that disturbed inmates did not have access to
psychiatric care.

Wealso spoke to Greg Price, formerly a First
Officer at Paremoremo but now Superinten-
dent at Dunedin Prison. Mr Price said that he
had been actively involved in'9 of the 13 Par-
emoremo suicides. He expressed very strong
viewsabout theapplication of theMental Health
Act by the’ Auckland Hospital Board and he
criticized the elaborate public relations exercise
embarked on by the Oakley administration. He
says that exercise was designed to ensure that
local reaction to the proposed Oakley prison
would be such that the proposal would be
doomed to failure from the start. Mr Price said

that 10 of the 13 suicides were preventable and
theresponsibility for those deaths, he suggested,
rests primarily with the Hospital Board and to
a lesser extent the Justice Department for not
making sufficient protest earlier. Perhaps the
best way to sum up Mr Price’s concern and
frustration is to refer to a report which he wrote
following the suicide of an inmate by hanging:
“Here we had an inmate crying out for help
throughout his sentence; we promised him
the world but did not deliver. Dr Whitting-
ton did everything in his power to help but
got no assistance from the powers that be
outside this prison. ... Insummary, what we
had was a man with a psychiatric disorder
who was refused treatment. ... What the
system basically said was, “You're not mad,
you can’t get treatment, you can’t go any-
where else, no one wants to know you on
release - go hang yourself’.”
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MT EDEN PRISON STAFF:

On 18 December 1987 we met the Superm—
tendent and several of his staff at Mt Eden
prison. John Dephoff is a Probation Officer
employed on a full-time basis at the prison. He
was convinced that a psychiatric wing was of
little benefit in a prison environment. He said:

“Ttis still gaol. The deliberate criminalizing

of mental illness is wrong because these

people who are sick should not be here at
all.ﬂ‘

We then spoke with

Term of Reference (a) (i}

would be certifiable according to the standards
which applied other than in Auckland. He said:
“Iwould say thatabout half of these people
could quite easily have been admitted to a
psychiatric hospital. We don’teven attermpt
that because itis a waste of time and paper-
work. Itis a waste of the Judge’s time and it
is a waste of our (Mt Eden} doctor’s time.”
Another experienced prison officer said that
in his view the psychiatric hospitals were only
interested in taking patients
who were manageable and that

Humphrey Stroud the prison
Superintendent. In general
terms he repeated many of the
comments which had been
made by the staff at Par-

“The deliberate
criminalizing of mental
illness is wrong because

these people who are'sick
should not be here at all.”

any person who was obvicusly
a little unstable and showed
some aggressive traits was not
acceptable. He said that when
admission to the hospital was

emoremo prison. Healso noted
thathis staff were nottrained in
nursing and commented on the difficulty of
trying to deal with psychiatrically disturbed in-
mates within the army-type routine of a prison.
He suggested that continuity of routines was
essential within a prison setting if the institu-
tion was to run effectively.

We next spoke with Robert Douglas who is
the Nurse in Charge of the medical services at
Mt Eden. Mr Douglas has had seven years
experience as a psychiatric nurse. He told us
about the number of emotionally disordered
inmates whom he and his staff had identified
during the months of August, September and
October 1987. They were:-

August 25
September 65
October 34

Mr Douglas also said that each emotionally
disturbed inmate had asked that he be sent to
Carrington Hospital.-We asked whether it was
possible that the inmates were malingering. He
acknowledged that that was a possibility but
said thatfairly elaboratemedical questionnaires
were maintained and that many of the prison-
ers he referred to had a psychiatric history. He
believed that he and his staff would have no
difficulty in weeding out those prisoners who
were trying to beat the system as distinct from
those who genuinely needed psychiatric care.
e then asked how many of those inmates

refused the stock answer
seemed to be that the inmate
had a behavioural problem and nota psychiat-
tic problem.

Miss Dorothy Coster has been the Officer in
Charge of the Women's Prison at Mt Eden for 21
years. Miss Coster confirmed that during the
past 18 months or so it had been difficult for
female inmates to be admitted to Carrington
Hospital. She suggested that perhaps Judges
were hesitantabout sending people to Carring-
fon because the chances were that the patient
would beadmitted ononedayand released two
days later.

Miss Coster told us that the prison muster
was 20. She said that in 1987 there were 12
women prisoners who were borderline men-
tally ill of whom three, in her view, were defi-
nitely certifiable. She said:

“In the old days we would have had no

problem at all sending them out to Carring-

ton. The others (9 inmates) would have
benefitted from psychiatric care rather than
coming in here.”

Miss Coster also said that it was very diffi-
cult to deal with people who were either certifi-
able or who needed some degree of psychiatric
care as such people had to be placed with the
mainstream prisoners. As a conseguence life
became more difficult, not only for the psychia-
trically disterbed inmates, but also for the re-
maining inmates and staff.
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STAFF : SCHOOL OF MEDICINE,
UNIVERSITY OF AUCKLAND

Professor J S Werry, Associate Professor J ]
Wright, Dr RRKydd and DrR G Large are on
the senior academic staff at the School of Medi-
cine, Auckland. Allhave professional qualifica-
tions in psychiatry. They emphasized that they
were expressing personal views.

In their submission, Auckland is tragically

behind in the provision of adequate psychiatric
services. They told us that since 1982 the Hospi-
tal Board administration has been narrowly
focussed on Carrington Hospital and that the
failure to take action on significant matters
outside Carrington contrasts dramatically with
the Board’s stated intentions in its strategic
plan. That was a policy which they regarded as
unbelievably short sighted. Professor Wright
put it this way:
“Itis our collective view that the sequence
of events since the Oakley Inquiry of 1982
could have been avoided if a different set
of decisions had been made by the Execu-
tive of the Auckland Hospital Board other
- than those that were made, In particular,
we believe that by becoming Superinten-
dent at Oakley Hospital Dr Honeyman
broke the terms of the Qakley Inquiry’s
recommendation and pro-
ceeded toendeavourtosolve
the problems by actions that
" cut off the flow of the psy-
chiatrically ill from the piis-
ons and thus caused conges-
tion in the prison and a psy-
chiatric crisis in that area, At
the same time, DrHoneyman
failed to improve psychiat-
ric services within the city,
Inparticular, hehaspaidinadequate atten-
tion to the development of the workforce
and recruitment of suitably qualified con-
sultants. Indeed, the direction of attention
by the Executive in respect of Carrington
hasresulted insimply aseries of escalating
difficulties with the Public Service Asso-
- ciation and with professionalrelationships
within the hospital until ultimately the
hospital became unworkable.”
Professor Wright then went on to say that
there should have been a “holding operation”
at Oakley following the Gallen Inquiry. He and

“... the sequence of
events since the
Oakley Inquiry of
1982 could have been
avoided if a different-
set of decisions had
been made...”

his colleagues acknowledged that there were

‘patients who were inappropriately placed in

Oakley and who were subsequently placed in
other hospitals. He suggested however that the
patients from the prisons should still have been
admitted to Oakley Hospital. An effort should
havebeen made to retain the security of the old
Oakley hospital whilst at the same time avoid-
ing the practices whichresulted in people being
locked in a single room. There would then have
been a reasonably humane forensic service
without great change at Oakley hospital. He
then went on to say:
“We believe that there should have been a
widespread process of consultation with
the psychiatristsin the city and the develop-
ment of a plan for coordinated services be-
tween general hospitals, mental hospitals,
day hospitalsand other facilities. Token ges-
tures towards this were made in the deliv-
ery of a strategic plan, and ultimately an
operational plan by the executive of the
Hospital Board, but no action was pursued.
... We believe that the course of events (in
Auckland) would have been predictable on
the basis of experiences in Britain and
America. We could have learnt from their
experiences and avoided these problems
but now we are stuck with the
worst of all possible worlds; we
have high imprisonment rates,
low hospitalization rates, bad
conditions for psychiatric pa-
tients within the communityand
demoralization of the hospital
services.” ‘
Allfourpersonsregarded the
recommendations of the Gallen
Inquiry as significant. They said
that important recommendations were ignored
or overruled and that advisory groups, such as
the Auckland Council of Psychiatrists, the Psy-
chiatric Advisory Committeeand the College of
Psychiatrists, also had their views ignored on
all but trivial issues. They said that the Hospital
Board Administration had paid lip service to
the long term proposals of that Inquiry. They
also spoke about the involvement of Dr Honey-
man and Miss Murphy in the events since the
Gallen Inquiry. Professor Werry said this:
“There is a spirit of mistrust between the
Hospital Board executive and the psychia-
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trists. Instead of finding people within the
psychiatric community to do the job, the
position which was taken by both the Chief
Nurse and Dr Honeyman was that the only
people who could really do it were them-
selves, I think the situationis ludicrous if you
think about all the duties that the Super-
intendent-in-Chief and the Chief Nurse have
to do. They have to look after the system as
a whole without trying to run probably the
most difficult spot in the sys-
tem altogether”

And in respect of the Hospital

Board Executive, this was said:
“Their own agenda appears
to have given priority to con-
frontation with the Public
Service Association, displace-
ment of the clinical load of
violent prisoners and patients
to other facilities and the de-
velopment of unorthodox
lines of autherity within Car-

that unless the paramount

need for the maintenance of

clinical standards and the safety and well-

being of patients is asserted then further and

increasing difficulties are to be expected. To
achieve this the recommendations of the
second Oakley Committee of Inquiry need
urgently to be implemented”
We asked Professor Werry whether he and his
colleagues were accusing Dr Honeyman and
Miss Murphy of incompetence, He replied:

“I think they have made terrible mistakes.
Pogsibly those mistakes could have been
avoided if they had been more open to
assistance and advice and had other people
doing things in the job. However, having
said that, there comes a point at which, if
you are in a management position, and you
make gross errors, whether they are incom-
petent or unfortunate, then you cease to be
effective in that position any longer”

It was urged on us that we recommnend the
appointment of a Director of Psychiatric Serv-
ices. The qualification was made that it would

.be futile to create that position and then allow
the appointee to fall under the direct authority
of the existing management group of the
Auckland Hospital Board.

“... there comes a
point at which, if you
are in a management

position, and you

make gross errors,
whether they are
incompetent or
unfortunate, then you
cease to be effective
in that position any
rington Hospital. We believe longer”
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On the question of dangerousness and the
need for safe care facilities, we were told that
the vast majority of the psychiatrically ill people
are harmless but that there is a small extraor-
dinarily dangerous minority who require the
highest levels of security. It is the responsibility
of psychiatry to identify those people and then
be prepared to take the moral responsibility of

keeping them locked up if necessary because

they are a danger to others.

They confirmed a statement
of concern which they had pre-
vipusly issued:

“The Auckiand Hospital Board
has taken the position that all
dangerous, highly disturbed
patients can be handled in an
open ward. We endorse this
statement in principle but wish
to state that at this tHime we
consider such a position is
probably impracticable and can
be achieved, if at all, only by the
present tactic of keeping the most
difficult patients out of Carring-
ton Hospital in gaol, or Lake

Alice, or by the investment of such amounts

of nursing resources that other services will

suffer.”

Finally, we were told that since 1982 the
Qakley problem has now been transferred to
Paremoremo and Mt Eden prisons and
Carrington and Lake Alice Hospitals. That was
the extent of “progress”,

NEW ZEALAND POLICE:

We met with Detective Chief Inspector Bruce
Scott and other police representatives on 20
November 1987, The police expressed concern
at the ease with which committed patients
walk out of hospital and in some cases become
involved in crime.

They cited the case of a 19 year old youth
who was committed to Carrington Hospital on
12 September 1987 under section 21 of the Mental
Health Act. The police assisted the mother with
the committal. One week later the mother called
the police to her address to take her son back to
hospital. He had simply walked out, On 22 Sep-
tember last the patient walked out of hospital
again, His condition was described ds psychotic.

The second case concerned a man who was
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seenby policeleaving a tavern at 13.30hourson
18 August 1987. The same man had been trans-
ported to Carrington as a committed patient
from the North Shore District Court the previ-
ous day. The bar manager complained that the
man had created havoc after having had one
drink. He was notlocated at that time. When the
police left the man at Carrington on 17 August
the comment was made by hospital staff that “If
isallverywell for police to commit them, but they can
come. and go as they please because there is no
security.”
- The police submitted that there is a need for
a tightening up of supervision and security for
committed patients, and pointed to the need for
achange of attitude on the part of somestaff and
hospital authorities. They continued:
“It seems ironical that in many of the in-
stances police encounter, while they and the
. relatives readily perceive that a person is in
need of care and treatment, psychiatrists
often have a differing view despite the facts
being placed squarely in front of them. It
could be argued that in some instances the
theoretical niceties blur out the practical
realities.”
The police made several other helpful submis-
sions which are not relevant to this part of our
report.

JUSTICE DEPARTMENT:

‘We met with the Deputy Secretary for Jus-
tice, Mel Smith, and departmental officials. Mr
Smith told us that prison superintendents were

experiencing increasing difficulty in admitting
disturbed inmates to psychiatric hospitals. He

pomted out that there had been a dramatic de-
cline in Section 42 admissions
since 1983 which had been
matched by an equally dramatic
rise in the number of inmate sui-
cides,attempted suicidesand self
mutilations. In 1986 the superin-
tendent at Paremoremo had re-
ported that since 1983 there had.
been 126 self mutilations, 13
hanging attempts and 8 suicides.
Mr Smith said that the Justice Department could
not establish any causal link between events at
Qakley and the prison suicides but commented
that the figures were highly suggestive.
He went on to say:

“... some Hospital
Boards are ignoring the .
spirit, if not the letter of

the law, in excluding
such patients from their

“We believe that things have now swung
too farto the other extreme. It is our conten-
tion that Hospital Boards have a clear re-
sponsibility, in terms of their general con-
cern with providing health care to those in
need of it and, more narrowly, a statutory
obligation under the Mental Health Act

1969 and the Criminal Justice Act 1985 to

provide facilities to deal with disturbed

inmates. It is also our contention thatsome

Hospital Boards are ignoring the spirit, if

not the letfer of the law, in excluding such

patients from their care.”

Mr Smith also said that there were some
psychiatrically disturbed inmates who could be
dealt with adequately in prison and that since
1981 his department had been i improvmg its
psychiatricand psychological servicesinprison.
As worthwhile improvements, he pointed to
the establishment of the assessment unit and
the assessment block at Paremoremo and the
current establishment of the psychiatric wing
for remandees at Mt Eden.

He then said:

“However, we do not feel that this absolves
Hospital Boards from the responsibility of
providing care for those inmates who would
be more appropriately cared for in hospital.
We find the actions of the Auckland Hospi-
tal Board in closing Oakley Hospital in 1987
particularly hard to understand. The clo-
sure of Oakley meant that there were no
adequate facilities for the disposition of
disturbed inmates. It also meant that there
is now no adequate provision for keepmg
dangerous patients in secure facilities ...

“Whatremains importantis that
such people are adequately
cared for in eircumstances that
improve theirmental condition,
or at least do not undermine i,
and that staff at prisons and
hospitals, the other patients or
inmates, as well as the public,
are protected. Traditionally,and
legally, psychiatric hospitals
have an important role to play in this care,

We feel that they should continue to play
such arole, Attempis by the prison-system
to dump all difficult cases onto hospitals
or, conversely, of psychiatric hospitals to
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wash their hands of inmates who are dis-

turbed seem equally irresponsible.”

Mr Smith went on to say that the Justice
Department supported the development of
greater care in the community for psychiatric
patients but emphasized that there were two
important points {0 be made, The first is thata
need for secure facilities for some
patients will remain and must be
accepted by hospitals. The sec-

“... ptisons will
become a dumping

Term of Reference (a) (i)

cern regarding the interpretation of the term
“mentally disordered”. Mr Smith said this:
“We are particularly concerned with the
use of whatseems an overlyrigorousinter-
pretation of the definition of ‘mentally
disordered’ given in S2 of the Mental
Health Act to exclude inmates in genuine
need of psychiatric help that
prisonsimply cannotprovide, It
seems that hospitals are only

e tobosuceossil impheorhe  gioundforthose”  £in B e SRR
provision of adequate facilities difficult cases other . readily respond te a therapeutic

in the community.

The Justice Department was
adamant that the lack of appro-
priate facilities at Kingseat and
Carrington hospitals, and the
policies adopted by the Oakley
administration since 1983, had nullified the
provisions of the Mental Health Act.

We were told that the Auckland Hospital
Board seems to have ignored thelaw regarding
disturbed inmates. One officer said that, given
Auckland’s very large population relative to
the rest of New Zealand and the fact that New
Zealand's only maximum security prison is
situated in the region, it is not surprising that
the need for forensic psychiatric resources has
always been at its highest in Auckland. Conse-
quently the lack of those facilities had created
particular problems for the Justice Department.

The Department also expressed grave con-
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institutions or
organizations in
society are unwilling
to deal with.”

regime, We would only point
outthatthe first category of those
defined as “mentally disor-
dered” does not seem to require
" that a patient £al] neatly into a
particular clinically defined
mental illness. It certainly contains no hint
of the criteria of ‘treatability’ i.e. will be
cured orshow significantsigns ofimprove-
ment within a limited time span, that has
increasingly been applied by hospitals.”

The concernexpressed by those in the prison
system is that prisons will become a dumping
ground for those difficult cases other institu-
tions or organizations in society are unwilling
to deal with.

Mr Smith said he felt it necessary to empha-
size that psychiatric hospitals must accept the
responsibility to provide secure facilities for the
minority of patients who required such facili-
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ties. He said that this includes not only those
who are transferred from the prisons but those
disturbed people who are potentially danger-

. ous to themselves or to others. There were some

people, he suggested, for whomthe “opendoor”
treatment is not adequate.

The Justice Department argued that a lim-
ited form of secure containment is inevitable in
psychiatrichospitals howeverdifficult thatmay
be to fit in with prevailing philosophies of psy-
chiatric medicine.

We asked Mr Smith about the prison hospi-
tal which the department proposed building
near Paremoremo. He said that the proposed
conversion of Oakley M3 into a hospital prison
had been rejected by the local anthority and the
department was therefore required to look else-
where. He pointed out that the idea of a prison
hospital was strongly rejected by the Gallen
Inquiry and went on to say:

“Increasingly the Auckland Hospital Board

has been unwilling to provide adequate

secure facilities to cope with either con-
victed inmates or dangerous patients. The

Justice Department has ben forced to

undertake the development of precisely

_ the type of prison hospital the Oakley
"Commrittee had so vehemently opposed.
Currently Paremoremo and Mt Eden are
having to cope with prison-
ers who are seriously dis-
turbed. As had been feared

Hospital Boards have used a

strict inferpretation of the

rather vague definition of

”mentally disordered” con-

‘tained in the Mental Health

Act1969 Section 2 to exclude

many disturbed people who

would be more appropri-
ately placed in hospital,
What many in the Justice Department
feared in 1980 has in fact occurred.”
We then asked why the department was build-
ing a psychiatric wing for remandees at Mt
Eden. Mr Smith replied:

" “Mainly because of the intransigence of the
Auckland Hospital Board in failing to pro-
vide anappropriate facility and our percep-
tion that there wasan urgent need in human
terms to “do something”, we then dec1ded
to develop the psychiatric remand unit ..

“... the Auckland
Hospital Board has
been unwilling to
provide adequate
secure facilities fo
cope with either
convicted inmates or
dangerous patients. ”

DR PETER McGEORGE:
Dr McGeorge was appointed as the medical
superintendent at Carrington hospital for six
months commencing September 1987. He said
that since the Gallen Inquiry ideological dis-
putes had arisen between groups who believe
in the absolute necessity for locked wards and
seclusion rooms and others who believe it is
impossible to treat violence properly in those
circumstances. He commented that thishad re-
sulted in the propagation of myths such as,
“veople with personality disorders are untrentable
and are therefore nof the responsibility of the health
sysfem” . He said that to dispense such people to
the justice system withoutrecognizing thatsome
of them may respond to appropriately tailored
programmes simply condemns them and the
public to expense and suffering,
DrMcGeorge, whilerecognizing the risks of
incarceration, also said that the myth that pa-
tient treatment can only be carried out in an
open environment may have dangerous impli-
cations for the public and patient alike.He was
critical at the lack of information relating to
specificevents and planning at Carrington, and
suggested that the lack of information may
havehada signiﬁcantbearing on the tragicsaga
that had beset Carrington in recent months.
Thatin turn, he suggested, had implications for
what was necessary to correct
procedures within the Auckland
Hospital Board’s services.
Weweretold that20yearsago
the patient population of Car-
rington was in excess of 1300; ten
years ago it was 800; and in 1987-
it varied between 250 and 300.
Weasked Dr McGeorge whether
there had been any real progress
during the short period he had
been medical superintendent at
Carrington. He responded:
“I am afraid to say that that is an indication
of the way that the Board has functioned in
regard tomental health services. Thereneeds
to be a crisis before things happen.”

Regarding secure facilities Dr McGeorge said:
“WenolongerhaveasecureunitinCarring-
tonhospital. The best that we can offer or the
worst that we can offer... would be seclu-
sion rooms on the acute war

He acknowledged that the acute ward was
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not locked. He said that the existing facilities
were set up to deal with patients who could be
managed in an open environment and that the
hospital had not really faced the issue of the
need for secure facilities.

Finally, Dr McGeorge told us that the assess-
ment team which was responsible for deciding
which prisoners, if any, should be admitted to
Carrington Hospital, was exercising stringent
gate keeping.

DR JOHN HALL:

Dr Hall is the Chief Medical Officer to the
Northland Area Health Board. He was formerly
Deputy Director of Mental Health in the Health
Department and for 11 years was the Medical
Superintendent at Porirua Hospital. He is a
member of the prison’s parole board. Dr Hall

made several useful submissions, two of which

are set out below.,
“My main concern now about admissions
under Sections 42 and 43 would be as a
mermber of the Parole Board concerning the
persistent difficulties over such admissions
in Auckland. The Parole Board visits Par-
emoremo Prisonatleastevery
6 months .... I am well aware

“... the Board had not

Term of Reference (a) (i)

toprovideaccommodation which cansafely
house patients who may be potentially
dangerous. For some remand patients and
for some other difficult patients this will
often require the availability of a ward o
part of ward which does provide a reason-
able degree of security.”

PUBLIC SERVICE ASSOCIATION:

The Public Service Association includes
nurses, psychologists, occupational therapists,
social workers and physiotherapists in its
membership.We met with the Regional Secre-
tary of the Association, Marney Ainsworth,and
several of its members on two separate occa-
sions. Ms Ainsworth said that prior to the Gal-
len Inquiry the PSA had expressed a high level
of concern about conditions at Oakley Hospital
and that since the Inquiry the relationship with
the Auckland Hospital Board could best be
described as one of continuing dispute.

The PSA felt very strongly that the Board
had not implemented any of the recommenda-
tions of the Gallen Inquiry thatmight cost money
or were likely to make substantial changes. She
acknowledged that some of the
recommendations had been

of the difficulties which were implemented any of implemented but said that they
caused at Oakley Hospital the recommendations were mere “window dressing”
when Dr Savage was much len I . which was designed to improve
more willing to accept pa- of the Gal_ €n lnquiry the Hospital Board imageand the
tientsfromprison.Imustnow that might cost publicimage rather than actually
express the view that the money or were likely address the problemsthatexisted.
pendulum has swungtoo far. to make substantial As an example she pointed out
I have seen some cases, and changes.” that there had been a large num-

have been told convineingly
of others, whereitwould have
been prudent for those persons to have been
admitted to a psychiatric hospital. Enthusi-
asm by Auckland Hospital Board staff to
reduce the difficulties criticized during the
Oakley Hospital Inquiry hasbeen commend-
able. Nevertheless I believe this has been
taken too far in reluctance to accept adinis-
sion of forensic psychiatry patients. This has
placed an unfair burden on prison staff.”

“Although I support fully the general
movement in psychiatric hospitals towards
having all the suitable wards unlocked I
also believe thatall large psychiatric hospi-
tals must accept their public responsibility

ber of so called “escapes” from
Qakley, and suggested that this
was not necessarily due to the “open-door”
policy following the GallenInquiry. Rather they
were a consequence of the failure of the Auck-
land Hospital Board to follow up the reduced
security by increasing the number of staff. What
used to be attained with lock and key now
requires the allocation of people to maintain
adequate supervision. The PSA lamented the
inadequate resources which the Board provided.

The PSA also contended that the Auckland
Hospital Board had changed itsadmission policy
so that it became almost impossible for a pris-
oner to be admitted under section 42. It argued
that the high level of suicides in prison was a
result of a lack of adequate and appropriate

=
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nursing intervention. Ms Ainsworth told us
that alternatives needed to be provided once
the Board had re-defined therole of Oakley M3.
She said:

“The Auckland Hospital Board has a statu-
tory responsibility to ensure that adequate
health treatment facilities are available for
everybody in the Auckland Hospital Board
catchmeht area and we would argue that
that responsibility applies to those peopie
inh prison and that loss of liberty does not

service which they could provide to treat those
people. One member commented:

“given adequate facilities we are quite
prepared to treat them.”

ThePSA suggested tous thatthe Auckland
Hospital Board should provide a special re-
gional secure unit thus making Auckland
psychiatric services autonomous and negat-
ing the need to transfer patients {o Lake Alice
National Secutity Unit. Patients would not

+ then be separated from their families and peer

equal loss of health. The Auckland Hospi- networks.

tal Board provides facilities, Further comment was made
hospital-based treatment ' about the relationship between
facilities, for those people ...prisoners should the _PSA- and the Auckland Hos-
with physical illness. They: be subjected to the pital Board. Ms Ainsworth said

refuse to provide hospital-
based freatment facilities for
those with psychiatric ill-

Those present also asserted
that prisoners should be sub-
jected to the same medical test

same medical test
which applies to an
nesses.” ordinary citizen in
the community and
that a prisoner who

that this had been characterized
by frequentconflict, often caused
by the seeming inability of the
Board to consultwith theaffected
workersbeforemakingdedisions,
and its inability to distinguish
between the clinical and indus-

whichapplies to an ordinary citi- re-qul.res . trial irnplications of its decisions.
zen in the communityand thata hospitalization The closure of Oakley Hospital
prisoner who requires hospitali- should have access to was given as an example. She
zation should have access to that that facility. said that the PSA wished to be

facility. The PSA stated the need
for an assessment team so that
prisoners who were intent on “beating the sys-
tem” could be weeded out.

We suggested that the presence of a secure
facility in a psychiatric hospital may escalate
violence and dangerousnessrather than control
it. We were told that security could be builtinto
a facility by way of innovative architecture and
by providing a high patient/stafflevel. Patients
would be under constantsupervisionand could
be diverted into programmes which would not
result in aggressive or reactive behaviour.

We asked about the PSA ban in Auckland.
One PSA member confirmed that there had
been a long-standing ban on the admission of
“Qakley type" patients to Carrington Hospital.
They were emphatic however that they were
coneerned about staffing levels, the lack of fa-
c111t1es, and the ihappropriate environment in
which they were required to work, rather than
with an intrinsic fear of having to deal with
prisoners and remandees as patients. Conse-
quently, they had real apprehensions as to the

consulted regarding the place-

ment of patients following the

closure of Oakley M3. The Board insisted that

this was a clinical matter and was not subject to

negotiation. Consultation finally began lessthan

Tmonthbefore the dateof closure and only after

the PSA had made it clear that attempts to place

patients in open wards would be treated as a
health and safety matter.

The PSA members present suggested that

“for the future their relationship with the Board

would improve immensely if there was an
absolute fundamental commitment to recog-
nize the rightof the union to be consulted. They
said that the consultation process should be an
honestone and thatit should notbe seenaspart
of a cynical manipulation of the situation. We
were told that there was a tendency for people
in the medical profession to dabble in areas of
personnel and industrial relations instead of
leaving industrial relations to those who were
properly trained and briefed. The PSA said that
it would welcome a definite protocol of prior
consultation.
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We then questioned the PSA members as to
the events between the imposition of the ban in
March 1985 and the closure of Oakley M3 on 17
August 1987, The events in turn had led to a
situation which Dr Honeyman in September
1987 reportedly described as:

“Orders from management have been counter-
tanded ... The situation amounts to anarchy.”

Space does not permit us to describe the
stand-off which occurred during that period. It
suffices to say that we were concerned as to
whether or notthe PSA had refused to nurse the
17 Qakley patients who were in
ward M3 at the date of closure.
The PSA response was:

“There is a'Iot of

Term of Reference (a) (i)
autonomy without the necessary checks
and balances on what the individuals say
and do.”

The PSA also said that its members were
victimized by themanagement, thatisby people
who had vested interests and who were at-
tempting to implement change. '

One member said:

“The Auckland Hospital Board does not

have theanswer as to how QOakley should or

could berun. They had some 11 years to put
their answers into practice. The fact is they
did not. Oakley stood as an ex-
ample of the neglect, and the
general neglect in our society, of

“We say that we felt a deep power based in the psychiatric services.”

sense of outrage and betrayal hands of the Finally Ms Ainsworth, on
because had the Board abided : behalf of the PSA, stated that'its
by theagreements which they e)(Te;utlve g_rf;lip. t members were prepared {0 pro-
had soughtand wehad given, at partic a.r vide care and management in
none of this would have hap- structure has a high both prisons and psychiatric
pened. We would argue that degree of autonomy hospitals. In either setting, how-
the nurses did not walk out. without the ever, they needed the facilities
We would argue that the and resources to carry out the
Auckland Hospital Board necessary checks and work. She said thatuntil the ques-

balances on what the '

removed those people from
responsible nursing carein an
agreed environment and that
the Auckland Hospital Board
itself created the situationthat
developed.”

The PSA were critical of the Auckland
Hospital Board and said that one of its funda-
mental errors was in not appointing the right
people to take charge of Oakley Hospital, They
were critical of the interim appointments of
Miss Murphy, the Chief Nurse who became
the acting principal nurse, and Dr Honeyman,
the Medical Superintendent-in-Chief whobe-
came the acting Medical Superintendent. They
also pointed out that Dr Honeyman had as-
sumed a similar role, albeit for a brief period,
following the departure of Dr Radcliffe from
Carrington Hospital. The PS A also commented
that the structure of the Auckland Hospital
Board did not permit its members to have any
real control, We were told:

“There is alot of power based in the hands
of the executive group which consists of
* the Chief Executive, the Medical Superin-
tendent-in-Chief and the Chief Nurse, That
particular structure has a high degree of

individuals say and

tion of resource allocation had
been properly considered the
likelihood of further incidents,
such as those which prompted
ourInquiry, couldnotbeignored.

NURSE:

We met with several nurses from Qakley/
Carrington both collectively and individually.
The nurse who presented this submission was
working at Carrington, and had previously
worked at Oakley for many years.

He stressed the need for a safe care unit at
Carrington. He said that some of the patients
who would otherwise have been in a safe care
unithad been placed inadmission wards where
they presented severe management problems.
Both patients and staff were atrisk. Hesaid that
subsequent to 17 August 1987 the Hospital Board
had looked at the establishrhent of a project
team to advise on the desirability of a safe care
unit. He was not optimistic that the Board would
want such a facility and pointed out that it had
taken three months just to get the personnel of
the Committee together. .

Healso told us thatan assessment team from
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the hospital had recently been formed to assess
referrals from prisons and the courts. The as-
sessment team’s experience to date demon-
strated very clearly the inadequacy of services
and facilities at both the prisons and the hospi-
tal. Because no services had been developed to
meet the specific needs of prisoners, they re-
mained in gaol. Hospital staff were deciding
autonomously on admissions on an individual
patient basis,depending on the day to day state
of the hospital.

Finally, this nurse commented that the clo-
sure of Qakley Hospital was not inaccord with
the recommendation of the Gallen Inquiry. He
said:

“What we now have is a closure as distinct

from an amalgamation.. If there had been an

amalgamation Ward M3 would still be
operating as a forensic type hospital.”

EDGAR ROUT:

Edgar Routisalong termseniorsocial worker
employed at Carrington. Hehasbeenemployed
ateither Oakley or Carrington for more than 20
years. There would be few, if any, employees
who know as much about Qakley and Carring-
ton Hospitals as he does. :

Mr Rout believes that from
1982 onwards, perhaps ‘much

cessible and yet they considered he wasn’t
certifiable and yetIam sure if they had seen
him as an average citizen in the street, they
would have admitted him promptly.”
Mr Rout also told us of the considerable
relaxation of security following the appoint-
mentof DrHoneyman. Hitherto,
security had been achieved by

earlier, the Hospital Board had “Look, if you had lock and key. We were told:

anagenda to close Qakley Hospi- seen that guy in any “Those keys were taken off.

tal. He also believes that the lack - . Prison inmates were taken out
ore other situation you .

of safe care facilities was largely A for runs every morning around

the explanation for the March Wmfld have ad.mltted the grounds. Some continued to

1985 PSA ban.He said that, fol- him to hospital.” run and one of them landed in

lowing the departure of Dr Sav-

age from Oakley Hospital and -

the arrival of Dr Honeyman, the criteria for
admission of prisoninmatesaltered very mark-
edly. As he put it:

“Elashing yourself with a razor blade or
whatever had been tantamount to a one
way ticket to Oakley prior to 1983, Slash-
ing yourself or trying to hang yourself was

no longer considered a reason for ad-
mission. I saw some of the inmates at Pare-
moremo... I remember talking with Dr :...
one day and actually saying, “Look, if you
had seen that guy in any other situation you
would have admitted him to hospital” The
inmate was depressed, he was almost inac-

Australia. The policy was that it

(M3) was no longer a secure unit

50 they could not accept people who needed

care in a secure unit. The physical structure

of the building had not been altered at all.”

Mr Rout was unable to pinpoint when the

admission policy changed or who was privy to

it. He was adamant however that the change in

policy resulted in people, who in other circum-

stances would have been regarded as mentally

ill, being excluded from hospital. Because there

had been a relaxationin security at Oakley M3,

the period 1983-84 was characterized by “es-

capes” and walk-outs and transfers of section

42 patients to an open ward. Mr Rout then went
on fo say: '
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“The new policy initiated in the time of Dr
Honeyman was really a calculated course
to close Oakley down. I believe that Dr
Honeyman had an agenda to close Oakley
Hospital as quickly as possible”

Mr Rout suggested that the blame for that
state of affairs was directly attributable to the
policy makers. He was unable to say whether
that would be the elected Hos-
pital Board or the executive
group of the Board. He said that
many of the matters he had re-
ferred to in his evidence occurred
at the executive level, possibly in
consultation with some people at
QOakley Hospital. He believed
that the change in policy was
introduced verbally and not in
writing. He said:

“Miss Murphy and Dr Hon-

eyman were coming out to

Qakley on an almost daily

basis and decisions were

being made by the manage-
ment group or the executive group without
consulting staff at all. When I use the term

“management group” I refer to the

management group at the hospital — Miss

Murphy, Dr Felgate and Dr Honeyman.”

We asked whether there had been a change
in admission policy or a changed method of
assessing prisoners. He believed that it was
both,

“There was certainly a change in assessment
procedures but M3 was no longer seen as
a secure area and in fact many of those who
were assessed and who were deemed to be
in need of psychiatric care were trundled
straight off to Lake Alice”

He said, that Oakley was no longer a secure
area because someone had said, “Keep the
doors open”. He said that the bmldlng was still
the same as in the time of Dr, Savage; it was
just that the locks had started to come off.

“I think there was a very different and
much stricter criterion introduced...I think
it was at the direct instigation of the Board.
They (the psychiatrists) were 1nterpret1ng
the criteria as laid down in DSMS3 in a
much stricter fashion, Unless somebody

“I believe that Dr
Honeyman had an
agenda to close
Oakley Hospital as
quickly as possible.”

Term of Reference (a) (i)
showed all of these particular symptoms
and characteristics they were not going to
be admitted..... regarding the removal or
discharge of persons admitted under Sec-
tion 42 and 43, the new hospital policy
refurned inmates to prison faster and more
vigorously than before”

We then asked what effect, if
any, the changed policies had
had on the situation at Pare-
moremo prison. He replied:

“I think this has a direct relation-
shiptothesuicideratesin prison.
I understand the attitude of the
Board and can see that they did
not want to be responsible for
caring for people whom they felt
were the responsibility of the
Justice Department. As the leg-
islation stood I saw that there
was no option. The law makes
provisicn for people who are
mentally disturbed in prison to
be admitted to hospital for psychiatric care”

He then went on to say that of the 13 prison-
ers who had suicided in Paremoremo since 1983
there was only one whom he did not know on
a personal level. He said that some of those
prisoners should certainly have been-in a
psychiatric hospital. Mr Rout commented that
in general terms he agreed that management in
an open ward was desirable but said that for
some patients locked or secure conditions were
absolutely essential. He saw the Auckland
Hospital Board as having a major responsibility
to provide gradations of security in a special
security unit in its own geographical area.

NURSE:

This nurse has worked at both Oakley
and Carrington. He said that following
the Gallen Inquiry the Hospital Board
decided that it would not admit to psychiatric
hospitals those persons who were convicted
offenders who required secure facilities, and
those who did not have a treatable mental
illness. He said that on spec1f:c occasions
nursing staff had voiced objections to
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the decisions which were being made. They
weretold thatit was not the responsibility of the
Hospital Board to admit every potential sui-
cide, and that if people chose to commit violent
crimes then that was up to the criminal justice
system to deal with them.

Weasked whether nursing staff had refused
to nurse patients from QOakley M3. The reply
was:

“Iwould disagree very strongly with that. [

would say that the nursing staff were happy

to nurse all of those men and would nurse
any man who required to be in a secure
facility. They were not prepared to nurse
people whom they believed were simply
being set up to commit crimes by placing
them in an open environment with very
vulnerable patients around. But we were
only too happy 1o nurse them in a secure
unit. The hospital was determined to close

Male 3 without providing a secure unitand

that is where the strife came.”

“.It is completely unfair to say that the
nurses were not prepared to nurse those
men. The implication is that
they were not prepared to

“We have been forced to abandon our
therapeutic programme. We are disgraced
by the standard of care that we are able to
offer.We are exhausted in our efforts not to
comprormise our standards and yield only
with the shadow of our own personal dis-
tress and vulnerability becoming increas-
ingly patent, We accept that there were
shortcomings at M3, Oakley Hospital,
largely related to the isolation and gender
segregation of staff and patients from the
mainstream at Carrington. However, some
of the functions of M3 were necessary and
adequate provision for those has not been
made.”

The nurses emphasized that they would be
willing to nurse special patients or persons who
were difficult to manage but considered that, in
appropriate cases, a safe care unit would be
necessary if their nursing skills were to be prop-
erly used, They hastened to add that they were
not asking for a return of Oakley M3 philoso-
phy. The nurses clearly regarded the provision
of a safe care unitas a priority and also drew the
following matters to our attention:"No one
seems to be taking adequate re-
sponsibility. The Justice Depart-

nurse themunderany circum- “What you are really ment doesn’t and somebody

stances. They were prepared saying is that other needs to.”

to nurse them. If we believed people are “Thereneeds to bemore involve-

that the facilities were Fuch expendable... I think ment W.lth the stz_iff at ward le_:evel

that themen were morelikely . . regarding decision making.

to commit crimes and that that that is ethically Those people who are making
" they could not be contained, diabolical.” thedecisionsaren’tin touchwith

then that in a sense is really

setting people up to.commit

crimes. What you are really saying is that
otherpeople are expendable ... and itis just
too bad. If that is done in order to carry out
some vision of some plan I think that that is
ethically diabolical.”

CARRINGTON NURSES

This group comprised five nurses four of
whorn had worked at either Oakley or Carring-
ton for 5 years. We were told that four of the five
present intended leaving the ward on which
they were working and transferring elsewhere
in the hospital. The niwses spoke about the
undesirable mix of patients in their ward and
some of the conditions under.which they were
working. They then said: :

what is actually happening on

the ward.”
“It is obvious that psychiatric community
care and psychiatry generally needs ade-
quate funding and if adequate funding were
availableeverybody would agree as to what
needs to be done.”.
“IThave had enough of being a poor relation
and getting what is less than 10% of the
Auckland Hospital Board budget.”
“I'endorse the need for a safe care unit at
Carrington Hospital.” -
“It is really important that some sort of
formula for accountability be arrived at. No -
one seems, accountable for anything that
happens within the psychiatric services, but
if people ‘were accountable then we would
not be in the situation we are in now.”
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Term of Reference (2) (B
ciplesof a fair and civilized society if prison-

TIMOTI GEORGE . ers are denied or otherwise restricted in
; their access to mental health services.”......
Timoti George commenced his psychiatric “These patients should not be seen as an
3 nursing at Oakley Hospital in 1971. He is cur- unsalvageable pariah group but as a chal-
i rently employed as a mediation officer with the lenge to those care givers who have in the
e Human Rights Commission.Mr George said past managed to salvage many of these
4 thatin hisopinion the Auckland Hospital Board individuals and assisted in making them
3 had been playing politics with Oakley and law abiding and earning citizens.”...... -
thereby with the safety of PSA members and the “] am firmly of the opinion that had the
public of Auckland. The result has been trag- recommendations of theGallenInquiry been
edy. implemented infull, asIbelieved they should
3 He also said: have been, then there may have not been
x “It is an inescapable conclu-~ any need for the Inquiry that you
sionthat Hospital Board man- The Auckland are presently conducting.”
4 age;nentth are unable to grasp Hospital Board had .
E the fact that security and ther- T mcrd . DR FRANK WHITTINGTON,
apy are compatible concepts beer,l playing politics DR RACHEL MAULE, AND
4 and are easily implemented with Oakley and WINSTON MANIOPOTO
1 given the will to do s0.”....... thereby with the
“] remain firmly of the opin- safety of PSA Dr Whittingtonand DrMaule
3 1221 thezlt prison mtm;t(;sb :iig members and the ?I:etfusticelDeI:?rt:rijent psychia-
1 remandeessuspectedo . rists employed at Paremoremo
] mentally unbalf:nced should public of Auckland, and Mt Egerzr prisons. Mr Manio-
: be assessed, cared for and The result has been poto is a probation officer with a
E managed ina hospital setting tragedy. special interest in Maori offend-
rather thana prison setting. It ers. _ :
b would be against the prin- Dr Whittington said that in
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general terms the Justice Department had taken
advantage of the relatively easy admission eri-
teria to Oakley in the period prior to the Gallen
Inquiry. He commented on the increasing diffi-
culty of getting prisoners admitted to Oakley or
Carrington and said that no provision had been
made for those genuinely psychotic people
within the prison system, He saw thatas a very
disquieting trend. DrMaulealso agreed thatthe
pre 1983 attitudes at Oakley “held the clock
back” with the result that the Justice Depart-
mentsimply presumed that the Hospital Board
would continue to provide the same service
which had existed during Dr Savage’s period at
Oakley. She also commented on the decreasing
suicide rate at Paremoremo since the assess-
ment block was established. She said that the as-
sessment block and the assessment unit was an
attempt to operate a therapeutic community,
albeit poorly structured, in an environment
which is not conducive to therapy.

Dr Whittington made it clear that he was
opposed toapsychiatricfacility withinaprison
setting, He said:

“I'have always been opposed to the crea-

Hon ofatherapeuticenviron-

ment in the bowels of a

maximum security prison.

Itsaconfradiction,its almost

“I have always been

the inmates would require long term
maximum security which they did not
have.” :
Dr Maule agreed that the explanation was
probably one of security.Dr Whittington
added that it seemed anomalous that any
prisoner would volunteer to go to Lake Alice
where the security was rather more strin-
gent than at Paremoremo.

Wepointout at this stage that Mr Maniopoto
provided us with very helpful information and
advice concerning the interface between the
prisons and the psychiatric hospitals and in
particular the effects on Maori persons who
entered those institutions. His views are not
relevant to this part of our Report but will be
included as part of our general comment in the

chapters relating to Maori psychiatric patients
and Maori health.

DR LAURIE GLUCKMAN

Dr Gluckman is a senior consultant psychia-
trist and attends at Carrington Hospital on a
part time basis. Four of his more pertinent
submissions are set out below:
“Itisa terrible thing when a sick
person must be sent to a psychi-

: adicti opposed to the atric hospital near M:’:trtqn wh_gn
an impossibility.” creation of a there are two psychiatric facili-
Both doctors agreed that pris- . ties in Auckland.”......

ons should not cater for the seri- therapeutic “The sick person whe happens

ously mentally ill and that psy- environment in the to be a criminal is entitled to

chiatric hospitals should be ac- bowels ofa much the same treatment asifhe
cessible to those individuals. 3 : were a sick person, not a crimi-

Dr Whittington then said that maxn}mm ;:,cunty nal. Otherwise second class
there were differences between leSOI.l. . s a_ management is part of the puni-
himselfand the Oakley teamasto contradiction, its tive process. The concepts of
theadmission criteria from prison almost an psychiatric hospital and prison
to hospital. He believed that the impossibility.” , are near irreconcilable. There is

Oakley team’s criteria were too
naTrow.

We asked the group if they could explain
why the vast majority of inmates who had trans-
ferred out of Paremoremo had gone to the Lake
Alice National Security Unit when there were
two psychiatric hospitals just a few miles from
the prison. Dr Whittington responded:

“They (the hospital authorities) said that

they could not offer the security that is

required for a maximum security inmate
and as the hospital was a short term facility

arising in society the view that
the definition of psychiatric ill-
ness is an illness which, like pneumonia,
will respond to medication in a short time.
Anyone who will not so respond is not
wanted in hospital.”......
“Sadly society now sees the role of a psychi-
atric hospital as an acute hospital with
emphasis on community care and too often
community care in my experience is com-
munity neglect.”......
“Staff want patients who will respond

|
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quickly and make them feel their work is
worthwhile. That is a bad philosophy. It is
not foo long since those with untreatable
pathologies were regarded as Satan pos-
sessed and executed. We are excommuni-
cating patients, not to the fire, but to the
prison where psychological death, as op-
posed to physical death, is increasing and
that psychological death of course may lead
to suicide.”

DR D L ANTCLIFF

Dr Antcliffis a psychiatristat
Carrington Hospital. She fold us
that poor judgement and a lack
of insight are an integral part of
most psychiatric illnesses and
that decisions quite frequently
have {o be made on patients’ be-
half, She said that it was pos-
sible, but not yet clearly estab-
lished, that the liberalized atti-
tude in Carrington Hospital has
Ied fo excessive personal free-
dom and has allowed patients to make some
decisions they were not fit to make. She ob-
sexrved that excessively restrictive and exces-
sively permissive policies can have detrimen-
tal effects on people suffering psychiatric ill-
nesses.

She commented that psychiatric services
nationally were grossly under-resourced with
40% of the nation’s patients and 14% of the
health budget. She said that this had generated
a sense of hopelessness and personal failure
amongst both staff and patients.

psychiatric services
nationally were
grossly under-
resourced with 40% of
the nation’s patients

and 14% of the health hese pe
budget. cilities if they are not acutely

Term of Reference (a) (i)
Dealing more particularly with Carrington
Hospital Dr Antcliff said:
“The term “persomality disorder” is being
widely misused at Carrington. Itisusedina
loose pejorative fashion without any attempt
to establish appropriate diagnostic criteria,
It is used to exclude people exhibiting ob-
noxious undesirable behaviours from treat-
ment facilities in spite of often flagrant psy-
chiatric phenomena. Thisreflectsa low stan-
dard of diagnostic expertise among non-
medical disciplines at the hospi-
tal and indeed among the very
junior inexperienced medical
staff who staff the acute wards.
It is also.untrue that “personal-
ity disorders” are untreatable,
This is a specious term used to
justify once again excluding
these people from treatment fa-

psychotic because the manage-

mentof such peopleis often pro-

tracted and difficult. A signifi-
cant proportion of patients who are acutely
psychotic do present a risk to others. This
ranges from quite frequently being assaul-
tive and resistive to very rarely being ac-
tively homicidal.... These people are acutely
ill and are made worse by feeling they are
being incarcerated. They deserve to be
treated humanely in an environment which
actively addresses their acute illness. If vio-
lenceisanissue theintensive careunit should
be capable of containing them in the initial
phase of their treatment “ '
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THE AUCKLAND HOSPITAL BOARD - THE OTHER SIDE OF THE COIN

We met with the Chairman and officials of
the Auckland Hospital Board on 3 December
1987. They were: Sir Frank Rutter, Chairman:
Mrs Judith Bassett, Deputy Chairperson; Dr A.
L. Honeyman, Superintendent-in-Chief: Mr
LA N. Campbell, Chief Executive; and Miss A.
Muirphy, Chief Nurse. Dr Honeyman, Miss
Murphy and Mr Campbell comprise the exect-
tive group of the Board. Mr Campbell was
appointed Chief Executive in December 1985,
Dr Honeyman and Miss Murphy held their
present positions at the time the Gallen Inquiry
reported in January 1983. The then Chief Ex-
ecutive was Mr L Corkery.

Weasked whether consensus decisions were
made by the Executive Group. Miss Murphy
said:

“...We believe we are able to work through
things to arrive in a decision
making mode not hecessarily

responsibility for providing care and treatment o
prison inmates who can be appropriately accommo-
dated in a psychintric hospital,

7.7.35 Inregardtoaforensic serviceand facilities for
the psychintrically disturbed offenders, the objec-
tives will be to provide:

(i) A consultative service to the Courts for
persons in their legal custody.

(ii) A consultative service to the Justice

Department for prisoners.

(iti} Care for inmates who require psychiatric
hospital admission.”

Our attention was also drawn to the recom-
mendations of the 1984 Working Party. We
were told that the Board had established at
Carrington an open structured living environ-
ment, a closed structured Iiving envirorunent
and an intensive care unit for the short-term

management of severely dis-
turbed patients. With the com-

CONSETISUS ..... CONSEnsusmeans Dr Honeyman missioning of thoseunitsin Sep-
compromise ..., we are adult confirmed there had tember 1987 ward M3 had been
enough to work it through and been a change in the closed.

arrive at a decision in a way 8

which covers most of the as-

assessment criteria for
pectsofthedebatethatrequires  the admission of Section

We were told that the Board
was currently establishing a
special project team fo re-ex-

to be put on the table:” 42 and Section 43 aminethe provision of safe care
D . s i ; . . -
“The poper vep iy 1o Pallenssincethe  unte s delrmin he preis

‘agree’. You can agree with the quiry. ties.and to develop detailed

decision or you can agree that
somebody else’s ideas will hold sway at that
time.....”

Mr Campbell said:

“..If thereisa serious disagreement we would
refer the issue to the Board.... .”

We were told that the Board’s current range
of services for the mentally ill and its intentions
for the future development of those services
were set out in the Board’s strategic plan, Tuly
1986. That reads (in part):

“7.725  The Board accepts the responsibility
for providing psychiatric advice in the Courts and
liaison with prison medical services. It also has the

Plans accordingly.

Dr Honeyman confirmed there had been a
change in the assessment criteria for the admys-
sion of Section 42 and Section 43 patients since
the Gallen Inquiry. He said that before 1983
there were prisoners in Qakley Hospital who,
had they not been prisoners, would not have
been committable underSection 21 of the Mental
Health Act. He told us that prisoners were now
being assessed on the same basis as a civil
patienti.e. the criteriasetoutin Section 21 of the
Mental Health Act 1969. He also said that he
was not sure when and under what circum-
stances the criteria had changed but said there
had certainly been open and frank discussion
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among several psychiatristsregarding theabuse
of Section 42.

We then referred to the PSA ban and asked
whetherany of those present wished to express
a view as to why the ban arose. There was an
obvious reluctance to do so. Miss Murphy said:

“Twould love to know ..... I think I would be
open to great criticism if I put forward a view
that I thought was the correct and proper view
as ] am sure there would be many other people
around who would tell me that my view was
incorrect.”

She continued:

“ThePublicService Association placed a ban
on the admission of patients into the institu-
tions under the control of the Auckland Hospi-
tal Board. That was the end of
the story ..... they did not com-
municate. They just placed the

“...The PSA could well have
said thatthere wereinsufficient
staff and that there was insuffi-

“The Public Service
Association placed a
ban on the admission
of patients... That was
the end of the story .....

We asked whether the Board would accept
Section 43 patients from Paremoremo prison.
Dr Honeyman said that the Board would ac-
cept people that it was capable of handling
but that the Board's plans for facilities for
such people had been based on the presump-
tion that there would be aspecial prison avail-
able to accommodate them,

We then discussed matters relating to nurs-
ingand theadequacy of facilities. We informed
Miss Murphy that we had spoken to a group of
nurses who had said that they were disgraced
by the quality of care they could provide. Miss
Murphy commented on her admiration for
nurses and the nursing profession and said:

“.... But I do not feel proud of nursing staff
who come and say “we are
disgraced by the standard of
care which we can give them”.
I am totally opposed to any-
nursing staff who try to use
patients for their own ends. I
am totally supportive of any
nurse in this world who is out

cient accommeodation.... .” they did not to look after the patient.”
Mr Campbell said: communicate, They We commented that some
..The crux of the issue was just piac ed the ban.” nurses had told us about the

that we had declared our plan
to close Oakley Hospital. There
was a conflict between the Board .... and the
PSA view that Oakley was to blame .... the
Board’s plan was that Oakley would close as a
separate hospital.”

Sir Frank Rutter commented that the closure
of Oakley was one of the recommendations of
the Oakley Committee of Inquiry. He also said
in relation to the PSA ban:

“There is a hidden agenda which we don't
want o inflame.”

We then asked what the Board was going to
do about Section 42 and Section 43 patients
who may come into the hospital system quite
legitimately, Dr Honeyman told us that if a
Section 42 certificate is made out the patient
will be admitted, He said that the PSA ban
was all thathad stopped patients being admit-
ted. He agreed that as at the date of our meet-
ing the ban had been lifted. We then asked
where those patients would be placed and Dr
Honeyman’s response was:

“Where it is clinically appropriate., In gen-
eral texms they would goto Carrington I think.”

inadequate facilities at Car-
rington, Hospital. Miss
Murphy again responded:

" “Itis my oplmon and the oplmon of the
senior  nursing . administration  at
Carrington...that appropriate areas are avail-
able for the care of people who are psycl*uatn—
caliy disturbed. There is an opinion which
Tanges freely around the institution by some of
the nursing staff that what is available is inade-
quate. There is another group of nursing staff
who do not know what is adequate and do not
mind which way we work. You will receive a
tremendous variety of opinionsas to whichand
whatare the mostappropriate conditions...... at
this moment in time depending on the individ-
ual person that comes to us with a question of
Section 42’s if the staff accept that the patient s
a prisoner then the staff can deal with the
person. It is about attitudes, it is about recep-
tions, itisaboutdrives. Itisabout whereyouare
coming from as opposed to where somebody
elseis coming from. This of courseis theeternal
debate for psychiatry as opposed to almost all
other specialities.”
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We asked whether the Auckland Hospital
Board was able to receive patients transferred
from the Lake Alice National Security Unit. Mr
Campbell said:

“...There are a nunber of wards, a large
number of wards, in Carrington which may be
locked and there are a large number of single
rooms which may be locked for the security, if
that is the issue, to be provided. We have com-
missioned a project team to review the range of
facilities, torelateit to theassessed demand and
to pursue the issue to its conclusion and report
back on whether there is indeed a need for an
additional secure facility.”

We asked Mr Campbell whether, as at 3
December 1987, the Board was not too sure
whetherithad a responsibility to provide a safe
care unit for prisoners. He replied:

“Ithink I was trying to say that within the
range of facilities at Carrington there are a
number of things which, on my understand-
ing of the term, do offer safe care. Whether
there is aneed for an additional one remains
to be seen”

He also said that when the Board looks more
closely at the issue of safe care
facilities it may find that there
areactually enough facilitiesbut
that the pressure on them may
need to be eased.

We discussed the Par-
emoremo suicides and pointed
out that there had been one
suicide inParemoremobetween
1968 and 1983 and thirteen from
1983 to 1987. We asked for
comment. Dr Honeyman sug-
gested that we were not com-
paring like with like and that if
a true perspective was to be obtained a com-
parison should also be made with the number
of suicides at Oakley during each of the two
periodsreferred to. He undertook to provide us
with the appropriate figures.

Dr Honeyman told us that prisoners have
certain rights and that one of those rights is
health care. He said: ‘

“... .They have the same right of access to
health care as other persons...a very important
question...is whose duty is it to provide the
health care for these persons and I am firmly
convinced that it is not the primary obligation

“... within the range of
facilities at Carrington
there are a number of

things which... do offer

safe care. Whether there

is a need for an
additional one remains to
be seen.”

of the Auckland Hospital Board to provide a
medical service in prison. We do not do it for
physical illness and I cannot for the life of me
see why we should be doing it, or attempting
to do it, for mental illnesses save only for the
historical accident that most treatment of psy-
chiatric ilinesses was done in large mental
hospitals. That in this day is irrelevant. Most
psychiatrictreatment is done onanoutpatient
basis in the community and so forth and in
fact whether you like it or not the prisoners’
community is in the prison and I commend
the notion that not only is the place for this
most needed is in a prison but a different
prison and secondly, that the duty lies really
with those who do the locking up and notwith
the local hospital board.”

We then suggested to Dr Honeyman that
that hypothesis flew directly in the face of Sec-
tions 42 and 43 of the Mental Health Act. We
commented that those sections permitted
mentally disturbed prisoners to be transferred
in appropriate circumstances to psychiatric
hospitals. Dr Honeyman said:

“The law is a piece of enablement, It gives
people power to do things. It
is not necessarily a sound
basis 20 years later for the
structure of medical services.
I know that the law is there,
regardless as towhetherwhat
I say is true or not frue, It is
there and I accept that. I am
notarguing against the law at
all and believe that the law
will always need to be there
inone way or another. What I
am talking aboutis the provi-
sion of medical services.”

Sir Frank Rutter observed that when the Mt
Albert Borough Council turned down the Jus-
tice Department application to convert Oakley
M3 into a special prison, that immediately cre-
ated a three year gap which the Board was
trying to fill, He said that all the Board’s think-
ing was predicated on the basis that the special
prison hospital would provide the sort of secu-
rity we had been talking about. He said that the
Board’s expertise was in treatment and not in
custody and that the assistance of the Justice
Department would be required when the ques-
tion of a custodial duty arose.
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Dr Honeyman emphasised thatitis and will
be the policy of the Auckland Hospital Board
that its staff obey the law. He also commented
that pointing to deficiencies is a simple matter
but pointing to the remedy is a rarity because
most of the causes of the deficiencies are in
themselves complex.

Mr Campbell commented that following the
Gallen Inquiry the Board was very conscious of
theshame of pastevents at Oakley and the need
to ensure that there was an improvement. He
alsosuggested that some of the voices amongst
the babble of voices since the Gallen Inquiry
had not been reasonable,

Miss Murphy then told us
about the 17 patients who had.
been transferred from Qakley
M3 to ward M7 on 17 August
1987. She said that those pa-
tients:

“....Had been viewed by staff
at Carrington to be far too dan-
gerous, far too anything, to be cared for in our
ordinary wards.”

She said that staff were not prepared to
nurse those patients and that they were now
living in a unit (the Whare Paia) which does
not have a locked door. Miss Murphy com-
mented that the term “safe care” did not nec-
essarily mean that one had to resort to locks
and keys. In general terms she suggested that
people with appropriate skills could fulfil
thatfunction by providing a therapeutic envi-
ronment and providing also that they were
committed people. She said that Section 42
and Section 43 patients could be dealt with in
this way. Miss Murphy said that if such units
were staffed by people who have appropriate
skills thenitwould be unnecessary toresortto
locked doors and seclusion. She said that she
was totally opposed to seclusion.

We pointed out that at the Gallen Inquiry in
1982 the then Chief Executive Mr Corkery had
said that prisoners should not be in psychiatric
hospitals and that the care and management of
disturbed prisoners was the Justice Depart-
ment’s problem and not that of the Auckland
Hospital Board. Sir Frank Rutter acknowled ged
that that comment had been made but said that
Mr Corkery was merely drawing attention to
the fact that the Board’s expertise was in ther-
apy and the Justice Department’s expertise was

...the term “safe care”
did not necessarily
mean that one had to
resort to locks and

keys.

in custody. He said that the Board had never
had such a policy.

Dr Honeyman commented that if an order is
made by a Judge under section 42 or 43 then the
Board is obliged to comply with it. He said that
the Board may have difficulty complying with
it but that is the law. '

We then asked those present whether they
wished to comment on the oral evidence given
by Professor Werry, Associate Professor Wright
and their colleagues. Mr Campbell observed
that the evidence did not reflect the world ashe
knew it. Dr Honeyman suggested that much of
the evidence was hearsay and
Mrs Bassett pointed out that
the philosophical cutlook of
Professor Werry and his col-
leagues was rather similar to
thatof DrHoneyman and Miss
Murphy. She indicated thatin
her view personalities and
personal antagonisms may
have coloured the evidence which the senior
acadernic staff had presented to us.

We then moved on to discuss the way in
which the Board had dealt with the recommen-
dations of the Gallen Inquiry. We said that we
had received a great deal of adverse criticism
from a wide range of people about the Board’s
actions in this regard.

Sir Frank Rutter said:

“Regarding the Director of forensic services;
the Board carefully considered this recommen-
dation and felt that its principal adviser had to
be the Superintendent-in-Chief ... so the Board
took a positive decision not to appoint the
Director. However the Board does believe that
acoordinator of psychiatric services, including
forensic psychiatric services, would be appro-
priate and I believe lam right in saying that we
are taking steps to put this into effect,”

Mr Campbell said that most of the Gallen
Inquiry recommendations had been imple-
mented but acknowledged that there were a
number of specific recommendations which
the Board did not accept. He said:

“...The Board would contest criticism of a
failure to implement recommendations if in
fact they did not accept them. They included
the concept of the Board of Control..and the _
inappropriateness of the Medical Superin-
tendent being the Superintendent-in-Chief.
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The Board as I recall it was well aware that
75% of Hospital Boards in this couniry have
positions such that the Superintendent-in-
Chief is also the Medical Superintendent of a
hospital. There is no inherent unsuitability
about the arrangement which the Gallen
Committee appeared to believe there was.
Regarding the Director of forensic services
the Board actually made a conscious decision
-that they didn’t wish to follow through the
recommendation.”

Mr Campbell also told us that the Board at
that time was moving to integrate the nursing
services under one principal nurse and hence
Miss Murphy’s appointment to the position at
Qakley.

Sir Frank Rutter told us that Dr Honeyman
was appointed Medical Superintendent be-
cause, to the best of his recollection, Dr Fraser
McDonald was unavailable at the time and
consequently there was no way in which the
Hospital (Oakley) could be medically admini-
stered unless Dr Honeyman took on that re-
sponsibility.

Dr Honeyman said:

“There is an arguable case that Hospital
Boards have to be responsible
for what they manage and they
can’t give it to somebody else.
We would contend that the
recommendation was actually -
ill-founded.” ‘

Dr Honeyman said that he
had been Medical Superinten-
dent at OQakley for 3, 4, or 6
menths.

Sir Frank Rutter commented further about
the non-appointment of a Board of Control as
recommended by the Gallen Inquiry. He said
thatalthough the Hospital Board did not set up
a Board of Control they had established a
Committee of the Board which was chaired by
by (now) Sir William Manchester, He said:

“.... That Committee met regularly at Oakley
and had people on it who were outside the
Board. The job of the Committee was to oversee
and implement those recommendations that
had been adopted by the Fospital Board. The
Board felt strongly that the Board of Control
(Gallen recommendation) was not administra-
tively possible within the structure ofthe Auck-
land Hospital Board and we felt that the Auck-

It was her belief that
very few prisoners are
mentally ill per se and

thetefore requiring
hospitalisation,

land Hospital Board plus the Committee in fact
constituted adequate control.”

Heagreed that there wereno Tepresentatives
of the PSA on the Committee. He also said that
the committee reported to the Auckland Hospi-

tal Board but it did not have delegated author-

ity to act.

Mr Campbell said:

“There was a difference in what was imple-
mented and what was recommended and it

would be true that some of the people on the

comimittee...felt that the cormitiee should have
had more power than it was actually given.
There was some tension about that.”

MRS JANET QUINLAN

We met with Mrs Quinlan, the Principal
Nurse at Carrington Hospital, on 12 November
1987. Mrs Quinlan said that Hospital Boards
havearesponsibility to provide a wide range of
psychiatric services and that as far as possible
people should be treated in the environment
with which they are familiar and where they
will have community support and networks.

She said that prisoners are often sent to
Carrington Hospital because
they needed to be contained
for prison reasons rather than
mental health reasons. It was
herbelief that very few prison-
ers are mentally ill per se and
therefore requiring hospitali-
sation, but acknowledged that
they did require some form of
treatment. She did not believe
that it was the responsibility of Carrington
Hospitalto provide that treatmentand asserted
that it was the responsibility of the Health
Departmentand the Justice Department to come
to some agreement as to how those people
could be treated because of the need for con-
tainment. She said that hospital was not the
place for that.

MrsQuintan said that she was happy tohave
people in the hospital who have an acute psy-
chotic illness which is treatable in the short
term so that they could then be returned to the
place from whence they came. She also said:

“We are happy to have people who have an
fllness that may take some time longer if we
have the facilities.”
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We then suggested to her that realistically
there was no chance of a prisoner from Par-
emoremo ending up in Carrington Hospital.
She replied: :

“I'm saying that we could accommodate a

small proportion of those people if in point of
fact the move was swift. Because we have not
got any other facilities in this hospital I don’t
think we should have to look after that person
once the acute episode is over.”

Mrs Quinlan also said that she regarded a
psychiatrichospital asaplace
in which to treat mental ill-

closed environments in our society. We have
boarding schools and convents.”

Mrs Quinlan said that not many prisoners
would require 24 hour medical and nursing
care for their psychiatric disorders and that
many of them would fall into the category of
those who were inadequate and unable to cope.

We mentioned that there had been 13 sui-
cides in Paremoremo during the past 4 years
and invited her response. She replied:

“How many suicides are there in our soci-
ety?”

Wethendiscussed treatment

nesses, She did not believe
that a hospital was a place to
lock people up. Nor did she
believe that prisoners who
suffer from psychiatric ill-
nesses should be excluded
from treatmentbutsuggested
that the treatment should be
carried out where it was most
appropriate and a psychiatric
haspital she asserted should
be kept for those people who
are mentally ill and require

There were 25 patients in
Oakley who were said to
be dangerous. Oakley
was closed. 17 patients
now remain in the Whare
Paia. There is no
seclusion. There are no
locked doors, There's a
minimum of medication
and there has been no
violence.

regimes and Mrs Quinlan said
that themethod of treating men
in Paremoremo was counter-
productive. By way of explana-
tion she said:

“Just to go back to Oakley.
There were 25 patients in
Oakley who were said to be
dangerous. Oakley was closed.
17 patients now remain in the
Whare Paia. There is no seclu-
sion. Thereareno locked doors.
There’s a minimum of medica-

fhat 24 hour treatment that is

necessary inapsychiatrichos-

pital. We then asked where a prisoner should
be treated. She replied:

“Idon’tknow because I don’t know what's
possible in prisons, butI would say...a prison
isa community and in that community should
be the services that the community needs.”

Mrs Quinlandid notagree to our suggestion
that it was virtually impossible to undertake a
therapeutic regime in a prison environment.
She said:

“There are people in prison.. who are being
contained for reasons of the law. There must be
ways in which you can treat these people ac-
cording to their needs.”

We said we would welcome her advice as to
how that could be achieved. She replied:

“Iwould have to go in there and see but I am
positive that it could be done. We have lots of

tion and there has been no vio-

lence. They are in an environ-
ment which is different. I believe the prison
environment does escalate people who are
uriable to cope but you have got to address the
environment; it is a very unhealthy environ-
ment.”

Mrs Quinlan made several observations
regarding dangerousness and violence and
concluded by saying:

“.... If you lock people up continuously all
together and don't let them out, their violence
usually escalates.”

We point out that Mrs Quinlan lamented the
fact that insufficient funding had been made
available for psychiatric services and facilitics
in the community. She emphasised that she
supported that approach and suggested that
many of our existing problems would not have
arisen had the money been spentin those areas.
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THE ASSESSMENT TEAM:
WHY WAS IT FORMED AND WHAT DID IT DO?

[t will be apparent from the preceding pages
that many individuals and groups were highly
critical of the change in hospital admission
criteria since 1983 and the consequences which
flowed from that change.

It was said that the lack of safe care facilities
and an insistenice by medical staff that inmates
must be suffering from a treatable mental ifl-
ness effectively blocked the flow of prisoners
from Paremoremo to Oakley/Carrington and
that this was the hidden agenda of the Auck-
land Hospital Board.

This then resulted in prisoners either re-
maining in gaol or, alternatively, being admit-
ted to the National Security Unit at Lake Alice.
One inference that could be drawn therefore is
that since the changed criteria came into force,
the Oakley/Carrington psychiatrists had
adopted an “accommodation” test rather than
a “psychiatric” testin deciding whether to sign
committal papers pursuant to Section42 and 43
Mental Health Act.

We were concerned to test the validity of
this. We were also gravely concerned at what
appeared to be an inordinately high suicide
rateatParemoremo prisoncommencingatabout
the time the changed hospital
admission criteria wasinitiated,
Inparticular, we wanted tofind
out whether there was a corre-
lation between the two.

We were told that at any
given time there were between
22 and 30 prisoners in the As-
sessment Block and the Assess-
ment Unit at Paremoremo. We
weore concerned to be impartial
in drawing conclusions from
our own observations at Paremoremo and in
weighing up the evidence presented to us. We
arranged foranindependent Assessment Team
to visit Paremoremo. That team was chosen
after we had consulted with kaumatua in

One inference that could
be drawn is that... the
Oakley/Carrington
psychiatrists had adopted
an “accommodation” test
tather than a
“psychiatric” test.

Auckland and South Auckland. It comprised:

Dr Phil Brinded Consultant Psychiatrist
Christchurch

Mrs Betty Goodwin Community Worker
Mangere

Dr Douglas Wilson ~ Consultant Psychiatrist
Hamilton

Mr Hohua Tutengaehe Tutor
Christchurch

Mr Warren Brookbanks Barrister and Solicitor
Auckland

Dr Brinded and Dr Wilson have a special
interest in forensic psychiatry.

Mrs Goodwinand Mr Tutengaeheare widely
known and respected in the Maori community.
Mr Tutengaehe is an Official Visitor at Sun-
nyside Hospital, Christchurch.

Mr Brookbanks has a special interest in
mental health legislation.

Our brief to the Assessment Team (Mr
Brookbanks excluded) was as follows:

“We request that you examine all prisonersin the
Assessment Block and the Assessment Unit at Par-
emoremo Prison to ascertain how many (if any) of
those prisoners should be dealt
with pursuant to Section 42 or
Section 43 inaccordance with the
criferia which, as psychiatrists,
you would commonly adopt. We
are concerned as to whether the so
called “Oakley criteria” is appro-
priate.”

Mr Tutengaehe and Mrs
Goodwin were invited to be
equal partners in that assess-
mentprocessand toapply their
special skills and expertise, particularly in as-
sessing the impact of Mate Maori (Maori sick-
ness).

Mr Brookbanks was invited to examine the
medical and prison files of the 13 Paremoremo
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inmates who had suicided since 1983 and to
give an opinion as to whether the high suicide
rate wasattributable to the changein admission
criteria. Our brief continued:

“Basically we want fo know, in respect of each
suicide, whether, prior to each suicide, there was
information available to prison or medical staff ei-
ther of a psychiatric or other nature which would
have justified committal or transfer pursuant o
Section 42 or Section 43. If such information was
available, why was a Section 42 or Section 43 Order
nof made?”

Mr Brookbanks was asked to confer with the
other members of the Assessment Team in
evaluating the information given to him.

After visiting Paremoremo prison four
members of the Assessment Team met with a
group of psychiatrists at Carrington Hospital
on 17 February 1988.

We now set out the following:

1. The report on the Assessment Team's
visit to Paremoremo Prison 1 -5 February, 1988:

2. Clinical Report on 13 of the 17 Par-
emoremo inmates examined between 1 - 5
February 1988:

3. Report of meeting between Assessment
Team and Carrington Psychiatrists, 17 Febru-
ary, 1988:

4. The Paremoremo suicides - Report by
Warren Brookbanks,

ASSESSMENT TEAM: REPORT ON VISIT TO PAREMOREMO PRISON:
1 - 5 FEBRUARY 1988

This Report is compiled from information
given to the Committee of Inquiry by the As-
sessment Team. It has been edited to ensure
confidentiality. The Report has been checked
by the Assessment Team who have confirmed
its accuracy and the findings and views con-
tained therein.

The Report follows:

Cur instructions required us (inter alia} to
carry out a psychiatric examination of all pris-
oners in the assessment block and assessment
unit at Paremoremo prison and to assess the
impact, if any, of mate Maori (Maori illness} in
respect of Maori prisoners.

We were briefed as to the history of the
institution and were then taken on a tour of
inspection. We were shown the normal cell
block areas and D Block. In D Block the men are
under very intensive scrutiny. We were then
taken to the psychiatric observation unit and
shown the Assessment Unit and the Assess-
ment Block. The Assessment Unitis a four-bed,
closely supervised area and the Assessment
Block is a cell block housing some 23 or 24
prisoners who areregarded as emotionally and

psychologically too vulnerable to be contained
elsewhere in the prison.

The Superintendent and his Deputy gave us
a listof men whomthey regarded as psychiatri-
cally disturbed in some way. They went to
some trouble over that procedureafter consult-
ing staff and after excluding the names of sev-
eral of the inmates actually housed in the As-
sessment Block and in the Assessment Unit
because they were well enough to be trans-
ferred in the near future to a normal cell block.

Initially the medical members interviewed
several men jointly. The interviews went well
inthat we found our techniquesand viewstobe
inaccord so that subsequently we were able to
split into two teams to facilitate a more rapid
examination of the inmates involved.

It was obvious from the outset that some of
the prisoners were very disturbed psychiatri-
cally. We should add that Dr Whittington, who
was on leave when we arrived, joined us in the
course of the morning and gave us an account
of his difficulties in dealing with the psychiatri-
cally disturbed prisoners and particularly the
difficulty in transferring them from prison to
hospital, We found his comments very helpful.
He stressed that he regularly had difficulty in
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obtaining transfers of men who had a clear
mental illness.

When we started examining the men it be-
came apparent that this was indeed the case
and we were able to identify amongst the first
three or four men cases of manic depressive
illness and schizophrenia which needed treat-
ment in a psychiatric hospital.

Later we shall let you have a Reporton 13 of
the 17 persons whom we interviewed. It will
suffice at this stage to tell you that after seeing
all 17 patients we divided them into four
groups:-

Group 1:

This group were inmates who fulfilled com-
mittal criteria on the day we saw them. There
were seven persons in this group.

Group 2:

This group were inmates who were stableon
the day we saw them, but who would be clearly
committable during the acute phases of what
usually had been quite a lengthy illness. There
were four persons in this group.
Group 3:

This group showed no evi-
dence of ongoing, psychiatric
illness although they were
capable of disturbed behav-
iour. Thisgroupisa type which
is not unusual in a prison set-
ting. There were four persons
in this group.

Group 4

Ttis questionable whether the two personsin
this group were committablé but by any stan-
dards they were totally misplaced in Par-
emoremo.

One of the inmatesin Group 4 is a Samoan
who was convicted of the manslaughter of a
child. He speaks no English. He has had a
stroke and is hemiplegic. He spendsall his day
in the prison haspital because he cannot be
placed elsewhere. He woiild be victimised in
one of the normal cell block areas. He is men-
tally subnormal and we were told he spendsall
his time either watching the test pattern on the
television or playing with soft toys or Iittle cars
that the prison officers bring in for him.

The other person in Group 4 was seen by us
in the Assessment Unit. We believe he was
convicted on fraud and car conversion charges.
He has shown some instability. He appeared

...13 of the 17 inmates...
were in need of
significant psychiatric

help.

intellectuaily slow. We do not know in what
rangea formal psychological assessmentwould
have placed his intellectual ability. He suffers
from persistent enuresis in that he wets himself
day and night and clearly, in terms of being a
danger to the community, or being capable of
violent offending, he poses little risk at all. He
is there because the authorities do not know
how to cope with his rather eccentric odd fan-
tasizing and the fact that he wets himselfall the
time. He was placed in Paremoremo because of
that:

In our view 11 of the 17 inmates whom we
saw would be either committable immedi-
ately or would certainly be committable dur-
ing an acute phase of an illness, ie. they
would need to be transferred to a psychiatric
hospital. If one were to fake info account the
other two inmates whowere mentally subnor-
mal then 13 of the 17 inmates, in one way or
another, were in need of significant psychiat-
ric help.

Wewould pointout that theoriginal listof 17
inmates was drawn up by the prison Superin-
tendent and some of his offi-
cers which demonstrates that
the Jayman’s perception as to
when someone is psychiatri-
cally disturbed in a maximum
security prison is a fairly accu-
rate perception. It was also
apparent to us that the Super-
intendent and his officers had used a fairly low
threshold when deciding whom we should see.
Basjcally the inmates who were excluded were
those showing absolutely no signs of disturbed
behaviour. ‘

You have asked us what test we applied in
making our assessments under Section 42. You
have told us that on several occasions your
Committee of Inquiry has been informed that
the so called “Oakley team” have adopted an
admission criterfa which is incorrect and that
an accommodation criterion may have been
used rather than a psychiatrie criterion. You
have also told us that the test used by the
“Oakley team” is that a prisoner must have an
identifiable mental illness which is capable of
treatment, You have asked us to comment on
that testand in particular to make some obser-
vation as to the extent to which treatability
should be part of the admission process.
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Wehave looked closely at the Oakley admis-
sion criteria but cannot agree with it. The test
which we used as psychiatrists was whether
there was the presence of an identifiable mental
illnesssuchas schizophrenia, manic depressive
psychosis or some organic mental illness such
as a dementia. Put another way, we were look-
ing for the presence of hallucinations, delu-
sions and thought disorder. We were also con-
cerned abouthelping these peopleto getappro-
priate treatment.

We can envisage some mental conditions
being treated quite safely in
prison but we concluded that
most gross mental illnesses
could not be safely treated in
prisen. Although there are
psychiatrists available, we
were told that there were no
trained psychiatric nurses
available and of course the
prison routine is rather strict
and cruel and is not suitable in
our view for the management
ofseverelydepressed peopleorsomeone whose
thinking is disturbed by schizophrenia.

We believe that the test we both used was
actually quite conservative. Wewere notliberal
in terms of encompassing personality disor-
dered persons, we were looking for things that
have already been mentioned,-namely, some-
one who was clearly suffering from a psychotic
illness with perceptual abnormalities and
thought disorders,

In our view the criteria being used by the
Oakley/Carrington staff is negative. They are
prepared to examine and assess an individual
and we do not think they would disagree with
our findings of mental illness. But they then
take matters a stage further, They lock at the
inmate’s history, his reliability and other fac-
tors and because there is no secure unit at
Carrington the inmate is denied admission to
the hospital.Itis the security aspect of the case
which is significant. That was highlighted by
one of the psychiatrists at Carrington who
was going out fairly regularly to Paremoremo
to assess the prisoners. He now refuses to go
because he says he is assessing inmates for
Lake Alice and not for Carrington because
there is no place in Carrington to which the
prisoner is able to go.

...the hospital would not
take dangerous patients.
All the prisoners in
Paremoremo were
regarded as dangerous
and therefore they could
not be admitted to the
psychiatric hospital.

You haveasked us whether an accommoda-
tion test was being applied by the Oakley/
Carrington team. After the first day at Par-
emoremo it became quite clear to us thatitisan
accommodation test that is being used. We do
nottry toaddress why thatis so - thatisanother
issue.

We were told that there was an increasing
reluctance, and a sense of pessimism by those
working in the prison, to refer a prisoner to
Oakley/Carrington. We were told that they
knew what the answer would be - they would
berejected. The prisonstaff had
also been told that regardless
of anything else the hospital
would not take dangerous
patients. All the prisoners in
Paremoremo wereregarded as
dangerous and therefore they
could not be admitted to the
psychiatrichospital. It was this
kind of circuitous attitude that
made the staff at Paremoremo
reluctant and pessimistic,

It is obvious that the prison is having to
cope by default with psychiatric illnesses.
The staff deserve praise for what they have
done but it is very difficult for them. The
psychiatricfacilities and psychiatric treatment
availableatthe momentis sadly lacking, Even
if the patients whom we saw were committed
to psychiatric hospitals Paremoremo would
still be sadly deficient in psychiatriec input,
There are two psychiatrists employed by the
Justice Department, one of whom is there for
one day per week and the other attends for
two days per week, There are visiting psy-
chologists but no psychiatric nursing staff,
There will always be mental illness and dis-
turbances within the prison system but Par-
emoremo is not equipped to deal with it and
cerfainly it is not equipped to deal with what
is happening at the moment.

You have asked us whether there are any
other matters which are relevant. The prison
staff told us they had been spoilt by the previ-
ous arrangements with Oakley hospital. The
Justice Department had been allowed to con-
tinue on without making any provision what-
soever for psychiatrically disturbed people
within the prison because there was such a low
threshold for admission to Oakley. Now that
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that state of affairs is reversed they acknowl-
edge that they are in big trouble.

Ithighlights again that the prisonauthorities
should have developed psychiatric facilities to
amuchgreater extent than they have.Itlooksas
if they are now going to address that with anew
prison hospital but it is not going to be the
whole answer.

The psychiatrichospital also needs to realise
that thereare some prisonerswho willbe coming
out of prison into the hospitals and they will
have to decide how best to deal with them
within the health system. No one has really
made provision for this very difficult group of
people. The amount of treat-
ment that can be provided ina
punitive setting isboth limited
and distorted.

We doubt whether there
would be too much difference
between theassessmentsmade
by us on the one hand and the
assessments made by the Car-
rington psychiatrists on the
other. But of course they have
added an extra dimension
which is the question of secu-
rity,

Youhave asked us whether
the patients whom wesawand
who are presently commit-
table under Section 42, could
properly be contained in Carrington Hospi-
tal. Our view is that there are facilities at Car-
rington which could cope with some of the
prisoners but not most of them. Given the
present state of the hospital and the morale of
the staff, as we understand it, we believe that
itwould probably be quite difficult, if not po-
tentially disastrous, if most of those prison
inmates were placed in Carrington.

Your Committee of Inquiry has been told
that the test used by the Carrington psychia-
tristsis that the prisoner must be suffering from
an identifiable mental illness which is capable
of treatment before he will be transferred pur-
suant to Section 42, You have asked us to com-
ment on this, We believe that their use of the
word “treatable” conflicts with our use of that
term. We think they wbuld more accurately
express their view if they were to use the word
“curable”. Alot of mental illness is not curable.

Some groups of mental illnesses crespond fo
appropriate psychiatric treatment. They are
treatable but not curable. For us the test is
whether one can ameliorate the condition. Qur
joint definition of the term “treatable” is syn-
onymous with “ameliorating” or at least ame-
lioration is included in the definition. The most
charitableexplanation that we can offer regard-
ing the Oakley/Carrington test is that when
they use the term “treatable”, they are in fact
talking about something which is “curable”
which is a much stronger term,

We, the two psychiatrists
on the Assessment Team are
awareofourMaori colleagues
' views regarding the prison
| System in general and the
mental health of the 17 per-
sons whom we all saw at
Paremoremo. We wish to
support their statement. We
felt, from a European point of
view, that there was a tre-
mendous lack of Maori input
atParemoremo. Thereisalack
of Maori cuttural input. There
isalackof spiritual inputand
there is a lack of educational
inputand we think jtis up to
the Maori people to say how best these needs
are to be met. These were needs which we also
identified.

We would also want to say that one of the
most moving things for us was to see the re-
sponse of the Maori inmates to Hohua Tuten-
gaeheand Betty Goodwin. That was really strik-
ing. The presence of those two people cut
through whatever was thereand it was striking
and a real education to us. There was a Wairua
aboutit. It was something very important to the
men. We would also wish to say that from our
point of view it was vitally important that we
workin tandem with our two Maori colleagues.
They were able to make a cultural contribution
from the psychological and social point of view
that we may not have been able to understand
and therefore could not really come to grips
with. That method of working together was
very much of benefit o us.
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We, the two Maori members on the Assess-
mentTeam wish to make it clear fromthe outset
that we support the professional views which
have been expressed by our two colleagues.
FromaMaoriperspective those viewsare valid.
Our discussions with the men in Paremoremo
commenced with karakia. We were interested
in the presence of mate Maori and that was a
factor whichwetookintoaccount
as the examinations proceeded.

point view, there was anything in the assess-
ments undertaken by our two psychiatric col-
leagues which would be in conflict with our
views as Maori people. Although our two col-
leagues have not mentioned matters of culture,
languageand differentbackgrounds, we would
have to say that their views and their assess-
ments are not in conflict with our own views.

We believe that it is important

to marry up the professional

We were pained at what we We were pained by the psychiatric side with the Maori
saw. We were pained by the fact fact that there was no side so that one can get an even
that there was no Maori input Maozi i t h balance. There is a part for the
anywhere along the line, even in aon 1npu: anyw. e.re Maori and a part for the profes-
terms of the prison building it-  along the line, even in sional and the two must go
self. There wasa strong call from terms of the prison together.
the inmates to have kaumatua-a building itself, You have pointed out to us

permanent kaumatua - coming
in justto see them, just to listen to
them. There was also a strong call for a minister
of religion or a tohunga to go into the prisom.
Clearly, from a Maori point of view, the 13
persons referred to by our colleagues should
not have been in prison. 13 of the 17 prisoners
whom we assessed were Maori. We would
have no objection to those 13 patients being
treated in a psychiatric hospital. Anywhere
outside the prison system would be better. It
was clear to us that the mind starts to deterio-
rate pretty rapidly in prison. The prison officers
carry anawful responsibility. They are parents,
they are security people, and they are supposed
to be psychologists and psychiatrists. They are
making that type of assessment daily and we
are sure that it affects them as well.

You have asked us whether, from a Maori

that in some psychiatric hospi-

tals it is the accepted thing to
allow a Maori patient to see a tohunga if that |
patient or his whanau expresses stich a wish.
You have asked us to make some comment on
that regarding the prisoners whom we saw in
Paremoremo. We want to say that in our view,
as Maori people, it is very important that the
prisoners beallowed to see a tohunga if they so
wish. It seems that most of the people whom we
saw had that wish.

When we welcomed the prisoners into meet
with us we asked if they would mind having
karakia and they all had karakia and it was
obviousto us thatthey werein deep meditation
in their whakamoemiti. It was also obvious that
they were grateful that people whom they
regarded as kaumatua and kuia were there to
listen to them.
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ASSESSMENT TEAM:

REPORT ON THIRTEEN OF SEVENTEEN PRISONERS EXAMINED AT

PAREMOREMO MAXIMUM SECURITY PRISON
1 - 5 February 1988

We begin with the inmates in the Assess-
ment Unit.

A: He has a long history of mental illness
and psychiairic treatment. He was diagnosed
sorne years ago as having a manic depressive
illness and has received treatment from many
peopleincluding the Department of Psychiatry
at the University in Auckland.

He had returned from Lake Alice some three
months before we saw him. He had been in
Lake Alice for three months after becoming; iil
inprison. He wascertainly viewed by the prison
staff as being much better on his return. How-
ever, there was also evidence in his notes as to
some disquiet by Dr Frank Whittington, the
prison psychiatrist, that A had in fact been
returned {oo soon.

A was gerving a sentence of preventive de-
tention following four convictions for rather
sadistic rapes. When we examined him he was
very ill. He was clearly psychotic as evidenced
by grandiosity, thought disorder, delusion
thoughts and perceptual abnormalities.

Ibelieve himto be clearly committable under
Section 42 of the Mental Health Act.

B: He is a young man with no previous
history of psychiatric illness who had become
unwell while serving his prison sentence in Mt
Eden. He had been transferred to Paremoremo
prison where staff had had major difficulties
controlling himand had senthim to the Assess-
ment block. Here he had displayed an increas-
ing tendency to withdraw from his fellow
inmates, becoming more and more quiet and
wanting, as he described it, “to keep out of
peoples way.” This would progressto hisbeing
somewhat vacantand unresponsive and some-
times exhibiting bizarre behaviour.

This was followed by an event where he
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suddenly lost control of himself, persistently
hitting hishead on the cell wall and opening up
a large gash. This was sewn up by the prison
Doctor. The inmate then repeated this event,
pulling the stitches outand then also insisted in
trying to mutilate his penis. He succeeded in
doing this. Eventually the staff could only
subdue him with what they termed physical
restraint, that is by numbers, and also by tying
him into what they call the crucifix position on

" his bed, with belts.

B said that when he gets like that he can’t
think, that he just goes mad, that he doesn’t
want to get on with people, that he wants to get
out of their way and that he feels an increasing
need to mutilate himself and that having done
so he feels better and he feels a release of anxi-
ety. At the time of this last event he said that he
felt that he was a spirit, that his body was justa
shell, thathehad become an angel. He now says
that he thinks that “it was a bit mad”.

My impression was that his mental state,
although stable on the day we assessed him,
showed at the time of his extreme distress, clear
signs of psychosis. He remained a high suicide
risk and was clearly an inmate who needed
urgent psychiatric treatment on the occasions
he became unwell although at present he re-
mains in a stable if brittle condition. Clearly
then whilst not being committable on the day
we saw him, he would certainly be commit-
table under Section 42 of the Mental Health Act
during the acute phases of his illness..

C: This young man has a past psychiatric
history including admissions to Cherry Farm
Hospital in 1979 for three months and then
again for six months and admission to Tokanui
in 1981 for a month on psychiatric assessment
from the prison.

He was in the Assessment Unit because of
his constant references to suicide and his ten-
dency to self mutilation. Six weeks previously
he had apparently tried to hang himself in his
cell although the prison officers stated that in
their view this was certainly not a serious at-

tempt and even if he had not been discovered .

they doubted very much whether the method
he used would have resulted in any injury. He
stated to us that he used psychiatric symptoms
to gethisown way and that being in psychiatric
institutions was better than being in prison. He

was serving a seven year sentence for armed
robbery.

He had been diagnosed as suffering from
Hodgkins Disease some 2 1/2 - 3 years ago.
That was apparently in remission. When we
saw him he showed no evidence of formal
psychiafric illness but obviously had a very
disordered personality and came from what
could only be described as a very deprived
background. He was one of these individuals
who rather than being rehabilitated needed to
be habilitated although we did not see any
evidence that he needed acute psychiatric treat-
ment.

We move now to the inmates in the Assess-
ment Block

D: He has a history of a very deprived up-
bringing. He was sent by his mother, who is
Samoan, to Samoa to stay with relatives at a
very early age. On returning home, when he
was still of pre-school age, he was unable to
speak the language and did not recognise his
own parents. Scon after this he developed
meningitis and was severely ill. When he even-
tually attended school he still had some neuro-
logical damage with mobility and speech prob-
lems. : L K

Since then he has proved to be an eccentric
youngmanwitha verylowintelligence. Hehas
a very rich fantasy world in which he lives and
at times people find this difficult to cope with.
He told us, for example, that his mother was
half German and half Samoan which may well
be true but that his father was a Navajo Indian
whichclearlyisnot true. Healso told ug that the
only reason he had come to gaol was for the
purposes of the gospel. He felt that prisoners
could be helped and therefore he had got him-
self arrested. There is ample information in his
notes to suggest that this was not the case. In
fact he is a petty recidivist offender. His pres-
encein Paremoremo is something of a mystery.
The only rational explanation seems to be that
his rather unusual behaviour, constant fanta-
sizing and the fact that he is also persistently
incontinent led the other prisons to feel that

- they couldn’t cope with him and he was there-

fore sent to Paremoremo.
[ did not see any evidence of formal psycho-
logical testing but I believe that his inteilectual
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retardation is probably secondary to brain
damage from his meningitis atan early age- He
also shows persistent enuresis, which is un-
usualin a 22 year old man, and a sad absence of
social skills. This leads me to believe that on a
basis of mental retardation he would be com-
mittable under Section 42 of the Mental Health
Act. He would certainly be more humanely and
better helped in a psychiatric institution or
penal institution of minimal security but with
access to adequate psychiatric advice particu-
larly given that he poses little or no security
threat.

E: He is a young Maori who has a right

hemiparesis following a stroke in 1972 when he

was in his mid-teens. He has suffered from
psychiatricillness since thenand wasfirstdiag-
nosed as suffering from schizophrenia at the
age of 15 one year after his stroke. He has
received intramuscular medication for this
condition ever since.

Intellectually henow appears very slow with
defective speech. He has had several admis-
sions to Oakley Hospital and was committed
there for some years. He is considered poten-
tially violent and dangerous and was serving a
sentence for being an accessory to a murder
committed by his brother. He has rape convic-
tions. When hebecomes unwell he suffers from
both visual and auditory hallucinations and
can become quite aggressive and violent. Al-
though his mental state was stable on the day

we assessed him, it is quite'clear that at times

within the prison he has been psychiatrically
quiteill, that he hagsbeen psychoticand that this
psyd'losis is what we would term a chronic
organic psychosis probably secondary to brain
damage caused by his stroke. He was not
committable on the day wesaw him. Thereisno
doubt that during the acute phases of hisillness
within theprisonhe has certainly been commit-
table under Section 42.

F: Hetold us that he was 19 months into his
six year sentence for child molestation. He had
been convicted of child molestation in 1985 and
then faced another 19 charges, on which he was
convicted, in 1986. He was in the Assessment
Block partly because of the nature of his of-
fences and partly because he had also threat-
ened to self-mutilate. He was feeling under

pressure when we saw him as his divorce was
pending the next week and he was very bitter
about that. He had not seen his daughter for
nearly two and a half years and that also made
him bitter. He complained thathehad no one to
talk to about his problems in order to help him
deal with them. He gave a very sorry history of
adeprived upbringing with an alcoholic father
and a violent mother. He married at the age of
161/2and his wife waskilled inamotor vehicle
accident seven months later.

He remarried again and now has a child by
this marriage who will be four years old next
month. It is this marriage that is now dissolv-
ing.

gF spent a long time telling me of his bitter-
ness towards his wife. He accepted that he was
homosexual and had been convicted of break-
ing thelaw by molesting underage children. He
said that his wife and his brother had also been
involved but had not been charged. Overall
whilst he was very angry he was not signifi-
cantly depressed and he denied being suicidal.
I could find no evidence of acute psychiatric
illness in this man and under present circum-
stances he was certainly not committable under
the Mental Health Act.

G: Heis a young man sentenced to preven-
tive detention in November 1986. He told us he
was due to come up before the Parole Board in
June 1993, He was in the Assessment Block as
he had become extremely angry following his
sentence of preventive detention and he had
tried to hang himself three times whilst in cus-
tody. Each of these attempts would appear to
have been very serious and he had Only sur-
vived them due to the diligence of prison staff,
He told us that at the moment he was sleeping
and eating well but that at times he gets ex-
tremely depressed. His mood gets so low that
he does not want to continue living. During
these times he says that he will not eat for
weeks.

He is a man with a long history of depriva-
tionasachild. Hehad spentsome timeina Boys
Home and had been subjected to physical vio-
lence, He has had multiple psychiatric admis-
sions to Kingseat, Oakley and Carrington and
from 1972 - 1979 he was in Alice Maximum
Security. All of these admissions resulted from
his sexual offending. He states that he feels
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hopeless about his sentence and at the moment
feelsvery vulnerable. Heshowed no acutesigns
of psychiatricdisorder though clearly he would
be considered to have a personality disorder.
He has a very volatile mood and when we saw
himhewould nothave been committable under
Section 42 of the Mental Health Act, It would
appear that his suicide attempts have been
based upon hopelessness due to his sentence
accompanied by bouts of depressive illness.

H: Heisa25 year old man who has served 3
years of a 6 year sentencé for rape. He had
shown suicidal behaviour within the prison on
several occasions and told me this had hap-
pened because he felt he was being used as a
scapegoat to keep the gaol settled. He then
wenton to tell mehow he believed his food and
cigarettes were poisoned or druggzd, that his
wife was being turned against him by people
outside, that officers came into his cell at night
whenhe wasinadrugged state and would rape
him and that this had happened time and time
again. He also said that he could hear inmates
talking and whispering about him although
they would never do this to his face. He was
receiving no psychiatric treatment at the time I
saw him.

He had no previous history of psychiatric
illness but it had been noted within the prison
that his feelings had increased in intensity. He
felt very bad about himself and upset that he
still had a considerable amount of time to spend
in prison. He actually requested us to see him
regularly if that was possible.

I believe his symptoms to be clearly consis-
tent witha paranoid psychosis which may well
fit the description of prison psychosis but cer-
tainly it was a state that required treatment.
Interestingly the staff within the Assessment
Unit had vacillated somewhat about this man,
feeling that he was just being “awkward”. In-
creasingly,ashisfearsand accusations remained
persistent, the staff themselves began to feel
that he was unwell.

[ believe that on the day I saw him he was
committable under Section 42 of the Mental
Health Act in view of his psychotic illness.

J: He is a 23 year old man serving a life
sentence for murder.
He told me that he had been in Oakley Hos-

pital three times and in Lake Alice twice during
the course of his illness. He had, however, no
prior psychiatric history before coming into
prison. When he became unwell he suffered
from auditory hallucinations. This began in
1981. He hears voices talking to himand talking
about him. They tell him to fight and the first
time he went to Oakley was because he hit a
prison officer. When he gets in this state he
becomesacutely frightened and to use his word
was “horrified”. He said that the voices persis-
tently tell him something terrible is going to
happen to him and that he is going to diein a
physically terrible manner. During oneof these
episodeshe has tried to cut his wristsand states
that the voices drove him to do that. He states
that he frequently has auditory hallucinations
and that in December 1987 he became acutely
paranoid and suicidal with some clear evi-
dence of depressive symptoms as well. He was
sent to Lake Alice, who disputed his diagnosis
with Dr Frank Whittington, and he was sent
back unmedicated. I note there was a letter on
the file from Dr Whittington to Lake Alice
telling them that their assessment and treat-
ment had been less than adequate.

My interview with J would lead me to con-
cur with Dr Whittington. I believe that he be-
comes acutely psychotic when he does become
unwell and at those times would clearly be
committable under Section 42 of the Mental
Health Actalthough on the day thatI saw him
his mental state was stable.

K: Heis aged 40 years and is serving a five
year sentence for rape. This man had tried to
hang himself in Mt Eden. That was a very
serious attempt. He had no previous history of
psychiatric illness before going into prison. He
told us that he was absolutely mortified by his
offence, it had upsethim, ithad upset his farnily
and had caused great upset for the victim and
her family.

He said he had something on his mind, an
episode that happened to him within his cell,
thathe ought to talk about but felt that he could
not do so. On talking to staff we were told he
often approached staff in that manner also. I
was unsure whether something real had hap-
pened to him, such as homosexual rape, or
whetherin fact thiswasall partand parcel of his
condition. He showed clear signs of a major
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depressive illness with psychomotor retarda-
tion, depressed mood, so softly spoken that he
was barely audible, sleep disturbance and sui-
cidal behaviour. He also showed clear signs of
psychosis by virtue of thought disorder and
auditory hallucinations. Throughout my inter-
view with him he was extremely vague, dis-
tracted, perplexed and confused. My view was

that on this examination K was in urgent need .

of psychiatric treatment. Inoted that he was re-
celving some medication including an anti
depressant butin view of his psychosis I'would
have felt that this level of ant depressant treat-
ment wasactually inadequate for his condition.
He was clearly committable under Section 42 of
the Mental Health Act.

L: The next person was seen in very dis-
tressing circumstances. He was a young 23 year
old Pacific Islander. He was seen in the obser-
vation cell since he had attempted, success-
fully, to mutilate himself with a razor blade the
previousnight. He had inflicted serious wounds
to his throat and right arm and we noticed his
left arm was grossly scarred with wounds that
he had inflicted on himself a couple of months
ago.

This person was suffering from auditory
hallucinations and passivity phenomena. He
believed that his thoughts could be read out
aloud and that we could read his mind. He was
clearly suicidal and still threatening to cut
himself. He stated that during these times he
loseshismind and thatthe self-mutilation makes
him feel better. He was suffering from delu-
sions about the mafia and had ideas of refer-
ence feeling that he was responsible for other
suicides throughout the prison. He was serving
a 4 year prison sentence for wounding with
intent.

This man has a very long history of schizo-
phrenicillnessand psychiatric treatment. There
was no doubt in my mind that he was psy-
chotic, in desperate need of psychiatric treat-
ment, and was committable under Section 42 of
the Mental Health Act.

The nexttwo patients were seen in the hospi-
tal wing of the prison. The first was:

M: He is a 29 year old man who had served
four years and four months of a seven year
sentence. He was a man who, throughout his
term in prison had been prone to cutting him-
self and also to suicidal behaviour. He stated,
and this was confirmed in the notes, that he had
tried to kill himself 28 times in hogpital includ-
ing a self inflicted throat wound that rendered
him in a coma for 2 months and in hospital for
3 months. He is really a shadow of his former
self. He told us that he had previously weighed
13 1/2 stone whereas he would now weigh
barely 8 stone. He has lost a great deal of his
hearing secondary to antibiotic treatment after
his terrible throat wound and he also has quite
severe eyesight problems due to some scarring
of the cornea of both eyes which occurred while
he wasin his coma. He has clearly had what we
would term cerebral anoxia in that the blood
supply to his brain must have been signifi-
cantly impaired after he cut his throat and he
now suffers from a degree of brain damage.

This man has also had epileptic fits since the
ageof 16 butwas not medicated prior to coming
to the prison. It may well be that he has also
suffered a degree of brain damage because of
this. He has suffered from alcoholism which
may have further damaged his brain and has
also been heavily into the drug scene in Austra-
lia. He was in the hospital because the day
before he had had an epileptic fit on the Assess-
ment Block and had fallen and cut his head.
Although he denies it the hospital staff are sure
that he did not injure his eye during that fall.
They say that following his admission to the
hospital block, and whilst in his bed, he in-
flicted a severe injury to his own right eye
which necessitated treatment in Auckland
Hospital. When we saw him it was not certain
whether he would regain his vision in that eye.
At the time he could not see out of it and it was
barely light sensitive.

From his own description M at times be-
comes very depressed, does not eat, loses
weight, has sleep disturbances, has a very poor
mood and rather extreme self mutilation and
serious suicidal behaviours. On the basis of his
clear depressive illness, his tendency towards
severe self-mutilation and suicidal behaviour
and his terrible physical condition, I believe M
tobe committable under Section42 of the Mental
Health Act,
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N: This man is a Samoan who speaks no
English. He was brain damaged at birth and
suffered a spastic hemiplegia and speech de-
fect. He is also epileptic. He is intellectually
subnormal and behaves many years below his
chronological age. He is illiterate and can only
count o ten.

Hewas convicted of manslaughter after being
leftin charge of a young baby whomhe slapped
and eventually killed. He was sent to Mt Eden
where he suffered continual intimidation and
subsequently set fire to his cell. He was then
sent to Paremoremo where he again suffered
intimidation from other prisoners even on the
Assessment Block and was therefore placed in
the hospital where he has remained. In the
hospital he sits all day in his room talking with
himself in Samoan or playing with his soft toys,
toy soldiers and small cars that the prison offi-
cers bring in for him. His notes show that the
other inmates from Samoa knew him in Samoa
and they say quite clearly that he is a mental
patient. He has been known to ask that Samoan
officers in the prison beat him up because he

hates himself so much. :

There have been attempts by members of
staffto move himfrom thisinappropriate place-
ment. One officer, writing in the notes in No-
vember 1986 said that he should not be there
because he cannot protect himself, The Charge
Nursein thehospifal stated inJanuary 1987 that
“this poor unfortunate needs more than we can
give him here, he needs a more suitable place-
ment.” However it is clear that a more appro-
priate placement has not yet been found for
him.

I believe, on the basis of mental subnormal-
ity, that thisunfortunate man is clearly commit-
table under Section 42 of the Mental Health Act
and despitehis seriousconviction would clearly
bemorehumanely and appropriately dealtwith
in a psychiatric institution. I feel some concern
abouthisconvictionand wonder to myself how
he could have been found fit to plead. It is also
distressing to note that he has family in Auck-
land who visit him very rarely and who seem to
support his present placement.
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ASSESSMENT TEAM:
REPORT OF MEETING BETWEEN ASSESSMENT TEAM AND
CARRINGTON PSYCHIATRISTS - 17 FEBRUARY 1988

On 17 February 1988 the Assessment Team
met with several psychiatrists at Carrington
Hospital for the specific purpose of discussing
their admission criteria and the Paremoremao
suicides. '

One of the psychiafrists gave background
information leading up to the present situ-
ation, He described the awful conditions at
OakleyM3. He said there had been 70 patients
of a heterogeneous group who had occupied
Ma3. The main function of the ward was secu-
rity which seriously compromised any at-
tempts at treatment. In his view there was
probably no other ward like it
in Australasia because of the
level of security it provided

“Perhaps we should have

chiatric hospital. They said that these people
would no longer be wanted.

They talked for some time about the people
whoused tobeadmitted to M3 and commented
that in many cases the prisoners who were
admitted were malingerers. One psychiatrist
then said that having dropped the numbers
down at M3 and having set an arbitrary figure
of 25 as the maximum, the nextairm, agshe putit,
was to stop that type of patient coming back
into the hospital situation.

They also spoke about the inappropriate-
ness of having secure facilities within the
hospital setting. One psychia-
trist said that when one was
pushing for an open hospital

within a psychiatric hospital pulled everything out situation, and pushing for care
setting. and just let the place in the community, then hav-
It was felt that the mess of blow up.” ing asecurity provision within

M3 should not be allowed to
perpetuate itself and the psy-
chiatrists saw the closing of M3 as one of their
main aims. The Auckland psychiatrists also
saw the closing of M3 at Oakley as a major aim.
We were told that unless M3 Oakley closed the
Carrington psychiatrists could foresee another
Oakley Inquiry. '

They then went on to tell us about the facili-
ties that were to operate following the closing of
M3, i.e. the facilities within Carrington to deal
with some of the patients formerly dealt with in
M3. They indicated quite clearly that they were
not going to take the same type of patients
because they saw the security aspect as being
inappropriate within the hospital setting,

They emphasised that the type of case which
had predominated in Oakley werepersons who
had either developed a prison psychosis, thatis
a mental illness in relation to their imprison-
ment, or people with behavioural disorders
and people who were malingering. That was
their emphasis, They again inferred that it was
inappropriate to take these people into a psy-

the hospital was somehow
reversing the whole process
and the two did not sit together,

They also spent a lot of time telling us that °
they could not be seenin a treatment role and a
custodial role at the same time. A lot was said
about prisons and the obnoxious influence of
prisons. The clear inference was that if they
went ahead and helped within the prison sys-
tem then perhaps what they were really doing
was maintaining a poor system. One psychia-
trists said that perhaps what they shouid have
done was to withdraw their helpaltogetherand
just tell the Justice Department that it was their
problem and they should deal with it. I think
that the phrase used was:

“Perhaps we should have pulled everything
out and just let the place blow up.”

They also pointed out that the Justice De-
partment had never really developed any psy-
chiatric facilities within the prison so that when
Dr Savage left the scene in 1982, and the criteria
changed, as the psychiatrists readily admitted
it did, then the Justice Department was sud-
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denly in trouble because it had difficulty get-
ting their acutely ill peopleoutof the prisonand
into the hospital setting.

They said that four units had been proposed
to alleviate some of the problems when Oakley
closed. One of those units was the National
Security Unit at Lake Alice which would oper-
ate in much the same way as QOakley M3 until
such time as the Justice Department developed
its special prison. There was also going to be a
closed structured living environment at Car-
rington and an open structured living environ-
ment. These two units would be used for per-
sonality disordered peoplein particular. One of
the units would have a greater degree of secu-
rity than the other. The fourth unit was tobe the
intensive careunit. The psychia-
trists said that only one of these

You have asked us as to the test which the
Carrington psychiatrists adopt when deciding
whether someone should be transferred out of
the prison and into hospital pursuant to Section
42. The psychiatrists repeated their statement
about the presence of a treatable mental illness
and they were non-plussed when we told them
we had found seven or eight people at Par-
emoremo with a very clear definable mental
iliness who were not malingering and who
werenot personality disordered. They madeno
commment.

The fact is they do not want these patients
and they thought the Justice Depariment
should create its own instifution to take its
own mental patients. That is really what they
were saying, This attitude is
inconsistent with the law and

four units was operating in the
manner that they had antici-
pated.

They also pointed out that
the intensive care unit at Car-
rington was not operating in
the manner they had antici-
pated. We were told that it
operates ona very strictadmis-
sion criterion. It will not take
people who are behaviouraily
disturbed and will only take

“The fact is they do not

want these patients and

they thought the Justice

Department should
create its own
institution to take its
own mental patients.
...This attitude is
inconsistent with the
law.”

that test does nothave regard
for what is required of a doc-
tor in the management of
people who are in distress or
i1,

One of the psychiatrists
made a statement about dis-
tress. He said:

“Whatever you want to di-
aghose these people as, they
are clearly in distress.”

His own distress seemed to

people who have a demon-

strable psychosis which is not accompanied by
behavioural disturbance. In fact, if anyonedoes
become difficult within the intensive care unit,
he/she is transferred out of that unit to the
acutearea. Wecould see what theymeantwhen
they said it was not operating in the manner
they had expected because one would expect
an intensive care unit to operate the other way.

Itcan therefore be seen thatthe intensive care
unit at Carrington is not a facility providing
security and that it operates in a manner that
precludes the admission of any patient requir-
ing restraint or confinement.

OQur collective view is that this state of
affairs is irresponsible. The staff are really
saying that they will take patients if the hos-
pitalhas the facilities but because the hospital
does not have the facilities the staff cannot
admit the patients. That seems to be a clear
statement that they do not want these people
in the hospital system.

be that there were no appro-
priate facilities available so what was he sup-
posed to do. He asked how was he supposed to
help. He saw his responsibility as going into the
prison and assessing and trying to help but he
asked what he could do because there were no
facilities provided. He felt that he was power-
less to change that.

The psychiatrists basically avoided the issue
of suicides. They emphasised that there had
been an increase in prison musters and they
tried to explain the increased suicide rate on
that basis. As we see it, if there was a blockage
to getting help for distressed prisoners, then
those prisoners suicided because that help was
notavailable and not because the musters were
high. :

At two points during our discussions our
team made direct reference to the tragedy of
men hanging themselvesquiteregularly - Maori
men in the majority - whilst people were setting
new criteria and arguing. We made the point
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that there was a great deal of distress and that
it should have been a humanitarian duty to
somehow deal with that. They just kept quiet.
The very clear impression we gained was that
their own stated criteria was notbeing adhered
to. :
Our conclusion has to be that the Carring-
ton admission testis an anomaty. Itis used by
the hospital authorities to
prevent people from coming
into the hospital whom they
feel they cannot handle, So

Our conclusion has to

little evidence of their feeling responsible in
any way to try and treat these people. There
was a very clear theme coming through that
prisoners are the responsibility of the Justice
Department, that they did not want them and
that Carrington just did not have the facilities.

Some criticism can also be levelled at the
Justice Department. The psychiatric facilities
and services at Paremoremo are
inadequate. Staff at Par-
emoremo commented that
Head Office seemed to think

whatever the criteria which be tha_t ﬂ_le Caﬂi{‘gton that they have adequate facili-
they describe, the underlying admission test is an ties and as a result prisoners
agenda is that which was anomaly. from other parts of the country

pointed out to us, namely, that

having emptied M3, they then

had to stop patients we have previously re-
ferred to coming back into the hospital. There-
fore, they stopped everyone, That has been
the effect of it because in the past few years
there have been only four people who have
been admitted from Paremoremo to Carring-
ton/Oakley,

You have asked us for the reaction of the
psychiatrists when we told them thatas aresult
of our examinations wehad found seven people
who required treatment immediately in a psy-
chiatric hospital and that possibly there were
13. Theylooked embarrassed and then changed
the subject. They did not comment. There was

are transferred to Paremoremo

for freatment. Thatbelief seems
to stem from the days when there was ease of
admission to Oakley M3. What is happening
now isthat since M3 has closed, and since there
has been a change in admission criteria by the
Auckdand psychiatrists, the Justice Department
is still continuing to act in exactly the same
manner as if nothing has changed. They are
actually making the situation worse. We be-
lieve that pressure would need tobe brought to
bearon the Justice Department too so that those
peopleresponsible are made to realise the folly
of what they are doing. They are inflaming an
already difficultsituationby transferring people
fromotherparts of the country to Paremoremo.
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He poroporoaki aroha ki te rangatahi, i tuku ia
Ratou ki te mate, i nga wa i papouri ai, o
Ratou ngakau. :

KO TE WEHI KIA THOWA TE TIMATANGA OTE MATAURANGA
IWHAKAMAUA AT TANA RONGOPAI KI TE MATA OTE WHENUA,
KO TE AROHA TE TANGATA TETEHI KI TETEHI

Rangaranga te murihan ka tutu nga ngaru
Ote moana,

I whakairia ai nga kapuatu ki, runga inga
Tihi tapu o tonganui.

Itaraia ai te marama ki te a0 me

Nga whetu ki te rangi.

I tangihia ai te whenua,

I'tangihia ai te tangata

Aue akn kurupounamu ka riro, ki tua

O paerau, ki te huinga ote kahurangi,

Ki te atata o taku rankura ka riro.

Haere e tama ma nga uri o wo koutou tupuna.
Ko te poroporoaki mamae, moumou

Koutou kia mate, Ofi ra ma ratou koutou

Hai powhiri. Ko te Whakapae a wo koutou
Matua na te nanakia o nga ture, me te

Matao o nga manawa o nga mana, ka

Tuku koutou ia koutou ki e anu makato.

& Nana i homai nana i tango atu, kia whakanuitia
E Tona ingoa ite ao, ite po, ite oho, ite moe,

; Ite tika, i roto ano hoki ite he.

No reira.

Hikohiko te uira ki runga o Paremoremmo,
Papa te whatitiri ki runga ote wharepaia,
Waipuketia te kupu, ka riri -

Ko ngungunu ko ngangana ko aparangi
Ko apiti hono tatai hono,

Koutou te hunga kua okioki ki tua

Ite rauwharangi o paerau, ki te Wairuatanga
Ote tangata, ki a koutou.

Apiti hono taitai hono

_ Matou te hunga ora hai whare korero mo
. Koutou.

Noho mai ra i raro ite aroha me te mana
Ote Ariki
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ASSESSMENT TEAM : THE PAREMOREMO SUICIDES
REPORT BY WARREN BROOKBANKS

The writer visited Paremoremo Maximum
Security Prison on approximately nine sepa-
rate occasions.

During these visits I was given free access to
all relevant inmates records and spent many
hours reading through the often substantial
individual files in order to gain an overview of
the psychiatricand behavioural make up of the
inmates concerned. In addition I spoke infor-
mally with a number of staff members at the
prison including prison officers, psychiatrists,
a departmental psychologist, welfare officer
and teachers.

I wish to record my sincere thanks to the
prison staff for their full cooperation and help-
ful responses to my many queries. In addition
I would like to thank the members of the As-
sessment Team, especially Dr Phil Brinded and
Dr Douglas Wilson, for their helpful comments
on the occasions that I met with them.

In offering my observations on the individ-
ual suicide cases, my comunents will necessar-
ily be limited primarily to the immediate con-
text of events preceding the inmates deaths in
order to answer the question posed by the
Committee as to whether there was informa-
tion available to prison or medical staff of a
psychiatric or other nature which would have
justified committal or transfer pursuant to
Section 42 or Section 43.

The survey deals with 13 suicides since the
beginning of March 1983.1 have not considered
the case of an inmate who died of accidental
electrocution. It was not regarded as a suicide.

1. A,

Thisinmate, who wasdescribed asone of the
most dangerous prisoners ever housed at Par-
emoremo Prison, while locked in his cell in D
Block, wrapped himself in newspaper and a
sheet, and set fire to-the material. He died from
self-inflicted burns covering more than 70% of

his body at 11.50p.m. on 26 March 1983 some 6
hours after to his transfer to Auckland Public
Hospital.

A camefroma deeply disturbed background.
His only sister committed suicide subsequent
to admission to a psychiatric hospital and both
parents had histories of suicide attempts. Be-
tween March 1976 and March 1983 he was
admitted to psychiatrichospitals on three sepa-
tate occasions and had been variously diag-
nosed as an aggressive psychopath, hypochon-
driac and schizophrenic. However an assess-
ment in February 1980 by a physician, neurclo-
gist and psychiatrist concluded that while he
had no organic pathology, he suffered from
psychiatric disorder that was “probably un-
manageable in prison”.

Following his transfer to Oakley Hospital in
December 1982 he was assessed as suffering
“gross disorder of thought form” expressing
delusionof “hypochondriacal” nature, and was
diagnhosed as schizophrenic.

However, A was returned to Paremoremo
on 22 March 1983 heavily sedated, on the basis
apparently that he was no longer suffering
from any formal thought disorder. On the day
prior to hisdeath he self-inflicted woundstohis
throat and wrist and was placed on quarter
hourly observations, signifying that he was a
highly suicidal risk. :

The decision to return A to prison was criti-
cised in the report of B H Blackwood, District
Court Judge, dated 4 August 1983 and pre-
pared for the Secretary of Justice.

Judge Blackwood concluded thatalthoughit
was doubtful whether A intended to kill him-
self on 26 March 1983, (he had seemed sur-
prised that the fire grew as big as it did), he was
mentally ill and needed to be detained in a
secure psychiatric hospital and not a prison.

I'would concur with that judgment. I believe
it to be highly likely that A still suffered symp-
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toms consistent with mental disorder on his
return to prison. This probably contributed to
his suicide. In my opinion there was informa-
tion available that would have justified his
recornunittal or transfer pursuant to Section 43.
At the very least it can be said that he was sent
back to prison prematurely.

B was a 30 year old Maori, married with
three children. He died on 23 April 1983 at
Auckland Hospital following his transfer from
Paremoremo on 14 April 1984 where he had
been found unconscious in his cell with a shoe-
lace tied around his neck. At the tirne of his
death, he was on half hourly observations to
reduce the risk of:

(i) self damaging actsand
(i) assault from other inmates.

His former membership of the Black Power
gang may have been instrumental in his death
in that he had been ‘dropped’ by the gang and
during his current sentence had been twice
beaten up by former Black Power associates.

Inaddition, he had allegedly beendisowned
by afriend for whom itis said hehad started the
1982 Lake Alice riot. He was evidently feeling
the hostility and rejection from his old associ-
ates, and, it seems, his family.

It should be noted, however, that in the
period from September 1974 to March 1983, B
was adrmitted on transfer to psychiatric hospi-
tals on at least six separate occasions, although
he was never found to suffer from psychosis or
major depression. His behaviour was charac-
terised by bizarre conduct (throwing himself
about, head banging and swallowing foreign
objects), while refusing medical treatment for
swallowed objects which had caused serious
medical ailments.

Sormne twenty minutes before he was found in
hiscell with theshoelacearound hisneck, B had
commenced banging his head against the cell
wall, He desisted from this conduct but was
soon after seen eating matches and “some-
thing” from the toilet. The use of a mechanical
restraint was considered by the officers onduty
atthe time but was apparently decided against.

It seems clear from his history that B had
some form of personality disorder. His conduct
immediately prior to his self-strangulation was

bizarre but essentially no different to what had
characterised his conduct during previous
sentences. He was under observation at the
time and there is nothing to suggest that the
officers were neglectful in the decision not to
employ a mechanical constraint.

Granted the fact that there was no psychiat-
ricassessment done during the last sentence, it
is impossible to say whether the suicide was
related to a psychiatric illness that was treat-
able. The question of a possible committal/
transfer does not appear to have been consid-
ered during the most recent sentence.

Perhaps the best that can be said is that B's
behaviour may have been more settled. or
manageable if he had been in hospital rather
tharvin prison.

3 C

This inmate’s difficulties appear to have
started to manifest early in October 1984 when
the Classification Committee refused to recom-
mend his transfer out of maximum securify.
From that time onwards, C continued to ex-
presshis concern thatotherinmates weretrying

0 “set him up” and that he feIt he was going to
be killed.

By 19 October 1984 he was descnbed as
being “extremely nervous” and continued to
express fears that someone was going to kill
him. Although he denied being suicidal when
questioned by the Acting Superintendenton 19
October 1984, he complained of his inability to
sleep in D Block, requesting a transferoutof the
Block. Atabout this time he handed the Acting .
Superintendent a paper which he said was his
Will. This may have been an early indication
that he was contemplating taking his own life,
given his overall anxiety. That afternoon he
spoke to the departmental psychiatrist, Dr
Maule, who noted that he appeared taciturn
and self-controlled but did not consider that he
was mentally disordered.

On 21 October 1984, three days before his
death, C was placed on half hourly observa-
tions signifying that he was regarded as either
suicidal, unsettled or mentally unstable.

There is no information which suggests that
C suffered from psychiatric illness prior to his
current sentence, However, on the day prior to
his death, a departmental psychologist noted
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that she was “immensely concerned” by his
condition including paranoid concerns that his
life was in danger, thatunnamed persons were
trying to poison him and that L.5.D. was being
putinto his food. The report concluded that at
the end of the interview, C showed “many
signs of an acute psychotic episode”.

Arrangements were made for C to receive
further psychological counselling but this was
not actioned before he died. He committed
suicide by hanging himself in his cell on 24
October 1984. Thereis no information about his
behaviour on the day of his suicide.

In C’s case I do not believe that prison staff
can be criticised although there was an appar-
entbreakdown incommunication. Whenit was
realised on 23 October that he may be suicidal
steps were taken to place him under observa-
tion. However, there seems to be fairly clear
evidence thatimmediately prior tohis death he
was suffering from some form of mental disor-
der which, assuming the psychologist’s obser-
vations to be accurate, would at least have
watranted his assessment pursuant to Section
43, Itis extremely unfortunate that these obser-
vations having been communicated {o senior
personnel within the prison, appropriate pro-
cedures were not activated immediately.

At that time there was apparently no access
to a psychiatrist for the purposes of an urgent
assessment or transfer to hospital which may
have prevented the suicide occurring.

. 4. D.

This inmate was serving a two year sentence
on two counts.of indecent assault on a female.
He had been transferred from Mt Eden to Par-
emoremo piison on account of his disturbed
unmanageable behaviour.

His early background was unspectacular
with no early evidence of disturbed behaviour
or attitudes. Indeed, his development appears
normal until the time he left school when-he
became involved in mixed drug abuse. From
the age of 20 in March 1980 until his death, D
was admitted to psychiatric hospitals on five
occasions. The mostcommondiagnosison these
occasions was schizophrenia although - this
diagnosis waschallenged when D wasassessed
on 30 January 1985 by a team of visiting psy-
chiatrists from QOakley Hospital. The assess-

ment followed an attempt to castrate himself
and bite off his thumb.

The assessment concluded that although he
complained of bizarre symptoms, (believing he
was Satan, has a milkshake lolly stuck in his
brain), which superficially appeared “mad”,
and although anxious and unhappy, he had a
good grasp of the purpose of the interview and
his contact with reality was not tenugus. At the
end.of the interview “no marked disturbance
was noticeable and the reason elicited for the
bizarre presentation was that D was becoming
increasingly frustrated and wished to go fo
Qakley “to get his head sorted out”.

The diagnosis on that occasion was that he
was “suffering from a personality disorder of
the borderline type, which is characterised by
features of identity, confusion and impulsiv-
ity”.

It was concluded that there wereinsufficient
grounds to commit him under Section 42, it
being felt that there would be little purpose in
transferring him to a psychiatrichospital at that
time. No mention was made of a possible Sec-
tion 43 transfer; although retrospectively it has
been suggested that a Section 43 assessment
might weil have been appropriate.

D committed suicide approximately one
week later following his transfer to the Classi-
fication Block.

Itis impossible for me to challengea compe-
tent medical diagnosis based upon interviews
with the deceased. Appropriate criteria were
presumably applied in making the analysis.
However, given D's recent psychiatric history
of admissions and the previously prevailing
diagnosis of schizophrenia, and having regard
to his gross self-mutilation, a transfer under
Section 43 for a period of observation may well
have been appropriate, even if he was not at
that time legally committable. Regrettably, that
option was not pursued.

5. E.

E was serving a life sentence for the murder
of hiswife. Hecan only bedescribed asadeeply
disturbed person whose aggressive conduct
was a constant threat to his own safety and the
safety of those around him. However, there is
no documented history prior to imprisonment
of personality featuresor psychiatricstate. Soon
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after the commencement of his sentence in July
1977 Ebegan to complain.of being disturbed by
visions and voices. During the period Decem-
ber 1978 to June 1983 he was admitted to Oakley
on four separate occasions usually following
suicide attempts.

During his first two admissions, E presented
what have been described as “clear acute psy-
chotic symptoms” which were relieved while
he received appropriate medication, suggest-
ing that he may have suffered from a “major
functional disorder”. Generally his behaviour
while in hospital was more settled, apparentiy
on account of the effects of the medication he
was receiving. -

However, in the period of 8 months prior to
his death, E began to regularly refuse his medi-
cation, and from 1 October 1984 indications of
strange behaviour and a general deterioration
in his conduct were noted. By 19 March 1985,
two weeks prior to his death, he had ceased
taking all medication.

In the view of one of the departmental
psychiatrists, E was a chronic schizophrenic
who should have been in hospital. However,
because of lack of confidence in the willingness
of Oakley Hospital to be involved in committal
proceedings, no steps towards obtaining his
comunittal were taken:

6. E.

F was serving an 18 month sentence for
burglary at the time of his death. He died two
months beforehis expected release from prison.
There is no psychiatric history prior to the
current sentencing although he was described
by one psychiatrist as a disturbed, inadequate
person.

Inthemonth prior tohisdeath, Fhad become
agitated and aggressive and requested thestop-
ping of his medication. During this period he
wasalso the subjectof amisconductreportafter
he threatened to hang himself and cut his right
forearm with a razor blade. Two days later he
ripped the suturesoutand repeatedly removed
the bandages. His action on this occasion was
evidently not suicidal but rather an act of soli-
darity with another inmate whom they felt had
been unfairly refused a cigarette.

Af about this time F expressed fears about
the prison being “spooked” and possessed by

evil spirits. His attitude was described as
“contrite; abject and guilt-ridden”. S

A medical file note on the day of his death
indicated thathe was very depressed, saying he
“wants to end it all”. The nurse giving him his
medication noted thatF wascrying and talking
in a slurred voice. Although he was on half
hourly observations at the time F was found
hanging inhis cell approximately half an hour
after the conversation with the nurse. :

F was seen three times by a psychiatrist
during his imprisonment. Although he com-
plained about anxiety and insomnia, he did not
appear depressed and at no stage was he re-
ferred toa psychiatric hospital. The last psychi-
atricnote concluded that while he wasunstable
and unable to handle the stress of Paremoremo,
his suicide was unexpected.

While there is no evidence on file that F was
mentally disordered immediately before his
death, he was evidently emotionally disturbed
and at risk. There were clear indications that F
was contemplating suicide. The failure to acti-
vate Section 43 transfer procedures was pre-
sumably related to the failure of the medical
professionals who assessed him to appreciate
the seriousness of his conditions, or that it
warranted more intensive observation.

7. G.

The file on this man suggests that he experi-
enced multiple problems from an early age. G
had been in contact with psychiatric services
since 1979 for assessment following self-de-
structive and suicidal acts. In 1984 he was
admitted to Dunedin Public Hospital follow-
ing a drug overdose and over the years had
complained of depression, substance abuse,
being influenced by spirits, and inability-to
conirol his temper.

Earlier assessments suggested disorder of
personality rather than definable mentalillness
although the possibility of schizophrenic disor-
der was also raised.

In recent years G complained of occasional
auditory hallucinations, and expressed fear at
voices which warned or suggested that he
destroy himself. A psychiatricreport prepared
for the Court prior to G’s trial dated 4 March
1986, concluded that while he suffered fiom a
grossly disordered personality and showed a
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number of persisting abnormalities in his state
of mind, he did not show the features typical of
any recognised mental disorder. The report
concluded that he was neither insane in terms
of Section 23 of the Crimes Act 1961 nor men-
tally ill in terms of the Mental Health Act.

An observation made when G was seen on
27 June 1986, a week before his death, sug-
gested that he was keen to get medication to
dull the pain of his existence although there
were no indications that he was seriously con-
templating suicide.

G committed suicide at approximately
1.00a.m. on 2 July 1986. He had evidently
planned the eventand had clearly indicated his
intentions to a fellow inmate. He was not on
observations at the time of his death and there
was nothing in his behaviour at the time that
suggested that he was a serious risk of suicide.
There is no evidence on file to say that he was
suffering from any psychiatric disorder justify-
ing committal in terms of Section 42 and there
appears to have been nothing about his imme-
diate behaviour or attitudes that would have
justified consideration of a Section 43 admis-
sion.

8. H.

This inmate’s death was the subject of a
special inquiry conducted by a Senior Inspector
of prisons. The report concludes that H's sui-
cide was preventable if the duty officers had
used more initiative in checking H who had
completely covered his cell front with towels
and screens. Had the officer actually made an
effort 1o see into the cell, H's death may have
been prevented.

However, H does not appear to have been
seen by the prison psychiatrist during his
imprisonment. In any event there is no extant
psychiatric assessment on file. He was not evi-
dently regarded asan “atrisk” inmatealthough
disruptive, _

Imust conclude that he was not known to be
psychiatrically disordered at the time of his
death so that the use of Section 42 or Section 43
procedures would have seemed inappropriate
to the prison staff who may have been able to
assist H at the time.

9. J.

J was transferred from Wellington prison
following an assault on an officer. He was re-
ceived at Paremoremo on 23 October 1986. He
was initially placed in Detention Block and
later segregated in D Block,

Anearlier psychologist’sreport written while
J wasan inmate at Wellington prison described
him as an intelligent person “most likely
crippled by a severe personality disorder”,
However, in addition it was suggested in the
same report dated 26 September 1986, a month
before his reception at Paremoremo, that there
were symptoms suggestive of psychotic think-
ing which suggested ‘serious psychopathol-
ogy’.

In the six weeks prior to his death, J saw a
departmental psychiatrist on at least one occa-
sion and the view was expressed as late as 21
November 1986 that his mental state was a
cause for concern and that a placement in clas-
sification would be appropriate with a view to
possible placement in the Assessment Unit.

J was duly transferred to classification on 1
December 1986 becoming a day patient in the
Assessment Unit from 10 December 1986. Per-
haps ironically he was made a full-time place-
ment in Assessment on 19 December 1986, the
day he hanged himself,

Although the prison authorities were evi-
dently concerned about this man’s mental
condition, his death would seem to have been
wholly unexpected. There does not appear to
have been a comprehensive psychiatric assess-
ment since his reception and although he was
described as “odd” and “unsettled”, there were
apparently no overt indications that he was
depressed or suicidal prior to his death. It is
unlikely that he was committable in terms of
Section 42, although a thorough psychiatric
examination may have raised concern suggest-
ing theappropriateness of a Section 43 transfer.

10. K.

This inmate was transferred to Paremoremo
from Christchurch Prison followingassaultson
staff and generally disruptive behaviour. He
had been serving a 21 month sentence for pos-
session of an offensive weapon and related
charges. '
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K may have suffered from brain damage at
birth and his high propensity for violence with
low tolerance level were the most notable fea-
tures of his personality. He had earlier been
assessed as a danger to himself and a scrious
danger to others.

In addition to the violen.e which he often
externalised K was a notabse self-mutilator, on
oneoccasionat Paremoremo self-mutilating six
times within a three day period.

Inareport prepared by a psychiatrist while
K wasat Christchurch prison, it was noted that
while psychotic symptoms had not been heard
or observed, he continually presented with a
paranoid obsessional neurosis bordering on a
paranoid psychotic state.

However, in a report by one of the Par-
emoremo psychiatrists dated 22 December 1986
in anticipation of K's half date release on 4
January 1987, it was noted that there had been
an amelioration of K’s depressive cornponent
and an improvement in his demeanour and
overt behaviour, including a determination to
relinquish his dependence on drugs. However,
when the District Prisons Board met on 17
February 1987 it was decided to defer a decision
aboutK's release for two months on the grounds
that he was not ready to be released.

K committed suicide by hanging in D Block
early on Friday, 6 March 1987. He was not on
cbservations at the time of his death. 1t was
suggested following an internal inquiry that
K’s death might have been preventable if the
officer in charge of the landing at the time had
beenmorediligent inchecking individual cells.

However thatmay be the real question would
seem to be whether K should have been in
prison at all. On one view his capability of
extremes of violence and self-violence was in
itself a depressive phenomenon, and there
would seem to be evidence to suggest that K
was sufficiently depressed on earlier occasions
to have been committed under Section 42, But
for whatever reason no consideration seems to
have been given to the possibility of committal
in the period immediately prior to his death
even though he was seen by a prison psychia-
trist three daysbefore hedied. This would seem
to be a case where the prison authorities failed
to fully appreciate the seriousness of his mental
condition and accordingly the issue of commit-
tability prior to his death did not arise.

1LL.

This man’s history is by now well known to
the Committee through the submission of First
Officer G P Price. His transfer to ‘Auckland
Maximum Security Prison followed his assault
on a female in Mt Eden Prison.

Early in his stay at Paremoremo he was scen
as a high suicide risk with paranoid ideation
related to his fear that people were trying to get
him. Details of his disturbed mental state are
adequately set out in Mr Price’s submission.

‘There can be little doubt that his underlying
paranoia was exacerbated by his high basic
anxiety leveland the claustrophobicconditions
of his confinement. There were numerdus occa-
sions when L could have been committed prior
to his death and the failure to do so was evi-
dently not on account of any insufficiency of
indication of mental iliness, butrather manage-
ment decisions to keep him within the prison
system when his committal should have been
actively sought. I am satisfied that he was
committable in terms of Section 42 at the ime of
his death, '

12.M.

This inmate had a traumatic childhood,
havingbeen physically injured by hismother at
the age of four and regularly beaten as a child.

Although described as suffering from a per-
sonality disorder, he had along standing obses-

sion with being a slave of Satan and having to

make a ‘sacrifice’ for him. he was deeply con-
cerned with ultimate issues of life and death
and his disturbed thinking (as manifest in his
prolific writing) portrayed an ongoing preoc-
cupation with the battle between good and evil,
being worked out in his own experience.

His time at Paremoremo, from 13 June 1985
when he was transferred from Christchurch
Prison, alternated between Classification, As-
sessment and ‘time out’ units, and the Deten-
tion Block where he was located at the time of
his death.

During his period at Paremoremo M devel-
oped a paranoid fixationaboutoneof thenurses
whom he believed had put a Black Magic spelt
on him. This nurse had spent considerable time
prior to his death, counselling M and was
physically present when M took his life.
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It is suggested that acceleration of the work
tomodify the ventilator grilles in the Detention
Block may have prompted M to take the ulti-
mate step before the ‘exit’ was closed to him. It
would also appear that heintended the nurse to
witness his death.

M had been placed on Category One obser-
vations three days prior to his death following
the discovery of suicide type letters. Although
there were staff in attendance at the time the
manner of his death was apparently carefully
planned, including ensuring that the cell door
was jammed hereby preventing access to him.

However, as there was no evidence on file as

- to any recent psychiatric assessment, it is im-

possible to say whether he was legally cornmit-

table immediately prior to his death. -

13.N.

NwasatParemoremoalittle over onemonth
before he committed suicide. Although he re-
quested segregation soon after hisarrival in the
prisonbecauseof difficultiesinsettlingin, there
wereno indications aslate as 18 December 1987
that he was either depressed orat risk. Nor was
there anything in his previous behaviour to
suggest that he was a possible suicide. How-
ever, in an early interview while still at Christ-
church Prison, N had expressed a fear of being
“taken over’ by spirits and feeling ‘bottled up’
inside. -

However, he wasnot psychiatrically assessed
upon his transfer to Auckland and his suicide
was considered to be a ‘complete shock’ to all
staff since there had beenno observable signs to
indicate the need for concern. There is nothing
on the file to suggest that he was commiitable
immediately prior to his death.

COMMENT

Of the 13 suicides considered in this survey, four {(A,C,E and L) would have been legally
committable at the time of their deaths, Given the acute state of their mental disturbance
immediately prior to the taking of their own lives, they should not have been in jail. Of the
remainder, a further four (B,D,F and K) might in other circumstances have been committed

, but were cases where management decisions had been taken by the prison staff to maintain
the inmate within the prison environment without invoking specifically psychiatric meas-
ures. In each of these cases there was express concern about the state of the inmate’s mental
health but the indications were not such that immediate assessment or committal was
deemed necessary. The remaining five, (H,G,J,M,N) were probably not committable imme-.
diately prior to their deaths, although each apartperhaps from N was evidently emotionally
disturbed prior to their deaths, .

However, in terms of the Committee’s immediate concerns as outlined in Judge Mason's
letter of 11 January 1988, it is not possible to attribute responsibility for the failure to activate
the Section 42 or Section 43 transfer procedures to any decision of a receiving hospital, at
least directly. In only one case (D} was an assessment done by a visiting assessment team
which concluded that there were insufficient grounds for a committal. In no other case did
the issue directly arise.

For the sake of completeness I wish to record thatin my view the staff at Paremoremo had
little or no confidence in the Qakley team approving a transfer from prison to Qakley/
Carrington pursuant to Section 42.

it is therefore not surprising that they chose to maintain the inmates within the prison
environment and manage as best they could.

In other circumstances, it is likely that 8 of the 13 prisoners wheo suicided, being commit-
table, would have been committed and their deaths in all probability prevented.

-
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THE AFTERMATH : OR IS IT THE BEGINNING?

22 March 1988:

John Papalii appeared for trial in the High
Court at Auckland. He pleaded not guilty on
the grounds of insanity to two charges of mur-
derand twocharges of wounding withintent to
injure,

Three consultant psychiatrists gaveevidence
that- at the time of the offences Papalii was
suffering from paranoid schizophrenia to such
an extent that he was rendered incapable of
knowing that his actions were morally wrong,.

Thejury found him notguilty on the grounds
of insanity. He was then committed to Carring-
ton Hospital as a special patient.

1 April 1988;

Mr Jan Campbell appointed Acting General
Manager, Auckland Hospital Board. He subse-
quently appoints Dr A.L. Honeyman as Acting
Director of Health Policy and Miss Murphy-as
Acting Associate General Manager.

Mr Campbell notes that the State Sector Act
requires the General Manager to act independ-
ently of the Board in respect of staff appoint-
ments.

Monday 11 April 1988:

A Jury in the High Court at Auckland found
Manuel Charles Williams guilty on 10 counts of
sexual violation and one charge of attempted
murder. At his trial evidence was given that
Williams had been refused re-admission to
Carrington Hospital one week before the al-
leged offences had been committed. At the trial
psychiatric evidence was given that Williams
wasmedically and legally insaneat thetime the
offences occurred. The Jury rejected William's
insanity plea. He was found guilty as charged
and was sentenced to life imprisonment.

Wednesday 13 April 1988:

The media reported that a man who had
decapitated his baby son had wandered to a
nearby school and had several times visited a
nearby shop after having recently been com-
mitted to Kingseat Hospital for insanity.
Kingseat has no secure wards.

Th 4 Aprill

Brian Christopher Jane was found guilty by
a Jury in the High Court at Auckland of the
murder of his father. Two psychiatrists gave
evidence at his trial that Jane was a paranoid
schizophrenic and was insane at the time of the
commission of the offence. Jane’s plea was re-
jected by the Jury. He was convicted and sen-
tenced to life imprisonment.

Th 14 April

A male patient int the Whare Paia unit for
Maori patients at Carrington Hospital was al-
legedly attacked by women nurses for previ-
ously attempting to rape a nurse. He sustained
head injuries and received hospital treatment
before being transferred back to Carrington.
The Acting Medical Superintendent, Dr Peter
McGeorge, reported the incident to the police
after having consulted the Board Chairman Sir
Frank Rutter.

Thursday 14 April 1988:

The Minister of Health called for an urgent
meeting with the Chairman of the Auckland
Hospital Board to resolve problems in housing
potentially dangerous psychiatric patients.
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n April

The Auckland Hospital Board voted unani-
mously to:-

1. Provide a 10 patient Safe Care Unit at
Carrington for dangerous psychiatric
criminals,

2. Prepare an admission protocol making
the duty doctor solely responsible for
accepting or refusing a patient.

3. Call to task the Maori Health units at
Carrington, making them
accountable to the Board.

Sir Frank Rutter is reported as saying;

“I do not believe we can delay any longer...the
public has been seriously alarmed and concerned
about incidents with patients requiring safe care
since the old Oakley Ward M3 closed in August
1987. The ward has housed dangerous patients and
no secure substitute has since been provided in
Auckland.”

The Board’s Acting General Manager, Mr
Ian Campbell, was given 14 days to provide the
Board with firm proposals for a secure unit at
Carrington.

Sir Frank Rutter also said:

“The Maori Health units, the Whare Paia and

Whare Hui, have tended to become isolated and
independent, they appear to be unwilling to be
subject to hospital management, control and audit.
They must acknowledge they were departments of
hospitals, subject tomanagement decisions and visits
by members of other departments. If the units cannot
accept this Board policy then the Board will have fo
lookelsewhereforadviceon Maori psychiatrichelp.”

Monday 2 May 1988:
Auckland Hospital Board informed thata 10

bed safe care unitat Carrington Hospital would
take six months to complete. Delay criticised by
media and some staff.

Monday 9 May 1988:

Auckland Hospital Board proposes to build
a 10 bed safe care unit at Kingseat Hospital
within three months. That proposal is subse-
quently adopted by the Board.

T 24 :

Minister of Health announces that he has
asked the Director of Mental Health, Dr Basil
James, to work with and assist the Auckland
Hospital Board to solve the psychiatric services
in its region.

“I do not believe we can delay any longer...the public has been
seriously alarmed and concerned about incidents with patients
requiring safe care sitice the old Oakley Ward M3 closed in
August 1987. The ward has housed dangerous patients and no
secure substitute has since been provided in Auckland.”

-- Sir Frank Rutter
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 COMMENT

“It is only with the heart that one can see rightly.
What is essential is invisible to the eye”.
Antoine de Saint-Exupéry

INTRODUCTION

The status of those people who offend against the law, and who also labour
under some sort of mental disability, has been a contentious issuein New Zealand for along
time. As offenders, if sentenced to a term of imprisonment,they clearly come under the ju-
risdiction of the Justice Departrmient which is responsible for their incarceration and care. At
the same time, because they are people who are psychiatrically disturbed or mentally ill,
i they also come under the responsibilities of the Department of Health, and of the various
Hospital and Area Health Boards which administer health services in the region.

Understandably, some of these people have not been very welcome in the
institutions of either service; in the prisons run by the Justice Department, or the hospitals
administered by the various Hospital Boards. The result has been that, on many occasions,
inmates have been shuffled from the criminal justice system to the health system, and vice
versa. Attempts to resolve the issue have created problems for both services, especially in
the Auckland area. '

On 1 April 1988, the State Sector Act 1988 came in to force. One of its effects was
to abolish Hospital Board Executive groups and to replace the triumvirate with a General
Manager. The comments below relate to events up to 1 April 1988.

We have no wish to recount in detail the unhappy history of Oakley and
Carrington hospitals since 1971. OQur starting point is the Gallen Inquiry 1983. That Inquiry
saw the future of Oakley hospital as having an emphasis on forensic psychiatry, an empha-
sis which would be reflected in the establishment of a remand unit, and a secure unit for the
treatment of psychiatrically disturbed prisoners. The Inquiry also confirmed what, tomany,
was a self evident truth, namely, that the Auckland Hospital Board and the Oakley
administration had persistently failed to provide adequate facilities and services and to
implement recommendations of the several Inquiries since 1971, especially those of the
Hutchinson Inquiry. Inevitably, this resulted in the development-of inferior standards of
care and treatment for patients,

If ever there was a period in the history of the Auckland Hospital Board when
itneeded to confront the criticisms, then that period arose immediately following the Gallen
Report 1983. As Mr Campbell, the Chief Executive, has correctly pointed out, the Board was
keenly aware of the shame of past events at Oakley, and wanted to ensure that there wasan
improvement,

Webelieve that, since January 1983, the Board has responded to the criticisms,
but in the process it has disgraced psychiatry, it has failed to comply with its legal
obligations, it has demonstrated a poverty of concern for its psychiatric patients, an
insensitivity for the feelings of the general public as to safety, a disregard for the views of
hospital and prison staff and, not least, a lack of commitment for the welfare of those
psychiatrically disturbed prisoners who were denied the dignity of appropriate treatment.
In some cases, prisoners were even denied the dignity of being allowed to survive.

Hacere nga mate, haere nga mate, haere nga mate.

During the course of this Inquiry, we heard from many individuals and
organizations regarding the activities of the Auckland Hospital Board.

T
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No useful purpose would be served by traversing the evidence in detail.
Suffice it to say that we were impressed by the integrity and concern shown by those
individuals and organizations who were critical of the Board. It would be fair to say that
much of the criticism was vehement, but we did not detect any self-serving interest in any
submission presented to us. On the contrary, we are satisfied that, without exception, the
critics were motivated to ensure that psychiatric patients, whether from within or without
the justice system, be given a better deal than they appeared to be getting in Auckland. If,
in the process, public and staff concerns on the issues of safety and security could be
resolved, then so much the better.

Later, we shall comment on the attitude and actions of members of the
Auckland Hospital Board. At this stage we want fo comment on some of the individual
submissions presented to us.

Prison Staff

We express our admiration for the work being done by Dr Whittington, Dr
Maule and the superintendents at Paremoremo and Mt Eden prisons, as well as others
associated with those two institutions. In our view, they are working under circumstances,
and in an environment, which prohibits effective treatment of those prisoners who are
grossly mentally disturbed. That most of them are trying to manage such people in the
absence of nursing training, and in a non-therapeutic environment, is a tribute to their
concern , persistence and patience.

We note the anger and frustration of prison officers who, since 1983, have
found it difficult to transfer persons whom they regard as mentally sick in to psychiatric
hospitals in Auckland. That anger is well founded. Our Assessment Team has already
observed that experienced prison officers are usually fairly perceptive when it comes to
deciding whether a prisoner is mentally ill. On that basis alone, the overwhelming evidence
from staff at Paremoremo and Mt Eden justifies their anger, frustration and disillusionment
with those responsible for deciding when an inmate will be admitted to hospital - i.e the so-
called “Oakley team”. However we look at the evidence, the “Oakley team” was only
prepared to admit, if at all, those patients whom they regarded as manageable. Later, in the
absence of a secure facility at Carrington, they allowed people with psychiatric disorder to
remain in gaol or, in the alternative, they transferred them to the National Security Unitat
Lake Alice.

We believe it is expecting too much of prison officers to be both nurse and
warder. The primary function of a prison officer is to contain people. Sick people should be
cared for by health professionals; that is what they are trained to do, and if some degree of
security in some cases is called for, then that also is the responsibility of the health .
professionals.

We adopt the submission that those who are grossly disordered should notbe
in prison, whichisa totally untherapeutic environment. Dr Maule and others have acknowl-
edged that some prisoners can be treated in prison, but certainly not those who are seriously
mentaily ill. We agree.

Academic Staff

Professor Werry has told us that he is an outspoken critic of the Auckland
Hospital Board. We should add that Professor Werry, Associate Professor Wrightand their
colleagues suggested that we should not accept their criticisms of the Board at face value,
and that we should seek other opinions. In our view, the evidence they presented was
balanced and objective.

Weaccept the submission that, asa result of the Board’s short-sighted policies,
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Term of Reference (a) (i)
Auckland is now stuck with the worst of all possible worlds; i.e. high imprisonment rates, '
low hospitalization rates, bad conditions for psychiatric patients within the community,
and demoralization of the hospital services. We acknowledge that other factors, apart from
the activities of the Board, are mainly responsible for the high imprisonment rates.

If, as has been suggested, there had been a “holding operation” and
consultation following the Gallen Inquiry, then it is likely that this present Inquiry would
have been unnecessary.

We accept that the Board attempted some improvements and consultation
with interested groups, but, in our view, these were token gestures only.

Nurses and PS.A.

We now comment briefly on several features of the evidence presented by
nursing staff and PSA representatives to whom we spoke. ‘

It was suggested to us that some nurses and PSA members were more
interested in their own welfare than in that of their patients. It would be naive to believe :
that nurses and PSA members do not regard remuneration and terms and conditions of
employment as important elements in the employer/femployee equation. It is entirely to |
be expected that, on occasions, furthering their own interests may result in disagreement
with their employer - even to the extent of so-called “industrial action”. We are aware, 5
for example, that the rates of pay and allowances at Oakley Hospital were higher than ’
those at Carrington Hospital. The closure of Oakley would necessarily result in staff being
required to work in a non-secure facility at Carrington and, as.a consequence, their
remuneration levels would fall, Prima facie, therefore, nurses and members of the PSA
had a vested interest in ensuring that Oakley, or at least a facility which performed a similar
function, remained in operation. Whether that was the “secret agenda” which the Board
“did not want to inflame”, we do not know. The Board did not tell us of the so called “secret
agenda", despite our request for that information. But if that be the “secret agenda” referred !
to by Sir Frank Rutter, then we reject it. - : )

We have had the advantage of meeting with many nurses and PSA members
throughout New Zealand. Nurses are the backbone of the psychiatric service. They hold
a unique position in the provision of inpatient care in relation to other health disciplines.
Whilst not denigrating other groups, we believe that psychiatric nurses are in the forefront
of provision of care. They provide continuous 24 hour a day, 7 day a week care and
treatment. They are uniquely charged with the responsibility for ensuring the safety of
£ residents in the hospital setting, Furthermore, nurses are the one group, often reluctantly,
: who deal with physically violent patients who require to be restrained. It is a role which
they accept and, as a corollary, their views should not lightly be dismissed.

In any organization, as in any society, there will always be individuals who
may step outside the norm of acceptable behaviour for some ulterior or personal purpose.
The careless exercise of power is also a characteristic of human behaviour which is not
unknown in New Zealand. These observations do not apply, on both a national and lacal
level, to the nurses and PSA representatives whom we met. We were impressed by the
care which nurses and PSA members throughout the country demonstrated towards their
patients. In many cases, they were fulfilling the role of patient advocate. That concern
was evident amongst nurses and PSA members in the Auckland region. We accept
unreservedly that the actions of nursing staff prior to, during, and subsequent to the PSA i
ban of 15 March 1985 were motivated out of concern for their patients. We dismiss any ?
suggestion that the.PSA ban and events subsequent thereto were prompted by some self- l

serving need.
We have already noted that one group of nuzses felt disgraced by the standard
of care they were able to offer. We believe them. We find it difficalt to understand the
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criticism which Miss Murphy made of those nurses, when she said she was totaily
opposed to any nursing staff who try to use patients for their own ends. The nurses whom
we saw were distressed at their powerlessness in being unable to offer more to their
patients. We believe that an acknowledgement of the plight in which the nurses found

themselves, and a stronger resolve to encourage and assist them, would have achieved
a great deal more.

We accept the PSA evidence that the 1985 ban was only intended to be a
short-term holding action while discussions were held with the Board as to the resolution
of serious health and safety issues. The ban lasted for two years. Uliimately, a joint
PSA/Auckland Hospital Board Task Force was established to look at the provision of facilities
and other matters covered by the ban. We have been told by the PSA that, pending a final
report by the Task Force, the Board had formally requested, and obtained, from the PSA
an assurance that its members, mainly volunteers, would continue to nurse patients in
Oakley M3 after its closure.-Although Oakley M3 was to be degazetted as from 17 August
1987, it was agreed that the building would still remain in use, but under a new designation,
i.e. Carrington M3. It should be noted that the volunteers who agreed to continue nursing

in the proposed M3 Carrington did not seek the higher Qakley allowances which had
been paid to the former Oakley staff.

On 17 August 1987, staff working in Oakley M3 were asked to remove the
patients to the open structured living environment — M7. That request was put to staff
by Miss Murphy and Mrs Quinlan. By 11 o'clock that morning, the transfer of patients
had been completed. The nursing team designated to work in the open structured living
environment (M7) were instructed to present themselves at that ward to care for the patients
who had been transferred there. We were told that the staff refused on the grounds that
the former Oakley M3 patients were outside the agreed area covered by the ban. They
also pointed out that other patients had previously been selected to move in to the open
structured living environment (M7} and that the ward had been designated for their use.
It should also be noted that, prior to the transfer of the patients from Oakley M3 to M7,
the clinical teams had already decided that the admission of M3 patients to other wards
in the hospital was inappropriate.

The PSA met with management, and management accepted responsibility
to nurse the former Oakley M3 patients. Ultimately, M7 became known as the Whare Paia.
We have been told that the PSA has never received a rational explanation as to why Oakley
M3 closed in breach of the agreement between it and the Auckland Hospital Board.

The PSA view is perhaps best summed up by Mamney Ainsworth who says: —

“We would argue that nurses did not walk out. We argue that the Auckland
Hospital Board removed those people from responsible nursing care in an

agreed environment and that the Auckland Hospital Board itself created
the situation that developed.”

The PSA have told us that they attempted to resolve matters with the
Auckland Hospital Board on 17 August 1987 but were unable to do so. It is our view that
good communication and sensible negotiation could have resolved the problem there and
then. Regrettably, the PSA did not at that time have access to those persons in the Board
with whom the problem could have been discussed and perhaps resolved.

When we spoke with representatives from the Board we were simply told
that the nuxses refused to nurse the patients from M3. No further explanation was
forthcoming, despite our invitation to elaborate.

We do not know whether the so-called refusal to nurse was also part of
the “hidden agenda” which the Board did not “wish to inflame”. In the absence of further
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explanation from the Board, we can only comment that, after having seen and heard
nursing and PSA representatives, we see no reason why their evidénce, as outlined above,
should be rejected. In our view, they were credible witnesses.

AUCKLAND HOSPITAL BOARD

During the course of this Inquiry, we spoke to only two persons who were
uncritically supportive of the Auckland Hospital Board. The first was Dr Felgate, a one
time member of the interim Oakley management group which also included Dr Honeyman
and Miss Murphy. Dr Felgate is also the psychiatrist in charge of the Whare Paia, which
is the Carrington bicultural health unit. The second person was Mrs Quinlan, Principal Nurse
at Carrington Hospital. (She resigned in May 1988). She was supportive of the Board’s
“open door” policy and its admission/assessment criteria following the Gallen Report, but
critical of the lack of funding for community facilities and services for psychiatric patients.

On December 3 1987 we met with Board members and officers. They were:
Sir Frank Rutter, Chairman;

Mrs Bassett, Deputy Chairperson;

Mr Campbell, Chief Executive;

Dr Honeyman, Medical Superintendent-in-Chief; and

Miss Murphy, Chief Nurse.

Later, that group was joined by Mrs Harawira, the coordinator at the Whare !

Paia.

It is our firm belief that, if the recommendations of the Gallen Inquiry had
been adopted by the Board, there would have been no need for our Inquiry. It is fair to
say that many of the 79 recommendations of the Gallen Inquiry were implemented by
the Board. What ca1mnot be overlooked, however, is that the major recommendations, those
which would have initiated a new era in forensic psychiatry, were deliberately rejected
by the Board - with disastrous consequences. We acknowledge that the Board was entitled
to adopt that approach, but it must be said that all three members of the Gallen Inquiry
were knowledgeable, experienced and respected. Their views should not have been lightly
dismissed. We find it difficult to believe that the Gallen Inquiry would propose a major
recommendation which Dr Honeyman later described as “ill-founded”.

In our view, the appointment by the Board of a special committee, devoid
of any planning function, in lieu of a Board of Control as recommended by the Gallen
Inquiry, was nothing more than a facade, which gave the appearance of a new direction
but which ensured that decision-making remained in the hands of the Board. That one
act, more than any other, immediately ended the prospect of a new and better regime
for forensic psychiatry in the Auckland area.

We do not accept the comment by the Executwe group of the Board that,
.."the special organizational provision (the Board of Control) proposed
: by the (Gallen) Committee” was “unclear and ambiguous”

What needs to be noted is that the Board’s own organizational structure for
QOakley had been considered and rejected by the Gallen Inquiry and yet it was precisely
that structure which the Board resorted to when it rejected the Gallen recommendation.
The fact of the matter is that the Board wanted its own way — and it got it ~ at a price.

By 17 November 1983 the special committee was seriously considering its own
dissolution. Ultimately it sank into oblivion, but not before it had been advised by Dr
Honeyman that, solong as it continued in existence, Carrington and Oakley hospitals would
not amalgamate. On 17 August 1987 Oakley hospital closed. An amalgamation of Oakley!
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Carrington was never achieved.

Other events compounded to ensure that the most important Gallen Inquiry
recommendations would not be implemented. Firstly, a Director of Forensic Services was
never appointed. Secondly, Dr Honeyman was appointed interim Medical Superintendent.
He then became responsible to himself. Thirdly, Miss Murphy was appointed interim
Principal Nurse and fourthly, a new remand unit at Oakley was never established. We
endozse the view of Professor Werry and his colleagues that the responsibilities of Dr
Honeyman and Miss Murphy were such that they “should have been looking after the
system as a whole without trying to run the most difficult spot in the system, i.e. Qakley/
Carrington”.

The Gallen Inquiry, in recommending the establishment of a Board of
Control, obvicusly envisaged that a wide range of skills, expertise and scholarship would
be applied so as to steer forensic psychiatry in a new direction. The nature of the proposed
structure would ensure that the Hospital Board maintained a continuing responsibility
for the mental health of prisoners and remandees.

Dr Honeyman, Miss Murphy and Mr Campbell (at least since December 1985
when he was appointed Chief Executive), were the Executive group which were the Board’s
principal advisers. All three are intelligent people. If, as we have been told, decision-making
at Executive level is achieved by agreement, then the Executive for the time being must
be held collectively responsible for the policy, planning and administrative decisions of
the group subsequent to January 1983

What can be said with certainty, is that the Executive countenanced a lowering
of security at Oakley/Carrington and the introduction of a more stringent test for admission
from -prison to hospital. It misinterpreted or misundertsood the Gallen Report. Its
interpretation was that all prisoners who were mentally ill should be admitted to the new
Oakley. The Gallen Inquiry referred to “all prisoners ... who have psychiatric problems
requiring hospitalisation”. The Board then spent over $500,000 on M3 which resulted in
the security level being lowered to that of a “closed ward"”, The evidence of Dr Taylor, which
we accept, shows that admission and discharge policies changed following the Gallen
Inquiry, and that security was lowered. Having deliberately achieved a low level of security,
the Board then decided that Oakley M3 could only function as a service for the short-
term care of severely disturbed committed patients, and limited short-term care for some
psychiatrically disturbed prisoners. Having then ensured that it did not have suitable
facilities to provide an adequate forensic service, the Board then shifted the problem to
the Minister of Health and the Minister of Justice. That shift ultimately led to the 1984
Working Party.

With the advantage of hindsight, we find it difficult to understand why the
Ministers of Justice and Health allowed themselves to be manoeuvered into establishing
the 1984 Working Party. After it had disregarded the major recommendations of the Gallen
Inquiry, for reasons which have not been satisfactorily explained to us, and after it had
run down security at Oakley so that it was virtually ineffective, the Board then attempted
to sidestep its obligations and throw those on to the Health Department and, more
particularly, the Justice Department. It seems to us, with respect, that at the Ministerial
meeting on 2 March 1984 the Board should have been informed biuntly and clearly that
it had a legal obligation to provide care for psychiatrically disordered offenders and
remandees, and that it should fulfill that obligation. Had that course been followed, we
suspect that the Board would have been left with little choice but to adopt the principal
recommendations of the Gallen Inquiry.

The Working Party reported in November 1984. The Board has told us that,
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when the Mt Albert Borough Council turned down the Justice Department application
to convert Oakley M3 into a special prison, that immediately created a three year gap which I
the Board was trying to fill. We were invited to accept that the Board’s planning was
predicated on the basis that a special prison hospital would be available to provide the
type of security required for mentally disordered prison inmates. We reject that explanation,
and in that regard we refer to recommendation 6.5 and paragraphs 2.10, 3.6, 3.17 and 3.18
in the 1984 Working Party report, which dlearly spells out a residual obligation on the
part of the Board to provide facilities and care for prisoners with mental disorders. |

We hasten to add that not all the blame for the intolerable state of affairs

which subsequently arose rests with the Board. However commendable the actions of the

Justice Department in upgrading facilities in Paremoremo and Mt Eden prisons for
psychiatrically disturbed prisoners and remandees, the simple fact of the matter is that 1
progress towards the establishment of a special prison in Auckland went into limbo once -
planning approval had been declined by the Mt Albert Borough Council. There also appears !
s to have been a lack of liaison between the Justice Department and the Board in order to }
: resolve the problems which were then emerging. '

The Board knew, well before 17 August 1987, that a special prison would not
be built and that the type of security which it envisaged would not be available.
Nonetheless, it went ahead and closed Oakley.

We now comment on the attitude of the Board towards its legal obligations
under Sections 42 and 43 Mental Health Act 1969. Both Sir Frank Rutter and Dr Honeyman ‘,
have assured us that it is the policy of the Board and its staff to obey the law. Dr Honeyman
has told us that it is his responsibility to ensure that staff comply with the law. We accept
that the Board’s policy is as stated. We are satisfied, however, that, since January 1983,
the Board has not implemented that policy, nor has it any attention of doing so.

On the evidence presented to us, we are forced to conclude that the Board's l

efforts have been targeted towards discarding and rejecting those patients whom it saw asan '
embarrassment, namely the criminal justice patients, which it regarded as the responsibility
of the Justice Department. We'invite you to read the evidence of Dr Honeyman earlier

in this report in this regard, and give two examples to demonstrate the point. '

Dr Honeyman told us that if an order is made by a Judge under Section 42
or 43 then the Board is obliged to comply with it. He had earlier told us that if a Section
42 certificate is made out the patient will be admitted,

“where it is clinically appropriate” and that,
“...the Board will accept people it is capable of handling”.

He commented that the PSA ban was all that had stopped patients being
admitted. On cur assessment of the evidence, the true situation is that the Executive had
run down the security at Oakley to the stage where it could no longer safely contain some
prison inmates. Having created that state of affairs, it is hardly surprising that the PSA,
on 15 March 1985, decided to ban “Oakley-type” patients. As one nurse correctly pointed
out to us, the advent of “Oakley-type” patients into a less than secure ward would have
been an open invitation for confrontation between patient and patient, and staff and patient,
and the resultant disruption to effective nursing care which that would have created. In
our view, it is quite unreasonable and unrealistic to except nursing staff to care for
dangerous, or potentially dangerous, patients in an open or non secure ward. We find
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difficult to believe that the Board would countenance the care and treatment of such people
in an open or less than secure ward, and yet that is the only rational alternative to the
PSA ban. If, however, we are wrong in that view, then we ask why prisoners, who, in
ordinary circumstances, would have been admitted to Oakley or Carrington, were instead
transferred to Lake Alice. It is clear to us that it was not the PSA ban which stopped inmates
being admitted to hospital, but rather the faflure of the Board to provide a secure facility
which would safely contain those psychiatrically disordered offenders requiring security.
Had the Board provided such a facility, as public pressure compelled it to do on 18 April
1988, we have no doubt that the ban would have been lifted.

We have no wish to appear unduly cynical, but we are left with the very
distinct impression, after meeting with the Executive, that it was in the Board’s interests
to allow the ban to continue for as long as possible. That at least enabled it to blame the
PSA, nurses and others, whilst at the same time ensuring that it discarded its
responsibilities towards criminal justice patients, and that it completed the run-down and
eventual closure of Oakley.

In our view, nursing staff were justifiably apprehensive when dealing with
patients whom they regarded as a danger either to themselves, to other patients or to
staff. They believed that in such situations the dangerous, or potentially dangerous, patient
should be kept apart from other patients by being placed in a secure facility. When the
patient was assessed as being no longer a danger, transfer would be to a less secure facility.
But it seems to us that, when the secure facility did not exist, the hospital staff were placed
in a Catch 22 situation. We fail to see how nursing and medical staff, under those
circumstances could make an assessment as to whether a patient should be in a secure
or less secure facility, when one option which should have been available to staff was
removed from consideration.

{8 We hasten to add that nurses to whom we spoke acknowledged the
i inadequacies of Oakley M3. They did not wish a return to the pre 1983 regime, but pointed
i out that some of the M3 functions, from the security aspect, were necessary. We agree,

We believe that, in the Auckland area, nursing and para-medical staff have
done their best to alert the Auckland Hospital Board to the need for services which will
meet the needs of psychiatric patients, including those who are commonly referred to
as criminal justice patients. On occasions, their efforts have been described as radical,
and in that regard we again mention the PSA ban of 15 March 1985. It is clear to us, and
it should have been equally clear to the Auckland Hospital Board, that, even at that early
stage, nursing staff envisaged the development of a safe care type facility within psychiatric
hospitals that would ensure treatment for people who would otherwise be unacceptable
! in an ordinary open psychiatric hospital. Those people would include the special patients
b who are the subject of this Inquiry.

We say clearly and emphatically that nursing and para-medical staff have
been motivated out of concern for their patients, and that the Board has been dismissive
of those concerns. :

We believe that the attitudes of the Executive, and others who occupied
positions of authority at Oakley/Carrington, made it virtually certain the PSA ban would
be almost incapable of resolution. Miss Murphy made it clear to us that nurses with
appropriate skills could provide “safe care”, in which event it would not be necessary to
resort to locked doors and seclusion — even in respect of the so-called dangerous patients
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adnutted to the hospital under Sections 42 and 43 Mental Health Act. Miss Murphy is
totally opposed to seclusion.

Mrs Quinlan, the (then} Principal Nurse at Carrington, held similar views.
She said that a psychiatric hospital iz not a place for containment. Dr Honeyman and Dr
Felgate also told us, in no uncertain terms, that prisoners should be treated in the
community with which they were familiar, i.e. the prison community.

Interestingly, Dr Felgate is one of a group of psychiatrists involved in the
assessment of prisoners at Paremoremo prison. He was the only psychiatrist, in our
experience, who did not understand the meaning of the term, “forensic psychiatry”, He
suggested that forensic psychiatry was all about dealing with difficult people that nobody
really wanted to be bothered with.

More than two years before Oakley closed, nurses were asking for a safe
care facility to contain “Oakley type” patients. At least a year before Oakley closed, Dr
Raddliffe and several of his colleagues expressed concern that a safe care unit be ready
for occupation by the date of Oakley M3's planned closure. The Board did nothing. One
month before Oakley closed, the Board accepted the obligation to provide a safe care facility
within its institutions. The Board accepted that obligation in response to a Ministerial
inquiry. We believe that the (then) Minister was misled, as no such facility existed at the
date of the Oakley closure, nor does it exist down to the present day. As late as 3 December
1987, when we met the Board, we were informed by Mr Campbell, the Chief Executive that,

“.... when the Board looks more closely at the issue of safe care facilities it
may find that there are actually enough facilities but that the pressure on
them may need to be eased.” :

We express concern at that observation. It seems to us that Mr Cainpbell,
as a member of the Executive, and as one of the three persons actively involved in planning
Board facilities, should have been well aware of the nature and the number of safe care
facilities available to it. After all, Dr Radcliffe, nurses, the PSA and the general public had
been vocalizing the need for such facilities over a period of some years, and it can hardly
be said that Mr Campbell and other Executive members were unaware of the concerns
being expressed. : :

For example, when we inquired of Miss Murphy as to the reason for the PSA
ban of March 1985, her response was: -

“I would love to know.”
At a later stage, Miss Murphy somewhat reluctantly acknowledged that:

... the P5A could well have said that there were insufficient staff and
that there was insufficient accommodation ...”

By necessary implication, we were invited to conclude that the Executive,
and thus the Board, did not know why the ban had come into being. We decline the
invitation.

We are satisfied that the Executive was well aware as to the reasons for the ban,
a continuation of which conveniently slotted in with the Board’s plan regarding criminal
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On the principle of collective responsibility, each member of the Executive
must be held accountable for the judgments, decisions and action of the other and for
the collective advice given to the Board,

If a further example of the Board’s attitude is required, we need only refer
to its relationship with the Wanganui Area Health Board. That latter Board is responsible
for the management of the National Security Unit at Lake Alice, near Marton. From time
to time, the Lake Alice Review Panel will recommend the transfer of maximum security
patients from Lake Alice back to the hospital area from whence the patients came. In
Dunedin, we met with a special patient from the Coromandel area who had been a patient
in one of the Auckland psychiatric hospitals prior to his transfer to Lake Alice. When the
Review Panel recommended his transfer back to Auckland, the Auckland Hospital Board
refused to accept him. Had it not been for the good offices of the Otago Hospital Board,
he may still be languishing in Lake Alice hospital. The human tragedy of that episode
is that a patient from the Coromandel area, who should have been resident in an Auckland
psychiatric hospital was transferred to a psychiatric hospital at Cherry Farm in Dunedin,
and, in the process, he was therefore deprived of the close supportive links from his friends
and whanau which he could reasonably have expected had he remained in the Auckland area.

On other occasions, we were told of, and spoke to, patients from the National
Security Unit who were denied readmission to Auckland hospitals despite the fact that
a transfer to the Auckland area had been recommended by the Review Panel. In the result,
those patients were forced to remain in the National Security Unit when their clinical
condition did not justify that course. In some cases, patients have remained in the National
Security Unit for periods in excess of a year following the recommendation of the Review
Panel.

The Auckland Hospital Board says that it has no facilities to contain such
patients. Expressed more bluntly, the Board has decided that it will override the Lake Alice
Review Panel with its own set of values. The fact that its set of values may cause distress
to patients, and problems for the Wanganui Area Health Board, appears to have been of
minor significance. In fairness, we should record that at one stage the Auckland Hospital
Board offered to pay for “its” patients to remain in the Wanganui area, and for certain
costs in relation to family visits to be met by the Board. No further comment is called for.

We wish to say that the criticisms we have expressed of the Executive
members do not apply to the Board Chairman, Sir Frank Rutter, and the Deputy
Chairperson, Mrs Bassett. We believe that they were concerned to be truthful and balanced
in their views. We do not doubt the integrity of their evidence, although we reject some
of their conclusions. For example, Sir Frank Rutter told us that one of the recommendations
of the Gallen Inquiry was that Oakley be closed. Sir Frank has repeated that comment
publically on several occasions. He is incorrect, and his view demonstrates a complete
misunderstanding of the situation. The Gallen Inquiry recommended an amalgamation
with Carrington.

In commenting on the evidence given by Professor Werry, Associate Professor
Wright and their colleagues, Mrs Bassett observed that personalities and personal
antagonisms had coloured the evidence given by the senior academic staff, and that the
philosophical outlook of Professor Werry and his colleagues was very similar to that of
Miss Murphy and Dr Honeyman. With respect, we disagree.
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PAREMOREMO SUICIDES AND PATIENT ASSESSMENT _ ) l

We now’comment on the Paremoremeo suicides and the assessment process.

In an article in “Mental health: a Case for Reform” (5 September 1986), Dr
Paul Jensen suggests that some of the Paremoremo suicides were, at least in part,
precipitated by the sudden introduction of the new hospital policies after the Gallen Inquiry.
He also suggests that the increased rate could in part be related to “epidemic” effects. While
we do not disagree with that view, we firmly believe that there are four major factors which _
collectively have caused the increased suicide rate since 1983. They are: 1

1. the changed admission criteria;
2. the lack of adequate secure facilities at Oakley/Carrington which has
directly impinged on clinical assessments;
3. the very limited application of the term “mentally disordered”; and i
4. the very limited definition of the term “treatability” adpoted by some
Oakley/Carrington staff.

We accept that, to a minor extent, inadequate prison facilities and other
peripheral matters also contributed to the increased rate.

The Board has informed us that there were two suicides at Oakley in each
of the periods 1968 to 1982, and 1983 to 1988. We were informed that the Board was not
totally confident of the reliability of those records. Edgar Rout, on whose views we place !
considerable reliance, has informed us that there were no suicides at Oakley in each of
the above periods.

;g 3 1t would be stretching the long arm of credulity altogether too far to conclude
that 13 suicides occurred in the five year period (1983-1987) for the reasons advanced by
Dr Jensen. Such an explanation is untenable when compared to the single suicide in the
1 ¢ fourteen year period from 1968 to 1982. The simple fact of the matter is that prisoners
sk with psychiatric disorders, who needed to be in hospital, were denied admission. Those
prisoners whose condition was judged to fall within Sections 42 and 43 Mental Health
Act were admitted to the Lake Alice National Security Unit. ,

Several prison officers at Paremoremo commented that at least half the
suicides were preventable. First Officer Price asserts that 10 of the 13 suicides were
preventable. All the prison officers to whom we spoke said many of the suicides oceurred
because inmates could not be transferred to hospital, and, in any event, they had no faith
in the so-called “Oakley team”. They knew that, in all probability, a request for transfer
k- would be refused. The inmates therefore remained in gaol. The report of Warren
; Brookbanks, a member of our Assessment Team, speaks for itself. We believe it is cogent
and persuasive evidence in support of the views expressed by prison staff and others.

We believe that if Oakley/Carrington had been provided with a secure facility,
as suggested by Dr Radcliffe, the PSA, nurses and other groups; if the Oakley/Carrington
assessment staff had refused to adopt a very limited definition of the term “mentally
disordered”; if that same staff had not adopted a very limited application of the term
“treatability”’; and if some staff had not compromised their professional integrity, then
the lives of many of the persons at Paremoremo who committed suicide would, in all
probability, have been saved.

We believe that some prisoners at Paremoremo and Mt Eden have been
deprived of their human right to appropriate treatment. The system which evolved between
Oakley/Carrington and the prison service was one which evolved for the convenience of
the Board. Its evolution was encouraged by some of the Oakley/Carrington assessment
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staff. It did not evolve for the benefit of those who most needed to be helped — prisoners ?
with psychiatric disorder. In the process lives were expended. ‘

Mr Rout believes that there is a direct relationship between the Board’s policy
of returning inmates more quickly to prison and the increased suicide rate at Paremoremo
since 1983. He gave as an example the case of patient 1A which is referred to in the report
by Warren Brookbanks. He shares that belief with many others.

We do not intend commenting at length on the meeting between the
Carrington psychiatrists and our Assessment Team. We allow that report to speak for itself.
All five members of the Assessment Team carried out their duties in a professional,
compassionate and responsible manner. We accept responsibility for their reports which
we endorse.

We are unaware as to the names or numbers of Oakley/Carrington
psychiatrists who have participated in the assessment of prisoners at Paremoremo since
January 1983. We accept that, in general terms, the psychiatrists at Oakley/Carrington are
men and women of skill and devotion, and it would therefore be unfair to criticize that
group in toto because of the stance taken by a few.

It must have been very clear to the psychiatrists, on many occasions, that
they were dealing with psychiatrically disordered prisoners. The findings of our Assessment
Team at Paremoremo provides cogent proof of that fact. A secure facility did not exist at
Oakley/Carrington. That was known to the psychiatrists. It follows that if a secure facility
did not exist, then the psychiatrists were confronted with a situation which was unworkable.
In effect, a prisoner who, in ordinary circumstances, would be admitted to hospital, was
denied admission because secure facilities did not exist. That in hurn necessarily resulted
in mentally ill prisoners being transferred to the National Security Unit at Lake Alice or,
alternatively, remaining in gaal,

The evidence satisfies us that some assessment psychiatrists regarded
prisoners as the responsibility of the Justice Department., As “Oakley-type” patients they
were not wanted at either Oakley or Carrington. The admission of all inmates was therefore
denied — excepting four who were admitted between 1983 and 1987.

The Oakley/Carrington assessment staff wanted only those patients who were
“manageable”. What seems to have been overlooked is that health professionals have an
ethical and moral duty to care for psychiatrically disordered people, whether they be
manageable or unmanageable. Management has a corresponding obligation to provide
the facilities which enables that duty to be carried out.

We are not prepared to accept that prisoners from Paremoremd were denied
admission to Oakley/Carrington because they were malingerers, or because they had
developed a prison psychosis, or because they were persons who suffered from personality
disorders. Some prisoners may have come within one of those categories, but it would
be a nonsense to believe that that was the main reason why admission to hospital was
denied,

In ourview, the administrative and management decisions of the Board or
its Executive after January 1983 were the major factors which influenced clinical teams
into denying admission of inmates to Oakley/Carrington. We are satisfied that clinical

80 » Part One




teams on occasions must have modified their clinical decisions to deny adxmssmn because
to do otherwise would be to compromise the Board. It is both unethical and illegal to

. refuse admission simply in order to reduce hospital numbers. We cannot escape the
conviction that the modification of clinical decisions to harmonize with the policy of the
Board has exposed the modification for what it is, i.e. nothing more or less than a
convenient device to ensure that the Board did not have to care for patients whom it
regarded as being the responsibility of the Justice Department.

As an aside, we comment that the manner in which the Assessment Team
carried out its duties demonstrated that well-intentioned Maori and non-Maori people
can easily work in a spirit of cooperation and goodwill in the field of mental health. Neither
non-Maori health professionals nor Maori experts possess an exclusivity when it comes
to assessing, diagnosing and {reating those who suffer from psychiatric disorder. That
each member of our Assessment Team had a keen appreciation of the others’ skills and
expertise, and was prepared to utilize those skills in the interests of pahent care, is an
approach which we commend.

THE HOSPITAL BOARD AND ITS EXECUTIVE

We have commented on, and been critical of the planning and administrative
decisions of the Board and, in particular, its Executive group.

Between 1983 and 1988, and particularly from March 1985 onwards, events
in the Auckland psychiatric hospitals and the two major prisons in the region attracted
considerable, and génerally adverse, media comment. The Board must have been well
aware, if only from media coverage, of the concerns being expressed about the inadequate
psychiatric facilities in gaols and the inadequate security facilities in the hospitals. Staff
and community concerns were also prominently highlighted, especially in relation to
security. That all was not well would be an understatement.

K, on the other hand, it was unaware as to the action plan of its own -

Executive, then we can only wonder why it did not become more inquisitorial, and insist

i upon the Executive supplying it with more information and explanation; and, if it was

-, thought necessary, why it did not instruct the Executive as to how the continuing problems

e 0 could best be resolved. If the Board did not proceed as we have suggested, then it cannot
escape blame by default. After all, the Executive exists to serve the Board. The Board does
not exist to rubber stamp the wishes of the Executive. Media coverage on evenis since
1983 make it difficult for us to accept that the Board did not know what was happening.
Why it did not choose to resolve a long standing PSA ban, and to deal with other pressing
problems regarding forensic patients, remains a mystery.

We have no hesitation in concluding that, at least since 1983, the blame for
events at Oakley/Carrington lies squarely at the feet of the policy makers. We want to
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emphasize that Mr Campbell did notsbecome a member of the Executive group until
December 1985 when he was appointed Chief Executive.

We say bluntly and emphatically to the Auckland Hospital Board, that it is
ethically unacceptable for any administrator to extract the huge human cost which has
been paid since 1983 in the interests of reducing Hospital Board responsibility and a
consequent reduction in expenditure.

1 APRIL 1588 : AND LATER

It seems to us that if the present unhappy impasse between nurses and the
PSA on the one hand, and the Board on the other, is to be resolved, there will need to
be a greater willingness on both sides to compromise. For example, if recommendations
which we make later in this report are adopted, it may mean that the traditional nursing
role in forensic psychiatry will alter quite drastically. We envisage sitnations where nurses
may be required to work not just in hospitals, but also in prisons and in the community.
That in turn will require a renegotiation of some matters which hitherto have been regarded
as inviolate e.g. the four onftwo off roster system: In that event, we would expect nurses
and PSA members to behave not only realistically, but reasonably and responsibly.

We believe, however, that the greatest need for change must be a change
in attitude by the. Auckland Hospital Board. Since the Gallen Inquiry, the relationship
between the PSA and nurses on the one hand, and the Board on the other, has been one
of a continuing dispute. The Board’s public and industrial relations have been abysmal.
If progress is'to be made in future, it will be essential for the Board to consult with, and
plan with; nurses and various union groups. Not to do so will be a recipe for disaster.

" With the advent of the State Sector Act 1988 on 1 April 1988, the Executive
of the Auckland Hospital Board ceased to exist. Mz Campbell was appointed Acting General
Manager. He subsequently appointed Dr Honeyman as Acting Director of Health Policy
and Miss Murphy as Acting Associate General Manager. The present position is that,
although a triumvirate managerial system should no longer exist, all three members of
the former Executive continue to occupy the three most important positions in the
managerial hierarchy.-We can reasonably assume that from time to time there will be
discussion and an exchange of ideas on Board policy and the practical implementation
of that policy amongst the three.

We are satisfied, however, from the lessons of recent history, that .... their
future involvement in that regard (the provision of psychiatric services and facilities in
the Auckland area) would be undesirable....

We respectfully draw your attention to Section 5, Hospitals Act 1957, That
Section refers to the powers of a Minister to give directions to a Hospital Board. The Section
is directory and grants to the Minister a broad discretionary power to give,

“....any Board such direction, not inconsistent with this Act or with any
other regulations thereunder as he considers necessary or expedient for the purpose
of this Act.”

Although the powers in that section should be used as a last resort, we
respectfully suggest that the Auckland Hospital Board be reminded of its implications.

Later in this report, we shall be making certain recommendations regarding
the provision of regional medium secure units, regional minimum secure units and an
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expanded community psychiatric service. We shall also be making recommendations regarding the
funding of those facilities and services and the appointment of a Commissioner who will act on your
behalf to ensure that tagged funding is spent for the purposes for which it is allocated.

Inrespect of psychiatric services and facilities in the Auckland Hospital Board area we have
one recommendation {0 make.

RECOMMENDATION

We recommend the appointment of a Commissioner to oversee the establishment, efficient
management and administration of all psychiatric services and facilities in the region for a period of at
least 3 years. That Commissioner will report to and be directly accountable to you. The Commissioner
should possess administrative, management and financial skills and ideally will have had some
association with medical or psychiatric services. The Commissioner must be possessed of archa and
interpersonal skills. He/she would be expected to consult with all interested groups in the psychiatric
service and to liaise closely with the Director of Mental Health, The Commissioner would be empowered
to coopt such individuals or organizations as he/she thought appropriate. In simple terms, the
Commissioner would be an interim General Manager for psychiatric services in the Auckland Region.

We would hope, notwithstanding our previous comments, that the Commissioner would
see himself/herself as a facilitator to work with the Board with the objective of establishing a psychiatric
service which will be innovative, refreshingly beneficial and enjoyable for both staff and patients and one
in which the Board may have justifiable pride.

We would hopealso that the Commissioner would find it unnecessary to recornmend to you
the exercise of your powers under Section 5, Hospitals Act 1957.

Wenote that on 24 May 1988 you authorized the Director of Mental Health to work withand
assist the Auckland Hospital Board to solve the psychiatric service problems in its region. We envisage
a somewhat similar role for a Commissioner but extended as to content and duration as outlined.
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This part of our report deals with the forensic psychiatric services available in
the various areas referred to in our Terms of Reference. We discuss in general terms
the administrative and clinical procedures and criteria by which decisions are made
in the psychiatric hospitals we visited, the law relating to those procedures and
criteria and finally we comment on the service as we see it. Our recommendations
then follow.

~ THE LAW

Our Terms of Reference have been explained earlier in this report. The comments below should be
read as part of that explanation.

In this Section of our report the terms “Section 21”, “Section 427, “Section 43" and “Section 47" refer
to the Mental Health Act 1969.

The terms “Section 121”7, “Section 115” and “Section 118" refer to the Criminal Justice Act 1985.

SECTION 121

Section 121 is a remand provision which is
designed to make. psychiatric reports more
specific and also to ensure that psychiatric ex-
aminations. for remandees are carried out in
psychiatric hospitals only when all other possi-
bilities are clearly inappropriate. An order
cannotbe madeunder Section 121(2)(b)(ii) unless
a psychiatrist has certified or given evidence
that it would be desirable if the psychiatric
examination was to take place in a psychiatric
hospital. Where no such specialist is available,
a medical practitioner may so certify or give
evidence to that effect.

One psychiatrist told us that, in practice, it
would rarely be necessary to admit an alleged
offender to hospital for examination. He sug-
gested that in most cases the diagnosis, or lack
of it, would be apparent. Exceptions occurred
when there were doubts as to a diagnosis, in
which case an inpatient examination would be
recommended.

He said that more defendants than were
strictly necessary tended to be admitted under
Section 121 (2X(b)(ii) because some Judges did
not ask a specialist psychiatrist to perform the

pre-admission examination, and because some
psychiatrists had an imperfect knowledge of
the law.

He also commented that the adequacy of
facilities in psychiatric hospitals for an exami-
nation under Section 121 (2)(b)(ii) depended
almostentirely upon theavailability of psychia-
trists charged with this responsibility. He said
that only rarely would special facilities be re-
quired by a psychiatrist for an examination and
report since most psychiatric examinations re-
lied upon good observation and clinical skills
rather than special facilities. He suggested that
the limiting factor on inpatient examinations
was the availability of psychiatrists, and not the
availability or adequacy of the facilities.

SECTIONS 42 AND 43

On the expiration of a prison sentence, a
patient admitted under Section 42 will auto-
matically have a change of status to that of a
committed patient under Section 21, A patient
admitted under Section 43 will automatically
become an informal patient on the expiration of
his/her sentence.

Inmates admitted to hospital under Sections
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42and 43 may be granted leave on theauthority
of the Minister of Health if two medical practi-
tioners, appointed by the Minister, certify that
they are fit to be allowed to be absent from
hospital. The Minister may impose such condi-
tions when granting leave as he thinks fit. The
power to grant leave under Section 47(1} shall
not be exercised in respect of any person who is
serving a life sentence or a sentence of preven-
tive detention.

SECTION 115

Reclassification procedures differ for patients
under Section 115(1)(a)and Section 115 (1)(b) as
follows: '

Section 115(1)(a)

Patients under disability are subject to a
“maximum period of detention as a special
patient” for 7 years from the date of the making
of the order where any offence is punishable by
life imprisonment or preventive detention; ora
period from the date of the order equal to half
the maximum term of imprisonment for which
the defendant was liable on conviction.

If, at the expiry of either term, a patient is no
longer under disability, a certificate under Sec-
tion 116 (6)(a} of the Criminal Justice Act 1985
from two medical practitioners to this effect,
and a report supporting this, is sent by the
Director of Mental Health to the Attorney
General. The Attorney General will either direct
that the patient be brought before the appropri-
ate Court or direct that the person’s status be
changed to that of a committed patient.

1f no such certificate is given, the Attorney
General will direct that the patient be held asa
committed patient under Section 116 (6)}(b) of
the Criminal Justice Act 1985..

The Attorney General may give similar di-
rections in respect of a patient before the expiry
of the maximum period of detention if sup-
ported by a certificateunder Section 16 (4) of the
Criminal Justice Act 1985 stating that the pa-
tient is no longer under disability.

Patients under disability may also have a
statuschange to thatof committed patientunder
Section 116 (5) Criminal Justice Act 1985 if the
Minister of Health, with the concurrence of the
Attorney General, is satisfied that the order is
no longer necessary.

Terms of Reference (a) —{c)

Section 115 (1)}(b)

Patients acquitted on account of insanity
may have a status change to that of committed
patient or be discharged under Section 117 of
the Criminal Justice Act 1985 if the Minister of
Health is satisfied, on the recommendation of
two medical practitioners, that the Court Order
is no longer necessary.

After a patient has been reclassified from
special to committed status the subsequent
discharge of the patient is the responsibility of
the Superintendent.

Several psychiatrists complained that the
time taken to reclassify a patient was far too
long and that it was not unusual for the process
to take three months and sometimes up to six
months to finalize. They considered this to be
unreasonable but acknowledged the political
nature of the process even though the criterion
for reclassification was essentially clinical in
nature.

SECTION 47

Applications for first short periods of leave
under Section 47 (4) (.. leave not exceeding 7
days exclusive of departure and return) for
special patients under Section 115 and Sections
42 and 43 must be approved by the Director of
Mental Health. Thereafter the Superintendent
of a hospital may be delegated authority to
grant leave, :

Periods of long leave for Section 115 (1)(b)
patients and Section 42 and 43 patients may be
granted, on certain conditions, by the Minister
of Health. :

The granting of leave to special patients is
tightly controlled. The first leave must be ap-
proved in advance by the Director of Mental
Health who requires considerable detail before
granting such leave. Subsequent leave of up to,
but not exceeding seven days, is at the discre-
tion of the hospital Superintendent. The grant-
ing of leave to committed patients who, imme-
diately before becoming committed patients
were special patients, must at present be con-
sidered on the same basis as any other commit-
ted patient whoacquired thatstatusunder some
other provision of the Mental Health Act. As
one Superintendent described it:

“They have, asit were, served their ime and
must not be penalized any further any more
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than a prisoner would be”.

Another psychiatristexpressed his view this
way:

“For patients whose status has recently been
changed from special to committed patients,
don't consider that there should belegal restric-
tions on the granting of such leave. If there is
then the change of status has no meaning”.

SECTION 118

A person ordered to be detained under Sec-
tion 118 has the same legal status as a patient
committed under the provisions of Section 21
and is therefore to be treated, granted leave or
discharged in accordance with the procedures
adopted in individual hospitals. If that is left to
the discretion of the psychiatrist in charge then
that person will generally have regard for the
public interest which will sometimes outweigh
the private interestof the patient. It would seemn
that there is no way in which the balance of

public versus private interest can be quantified
in any satisfactory way and thus this judgment
must be left to the professional expertise of the
individual psychiatrist or clinical team respon-
sible for deciding the issues of discharge or
leave. One psychiatrist told us:

“It would still be my view that if a Court
decides to make a committal order under Sec-
tion 118, then the responsibility for decisions
aboutleave, discharge etc.are passed entirely to
the hospital staff. Any prudent hospital staff
will be aware of public sensitivities and of the
patient’s past behaviour in all such cases. 1 do
not favour giving the Court some right to re-
strict discharge from hospital in such cases.
After appropriate treatment the patient’s situ-
ation may be quite different in a few months
and an order restricting discharge may be quite
inappropriate. I would have grave fears that the
situation could be abused if the Courts were
given a right to restrict discharge”.

THE REGIONS

OTAGO

Cherry Farmis the main psychiatric hospital
in the region. The Otago Hospital Board pro-
videsa centralized psychiatric agsessment serv-
ice for the courts which usually involves no
more than three to five psychiatrists at any one
time.

* Most of the people referred for assessment
under Section 121 Criminal Justice Act have
alcoholand drugabuse and dependency aspart
of their problems, and many have personality
disorders.

In 1982, 50% of all remandees were assessed
while onbail, or in prison. The remainder spent
part of the remand period in Cherry Farm hos-
pital. Following discussion and negotiation
between the Medical Superintendent and the
Judges in the region the percentage of reman-
dees being assessed on bail or in prison in-
créased to 75% in 1984.

Since the introduction of the Criminal Jus-
tice Act 1985, the request rate for psychiatric

reports has dropped from a steady 160 -180 per
year, to 100 per year; 90% of remandees are
assessed on bail or in prison.

The Medical Superintendent told us that in
any 100 referrals she would expect to find
approximately 1 or 2 people with schizophre-
nia, approximately 10 to 12 people with a de-
pressive or manic illness, and approximately 8
with a sexual disorder. Some 70 would beeither
substance abusing or substance dependent,and
about 30 would have antisocial personality
disorders.

Thus, inany 100referrals, perhaps 15 would
havea treatable illness,and most of these would
receive treatment in the normal way, i.e. as if
they had been referred by a General Practitio-
ner.

There havebeen very few inpatient remands
since the Criminal Justice Act 1985 came into
force. The majority of these have been men, and
few have presented any real management prob-
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lems as inpatients. They are admitted to an
acute ward at Cherry Farm hospital which is for
men and women, and which is not locked. Full
multidisciplinary assessment and freatment is
provided as for any other patient.

Special patients under Sec-
tions 42 and 43 of the Mental

Terms of Reference (a) - (ci

are admitted for assessment and/or short term
treatment. '

At the time of our visit there were two pa-
tients at Cherry Farm who were under disabil-
ity. -All other Section 115 patients-had been

reclassified to committed pa-
tients. When a special patient has

Health Actareaccepted atCherry Cher]_-y Farm has a  been reclassified to committed

Farmhospital. Section 42 patients
usually come from Dunedin or
Invercargill prisons, and com-
prise those patients who have
become so ill whilein prison that
they cannot be safely managed
except in hospital. If the patient
returns {0 normality, he is re-
turned to the originating prison,
but a small number serve their
sentence at Cherry Farm and
becomeSection 21 committed pa-
tients.

Section 43 patients are only accepted after
considerable negotiation with the originating
prison, and usually only near the end of sen-
tence. Dr Faed, the Medical Superintendent,
said that she preferred to offer an assessment
period of 6 - 8 weeks in the first instance al-
though some Section 43 patients have required
continuing psychiatric treatment. Usually they
return to prison just before the expiry of their
sentence so they can receive the benefits of the
appropriate supervision terms if they are re-
leased on pardle.

There has been only one special patient
admission under Section 115 Criminal Justice
Act at Cherry Farm since January 1986.

The care and treatment of special patients is
the sameas for any patientin the hospital except
that:

(a) the special provisions of Section 47 of the
Mental Health Act are strictly applied; and,

(b) every special patient is reviewed annu-
ally by a panel which now includes the senior
Dunedin District Court Judge.

It is this panel which decides whether or not
a request for a change of status from special
patient to committed patient should be applied
for through the Director of Mental Health. The
panel reviews the clinical care and legal status
of all special patients within the hospital. Of
necessity thisreally involves those patients who
are more long term than special patients who

continuing
_ responsibility to
ensure that the
safety of the
public is not
placed at risk.

patient the Medical Superinten-
dent requires staff to notify her
of any plans for leave, or trial
leave, especiallyif the patient has
beenasexualor violentoffender.
She believes that Cherry Farm
has a continuing responsibility
to ensure that the safety of the
public is not placed at risk. She
also believes that it is in the bést
interests of all special patients if

the rate of reoffending is keptas

low as is humanly possible, because the public
outcry after an ex special patient reoffénds is so
exireme that there is often a prolonged socio-
political effect on all other special patients.

CANTERBURY

At the time of our visit, there were nine
special patients detained in Sunnyside hospital
and 10 former special patients who had been
reclassified to committed patient status.

There are several penal institutions within
the catchment area of Sunnyside hospital, in-
cluding the main female prison for New Zea-
land. We were told that an excellent working
relationship existed between the hospital and
prison services and personnel. Because of this
relationship few difficulties were experienced
in transferring prisoners to hospital under Sec-
tions 42 or 43 where the inmate’s clinical condi-
tion deemned that to be appropriate. A similar
relationship existed between the hospital staff
and Justice Department staff. Remandees un-
der Section 121(2)(bXii) caused few problems.

We were told that, until 1982, the system of
review for special patients detained in hospital
was confined to discussion between the con-

sultant psychiatrist responsible for the patients -

care and the Medical Superintendént of the
hospital. There was no direct communication
with the patient concerned, unless it was in-
tended torecommend a change of patient status
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to the Director of Mental Health. As a result,
patients were usually unaware of their status
being under review.

In 1982 it was decided to set up a Special
Patients Review Committee in order to share
the responsibility for difficult and worrying
decisions, such as leave, change of
status, discharge and follow-up
care of special patients.

The Committee first met in
September 1982. The aim of the
Committee was to standardize
hospital procedure in order to
ensure regular review of special
patients and former special pa-
tients, especially regarding their

it was decided to

set up a Special

Patients Review
Committee in
order to share

We were told that patients are now much
more aware of the regular review as to their
circumstances and the fact that they have the
opportunity to express their own views to the
Committee is something they value.

Discharge of a patient under Sections 42 and
43 of the Mental Health Actisalso
considered by the Commitiee.
Each person is reviewed at least
annually through written reports
submitted by those who have
continuing clinical contact with
the patient.

Reclassification and discharge
under Section 115 of the Criminal
Justice Act is another function of

after care. At that time, September the the Committee. The special pa-
1982, there were 22 special patients sy 1z tient is interviewed by the Com-
detained in Sunnyz‘iac({:a. %f this ].‘ESPOHSIblllty mittee during this proiess.

number, 14hadbeencharged with  for difficult and Leave under Section 47 of the
murder. From that time on the ' . Mental Health Act is granted by
Committee met on a regular basis WOoIrying the Medical Superintendent who
(monthly) and, where necessary, decisions is the Chairman of the Commit-

coopted medical and nursing staff

who had been closely involved

with the patients. Patients did not attend the
meetings. Regular entries were made in case
notes. Full written assessments were requested
from senior staff, The results of the review were
communicated in writing to each patient re-
viewed. .

InSeptember 1985, the Committee was reor-
ganized. The Medical Superintendent, Deputy
Medical Superintendent, a Consultant Psychia-
trist, the Chief Psychologist and the Principal
Nurse were appointed as members. The Dep-
uty Medical Superintendentaccepted responsi-
bility for the ongoing organisation and record-
ing of the work of the Committee.

It was decided that special patients being
reviewed would attend for interview and that
medical and other staff would be coopted where
necessary.

Since 1985 the scope of the Committee has
been further broadened to include not only
special patients but also those patients who
may present a danger o themselves or to the
general public whilst in hospital or upon dis-
charge. A number of patients who had commit-
ted or would be seen as likely to commit some
form of sexual offence or physical assault have
since been reviewed by the Committee.

tee. He receives the application

through the clinical team respon-
sible for the patient’s treatment. Leave for for-
mer special patients is granted by the clinical
teams responsible for their treatment. Rehabili-
tation plans for this group of patients are sub-
mitted to the Committee for consideration. Each
former special patient whether inhospital or on
trial Jeave is reviewed at least annually by the
Comumittee.

Relatives or friends of special patients may
apply for leave. Leave will not be granted to a
special patient detained pursuant to a tempo-
Tary reception order.

When the initial request for leave isreceived
and has been discussed and recommended by
the Special Patients Review Committee, the
Medical Superintendent then recommends to
the Director of Mental Health that leave be
granted. After receiptof that firstapprovalfrom
the Director of Mental Health, the Medical
Superintendent may then grantleave ashe sees
fit. The special patient is not allowed out of the
hospital grounds unless accompanied by the
person who signed the leave form or by a hos-
pital staff member. In either case, the person
accompanying the patient is responsible for the
special patient throughout the entire period of
leave and until the special patient is returned to
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the hospital on due date and time.

The discharge of persons under Section 118
of the Criminal Justice Act is the responsibility
of the clinical teams. However, the Special Pa-
tients Review Committee is presently consider-
ing an extension to its current activities to in-
clude the continuing review of this group of
patients in addition to the others previously
referred to.

The Special Patients Review Committee
was originally formed to spread the thinking
and analysis of a patient’s past, present and
future over awider group of disciplines, back-
grounds and experience. The finai decision
muststillbe taken by the Medical Superinten-
dentbuthis recommendationnowresults from
information gathered in a systematic way so
thathisrecommendationisnowmore likely to
be accurate and unprejudiced.

Sunnyside hospital hasreasonably adequate
facilities for dealing withremandees for psychi-
atric reports pursuant to Section 121(2)(b)ii).

WEST COAST

There have been no special patient admis-
sions to Seaview hospital in Hokitika since the
appointment of the present Medical Superin-
tendent in May 1986. There have been a few
such patients over the years but their numbers
have been limited by the lack of secure facilities
in the hospital. The Medical Superintendent
told us that he had had no direct experience in
the management of special patients and there-
fore had no comment to make about the proce-
dural matters in this respect. Seaview occasion-
ally receives remand patients pursuant to Sec-
tion 121 (2)(b)(ii) Criminal Justice Act but they
have presented no problems in terms of proce-
dure or management. In 1987 two such admis-
sions were made. -

NELSON

Unlike all other regions (excepting the West
Coast), the Nelson region is not served by a
prison. It is not surprising therefore that there
are no special patients-in Ngawhatu hospital.
We were informed that persons from the Nel-
sonregion who came within that category would

be accommodated. at Porirua hospital near

Wellington as there are presently no secure

Tertas of Reference (a) — (c)

facilities at Ngawhatu to accommodate such
patients. '

We were informed that occasionally assess-
ments are requested pursuant to Section 121.
There is a close rapport between the Medical
Superintendent and his staff at Ngawhatu and
the local Judge. Because of the small numbers
involved, the infrequency at which such re-
quests are madeand theshort distance between
the hospital and the court, it is usually not too
difficult for the assessment to be undertaken
either in the precincts of the court or alterna-
tively by remanding the defendant to the hospi-
tal. There are two rooms available at the hospi-
tal to contain patients for whom a modest de-
gree of security may be required. However in
the normal course of events a patient admitted
pursuant to Section 121(2)(b)(ii) would be placed
in the usual admitting ward.

WELLINGTON

Porirua hospital near Wellington is the main
psychiatric hospital in the region. In the two
year period between 1985 and 1987, there were
two admissions and two discharges under each
of Sections 42 and 43 of the Mental Health Act.
In the same period, there were 34 admissions
and 31 discharges under Section 121 (2)(b)(ii)of
the Criminal Justice Act. There were six admis-
sions and three discharges under Section 115 of
the Criminal Justice Act and five admissions
and one discharge under Section 118 of the
Criminal Justice Act.

At the time of our visit, there were four men
in hospital under Section 115 of the Criminal
Justice Act, one of whom had been received on
transfer from another hospital. There were also
three people in hospital under Section 121
(2)(b)(ii) who subsequently became Section 21
patients. Four patients were in hospital under
Section 118 of the Criminal Justice Act. No
patients were on leave under Section 47 of the
Mental Health Act.

The facility used for Secton 121(2)(b)(ii)
patients depends on the degree of mental dis-
turbance and the need for safe containment
related to that person’s offence. In practice,
people who are not too disturbed and who are
not regarded as an absconding risk, will be
admitted to the normal admission ward for the
geographic area. in which they live. Thus the
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patient’s conditions will be that of any other

person admitted to an admission ward. Those
who are regarded as a danger to themselves or
others, or who are too disturbed to manage on
an admission ward, are admitted to Craig A
unit for men or Awhina wing of Lomond villa
for women. These facilities are secure and safe,
but spartan. Both occupy a wing of the main
ward and havesingle bedrooms, ablution facili-
ties, sitting room and dining facilities. Both
areas are staffed more intensively than other
areas of these wards. .
Section 115 patients are managed in the
accommodation most appropriate to their clini-
cal state. Treatment of a person with an active
illness is less of a problem than the care of a
person who is considered at risk of absconding,
Porirua hospital does not have a safe care unit
specifically for this group of people.
Subsequent psychiatric care is provided, for
those who continue to live in hospital, through
the usual services, that is, the admission wards,
therehabilitation programme and, if necessary,
slower rehabilitation in long stay wards. The
usual mental health professionals are available,
although the hospital does not have adequate
numbers of psychiatrists or fully trained psy-
chiatric nurses, psychologists, social workersor
occupational therapists. Patients who require
closed accomunodation, but are not acutely
disturbed, are cared for in Craig B for men, and
Aratika wing at Lomond for women. One of the
Section 115 patients, was in Craig B, as was one
of the Section 118 patients at the time of our
visit. If the patients’ clinical state improves and
he/she has complied with parole and other
conditions, a shift to another ward may result.
One Section 115 patient was currently in an
admission ward, where he had been for two
years, onanactive programme. OneSection 118
patient was in Lomond and another in an
admission ward. The other two Section 115
patients were in long stay male wards.
Inaddition, Porirua hospital had two people
who were previously held under Section 115
(1)b), Criminal Justice Act. Both became Sec-
tion 21 patients in 1986. One was in a long stay
ward, and the other had been tried in a variety
of community placements~and had been trans-
ferred toanother of these placements just before
our visit.
QOutpatient assessmentisavailableby hospi-

tal staff. One hospital psychiatristhasa separate
appointment with the Justice Department and
does assessments at Mount Crawford prison.
Arohata prison receives services directly from
Porirua hospital staff.

Porirua hospital has established a review
committee within the hospital whichdoesregu-
lar formal reviews of special patients and may
also review, on request, patients whose psychi-
atricsituationis complicated by behaviour likely
to bring them in to conflict with the law or those
who have a history of criminal offending, in
particular for sexual offences or serious assaults
or arson. The review committee is augmented
by the doctor and ward charge for the patient.
These people provide written reports to the
committee and the opinions of other consult-
ants may be sought for the purpose of the re-
view. The patient’s progress and functioning
over the previous period is discussed. Any
suggestions by the clinical team for a change of
programme or placement are considered. If a
difficult medico-legal problem arises the Dis-
trict Inspector of the hospital may be asked to
seethe patientconcerned and invited to express
an opinion.

The Medical Superintendent informed us
that it was her intention to consult with the
District Inspector whenever a change of status
was being considered for a special patient. She
also said that follow up arrangements for such
patients are made very carefully witha view fo
providing adequate .support, and sufficient
reporting of the person’s state, and ensuring
use of the services described above.

WANGANUI

Lake Alice Hospital - {excluding National
Security Unit)

Persons are admitted under Sections 42 and
43 if this is recommended, with supporting
evidence, by a specialist psychiatrist and if an
admission bed is available. Most referrals come
from Wanganui (Kaitoke) prison, where the
Medical Superintendent held a monthly clinic
and was also available for crisis intervention. A
few referrals come from Manawatu (Linton)
prison, and are recommended by a specialist
psychiatrist from Manawaroa psychiatric unit
inPalmerstonNorth. Onadmission patientsare

9) - Part Two




assessed and treated in the least restrictive
environment possible, depending on their
mental state and staff avatlable. If a patient is
received from Kaitoke, the prison staff are kept
up-to-date with his progress during the Medi-
cal Superintendent’s monthly clinic. Patients
are reviewed at six monthly intervals by the
Lake Alice Special Patients Review Group
comprising the senior psychologist, senior so-
cial worker, a senior nursing officer, the Medi-
cal Superintendent and another consultant
psychiatrist.

Persons are admitted under Section 121
2(b}(ii) if this is recommended to the Judgeby a
specialist psychiatrist, and an admission bed is
available. Referrals vary widely from place to
place and over time, The statistics show that
most inpatient referrals emanate from the New
Plymouth District Court. Patients are assessed
in the least restrictive environment possible
and a report prepared by one of two psychia-
trists who have a forensic interest and experi-
ence.

Personsadmitted under Sections42 or 43 are
returned to the prison of origin when treatment
is no longer considered necessary in hospital
and after consultation between prison staff and
thereferring psychiatrist. Delays are sometimes
experienced in obtaining the necessary authori-
zation from the Director of Mental Health in the
case of Section 42 patients and we were told of
the difficulties sometimes experienced on the
ward by the activities of prisoners whose condi-
tion had improved. Such persons often became
very disruptive. Patients under Sections 42 and
43 are not discharged from hospital except back
to prison. If their sentence ends and they be-
come informal (Section 43) or committed (Sec-
tion 42) they will be discharged at the discretion
of the consultant psychiatrist responsible for
their care. Reports are provided by the consult-
ant psychiatrist to the Parole Board regarding
remission of sentence. Persons admitted under
Section 121 (2)(b)(ii) are returned to Court by
the police once the Court report has been pre-
pared. The time taken to prepare the report
varies from 24 hours to 4 weeks. Such patients
are not discharged except back to the Court.

The reclassification of persons detained
under Section 115 is on the recommendation of
the Lake Alice Special Patients Review Group
referred to above supported by the views of the

Terms of Reference (a) - (¢)

consultant psychiatrist responsible for the pa-
tient. The subsequent discharge of the patient is
theresponsibility of the consultant psychiatrist,
buthe/she mayreferback to the Review Group,
the psychiatrists as a team, or the Director of
Mental Health.

Leave for special patients under Section 47 is
requested from the Director on the recommen-
dation of the clinical team responsible for the
patient, usually with charge nurse, social worker
and consultant psychiatristinvolvement. When
special patients become committed patients,
their leave is the responsibility of the clinical
team, although the Review Group may make
recommendations at the point of reclassifica-
tion, or the team may refer the matter back to the
Review Group if there are ongoing concerns.

Patients committed under Section 118 are
treated in the same way as Section 21 patients,
and their discharge is the responsibility of the
consultant psychiatrist involved, although he/
she will often seek advice from the Review
Group and others.

National Security Unit

Although the Wanganui Area Health Board
staffs and funds the National Security Unit,
admissions and discharges are made by the
Director of Mental Health, on advice froin the
National Security Unit Review panel. This panel
comprises four psychiatrists (including the
Justice Department’s psychiatrist from Par-
emoremo, Dr Frank Whittington), two medical
superintendents from other psychiatric hospi-
tals and a District Court Judge.

WAIKATO

Tokanui hospital is the main psychiatric unit
in the Waikato region. It is situated near Te
Awamutu and is about five kilometres distant
from Waikeria prison which is the largest in
New Zealand.

Regrettably many of the complaints which
we heard from prison officers in Paremoremo
and Mt Eden were echoed when we met with
the Superintendent and some of his staff at
Waikeria prison. They believed that psychiatri-
cally disturbed prisoners were being inappro-
priately detained in prison. Prison officers ac-
knowledged that some psychiatrists from To-

The Regions: Including Auckland - 91




kanui were readily accessible and one psychia-
trist in particular was praised for his time and
effort in trying to treat such people in prison.
Criticism was directed at the Medical Superin-
tendent for his apparent reluctance to admit
psychiatrically disturbed prisoners to the hos-
pital.
One senior prison officer summed up the
views of those present when he said:
“In the past we have had quite a good rap-
port with Tokanui hospital
in that we have been able to
refer prisoners to them for
assessment. If theassessment
showed that psychiatric in-
tervention was needed, they
would be admitted to To-
kanui and treated. In due
course they would be re-
turned to' this institution.

there has been a reluctance

by Tokanui staff to accept when we met with

many of the
complaints which
we heard from
prison officers in
Paremoremo and Mt
However in the recent past, Eden were echoed

view when he told us:
“1 think it is fair to say that we do not
experience problems in arranging for some-
onefrom Tokanui to come overand provide
an assessment and indeed we get tremen-
dous cooperation from certain staff mem-
bers in the hospital. I would have to say
however that it is now virtuaily impossible
for a prisoner to be transferred to Tokanui
hospital and if my experience means any-
thing, a prisoner transferred
there would notlast very long -
he would simplybereturned to
this place. In the majority of
cases we now don’t even try to
arrange a transfer. We try to
battle on with our own limited
resources”.

Another prison officer,
whilst agreeing with his col-
leagues, looked at the difficul-
ties from a slightly different
perspective. He told us:

peoplewhomweconsiderto  the Superintendent “We probably have a totally

be psychiatrically disturbed
because they feel that these

and some of his

different point of view fromthe
people at Tokanui. Tokanui

people can be treat'éd inside staff at Waikeria staff have told me about sore °
the concrete of this prison. . of the people they receive from
That is absolute rubbish be- prison this institution as patients. On

cause we do not have the re-

sources, we do not have the

therapeutic personnel hereto deal with these

people and we do not have skills o cope

with the complexities of a psychiatric ill-

ness. We do our best to treat these people

but it is impossible in this place.

Currently we have three people in this gaol
whom I would classify as psychiatrically dis-
turbed and who really need to be treated in a
hospital. Some psychiatric ireatment is under-
way and thishasbeen organized by our medical
officer in association with one of the psychia-
trists from Tokanui”.

Another senior officer told us thatin any one
year there would be about 60 inmates who
required psychiatric treatment, some of whom,
about 12in hisopinion, needed tobe detained in
a psychiatric hospital. He was adamant that the
latter group would be quite beyond any treat-
ment regime which could be instituted in the
prison.

Another prison officer expressed a similar

occasions staff have been as-

saulted, the prisonershavebeen
very difficult to handle so from their pointof
view, they are reluctant to put up with that
sort of behaviour. From our point of view,
we do not see these prisoners as the respon-
sibility of the penal system and if any ani-
mosity has developed between us and the

Tokanui staff, it is because we are stuck with

them when we feel they need hospital treat-

ment. The Tokanui staff don’t want them
because they are too hard to handle and

Tokanui is not a maximum security psychi-

atrichospital so if there is any animosity it is

based on this conflict of roles and not so
much on administrative failures either-at

Tokanui or at Waikeria”.

We also encountered similar criticism from
Judges, Justice Department staff and others
concerning the lack of cooperation from the
Medical Superintendent when dealing with
applications under Section 121. For example,
we were told that on some occasions Section
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121(2)(b}(ii) patients had been returned to court
without prior notification having been given
either to the presiding Judge or to court staff.
Probation officers to whom we spoke were also
critical that some patients had been inappropri-
ately discharged from Tokanui and left to
wander the streets. The probation officers ac-
knowledged that in those cases the patients
condition may indeed have sta-
bilized but were critical that no
appropriate steps had been taken
to ensure effective follow-up in
the community. Weare unable to
comment with any authority on -
the validity of these criticismsbut
what can be said with certainty is
that thecriticismscoveredabroad
spectrumand weredirected only
at the Medical Superintendent.

We were told that special
patients at Tokanui are reviewed
by a Review panel several times
eachyear. Thepanelincludedtwo
consultant psychiatrists from
Hamilton and a Judge although at the time of
our visit the judicial member of the panel had
not been appointed. The panel would also re-
view patients on request. Althcugh the panel
existed in theory at the timne of our visit, we were
informed that difficulty had been experienced
in obtaining agreement as to its exact composi-
tion and the form in which reports were to be
prepared for the Director of Mental Health. The
Medical Superintendent appeared to hold a
view different from that of the other panel
members with the inevitable result that, be-
cause of these inter-personal difficulties, the
panel functioned in a sputtering, sporadic
manner instead of the very smooth way in
which similar panels operate throughout New
Zealand. ,

Wehavenowish to be unduly critical of the
Medical Superintendent at Tokanui - we be-
lieve that he was doing his best, but be thatas
it may, and whatever the merits of his own
beliefs, the fact of the maiter is that few pa-
tients were admitted to hospital from Waik-
eria pursuant to Sections 42 and 43, the exami-
nation of patients pursuant to Section 121 was
fraughtwith administrative, logisticand other
difficulties, the review panel did not function
as an effective unit and generally there was

the consultative
process had
failed...
this had resulted
in irritation,
delays and
general
dissatisfaction
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considerable discontentas to the servicebeing
offered in forensic psychiatry.

From a practical point of view, recommen-
dations as to reclassification leave and other
matters which would normally be considered
by a review panel were left in the hands of the
Medical Superintendent.

Since our visit to Tokanui in the latter part of
1987, we understand that a new
Acting Medical Superintendent
has been appointed to that hos-
pital. We understand that since
then the review panel has been
revived and, if it has not already
occurred, the Senior District
CourtJudge in the region will be
invited on to the panel. It is pro-
posed that the panel will meetat
leasttwiceayearand ondemand.
It is proposed that the minimum
membership of the panel be three,
two of whom will be outside con-
sultant psychiatrists and a Dis-
trict Court Judge. Itis also envis-
aged that the hospital consultant would sit with
the panel and that reports be obtained from
senior nursing staff, therapists, psychologists
and indeed all members of the clinical team in-
volved in the care and treatment of the individ-
ual patient. The Acting Medical Superintendent
has also suggested that the patient being re-
viewed would be entitled to meet with the
panel and would be invited to make any contri-
bution he/she thought appropriate.

The former Medical Superintendent at To-
kanui hospital expressed concern to us at cer-
tain inappropriate clerical and administrative
arrangements which he regarded as a signifi-
cant impediment in developing and running a
smooth forensic psychiatric service. _

Whatever themerits of that view it appeared
at the time of our visit that the consultative
process had failed and that this had resulted in
irritation, delays and general dissatisfaction.

We are satisfied that the facilities at Tokanui
hospital are adequate enough to facilitate Sec-
tion 121 (2)(b)(ii) examinations.
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AUCKLAND

We have already discussed in detail, in Part
I of this report, the admission procedures in
respect of Sections 42 and 43 patients in the
Auckland area. No useful purpose would be
served by repeating the evidence previously
referred to. Some of it is relevant to this part of
our report.

We want to deal particularly with the ad-
ministrative and clinical procedures and crite-
ria in respect of those persons ordered to be
detained under Section 121 (2)(b)(ii) of the Crimi-
nal Justice Act 1985.

Two different systems operate in the Auck-
land region:

Auckland District Court

A Judge sitting in the Auckland District’

Court is first required to obtain a preliminary
psychiatric assessment (the mini assessment)
before remanding a defendant to a psychiatric
hospital under Section 121

given by a specialist psychiatrist. I would
point out thatin the Auckland area thereare
several senior medical practitioners who
regularly visit the cell block in the Court and
who are usually available at fairly short
notice. The Medical Superintendent was
adamant that no person other than a psy-
chiatrist was suitable to undertake the mini
assessment. I compromised and the present
situation is that a defendant who is being
considered for 2 Section 121 (2)(b)(ii) order
isnow transported from the Auckland court
to Carrington hospital by the police, the
mini assessment is undertaken by a Car-
rington psychiatrist usually over a 2 or 3
hour period and the defendant is then re-
turned to court the same day accompanied
by a mini assessment certificate. If a more
formal psychiatric examination is required
in hospital I then make the appropriate
order”.

Another Judge expressed

(2X(b)(ii). One Judge described Py . surprise that there were no
the present situation in these The Medical medical practitioners in the
terms: Supeﬂntendent was Auckland region whom the

“As you know I am un-
able to remand a prisoner to

adamant that no

Carrington psychiatrists re-
garded as being suitably quali-

Carrington hospital until a person other than a fied or able to carry out a mini

psychiatristhascertified that . . assessment.
it would be desirable for the psychlatrlst was Another witness com-
psychiatric examination to mented:

take place in the hospital.

suitable to

“Let us be frank about it. The

Thefactof thematteristhat yndertakke the mini  people at Carrington do not

psychiatrists from Carring-
ton are not prepared to visit
the Court to carry out that
function and I am therefore
required to arrange for a medical practitio-
ner to provide the appropriate certificate.
Some months ago I spoke to the Medical
Superintendent at Carrington hospital and
was told that the Justice Department should
arrange for the police to take the patients to
hospital for assessment. [ said thatit was the
responsibility of the psychiatrist to come to
the Court. The Medical Superintendent
disagreed with me and I then asked if he
would supply me with a list of experienced
medical practitioners whose assessments
would beacceptablein lieu of an assessment

assessment.”

want violent people in the

hospital. They want thereman-

dees in the prison and they

would rather go to the prisona
couple of times over rather than have re-
mandees in hospital, especially a hospital
which has no secure facility”.

The several Judges to whom we spoke
commented that the major advantage of the
mini assessment was that it enabled a speedy
return of a remandee back to court.

The Police perspective is best described by
the Police spokesman who met with us:

“Section 121 of the Criminal Justice Act

creates some difficulties for the police, par-

ticularlyin Auckland where the practicehas

been for District Court Judges to obtain a
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mini assessment from a psychiatrist at Car-
rington hospital before exercising their
powersin termsof Section 121 2(b)(ii). What
happens in practice is that the police make
an application under Section 121 but before
the Court will exerciseits powers under this
Section, itrequires whatiscommonlyknown
as a mini assessment. This means that front
line police are usually required to-transport
the person out to the hospitaland wait while
the examination is carried out. As a conse-
quence, front line police are taken away
from their normal duties for a minimum of
two to three hours at a time. If the Court
makes an order in terms of Section 121
2(b)(ii), the police are involved in transport-
ing the person back to hospital. As can be
seen, the police are performing a function
which many regard asa Justice Department
responsibility. This situation comes about
principally because Carrington hospital staff
will not, as a rule, accept a prisoner for
assessment unless one of their

psychiatristshascarried out the

Terms of Reference (a) - (o)

taken by another medical practitioner because
the spirit of the law required that the assess-
ment be carried out by a psychiatrist who was
not available, We asked for an explanation. Dr
Honeyman told us thatin hisopinion, itwas not
their (the psychiatrists) job in the first place. He
said that psychiatrists at Carrington were not
on hire to examine persons caught up in the
justice system. He made it very clear that he
believed the law to be incorrect. He said:
“There is thelaw that says they (remandees)
may be sent there (to hospital) to be seen by
them (a psychiatrist). The new law, Section 121
...... is written that way but I believe that people
who write the laws without righting the system
whereby the law may be implemented should
be asked questions and with respect I believe
that it is not just the Auckland Hospital Board
thatshould beasked thatquestion..... the Auck-
land Hospital Board's position is clear. We will
do what we can, what we feel we are able to do
within our power ..... at specialist level or at the
registrar level but the fact of the
matter is that the constraints in

mini assessment in the first e Suggested to  the service that we provide to
instance. The police do not our own people at this point in
usually experience the same Dr Honeyman time make it extremely difficult
sortof problemselsewhereand : for us..... on the other hand Tam
in most instances, the Courts that yet again sure you will accept that our
will act on the basis of a doc- another Catch 22 system for the examination of
tor’s certificate”. : : cutpatient remands is in fact
We asked Dr Honeyman why, SItuat.lon had efficient,. effective and readily
if the Carrington psychiatrists were arisen. available”. :

unavailable, they would notallow

a medical practitioner to under-

take a preliminary examination and if neces-
sary provide the appropriate certificate, He
replied that in his opinion, the law was in-
tended to ensure that, wherever possible, the
assessment should be carried out by a psychia-
trist and that reference to “another medical
practitioner” in the law was an “escape route”
to be used in those cases where it was impos-
sible fora remandee to be seen by a psychiatrist.
He did not believe that any person should be
admitted to a psychiatric hospital as a reman-
dee unless first seen by a psychiatrist.

We suggested to Dr Honeyman that yet
again another Catch 22 situation had arisen.
Carrington psychiatrists who were unavailable
to undertake mini assessments in court were
not prepared toacton a mini assessment under-

We believe that the mini
assessment process which pres-
enfly operates out of the Auckland District
Court is inefficient and causes a waste of valu-
able judicial, police and administrative time
and energy. We acknowledge and agree with
the view expressed by Dr Honeyman that
consultant psychiatrists in the Auckland area
are a scarce and valuable rescurce whose time
should not be spent in travelling to and from
the Auckland Court as and when required in
order to undertake mini assessments. Such a
situation would be unfair to the Auckland
Hospital Board, Carrington management and
to thee psychiatrists concerned if only because
it would be virtually impossible for psychia-
trists fo be rostered on duty with any degree of
certainty that they would in fact be able to
attend to their hospital duties.
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Otahuhu District Court

The procedures outlined above donotapply
in the District Courtsat Otahuhu, Papakuraand
Pukekoheall of which are in thecatchment area
of Kingseat hospital. As has previously been
mentioned in this report, Carrington and
Kingseat nurses imposed a ban on all “Oakley-
type” patients on 15 March 1985. As a conse-
quence of that ban, Kingseat management de-
cided that there needed to be a closer working
relationship with the Justice Department, the
policeand thejudiciary. They thereforearranged
for a senior psychiatric nurse to be employed
full time in the Otahuhu Court as
a coordinator of psychiatric serv-

in the clinical expertise of the court coordina-
ior.

Froma practical point of view, the system is
defective in that the coordinator is unable to
certify the need for an inpatient assessment. To
do so would have been in breach of Section 121
(2) (as amended by 53 of 1986 No. 83). Under
these circumstancesitis necessary for oneof the
local medical practitioners at Otahuhu to pro-
videtheappropriate certificate. We cannotavoid
the obvious comment that the coordinator is
skilled in psychiatric nursing, he is well able
tomake ajudgmentas towhether inpatient ex-
amination is required and he enjoys the confi-

dence of management to the
extent that they will act on his

ices. Since theinitial appointment  We have no doubt judgment Underthese circum-

in September 1987, the service
from Kingseat hospital has been
expanded by the appointment of
an additional nurse who carries
out similar functions in the courts
at Papakura and Pukekohe.

We were told that initially

that the service
which is now

available to the

South Auckland  *l¢vat

stances we can see no reason
why he should not be permit-
tedtocomplete the appropriate
certificate. We do not regard a
formal medical qualificationas

‘We have no doubt that the

hospital management envisaged  courts has proved service which is now available

that the coordinatorwould under-
takea preliminary assessment (the

to be an

to the South Auckland courts
has proved to be an experiment

mini assessment) in court in re- experiment which  which needs to be copied. We

spect of any prisoner for whoma

have been informed from sev-

Section 121 order was contem- needs to be eral sources that the court coor-
plated. The result of that mini COpiEd dinator has been of invaluable
assessment would thenenable the ’ assistance not only to the judici-

Judge to decide the most appro-
priate manner of dealing with the
defendant.

We have been told that during the six
months ended 16 February 1988, the Otahuhu
coordinatorundertook 94 written assessments
and figures which have been supplied to us
indicate very clearly that the workload since
thenhas increased in volume. We metwith the
coordinator involved in this pilot project. He
is aman of considerable experience in psychi-
atricnursing. He clearly enjoys the confidence
of Kingseatmanagementand the psychiatrists
working in that hospital and our discussions
with the Otahuhu Judges left no doubt that
they also regard the service as efficient, effec-
tive, time-saving and one which did not re-
quire busy consultant psychiatrists to leave
the hospital ward. The Otahuhu Judges em-
phasized to us that they also had implicit faith

ary but also to the probation

service, the police, court staff,
lawyers and indeed individuals who appear
before the courtand for whom some psychiatric
advice or direction may be necessary.

We asked the coordinator whether he saw a
need for a Judge to obtain a mini assessment
under Section 121 (2)(b)(ii). He said:

“I think thereis. I think it would be sensible

to ask for the opinion of a person experi-

enced in psychiatricwork and if that person
is already available in the court room, then
so much the better. The hospital will not
place some one in the court unless that per-
soniscompetent in his/her joband I believe
thata person who is experienced in psychi-
atric nursing is probably in a better position
to make a judgment than most general
medical practitioners. There are some very
competent people occupying positions
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- similar to mine and I can see no reason why

a G.P. or psychiatrist should sign the initial

certificate”.

We commend the system which operates
out of the South Auckland courts and believe
that it is one which, with lacal modifications,
could well be adopted in several parts of the
country. In the larger metropelitan courts for
example we see the introduction of a similar
system as providing a rapid service to the
courts whilst at the same time saving valuable
medical and police expertise which could be
more usefully applied elsewhere. We believe
that consultation between each Regional Di-
rector of Forensic Services and the Executive
Judge/s of that region would soon result in
agreement as to which courts could usefully
and economically be served in this manner.

We acknowledge that in some of the more
remote courts it may be quite unrealistic to
provide such a service. It is our view however
that in such cases the Director of Forensic Serv-
ices would be under an obligation to consult
with local medical practitioners, to explain the
nature of the service being offered and to lay
down guide-lines as to the various factors to be
taken in to account when deciding to certify an
inpatient examination. It may be that in some
areas an experienced district nurse or any other
person whom the Director thought competent
and appropriate could fulfil the function of
cerﬁfying an inpatient assessment. We envis-
age, in any event, that the person so certifying
would first ascertain from the Director whether
an inpatient bed was available.

We see no reason why, under some circum-
stances and particularily emergency situations,
the Director of Forensic Services may not givea
telephone approval to the Court Registrar since
an approval under those circumstances must
necessarily be preceded by discussion between
the Directorand the person whoissoapproved,

Terms of Reference {a) —(¢)

during the course of which the remandee’s cir-
cumstances, clinical condition and other rele-
vant matters would have been discussed.

During our visits to Kingseat and Carring-
ton hospitals, we examined the facilities avail-
able for the examination of remand patients.
For reasons which have been explained previ-
ously in this report, there have been few re-
mands to either institution since 1985. There is
no in-hospital accommodation available for
remandees that would guarantee or provide a
more secure environment in cases where that
was thought appropriate. We believe the facili-
ties to be inadequate.

Removal, discharge and reclase‘-lflcatwn
processes at Kingseat and Carrington hospitals
are undertaken by the clinical team responsible
for the care and management of each patient. Dr
Peter Lambfrom Carrington hospital explained
how the multidisciplinary teams operate:

“Planning for the future discharge of a pa-
fient may start while the patient is being
assessed before being admitted, that is the
staff begin thinking about the patient’s fu-
ture options. During the interview the full
management of that person is considered
including the question of discharge.
Reviews are conducted by members of the
teamn but because of the roster system which
operates the people actually present at the
review of a patient may change from time to
time, Ateachreview the team would decide
on current management, it would consider
whether a patient should stay in the present
ward and matters such as possible transfer
or discharge would also be entertained”.

We wereinformed that at both hospitals the
Medical Superintendent makes theappropriate
applications for reclassification, leave or return
to prison but only after there has been wide
consultation with the clinical teams concerned.
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COMMENT

Several significant features emerged during the course of our Inquiry. They were:

1. Forensic psychiatry in New Zealand is poorly disciplined, under-funded and under-staffed. We
shall have more to say about this in Part 3 of our report.

2. Psychiatry as a discipline is one of the poorer relations of the medical profession. We were
informed that psychiatric patients occupy approximately 40% of hospital beds and receive about
14% of Hospital Board/ Area Health Board expenditure.

3. Thelong standing role conflict between the justice system and the health system as to who should
care for mentally disordered offenders is one which has not yet been resolved. In some regions
the inability or unwillingness to resolve the conflict has created irter-personal tensions between
people working in the prisons and in the hospitals, discontent and ultimately a loss of job
satisfaction. Conversely the forensic service operates reasonably wellin those regions where there
has been a serious and concerted effort by the personnel in each service to understand the
difficulties experienced by the other.

4. In most regions there are adequate facilities to examine patients under Section 121 (2)(b)(ii)
Criminal Justice Act 1985. The same cannot be said however regarding facilities for non-remand
forensic patients. We shall have more to say about that in Part 3 of our report.

5. There is no reason in our view why the preliminary assessment under Section 121 (2)(b)(ii) must
necessarily be undertaken by a psychiatrist or any other medical practitioner. We see no reason
why this assessment cannot be made by any person approved of by the Director of Forensic
Services.

6. There isa need for internal review (and in some cases external review) of all patientsin the forensic
psychiatric service. Several of the review panels already in existence appear to work well but we
believethat the compositionand functionof such panels now needs to be formalized. Accordingly
we propose the establishment of a National review panel and Regional review panels. The details
are set out below,

" THE NATIONAL REVIEW PANEL

The National review panel will be appointed by the Director of Mental Health and will comprise:

. two psychiatrists;
."a District Court Judge;
. anurse;
. a member of another psychiatric discipline;
. amember of the Maori community;
. the Director of Mental Health ex officio.
Where a patient of a minority ethnic group is being reviewed, and that patient is a non-Maori, it may
be helpful and desirable if a person of that patient’s same cultural and ethnic group were co-opted on to
the review panel in addition to the persons referred to above.

O Ut e 0 N

The functions of the National review panel will be:

1. to review all patients committed or transferred to hospital pursuant to Sections 42 and 43 Mental
Health Act 1969 and Section 115 Criminal Justice Act 1985 and to advise on the management of those

atients. '

F 2. to review and ad vise on the management of other patients referred to it by regional review panels.

3. toreview and advise on the standards in the regional forensic service and the quality of patient care
and service delivery in each forensic region,

4. toinformand advise the Minister of Health (through the Director of Mental Heal th) aboutall aspects
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of the forensic services in each forensic psychiatric region.

The reviews described above will take place at intervals of not more than one year.

Patients appearing before the National review panel will be entitled to representation by an advocate
of their own choosing. It will be the responsibility of the regional forensic service, through the patient’s
key worker, to ensure that the patient is fully informed and understands the implications of independent
advocacy. The National review panel must also be satisfied that the patient understands his/herright to
independent advocacy.

REGIONAL REVIEW PANELS

TheRegional review panel will be appointed by the Director of Psychiatric Services and will comprise:

1. the Director of Psychiatric Services where he/she is a psychiatrist. If the Director is not a
psychiatrist, then he/she will appoint an experienced consultant psychiatrist who is not already part of
the forensic psychiatric service;

2. a senior psychiatric nurse who is not part of the forensic psychiatric service;

3. four members of the forensic multidisciplinary team who will be appointed by the Director of
Forensic Psychiatric Services. This group must include at least one member of the clinical team
responsible for the patient being reviewed;

4. the Director of Forensic Psychiatric Services ex officio.

At intervals of not more than six months the regional review panel must undertake a clinical review
of all patients in the care of the regional forensic service including those patients who are in the care of
the forensic cormnumty service.

The regional review panel will ensure that all patients receive appropriate treatment and thata high
quality of patient care and management is maintained. It will also submit patient reports to the Director
of Mental Health.

The regional review panel will not have a reclassification function although it may make recommen-
dations to the National review panel, the Director of Mental Health or the Minister (through the Director
of Mental Health) as it considers appropriate.

In our view patients under Section 115 Criminal Justice Act 1985 should be subject to the review
processes previously outlined. We believe however that the discretion to reclassify Section 115 patients
must remain with the Minister. Although clinical decisions will undoubtedly be critical as part of that re-
classification process quasi political judgments must also be applied. Thatlatter function isnot one which
should be undertaken by a review panel either at national or regional level.

1t should be noted that although patients under Section 121 (2)Xb)(ii) Criminal Justice Act 1985 are
designated as “special patients”, we believe it unnecessary for those persons to be reviewed by the
National review panel or the regional review panel. At most, such persons remain in the forensic service
for not more than one month following which they are returned to Court and are then dealt with as the
Court sees fit. It is therefore inappropriate that such persons be reviewed.

The law presently prowdes that patients in hospital pursuant to Sections 42 and 43 Mental Health Act
1969 may be removed to prison on the direction of the Minister of Health and Director of Mental Health
respectively. Several submissions drew our attention to the need for an early return to prison once the
patient's condmon had stabilized. One doctor referred to prisoners:

..... languishing in hospital unnecessarily because the paperwork became
bogged down in Wellington”.

In our view an immediate return from hospital to prison is essential once a clinical decision to that
effect has been taken. We see no reason why a decision to remove a Section 42 patient should remain at
Ministerial level. We propose that this authority be given to the Director of Mental Health who may, in
his discretion, delegate to the National review panel. That will necessitate a change in the existing law.
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We envisage that 5o far as it is practicable most transfers of Section 42 patients will occur pursuant to
a direction of the National review panel. ,

Circumstances may arise where the Director of Forensic Services requests the removal of a Section 42
patientbut that request is unable to be considered by the National Review Panel. For example the request
may be made ata mid-point between two reviews. In such circumstances, the Director of Mental Heaith
may, if satisfied that a removal is appropriate, approve the transfer in his capacity as Director. We
envisage that under these circumstances the Director would first seek the advice of the regional review

panel.

We see no need to alter the present removal procedures in respect of Section 43 patients other than to
record that a Section 43 patient should be permitted to return to prison if he so requests. In such cases the
Director of Regional Forensic Services may approve the transfer,

RECOMMENDATIONS

Werecommend that alNational review panel be established by the Director of Mental Healthto review
each regional forensic service, and certain designated patients therein, at intervals of not more than one
year. The personnel and functions of that review panel have been described earlier in this report.

We recommend that a review panel be established by the Director of Psychiatric Services in each
forensic region. The personnel and functions of the regional review panel have been described earlier in
this report.

We recommend that Section 121 (2) Criminal Justice Act 1985 {as amended by Section 3 of 1986 No.
83) be amended by deleting from S5 (2A) the words “a psychiatrist or (where no such specialist is
available) another medical practitioner” and substituting therefore the words “a person approved by the
Regional Director of Forensic Services”.

There will need to be a consequential amendment defining the office of Regional Director of Forensic
Services.

Werecommend that Section 44 {1} Mental Health Act 1969 be repealed and that the Director of Mental
Health in his absolute discretion be authorized to direct the removal of any patient detained in hospital
pursuant to an order made on an application under Section 42 Mental Health Act 1969 and further that
the Director be authorized to.delegate those powers to the National Review Panel.

We recommend that any patient detained in hospital pursuant to Section 43 Mental Health Act 1969
be authorized to request a transfer to a penal institution and that the Director of Forensic Services be
empowered in his/her discretion to direct a transfer accordingly.
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“A society may be judged by the way it treats its sick and disabled members”
Hyde (1986)

The introduction of electro convulsive therapy in the early 1940, followed by
major tranquillizers some years later, had the overall effect of enabling psychiatric
hospitals to take down the bars from ward windows and to unlock the doors.

Thus was introduced the “open door” philosophy which is now commonly referred
to as “deinstitutionalization”, or community care.

There were, and still are, casualties of this new philosophy, particularly those
patients who were regarded as security risks or who were considered to have a
propensity fo be dangerous or violent. Those persons who did nothave a diagnosable
mental disorder or who were considered to be untreatable, along with prisoners who
developed symptoms of mental distress, also became casualties of the new philoso-
phy

It is from these categones of patients that have come those for whom “the yawning
gap” has opened,

This part of our report is about the bridging of that gap by settmg in place a com-
prehensive forensic psychiatric service,

WHAT IS FORENSIC PSYCHIATRY?

Simply stated, forensic psychiatry deals with people who have both a psychiatric condition and who
have in some way been criminally involved in the justice system, Such people need not necessarily have
been convicted by the courts but may be on remand for psychiatric assessment. For the most part, forensic
psychiatry operates in the context of the prisons, the psychiatric hospitals or the outpatient services
associated with the hospitals. It serves as the interface between these institutions. '

In more formal language, it has been defined in these words:

“That branch of psychiatry which requires special knowledge and training in the law as it relates fo the mental
state of the offender, or alleged offender, and training and experience in the assessment, treatment and care -
including the care in the community - of persons who have offended, ave alleged to have offended or appear likely to
offend because of their psychiatric condition.”

THE FORENSIC PSYCHIATRIC SERVICE

Throughout this part of the report, the focus will be upon the concept of the forensic psychiatric
service. According to Dr Basil James, Director of Mental Health, a forensic psychiatric service should
be understood as a definable group of health professionals with an identifiable leader, who share a
common philosophy of care. They should be trained and experienced in the psychiatric, psychologi-
cal, nursing and community or socio~cultural aspects of forensic psychiatry. Such a service should
include, or have access to, persons familiar with the ethnic groups from which patients are drawn, and
those persons should participate in assessment, treatment and rehabilitation processes.
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THE DEBATE OVER RESPONSIBILITY

Forensic Psychiatry as a specialty is, to all
intents and purposes, non-existent in New
Zealand. A description of the position in this
country reads like a catalogue of negatives. The
root cause of this situation restsin the failure, or
inability, of the justice and health systems to
resolve the debate as to which should accept
responsibility for both the assessment of re-
mandees in care and for the provision of facili-
ties for psychiatrically disturbed offenders.

During the course of this Inquiry, several
groups commented that it was not the responsi-
bility of health professionals to treat persons
who required security. Others urged that men-
tally sick people, whether offender or non-of-
fender, were the responsibility of the health
service, whetheror notsecurity wasafactor, We
set out below several views pre-
sented to us.

Whose Respansibility

- Justice or Health?

“Society, through legislation,
gives cerfain people the responsi-
bility and authority to manage
deviant behaviour and to treat
mental disorders. The responsi-
bility for the protection of society
and punishment of convicted
criminals, rests with the Justice Department.
The responsibility for the promotion of mental
health and the treatment of mental illness rests
with the Area Health or Hospital Boards.

“A balancemustbestruck between the rights
of the individual and the rights of society, be-
tween the option of treatment and the option of
protection or containment. Any service pro-
vided cannot be limited to the extremes of the
balance, but must cover a range of facilities; but
the underlying responsibility is clear-cut, Jus-
tice servicesdeal with punishment containment,
health services with treatment containment. As
we approach the middle of the balance, it is
necessary to becomne more specific.

“1f a decision is made by a professional that
treatment is a low priority, treatment should

then be available in a Justice Department facil-
ity for offenders.

“If a decision is made by professionals that
treatment is a high priority, treatment should
then be available in a Hospital Board facility
where a degreeof containment is possible, such
as a Safe Care unit. However, when treatment
has concluded, the person should be immedi-
ately dischargeable, either to the community, or
to the prison if he/she is serving a sentence.
Suchdischargeshould be at the discretion of the
treatment agency.

“Treatment then should be available in a
containment facility, and containmentina treat-
ment facility. Anybody who is moderately to
severely disordered should receive care and
treatment in hospital. People within the prison

system whoaremildly disturbed
should receive maintenance

A description of  cae/treatment within prison.
the position in
this country reads
like a catalogue
of negatives

No one department can cope on
its own. The dilemma is how
best to divide the case load. In
hospital, containment should al-
ways be subordinate to treat-
ment. However, nurses should
maintain the containment role
rather than delegate it to others,
soitis used therapeutically: that
is containment is seen as confrol of environ-
ment and not punishment.”
Northern Regional PSA

Health and Justice Complementary

“Clearly, the psychiatric facilities in the
health and justice systems must operate in a
complementary and mutually supportive way,
and it may be that the same medical and para-
medical personnel would work in both systems
on a sessional basis. The assumption of truly
professional responsibility, with no “buck pass-
ing” between the systems, will be a priority to
ensure that no one who can be helped is de-
prived of the opportunity. In the process, itis to
be hoped that the best interests of the commu-
nity at large can also be served.
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“From any patient assessment and evalu-
ation must follow a management plan. It has to
be accepted that, in balancing the rights of the
individual patient and the public, there is a
continuum from treatment through to contain-
ment.

“When a person performs a dangerous ac-
tion in response to a clearly evident psychiatric
illness, it is primarily the responsibility of the
health care system to provide some facilities
when needs for containment are minimal.

“A variety of programmes.and types of
community and institutional placement is
needed. Thisis dependent onindividual assess-
ment and position on the treatment - contain-
ment continurum.

“To place persons in psychiafric hospitals
when there is no clearly identifiable psychiatric
illness to treat and /or containment is required,
seems most unsatisfactory.

“There are obvious conflicts between the
role of the therapist who must engage in and
build a trusting relationship with a patient, and
a warder who, in providing security, is inher-
ently transmitting a message of distrust. The
roles are irrevocably opposed.”

C R Wareing, et al, Psychiatrist, Carring-
ton Hospital

Joint Responsibility - Hospitals and Pris-
ons -

“We cannot accept the view that Justice
Department should accept responsibility for
most remandees and psychiatrically disturbed
inmates.

Term of Reference (e)

“While a small number of psychiatrically
disturbed inmates may necessarily be held at
the new Justice Department’s psychiatric facil-
ity, the fact is that a prison is a penal institution
and its role is too much in conflict with the
“therapeutic community” model required to
provide adequate care for disturbed persons
who are being assessed, or disturbed prison
inmates.

“Primary responsibility for providing ap-
propriate faciliies lies with the psychiatric
hospitals, and this should be recognized as a
matter of policy, and in relation to facilities and
resourcesmadeavailableby Area Health Boards
and Hospital Boards. The Justice Department
hasaresidual responsibility fora smaller group
of personsrequiringsecure prison facilities who
have some needs for psychiatric facilities.

New Zealand PARS, Wellington

In January 1986, the Director of Mental
Health expressed his concern to Hospital Boards
that this question continued to be a matter for
discussion.

The issues have been highlighted by a
number of Inquiries and Reports made over the
last few years, including, in particular, the
Donaldson Report of 1981 and the QOakley
Hospital (Gallen) Report 1983. The Roper Re-
port of 1987 (The Committee of Inquiry into
Violence) is the latest to address itself to the
debate.lt is now generally accepted that both
the justice and health systems have responsi-
bilities of different kinds for different groups of
individuals.

THE NEW ZEALAND SITUATION

An efficient forensic psychiatric service has never existed in New Zealand. There are several

reasons for this, among them being;:

* alack of frained psychiatric staff working in general psychiatry in New Zealand
+ inadequate funding, which has resulted in the forensic psychiatric service being regarded as the

poorrelation of psychiatry;

* thereluctance of staff tomanage unpredictable and potentially dangerous patients in the absence

of adequate facilities and support; and

* the “open door” policy, with the implicit movement away from the provision of security.
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SHORTAGE OF FACILITIES

The history of forensic psychiatry in New
Zealand has been described as that of a “poorly
populated specialty with a minimum of re-
sources”. Dr Phil.Brinded, forensic psychiatrist
at Sunnyside Hospital, said:

“Forensic psychiatry is a poor relation of
psychiatry. There is a relative lack of resources
allocated to forensic psychiatry”.

New Zealand Prisoners Aid and Rehabilita-
tion Society describes the lack as “chronic”,
while the Board of Health Standing Committee
onMental Health had this to say:

“Far more than any techni-
cality of law or procedure, the
lack of adequate numbers of
properly trained staff and appro-

tiveness of treatment and super-

vision of the potentially danger-

ous patient within the hospital
and within the community.”

One of the critical deficien-
cies in the system lies in the ab-
sence of any medium security unit. Dr Brinded
informed us that,

“there is no provision for medium security
in New Zealand with an emphasis on assess-
ment, treatment and rehabilitation of suitable
patients. Many offenders would be more suited
to medium security facilities than to be sent to
the National Maximum Security Unit at Lake
Alice, but would be too potentially disruptive
for intensive care units or other minimum secu-
rity wards in area psychiatric hospitals.”

This also affects the treatment of patients
held in the National Maximum Security Unit.
According to Frances Morgan of the NZ Asso-
ciation of Occupational Therapists,

“lack of medium security facilities results in
limited opportunity to prepare patientsforopen
ward living when they come from maximum
security.

“Some patients transferring from Lake Al-
ice National Maximum Security Unit have dif-
ficulty settling in a less secure ward. They tend
to be restless and disruptive and often have to
return to maximum security.”

Even the one specialist forensic facility in
New Zealand is not without its problems:

“the centralization of all New Zealand secu-
rity beds at Lake Alice is unsatisfactory from a

forensic

psychiatry...a Y T
priate facilities limits the effec-  “pootly populated

regional point of view for patients and profes-
sionals alike.”

There have been some movements recently
towards the provision of facilities. The Auck-
land Hospital Board has begun work, sched-
uled for completion before the end of 1988, on
theprovisionofa 10bedsafecareunitat Kingseat
Hospital in South Auckland, while the Justice
Department took urgent steps to develop better
psychiatric facilities within Paremoremo and
Mt Eden prisons in 1987, and plans to speed up
the building of a specialist psychiatric prison at
Paremoremo. However, facilities
elsewhere in New Zealand also
need to be urgently and signifi-
canily improved. The NZPARS

“delaysin deﬁeloPing appro-
priate care for remandees and

Sp eCIalty with a inmates needing admission io
minimum of
resources”

psychiatric facilities are intoler-
able, and further delay is
unacceptable.”The Board of
Health’s Standing Committee on
Mental Health (1987) warns that whilst inade-
quate facilities for “forensic” inpatients remain,
the future of the development of community
care practices for all psychiatric patients re-
mains at risk.

SHORTAGE OF STAFF

As grave as the absence of facilities is the
shortage of qualified staff. The Roper Report
states there are only five psychiatrists (only two
of them full-time} working in the justice system
inNew Zealand, despite the fact that they have
a special role in dealing with the mentally dis-
turbed offender. Although counselling and
varioustherapiesare used by both psychiatrists
and other members of the multidisciplinary
team, the prescribing of psychotropic medica-
tion is the sole responsibility of the psychiatrist.
Given the proportion of offenders who are esti-
mated to suffer from mental disorder, the psy-
chiatrists’ role is of particular significance in a
modern penal system. They are part of the
specialist services of the Justice Department
and work in collaboration with other disci-
plines. However, they are not organized as a
group and certainly have nothing resembling a
service development plan, as do the psycho-
logical services, for example.
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1t is no surprise, therefore, that recruitment
into forensic psychiatry is almost non-existent,
with the result that the psychiatrists in the jus-
tice system are grossly overworked and under
excessive stress.

Only very occasionally has the service been
staffed by enthusiasts, albeit self-taught. More
often than not, staff has been drawn from those
psychiatrists withlittle or nointerestin thearea,
upon whom the forensic work has been thrust
for lack of anyone else willing to engage in it.

LACK OF AN ACADEMIC BASE

No creditable service can exist and survive
without the help of an academic base involving
both teaching and research. In New Zealand,
there is an almost complete absence of such an
academic and research base, with a conspicu-
ous lack of investigation into
areas such as the treatment of
sexualoffending, arson, and other
deviant behaviour. Forensic psy-
chiatry is poorly taught to psy-
chiatric registrars. As a conse-
quence, there is much shallow-
ness of thinking and confusion
aboutbasic philosophies of treat-
ment. Dr Peter McGeorge, chal-
lenging prevailing attitudes
towards the personality disor-
dered, said,

“other outcomes of such processes have
resulted in the propagation of myths such as,
“people with personality disorders are untreat-
able,” and are therefore not the responsibility of
the health system. In the writer’s view, this is
taking the difficulties of treating people with
personality disorders to a ridiculous extreme.
Some people with certain kinds of personality
disorder are extremely disruptive of hospital
routines and may be made worse by undue
attention being given to their dysfunctional
behaviour. But others may respond very well
indeed to a programme which provides an
appropriate mixtureof limitsand support within
the context of a long term therapeutic relation-
ship. To simply dispense such people to the
justice system without this understanding,
simply condemns them and the public to huge
expense and suffering.

“Other myths may even confuse concepts of
badness and illness {o the detriment of proper

it is unthinkable
that the current
conditions can be
allowed to
continue

Term of Reference (e)

patient care. Likewise, while recognizing the
risk of incarceration, the myth that treatment
can only be carried out in an open environment
has dangerous implications for the public and
patient alike.”

The inevitable consequence of this situ-
ation in New Zealand is a poor treatment
programme and therefore poor results. In our
opinion, it is unthinkable that the current
conditions can be allowed to continue.

THE OFTIONS )

We have carefully considered the several
options presented to usregarding the treatment
and care of psychiatric patients who are offend-
ers. We have been told that there are four basic
options if we are to find a way forward out of
our impasse. These are: ‘ :

1. that such patients should
be treated in ahospital by health
professionals who should also
be responsible for security
should the need arise;

2. that such patients should
be treated in a special unit of a
psychiatric hospital by health
professionals, but with prison
staff seconded to provide secu-

rity;

be treated in a prison by health professionals
but with prison staff providing the security;

4. that such patients should b treated in a
“special” prison staffed by warders who be-
come therapists,

In order to find out how similar problems

have been resolved elsewhere, and to obtain
guidance as to the solution for New Zealand
conditions, we visited the United Kingdom.
Although there are other forensic psychiatric
models in place in other parts of the world, we
decided to examine the United Kingdom scene
because, traditionally, the New Zealand legal
and psychiatric systems closely follow the Brit-
ish model. We were also influenced by the
findings and recommendations of the Butler
Inquiry which have had a profound effect on
the theory and practice of forensic psychiatry in
the United Kingdom since 1975.
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THE UNITED KINGDOM EXPERIENCE

In Britain, threedramatic changesorrevolu-
tions in care - pharmacological, administrative
and legal - dated from the establishment of the
British National Health Service in 1948. The
Royal Commission on The Law Relating to
Mentally 11l and Mental Deficiency 1954-57, and
the Mental Health Act 1959, were the culmina-
tion of the administrative and legal revolution.

The Royal Commission effected the most
significant shift in care of the mentally ill by
establishing their right to be cared for in the
least restrictive way, limiting committal to a
more clearly defined procedure,
and segregating care in mental

{00, became overcrowded.

In 1969, a bill was introduced in the United
Kingdom parliament to provide units with
security mid way between special hospitals and
psychiatric hospitals. It failed to get further
than the first reading. Administrators from the
majority of psychiatrichospitalsclaimed to have
a totally “open door” policy, and argued that
hospital regimes would be undermined by
providing special arrangements for a relatively
small group of patients at the expense of the
rest. Many agreed that something should be

done for this group of offender
patients - but preferably some-

hospitals from the remainder of the Butler where else! Overcrowding of
health care. The Mental Health . mentally ill offenders, bothin the
Act of 1959 was a liberal reform Committee... prisonsand special hospitals, con-

which coincided with thedevel-  rocommended the  tinued Thespecialhospitalsman-

oping “open door” policy.

Before long, it became appar-
ent that there were limitationson
the operation of the new policy.
There was a group of patients,
offenders and difficult non-of-
fenders whorequired somesecu-
rity, in need of psychiatric care
but who could not be coped with
within the philosophy of the
“open door” regimes of many
psychiatric hospitals. Prior to
1959, most of these hospitals had locked wards
and thus this group was easily accommodated.
From a long tradition of care, medical and
nursing staff had acquired considerable skill in
managing this type of patient.

The special hospitals (maximum security
hospitals} continued to admit committed dan-
gerous and violent offenders requiring treat-
ment and management under conditions of
special security, butafter 1959 they wereobliged
toadmit those requiringless security, who were
now being refused admission to the psychiatric
hospitals. This resulted in over crowding of the
special hospitals, to the point where judges
were impelled to send people to prison inap-
propriately instead of to hospital. The prisons,

urgent
establishment of
Regional Secure  tiberty”.
Units (RSUs)...
to “bridge the
yawning gap”

agementobjected, declaring that,

“to detain patients in special
hospitals unnecessarily was an
affront to their humanity and civil

In 1972 the Committee on
Mentally Abnormal Offenders
{(Butler Committee) was estab-
lished by the Government to
address these problems, which
had now reached the point of cri-
sis. Concurrently, an internal
Working Party, chaired by Dr Glancy, had also
been established to investigate the problem.

In July 1974, an interim report was pro-
duced by the Butler Committee, which in-
cluded evidence from the Glancy Report. Both
the Commitiee and the Working Party recom-
mended the urgent establishment of Regional
Secure Units (RSUs) in the National Health
Service, to “bridge the yawning gap” between
the secure special hospitals and open psychi-
atric wards, These units were to act as centres
for the development of forensic psychiatric
services, and would provide treatment to of-
fenders and non-offenders alike. Security
would be achieved by a high ratio of staff to
patients, the treatment regime, and the build-
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ing design. Such units would be situated in
centres of population close to other diagnostic
facilities, possibly near general hospitals, and
provide 50 to 100 inpatient beds each, ideally
for short stay patients. Community care was to
be established for patients discharged from
the units, and psychiatric and general hospital
psychiatric units were requested to continue
treatmentand rehabilitation of special patients
who did not require the secure conditions of
the regional units.

The Committee stressed the urgency with
which these units were required, and, pointing
to funding problems as the possible reason for
fack of action, recommended a direct allocation
of government funds to Regional Health Au-
thorities to allow the immediate estabhshment
of the units.

Initsfinal reportin 1975, the Butler Commit-
teeexpressed disappointrnent and concern that
no progress had been made in the establish-
mentof the units. It was suggested that thismay
have been because of a lack of funds to run the
units in the interim, and the reluctance of the
Regional Health Authorities, upon establish-

ment of the units, to divert funds from other

areas for this purpose. The Committee there-
forerecommended that the costs of running the
units should also be met by central government
funds. The government agreed to this, and
consequently, inearly 1976, capital funding and
recurring revenue were made available.

FORENSIC SERVICES NETWORK
BASED ON REGIONAL SECURE UNIT

The Butler Report of 1975 described a
comprehensive network of forensic psychiat-
ric services based on the Regional Secure Unit.
The services would provide for both offender
and civil patients; they would relieve the over-
crowding of prisons and special hospitals;
provide improved assessment which would
aid the courts; and provide reference points
from which the probation and after care serv-
ices could obtain advice. The units would also
be involved in training and research, develop-
ing a close association with the universities.

The network would include assessment
centres to provide assessment for the court,
both on an outpatient basis and during remand
incustody inthe sécureunit. Assessment centres
would be integrated where possible with the

Term of Reference (e)

secure units. )

The Butler Committee recommended that
forensic services should be established within
the framework of the National Health Services
at the Regional Health Authority level, and
operational centres should be in the Regional
Secure Units in each hospital region. Establish-
ment at the regional level would maintain
greateradministrative flexibility. The organiza-
tion of the services would beintegrated with the
existing hospital and the community mental
health services of the regions.

Regional Secure Units would be seen as the
hospital facility for what would otherwise be a
service mainly dealing with patients in the
community. Emphasis was to be on forensic
psychiatric services including community care
and outpatient work.

The objective of the service would be the
development of closer links between the Na-
tional Health Service and prison medical serv-
ices on the one hand, and between the hospital
and general practitioner services and the social
services (local authority and probation) in the
community on the other.

The fostering of close links with community
social services was recommended. Eachregional
forensic psychiatric service, together with pro-
bation and after care social workers, should see
themselves as a team and work accordingly.

To this end, members of the prison service
and mental health service would spend a pe-
riod as a member of the interdisciplinary treat-
ment team at the forensic psychiatric centres.
All these centres would have a training role.

Links with special hospitals would also be
tostered. Patients from forensic psychiatric
centres would be granted admission to special
hospitals,and vice versa. Special hospitals could
also assist in the training of prison and medical
personnel.

The Committee stressed the importance of
effective liaison among those working in the
forensic psychiatric services, the Regional Se-
cure Units, the psychiatric hospitalsin the area,
the social services, and the remand prisons.
Officially recognized coordination- through
regional committees to advise on planmng and
policy was also recommended.

Continuity of treatment was seeri as impor-
tant. Forensic psychiatric services would pro-
vide the central core for coordination of the
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various treatment services, and would facilitate
the provision of “through-care”, linking treat-
ment in hospitals and prisons with treatment in
the community in day treatment units. In the
interest of continuity and supervision, the same
personnel could thus follow the offender
through the various stages of residential and
community treatment, with adequate staffing
levels allowing for time to be spent in both
settings.

Theyenvisaged closer collaboration between
the courts and the helping professions.

THE MEDIUM SECURE UNITS

By 1986, 10 of the 14 Regional Health Au-
thorities had developed permanent Medium
Secure Units. The units cater for mentally ill
offenders who are too disruptive for an open
ward; mentally ill offenders re-

ferred from courts or prison; and The SllppOl't of the tents;
community for
medium secure
units was wWon * better assessment facili-
only after a long
and detailed
programme of
consultation and
discussion

patients _transferred from the
special hospitals.

Theunits provideclosesuper-
vision by trained staff, individu-
ally tailored treatment and reha-
bilitation programmes, and
physical security.

They are viewed as a local
service for local people, making
it easier for families and friends,
clerical staff, social workers, and
probationandafter care, to main-
tain’ close links throughout all
stages of recovery and rehabili-
tation. There is ease of readmis-
sion, if considered necessary.

Community Involvement

The support of the community for medium
secure units was won only after a long and de-
tailed programme of consultation and discus-
sion. Community leaders were involved in this
programme, acting as a liaison group. Such
community leaders included chairman and
honorary secretaries of residents’ organizations,
local councillors, and members of the Commu-
nity Health Councils. Informal meetings, where
local people could question those responsible
forplanning and running the unit, were held. In
addition, local people were shown around the
unit, and this, together with the meetings, helped
themn become involved with the life of the unit.

Staffing

The staff in the unit includes the forensic
psychiatrist, two psychiatrists in training, nurs-
ing staff (with a nurse to patient ratio of be-
tween 1.5 to 1 and 2.8 to 1), one or two social
workers, and a variable number of para-medi-
cal staff. Although the units are secure, the
emphasis is on the treatment rather than cus-
tody of patients, asisevidenced by the presence
of multidisciplinary treatment teams.

Resulis of Evaluation Studies
Service evaluation studies have been
completed on many of the Medium Security
units in Britain, and the clearresults obtained
show:
* enlightened and more humane treat-
ment for violent offender pa-

* increased specialization of
staff, with improved morale;

* creation of centres for
teaching and research;

ties in a social but secure envi-
ronment, rather than seclusion;

* decreasein all viclentinci-
dents; both patient v sfaff, and
patient v patient;

+ overall decrease in reof-
fending and recidivism among
discharged patients;

* more rapid relief of acute
psychotic illness;

* more efficient use of staff time, with
staff in other areas (and institutions) less
engaged with crisis intervention and dealing
with violent behaviour,

Problems Experienced

One of the problems experienced in the
establishment of regional secure units was the
disagreement among professionals as to what
type of patient should be accommodated in the
units. Both the Glancy and Butler Reports de-
scribed the types of patients considered for
admission, but medical professionals within
the Department of Health and Social services
differed both in their interpretation of these
guidelines and their conception of patient type.
Even the Butler and Glancy Reports differed in
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their definitions.. The Butler Committee sug-
gested that units should not accept “aggressive
psychopaths or dangerous patients”, while the
Glancy Report frankly stated the difficulty in
defining those to be admitted. However, it did
declare that the “elderly wanderer”, the “se-
verely mentally handicapped”, and the “pa-
tient difficult only during acute phase of ill-
ness”, were to be omitted.

OUR CONCLUSION
As previgusly mentioned, we have care-
fully considered several options presented to

Term of Reference (e}

us as to which service should care for and treat
psychiatric patients, both offender and non-
offender.

Apart altogether from our collective expe-
rience in New Zealand, we have had the ad-
vantage of meeting with numerous health
professionals in the United Kingdom, and of
examining the various units and programmes
which have now been in operation for several
years. It is our firm belief that the responsibil-
ity of caring for psychiatrically disturbed
people, whether offender or non-offender,
rests exclusively with the health service.

STATEMENT ON PERSONALITY DISORDERS

This Inquiry has again demonstrated the need for some direction regarding the care and treatment of

those who have personality disorders.

There are some people who believe that the personality disordered individual is “untreatable”. There
are others who believe that such people will respond to well structured programmes within the context

of a long term therapeutic relationship.

We discuss both sides of the dilemma more fully in Appendix 3 of this report.
We believe that people with personality disorders will respond to psychiatric care.

Under conditions of extreme stress, an individual with personality disorder may demonstrate clear
symptoms of mental disorder as defined in Section 2 Mental Health Act 1969. Under these circumstances,
committal would be appropriate. _

In some cases, a personality disordered individual may not exhibit clear signs of mental disorder but

may nonetheless acknowledge behaviour which could be classified as personality disorder. We believe’

that if, under these circumstances, he/she expresses a wish to change, a willingness to accept psychiatric

help and gives an assurance of cooperative participation in treatment programmes, then the care and

treatment of the personality disordered individual is unequivocally the responsibility of the psychiatric

profession.
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OUR PROPOSALS

We propuse the establishment of a Regional Forensic Psychiatric Service.
Our proposed Regional Forensic Service will create:

A, A SERVICE TO THE HOSPITALS:
i In the Regional Medium Secure Unit;

(ii} In the Regional Minimum Secure Unit;

B. ASERVICE TO THE JUSTICE DEPARTMENT:
1] In the courts;
(@)  Inprisons;

C. A FORENSI M TY SERVICE:

(i) Outpatients
(i) Aftercare
D. A LIAISON SERVICE TO THE GENERAL PSYCHIATRIC SERVICES,
) Psychiatric Hospitals
(i) Community Psychiatric Service

We propoée that New Zealand be divided into five Regional Forensic Areas, namely:

* Region 1 will be centred on Auckland;

+ Region 2 will be centred on Hamilton;

* Region 3 will be centred on Wellington;

* Region 4 will be centred on Christchurch;
» .Region 5 will be cenired on Dunedin.

It will be noted that our proposed regional
forensic service does not provide for a special
prison hospital for psychiatric patients.

The strongest supporters for the special
prison concept were Dr Honeyman (Medical
Superintendent -in-Chief, Auckland Hospital
Board until 1 April 1988}, Mrs Quinlan (Princi-

palNurse, Carrington Hospital until May 1988),
and Dr Felgate (Psychiatrist, Carrington Hospi-
tal). ’

Dr Felgate commented that a special prison
would not have a leaning towards treatment
and would not be based on an iliness model as
are general hospitals. He said a special prison
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would be,

“to provide an environment in which those
prisoners [who break down] can be managed
during their stay in gaol. The idea of a special
prison is not to treat them or make them model
citizens, but is a way of managing certain sorts
of prisoners who can’t manage an ordinary

ol.”
¥ Dr Felgate also pointed out thata prisoneris
amember of a community,i.e. a prison commu-
nity, and said that,

“when a prisoner is under stress, itis best to
deal with his distress in his own community if
possible.”

He suggested that the special prison be
staffed by warders who become therapists.

The routines and practices in psychiatric
hospitals and prisons are totally dissimilar. In
the interests of maintaining security, a prison
can only function effectively if a military-type
routine is adopted. We have heard ample evi-
dence to satisfy us that, if psychiatrically disor-
dered prisoners are required to fit in to that
regime, it would lead to ineffective treatment
and care. What may not be generally realized is
that the presence of even two or three mentally
disordered inmates in a prison has a significant
detrimental effect on the management of the
entire system., The principal function of prison
officers is to contain those persons placed in
their charge. They should not be expected to
take on the role of therapist or nurse. That,
however, is not to deny the need for prison
officers to acquire skills in those disciplines
which will assist in the rehabilitation of prison-
ers.

We acknowledge that, in some cases, pris-
onersrequiring psychiatricassistance may very
well be cared for adequately in prison: but
those who are grossly mentally ill can only be
treated adequately in hospital, The Gallen
Inquiry was opposed to any proposal to con-
struct a prison hospital for psychiatric pa-
tients, We agree. We have been informed that
the Justice Department intends proceeding
with the construction of a prison hospital ona
site at Paremoremo. We are opposed fo that.

We believe that, 'if our proposals are
adopted, and given the range of services and
facilitieswerecommend, there willbenoneed
for a special prison or prison hospital. Which-

LEFI Ul MEIETEOCE (&)

ever term is used, there can be no disguising
the fact that a “special prison” or “prison
hospital” would still be a prison operating, of
necessity, along regimented lines, and there-
fore the establishment of a therapeutic milieu
would become virtually impossible,

Perhaps the last word on the need for a
special prison or a prison hospital should be left
to an experienced prison officer, who told us,

“it will be a dumping ground for anybody
who is a bloody nuisance in any prison in New
Zealand. I'll bet my bottom dollar on it.” We
agree.

Forreasons which have emerged during the
course of this report, we repeat that the respon-
sibility for caring for psychiatrically disturbed
people, whether offender or non-offender, rests
exclusively with the health service.

Forensic psychiatric services comprise a
range of psychiatric and community services
encompassing a variety of psychiatric prob-
lems presented by mentally ill offenders and
non-offenders alike. It should incorporate both
hospital based and community based resources
and liaise with colleagues and other profession-
als working in the field including public, pri-
vate and voluntary agencies and comumunity
people in contact with the mientally ill.

It will be a fundamental principle that
patients who come inte the forensic psychiat-
ric service should be cared for in the least
restrictive circumstances possible. The envi-
ronment in which patients are maintained,
and the nature of the care they receive, mustbe
directed at enhancing their health, and pre-
serving their dignity, wellbeing and rights.

A central feature of a fully coordinated serv-
ice will be a network of psychiatric services
forming part of the general psychiatric service.

This service will be developed under the
aegis and control of the Area Health Boards or
Hospital Boards, which will be the employing

agency.

TheFlow Chart on the next page illustrates
the type of service we propose.
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THE REGIONAL FORENSIC PSYCHIATRIC SERVICE

Each regional forensic service will be
headed by the Director of Forensic Services,
who is directly accountable to the Director of
Psychiatric Services. His or her responsibility
is to establish a multidisciplinary team, in-
cluding people with professional qualifica-
tions in:

1. Psychiatry,

2. Psychology,

3. Nursing,

4, Social Work,

5. Occupational Therapy,

6. Physiotherapy,

and in adequate numbers to provide these
servicesin the various areas described above.In
addition, the multidisciplinary team will in-
clude people skilled in taha Maori, and other

cultural perspectives appropriate to the popu-
lation being served. The professional qualifica-
tion for membership of the forensic multidisci-
plinary team willincludea training in the foren-
sic aspects of the discipline of that particular
member. On-going inservice education will be
the responsibility of the Director of Forensic
Services.

Management of Staff within the Regional
Forensic Services

It will be the responsibility of the Director of
Forensic Services to ensure that all facilities
within the service are adequately and properly
staffed by multidisciplinary teams. It is impor-
tant to note that the stability of each multidisci-
plinary team will be essential for effective thera-
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peuticinterventions. Weenvisage that staff will
be on a rotation roster through all sectors of the
forensic service to maintain staff skills and in-
terest and to prevent stagnation.

Sources of Referral
Patients will be referred to the regional fo-
rensic service from the following sources:

Term of Reference (e}

* community psychiatric services;

¢ general psychiatric services;

e the prisons on the recommendation of
the prison medical officer;

* the courts;

e the National Maximum Security Unit at
Lake Alice.

A. THE FORENSIC SERVICE TO THE HOSPITALS

(i) THE REGIONAL MEDIUM SECURE
UNIT

Why Do We Need Them?

Medium secure units are required for those
mentally disordered persons, offendersand non-
offenders alike, who do not require the degree
of security offered by the National Maximum
Secure Unit at Lake Alice, but who nonetheless
are not suitable for treatment under the open
conditions obtaining in local psychiatric hospi-
tals. No adequate provision is made for these
people in New Zealand at present.

The courts sometimes have no option but to
impose sentences of imprisonment on offend-
ers who are in need of treatment in hospital but
for whom, whether for their own safety or for
the protection of the public, secure containment
is essential. :

In general, the units are required for pa-
tients who present severely disruptive or dan-
gerous behaviour, who may be mentally ill or
mentally handicapped or for those who suffer
from psychopathic or severe personality disor-
der, whetheraloneorin conjunction with mental
illness or handicap.

The Role of the Regional Medium Secure
Unit

The Medium Secure Unit will offer spe-
cialized assessment, treatment and rehabilita-
tion to carefully selected patients who:

1. require freatment in varied and adjust-
able levels of security as identified by each
patient’s individual needs;

2, will benefif from an intensive and care-
fully planned programme of care, ranging from
several weeks to approximately two years;

3. are not considered fo be an immediate
danger to themselves or to the general public
should they absent themselves without per-
mission.

It should be noted that a medium secure
unit is not to be confused with anintensive care
unit of a general psychiatric hospital.

The staff will be mixed, and both male and
female patients will be accepted.

The service will provide for both offender
and non-offender patients.

Eligibility
Whether admission is appropriate can be

decided only after clinical assessment, taking:

into account the circumstances of each individ-
ual case. The need foradmission to a secure unit
should be decided on a multidisciplinary basis.
Theadmitting team would takeinto account the
nature or degree of risk to the patient, other
patients, to staff, or to the public, if treatment
takes place elsewhere. They would also con-
sider the prospect of response to treatment in a
secure unit as opposed, for example, to the
prospect of response in an open hospital or
penal institution.

No general distinction should be made be-
tween offenders and non-offenders on the
question of eligibility for treatment in hospital.
Offenders are a part of that whole community
for which the hospitals are provided. What is
important therapeutically is that mentally dis-
ordered offenders should be put into the treat-
ment situation which is most appropriate to
their needs, with proper regard for the require-
ments of safety.

The overriding consideration is to provide
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the best possible treatment for the patient’s
mental disorder., All patients should have full
access fo treatment in the least restrictive
environment possible. Ultimately, in individ-
ual cases this must depend on clinical judg-
ment. In general, it is hoped that humane
counsel will prevail and that consideration of
the patient’s background will not obscure this
basic principle, 7
In this way, then, it will be possible to meet
the identified, long-neglected need of a certain
category of mentally disordered patient, of-
fender and non-offender alike, who is being too
disruptive in the open wards of a psychiatric
hospital, yet unsuitable for life in the commu-
nity until treated; but is not so disturbed as to
warrant detention in prison or in
the National Maximum Security

Unit. It is essential that
the central figure
in a rehabilitation the ethnic and cultural back-
programme is the
patient

Assessment and Care Pro-
gramme

All referrals will be inter-
viewed by selected members of
the. multidisciplinary team,
whose expertise will determine
whether the unit can meet the
patient’s individual needs.

All patients should undergo an intensive
assessment to identify their needsand to decide
how best these can be met. This should be
undertaken inaspecially resourced assessment
unit, culminating in an individual care plan
jointly agreed to by staff and patient, thereby
ensuring that an appropriate programme of
care is delivered.

It is essential that the central figure in a
rehabilitation programme is the patient, whose
feelings, aspirations, attitudes and wishes must
be taken into account. The idea is to capture the
patient’s interest at the start . Even a small
success at the beginning encourages persever-
ance.

Thedevelopmentofnon-repressiveand non-
punitive programmes by staff working in the
unitwillenable the patient to attain better mental
health. All caring and treatment programmesin
the unit are therefore the outcome of study and
conference between patient and ward staff,

Astructured daily programme which avoids
overregimentation, involves physical relaxation,
occupational, educational, sccial and recrea-

tional periodsbased onindividual requirements,
is required.

The ability to accommodate unforeseen set-
backs without preventinglong-term progressis
clearly necessary.

Experienced teachers will be involved in
many activities to complement themental health
skills of the professionals. Good team work
among all key staff including doctors, nurses,
psychologists, physiotherapists, occupational
therapists, workshop technicians, social work-
ers and community staff is vital.

The basic aim is to increase independence,
to encourage cooperation and, where neces-
sary, sociability. Such plans take account of the
age, intelligence, previous education and psy-
chosocial background of the pa-
tient,as well astheextentto which
his potential has been impaired
by mental disorder.

Attention needsto begivento

ground of the patients. This may
require appropriate staff exper-
tise, experience and treatment
programmes.

: Conventional psychiatry is
practised using the usual range of therapeutic
techniques, The educational component in-
cludes communication, social, occupational, as
well as domestic and recreational skills. Regu-

larassessmentand reappraisal are essential. Fa-

cilities within the clinic inctude: light industrial
workshop, physiotherapy facilities, education
department including library and computers,
fully equipped domestic training areas, multi
purpose hall for sports or drama, and a garden-
ing department. Other recreational or indoor
areas include facilities for pool tables, quiet
rooms, day leisure areas and reading rooms,
television ete.

Design

The design should create a pleasing atmos-
phere with good use of colours, soft textures
and domestic furnishings, with the achieve-
ment of a balance between a sense of privacy
and the need for observation. We would sug-
gest the employment of professional consult-
ants to accomplish this. As treatment in the
clinic will be based very much on therapeutic
techniques, excessive or all-pervading meas-
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ures of physical security may be counterpro-
ductive. With this in mind, physical measures
of security need to be planned to be as unobtru-
sive as possible and the building should formits
own boundary.

The unit needs to be secure, but, within the
interior, the therapeutic atmosphere should be
asfreeand unrestrictiveas possible. These prin-
ciples should be incorporated into the design of
the building.

Security

Patients at the unit will require various lev-
els of security. During the day, staff and pa-
tients should be be able to move freely through
most parts of the building.

Security will be principally based on the
high ratio of staff to patients, with a range of 2
to 2.8 nurses for each patient.

We envisage that appropriate architecture
and electronic security will complement staff
levels.

Staffing

The multidisciplinary team described above
will provide care within the Medium Secure
Unit.

Additionally, a full range of support staff,
including domestics, caterers, orderlies, secu-
rity, administration, clerical and maintenance
staff will be required to ensure the unit func-
tions as far as possible as an independent unit.
Food, administration and other services may
well be provided from outside the unit.

Size

Each unit will stand alone and will consist of
15 beds, together with two “emergency” beds.

We met with many experienced health pro-
fessionals during our United Kingdom visit.
We visited a 100 bed medium secure unif in
Birmingham designed to cater for a population
of 5 million. We saw a range of units varying in
size and bed numbers.

We were impressed by what we saw in the
South East Thames region, which has a popula-
tion similar to that of New Zealand. Experience
in that region shows that, from a clinical, ad-
ministrative, management and financial point
of view, the smaller unit is to be preferred.

We also enquired as to the number of me-
dium secure beds which would be necessary to

Term of Reference (e)

serve a New Zealand population of 3.3 million.
We were told that the ideal figure would be 70
to 80 medium secure beds and approximately
30 maximum secure beds. It was emphasized
thatthesefigures werebased on theassumption
that sufficient minimum secure beds would
also be available for those people whom we
shall refer to later in this report. Experience in
South East Thames and other regions of the
United Kingdom indicates quite clearly that the
ratio of beds to population outlined above. is
adequate to ensure an efficient service without
creating expensive facilities which will not be
used.

Bearing in mind the close similarities be-
tween the health and justice systems in both
countries, webelieve that a similar bed to popu-
lation ratio would also apply in New Zealand.

Recommendations

WERECOMMEND that there be twouniis
in Auckland, one in Hamilton, one in Welling-
ton, one in Christchurch, and, perhaps later,
one in Dunedin, Bach unit will consist of 15

beds with pravision fortwo additional “emer-

gency beds”.

We have no recommendation to make as to
the precise location of the units in Auckland,
Hamilton, Wellington, and Christchurch. That
will be a matter to be considered by the appro-
priate Hospital Board or Area Health Board. We
comment, however, that we see no real reason
why the units should necessarily beestablished
contiguous to existing psychiatric hospitals in
those regions. For example, in the Auckland
region, we see advantages in one unit being
sited on or near the existing Kingseat campus,
and a second unit being sited on the North
Shore. In our view, the facilities at Carrington
Hospital are outdated and unsuited for the
efficient practice of modern psychiatry. Itwould
therefore be an anomaly if a modemn, purpose-
built medium secure unit were to be located on
that site.

Similarly, in the Hamilton region, we seeno
reason why a unit must necessarily be estab-
lished at Tokanui. In our view, that hospital is
isolated, and we see advantages in the unit
being established in or nearer to Hamilton city.

We understand the Auckland Hospital
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Board is presently building a 10 bed secure unit
atKingseat. Thatis duefor completionin August
1988. We want to emphasize that, in our view,
that facility must be regarded as an interim unit
only. Qur experience in the United Kingdom
suggests that an interim medium secure unit,
and especially one which has been converted
from an existing ward, is generally inefficient,
ineffective, and ultimately more expensive to
run when later converted to a permanent me-
ditmn secure unit.

These units will fulfill a need for non-of-
fender patients, while advancing the general
cause of the “open door” policy in psychiatric
hospitals, by enabling themost difficult cases to
be treated in more appropriate conditions.

They will resultin greater flexibility in place-
ment, which is needed for mentally abnormal
offenders; and thereby will bring about early
relief to both the prisons and the National
Maxirmum Security Unit at Lake Alice.

Offenders and non-offenders should be
treated together; they should share all the facili-
ties of the units without any distinction being
made between them.

The offender in need of treatment will be
better served not least because of improved
assessment, which will also be of immense value
tothe courtindeciding whatappropriate action
to take.

Such assessment will provide reference
points to which the probation and after care
service will be able to turn for the advice which
they often need.

The units will have an essential role in train-
ing and research, for which reason they should
be closely associated with the teaching institu-
tions,

Assessments for the courts will be carried
out both on an outpatient basis, and on remand
in the secure unit.

Assessment centres may also be required in
some areas where there are no such secure
units.

Regional medium secure units will be the
hospital facility of a service mainly dealing with
patients in the community. The main emphasis
inforensic psychiatric services therefore should
be on community care and out patient work.

Area psychiatric hospitals should continue
to provide a wide range of facilities for patients
including provision for intensive care short of

the security which the regional medium secure
units will provide.

Treatment should always be provided as
close as possible to the patient’s home. It is
important to provide continuity of treatment
for mentally disordered offenders. The estab-
lishment of forensic psychiatric services would
provide the central core for coordination of the
various treatment services, and would facilitate
the provision of “through care”, linking treat-
mentin hospitals and prisons with treatment in
the community and in day treatment units.

The same diversity of professional groups
should beavailableto provide community treat-
ment and after care as is provided for residen-
tial units. In the interests of continuity of treat-
ment and supervision, the same personnel
should be available to follow the offender
through the various stages of residential and
community treatment, with staffing levels ade-
quate to enable time to be spent in both settings.
This is especially important where social work-
ers are concerned, because of the particular
understanding they have of the offenders’ nor-
mal environment at home, in the family, and at
work.

The Cost

‘We are unable to be specific as to the cost of
establishing, staffing and running a medinm
secure unit. Because such units do not exist in
New Zealand, there is no model upon which a
sound judgment can be made. Later in this
report, we shall refer to comments made to us
by Dr James MacKeith. He told us that in the
United Kingdom it is expensive to maintain a
patient in a medium secure unit. He estimated
the cost at approximately £40,000.00 per annum
per patient.

We are convinced, however, that the ad-
vantages in establishing such units, and the
community services which form an integral
part of such units, far outweigh the cost factor.
We believe that, in financial terms, to proceed
will be expensive, but not te proceed will be
equally, if not more, expensive, In human
terms, the cost of standing still will be even
greater,
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(ii} THEREGIONAL MINIMUM SECURE
UNIT

Weare unable to specify the number of beds
in the minimumn secure unit, because no similar
unitshavebeendeveloped upon which tomake
a judgment. Experience has shown, however,
that wards of more than 30 patients become
unwieldy and unmanageable.

The minimum secure unit will cater for the
needs of a group of mentally disordered per-
sons, some of whom may not be willing to
accept care offered on a voluntary basis but
whose conditions may not be treatable except
on a very long-term basis and who could not
cope adequately if discharged from hospital.
They will include some who are personality
disordered, sexual offenders, chronic organic
brain syndromes and very severely behaviour-
ally disordered people, too disruptive to man-
age in the community or in the general psychi-
atric hospital.

They may stay up to ten years, during which
time they will be subject to long-term, but ac-
tive, rehabilitation programmes. Programmes
would incorporate pharmacology, behavioural
programmes, groupand individual psychother-
apy, physiotherapy, occupational therapy, liv-
ing skills and social skills, anger management,
sexual counselling, taha Maori and education.

Term of Reference (¢)

The objective of this active rehabilitation will be
t0 ensure that the regional minimum secure
unit does not become a dumping ground.

~ This group will contain the socially inade-
quate for whom the concept of “asylum” is still
valid and necessary, as these people cannot
function efiectively without professional care.
(See Appendix 3)

Admission into the regional minimum se-
cure unitisat the discretion of the multidiscipli-
nary forensic team and is to be based on clinical
grounds.

Though it would be feasible for existing
villas within psychiatric hospitals to be con-
verted to regional minimum secure unifs, we
see no reason why such units should not be
developed in the community. It will be impor-
tant to remember that where such facilities are
developed in the community, due regard must
be had to the provision of security.

We believe that there is a sufficient popula-
tion and patient base to justify the early estab-
lishment of minimum secure unitsin Auckland,
Hamilton, Wellington, Christchurchand Dune-
din. Ultimately, it may be necessary to under-
take an audit of the potential population to be
served by such uniis, and allow the service to
grow from that point onwards. We wish to
emphasize that such units must not be isolated
either from the general population or hospital
services.
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B. THE FORENSIC SERVICE TO THE JUSTICE DEPARTMENT

The regional forensic service will provide a service :

() to the courts; an initial assessment in court and a formal assessment in hospital [Section 121
@D)Y;

(ii) within the prisons;

(a) assessment and report on remand [Section 121(2)(b)(i)];

(b) assessment of prisoners in respect of Section 42 and Section 43 applications; and,

(c) treatment within the prisons.

The regional forensic service in the prisons will include:

pharmacology;

behavioural programmes;

psychotherapy, both group and individual;

alcohol and drug related programmes;

occupational therapy, social skills, living skills, occupational skills;
education;

anger management;

sexual counselling in respect of incest, sex abuse etc;

taha Maori.

The service will further provide:
* liaison with the probation service in cases where a prisoner has been, or is still, within the care of
the regional forensic service;

* assessment by the multidisciplinary forensic team and the provision of reports while on bail
[Section 121(2){a)];
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PRISON FORENSIC SERVICES

General Principles

(a) Forensic psychiatry will be conducted
within the prisons by the regional forensic
service.

{b) The service will be an “outpatient”
one, with patients returning to their prison
wing after treatment,

(c) 24 hour “respite beds” will be available
in the prison hospital wing for a maximum of
three days, after which the patient will be
transferred to the appropriate hospital psychi-
atric facility in the event of longer treatment
being required.

Regional Forensic Service Facilities Re-
quired in Prison

(a) An administration office.

(b) Individual interview rooms.

(¢} Large all-purpose rooms.

(d) Occupational therapy centre; a large
room for leisure skills programmes; flat includ-
ing kitchen, bathroom, toilet and bedroom for
living skills.

(e)School room and library..

The numbers and size of each facility willbe
determined ,in the main, by the capacity of the
prison.

Staff

The regional forensic service staff to the
prison will be additional to any health care staff
already employed and will consist of members
of the forensic multidisciplinary team and visit-
ing kaumatua and cultural experts. The team
will liaise with visiting physicians, general
practitioners and the probation service as ap-
propriate to the management needs of each
case. Prison officers will be on a rotation roster
through the unit to gain experience in forensic
psychiatry and innursing techniques generally.

Regional forensic service staff will also be
on a rotation roster through the prison service
from the regional medium secure unit in order
to prevent “stagnation”. The present Justice
Department health care staff e.g. psychologists,
where appropriate, may become part of the
regional forensic service staff.

Types of Disorder
It is expected that a full cross section of

Term of Reference (e)

psychiatricdisorders will presentin prison from
time to time, among them being:

- schizophrenia,

- bipolar affective disorder,

- endogenous and reactive depression,
personality disorders,
sexual offenders,
alcohol/substance abusers,

- borderline intelligence, some of whom
will constitute the “inadequates”,

- prisoners with cultural distress.

Incentives in Prison

As an incentive to joining programmes,
participation may warrant a strong recomimen-
dation for earlier release by the regional foren-
sic psychiatric service team to the Parole Board.
Some prison staff may view with a measure of
cynicism the degree of commitment by some
prisoners to programmes with early discharge
as an incentive to participation. We do not.

Administration

(a) Prison officers should not be asked to
serve the dual function of containment and
therapy.

(b) Prison officers should be on a rotation
roster through the forensic prison unit to gain
experience in the psychiatric area, to promote
mutual support of the two work forces through
shared experience, and to share skills and facili-
tate communication.

(c) The prison superintendent controls the
prison. Attendance is at the discretion of the
superintendent.

(d) Subject to (c) above, the therapeutic day
programmeshould beindependentof the prison
programme and should be regarded as being
part of the regional forensic service.

(e} The regional forensic service is a psychi-
atric service. Its presence in prison should not
restrictor detractfromthedevelopmentof other
services, e.g. education, cultural programmes
etc.

Discharge and After Care

The regional forensic service will be con-
cerned only with people who have been pa-
tients during their prison incarceration.

In its report to the Prison’s Parole Board, the
regional forensic service may recommend after
care on a mandatory basis as a condition of
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parole. This may be to the general community
psychiatric service or to the forensic commu-
nity psychiatric service. A range of support
would be available, from extensive care, (hos-
tel, day hospital) through to minimal care. The
provision of care by the regional forensic serv-
ices may be shared with that offered by the
probation service, The regional forensic service

will have access to general community psychi-
atric services as necessary.

The regional forensic service may recom-
mend that a prisoner be discharged with no
psychiatric follow up.

Alcohol substanceabuserscould bereferred
to the appropriate community based service.

C. FORENSIC COMMUNITY SERVICE

Interlock with General Community Serv-
ice

In our opinion, aregional forensic service
must interlock with the community psychiat-
ric service. Wherever possible, patients dis-
charged from the forensic service should use
the general facilities available in the commu-
nity, (Figure 5) This will be of particular im-
portance in areas gutside of the
cities where regional secure
units will be based, as special-
ized forensic community serv-
ices will be costly and difficult
to mount in all areas.

Good community care has
been shown to prevent rehospi-
talization amongst people with
psychiatric disorders. It is a rea-
sonable conclusion that good
community care can also prevent reoffending.
This was the position taken by the Richmond
Fellowship Inquiry in the United Kingdom into
Community Care, 1983. It was found that, for
the mentally disordered offender, the first year
after release is the crucial time, when proper
provisions for gfadual rehabilitation can re-
duce the risk of recidivism.

People with experience in both psychiatry
and the forensic area told us of the need to have
close contacts with community psychiatric serv-
ices. A small population of mentally ill offend-
ers who wereliable to be lost to services run the
risk of reoffending unléss supported in the
community.

A Pattern for Concern
The practice that caused most concern in-

volved patients who went from service to serv-
ice and were transferred from one clinical team
toanother. Aseach new team took over the care
of the patient, it ran the risk of not being given
enough information about his/her behaviour
patterns. Consequently, the teammembers may
be somewhat relaxed in their oversight of the
patient to the extent that they were unable to

recognize the signs which would

indicate the onset of a violent

episode.Dr Basil James, Director

gOOd Communlty of Mental Health, Professor Paul
care can also

prevent
reoffending

Mullen of the Department of
Psychological Medicinein Dune-
din Hospital, and many other
clinicians who spoke to us, said .
thatitwasimportant that the after
care be managed by the same
clinical team which had managed
that patient within the hospital or prison

Specific Facilities Required

Dr A ] Taylor,a psychiatrist in Auckland,
expressed concern at the lack of community
care for mentally ill offenders discharged into
the community. Hissuggestionisthataseries of
two or more hostels be developed to rehabili-
tate the more disturbed, socially inappropriate
patients on a step by step basis, instead of
discharging patients to an inadequate commu-
nity service. The Richmond Fellowship, in its
submission, cautioned us against discharging
special patients into community facilities un-
less the staff in those facilities have been quali-
fied to accept full responsibility for their care.

Forensic psychiatrists in the United King-
dom, told us that outreach into the community
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was of paramount importance, and that re-
gional secure units could only function effec-
tively if a comprehensive community care serv-
ice was also in operation. In the South East
Thames Region we asked experienced health
professionals to identify the major mistakes in
the planning of forensic services. Several com-
mented that the importance of developing
community services had been grossly underes-
timated. Dr James MacKeith probably best
summed up the general view when he said,

“webelieve we need muchangmented, well
staffed and sophisticated staff to manage men-
tally abnormal offenders in the community.
Without that our turnover (in the medium se-
cure unit) drops and when our turnover drops
our cost effectiveness drops because it is very
expensive to keep a patient in this type of unit.
If the discharge of a patient is delayed by even
afew months, we end up spending real money.
It costs approximately £40,000.00 each year to
maintain a patient in this unit.”

Dr MacKeith and many others firmly
supported the concept of community services
being developed in conjunction with medium
secure units. Dr MacKeith is not only a senior
consultant forensic psychiairist but he has
also had considerable experience in the estab-
lishment and management of regional secure
units. We place considerable importance on
his views.

Examples in the United Kingdom

We were able to see two units where a
comprehensive community service was pro-
vided. The first was the Knowle Unit, in the
Southampton region.

This regional secure unit has a comprehen-
sive rehabilitation service developed within the
unit. As well as the medium secure service for
patients who require containment, it also has a
wing which isunlocked, and where patientsare
given graded parole into the community. After
a period of supervision, and escorted excur-
sions into the community, the patient earns the
right to go unattended to the local village, The
programme includes the opportunity to live in
an independent flat (still within the RSU com-
plex) for a period. The forensic team also main-
tains a community house where patients can
live before moving beyond the forensic services
to the general psychiatric services. We spoke to
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patients who were participating in this' pro-
gramme, and were told of the benefits that they
receive. Thelongerperiod of rehabilitation, and
the intensive follow up, was very supportive.
Orne young man said,

“Thave been in and out of psychiatric hospi-
tals for the past ten years, and havealways, once
in the community, refused to cooperate in after-
care programmes because I have not been con-
vinced of the benefits to me. With the quality of
caregiven, and the degreeof educationgiven o
me, I can now see that it is in my interests to
cooperate with this service.”

Not all patients from the Knowle Unit went
into this service. The unit director, Dr Malcolm
Faulk, was very closely involved with the nearby
community psychiatric service in Southamp-
ton, and many of his patients were discharged
to this alternative.

In Cane Hill, in London, a part of the South
East Thames service, the regional secure unit
staff areclosely involved with thelocal commu-
nity, with staff of all disciplines going out into
the community and supporting patients in an
ongoing basis after discharge. Liaison is main-
tained with the local prisons, and, on a fairly
regular basis, staff go to the prisons to conduct
treatment programmesand to assess theprogess
being made by the participants.

The Need for Long Term Forensic Care

Forensic psychiatric staff in the United
Kingdom were adamant that the care of unpre-
dictable patients who had offended in the past
and who might be expected to offend in the
future, should notbeleft to those services which
had been developed for non-offending patients
in the community. We were told that, if this
happens, there is a real risk of the offending
patients receiving a less intensive follow-up
than is necessary. There is a need for coopera-
tion and integration between the community
and forensic psychiatric services. There is a
small population of patients who wili be under
the care of the regional forensic team within
hospitals and prisons, and who will need to
remain under the care of the forensic team for
prolonged periods. Indeed, it may be that these
patientsarein the care of those teams for therest
of their lives. :
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Recommendation

WERECOMMEND that a comprehensive
community service be developed as partof the
regional forensic service,

The range of services provided in the com-
munity by the regional forensic team will paral-
lel the range of services provided to the wider
psychiatric populationbut on a smailer scale. In
some areas, particularly in those areas remote
from the metropolitan centres, the forensic staff
will probably use the facilities developed in the
comnunity for the wider population.

The Key Worker
" The crucial feature of an efficient forensic
community programme is conti-
nuity of care. Each patient willbe

other sectors of the psychiatric service as being
services for the bad. Nonetheless, the notoriety
of the patients, and the difficulties of follow up
outlined above, demand that this delicate prob-
lem be addressed. While we believe that, in a
large number of cases, discharge of patientsinto
facilities which exist for the general psychiatric
population will be not only possible but desir-
able, itis clear that for some patients alternative
services may be necessary.

WE RECOMMEND that the regional fo-
rensic service develop hostel places for the
rehabilitation of mentally ill offenders into
the community,

In the larger cities it may be necessary and
desirable to establish one or more hostels espe-
cially for, and operated by, the regional forensic

service, Weseeplacementin these
hostelsasa temporary placement

allocated a key worker who will The crucial feature only, and a preliminary step as

bea member of the forensic team.,
The key worker has a responsi-
bility to inform the patient of the
support systems which are avail-
able to him or her. Home visits and support of
the patient, his/her family and networks by
member/sof the multidisciplinary team will be
anintegral part of follow up in the community.
" It will be important from the outset that the
key worker establish a close and supportive re-
lationship with the patientin the inpatient facil-
ity and before the patient is discharged into the
community. It is equally important for the key
worker to maintain that supportive relation-
ship while the patient remains under forensic
community care,

On occasions, it may be advantageous for
the patient to return from the community base
to participate in day programmes in the re-
gional secure unit which may be of benefit to
him/her. We believe that, particularly in the
transition phase ‘from inpatient to outpatient
care, the option of being able to participate in
such programmes will be of significant benefit
to the patient.

Recommendation Regarding Hostel Ac-
commodation

We are reluctant to recommend the devel-
opment of community services specifically for
mentally ill offenders, as there is a risk of these
being perceived by both the community and

part of an active rehabilitation

... i8 continuity of [ e whichwillultimately

providenormal accommodation.
In some of the more remote
areas in New Zealand, it may not be economi-
cally viable to provide hostel accommodation
because of the small number of patients in-
volved. In those circumstances it will be impor-
tant for the regional forensic service to develop
a close liaison with the community based psy-
chiatric service so that its facilities and services
can be utilized to ensure close supervision of
forensic patients.

The Principle of Normality

We can envisage that, under some circum-
stances, it may be necessary to detain a patient
in hospital for a longer than usual period to
ensure that his/her mental state has stabilized
sufficiently so as to enable him/her to be main-
tained in the more open non-forensic commau-
nity service.

We want to make it clear that, in all cases,
psychiatric patients who move into the comunu-
nity should not be isolated from the general
population. All such patients should be accom- .
modated in the most normal facilities possible.
We believe that this will be a small but signifi-
cant step to overcome the ongoing stigmatiza-
tionand isolation of mentallyill offenders which
unfortunately seems to have become an unde-
sirable characteristic of our sodiety.
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ExLety

Term of Reference (e}

MANAGEMENT OF PATIENTS WITHIN
THE REGIONAL FORENSIC SERVICE

Patients referred to the forensic service will be managed on the basis of
clinical presentation and in the least restrictive circumstances possible.

REGISTER

A register will be kept of all patients in the
care of the forensic service. That register will
record information regarding:

(a} location of the patient within the serv-
ice;

(b} mental state of the patient;

(¢} current management of the patient.

Registration of a patient will occur when he
or she is first admitted into the forensic service,
and will be updated at six monthly intervals
and on those occasions when the patient moves
to another locality or facility. For example, if a
patient is transferred from the medium secure
unitto the community forensic service, an entry
to that effect will be made.

Access to the register will be restricted to
forensic service staff, the Director of Mental
Health and to those persons who are entitled to
access through formal legal processes. It is
imperative that the register be updated as de-
scribed above until such time as a patient is
discharged from the forensic service.

MANAGEMENT OF PATIENTS IN THE
HOSPITAL SERVICE

A referral from other hospital services to the
forensic service may lead to a transfer to any of
the following:

(a) the medium secure unif;

(b the minimum secure unit;

(¢} the national maximum secure unit at
Lake Alice; _

(d) community psychiatric services either
forensic or general community.

The forensic service will decide who will be
transferred into the medium secure unif or the
minimum secure unit, It will also deal with
requests for transfer from the forensicservice to
the national maximum secure unit. In the latter

case, it will assess the patient and advise the
Director of Mental Health on the clinical aspects
of the case. _

An agreed transfer from a more secure to a
less secure facility within the forensic service
will be on a trial basis for a period. of eight
weeks. If, during that period, the patient’s con-
dition deteriorates, he or she may be returned to
the more secure facility. The decision whether
to return a patient to a more secure facility will
be the result of consultation and negotiation
between each clinical team involved in the care
of the patient. The objective will be to ensure
that the patientisappropriately placed and that
this is a collective decision following consulta-
tion, assessment, negotiation and review.

A similar eight week trial period and con-
sultation and negotiation process will operate
when there has been an agreed transfer of a
patient from the National Maximum Secure
Unit to a facility within the regional forensic
service. : :

In cases involving an agreed transfer to a
facility not forming part of the forensic service,
thenasimilar eight week trial period will apply.
In such cases consultation and negotiation will
occur between the forensic team and the team
outside the forensic service. '

MANAGEMENT OF PATIENTS FROM
THE JUSTICE DEPARTMENT

(i) From the Courts

Where a Judge is contemplating a remand
for a psychiatric report under Section 121 of the
Criminal Justice Act 1985, he/she may request
an immediate assessment by a member of the
forensic team seconded to work in the Court.
One purpose of this assessment will be to rec-
ommend where the formal psychiatric assess-
ment should be carried out. The options are:

(a) remand as an outpatient on bail [Section
1212)@)};
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(b) remand as an inpatient in the forensic
hospital service [Section 121(2)(b)(iD));
(c) remand in prison [Section 121Q2)b){)].

We comment briefly on each option.

(a) Section 121(2)a) (on bail).
The forensic service will provide a psychiat-
ric report based on an outpatient assessment.

(b) Section 121Q2)(b)(i) (in hospital).

The remandee will be placed in the hospital
facility appropriate to his clinical conditionand
after consideration of his known criminal be-
haviour. In some cases, that may mean place-
mentinanacuteopenpsychiatrichospital ward.

FIGURE 3
REMAND FOR PSYCHIATRIC REPORT

COURT

m

Releoased on Ball for
Report

Section 1210

3]

QOPTIONS

b

Nonetheless, the assessment remains the re-
sponsibility of the forensic service, and man-
agement of the remandee while in hospital is
similarly the responsibility of the forensic serv-
ice.

(c} Section 121(2)(bXi) (in prison).

Information regarding the remandee’s cir-
cumstances will be provided to the forensic
service either by the team member seconded to
work in the courts or by the prison service.
Examination and assessment of the remandee
will be carried out by arrangement with the
prison superintendent. Wherever possible, a
psychiatric report should be expedited without
delay.

Assessment In Court by member of
Reglonal Forensic Team

If recommendation for
Psychiatric Assessment

&)

Remeond to Penal
Institution
Seciion 121(2Xb){H)

Remand to Hospital
i Section 121G

COURT HAS DISCRETION WHETHER TO ACCEFT RECOMMENDATION

CPTION 1 MOST PREFERRED:

CPTION 2 NEXT PREFERRED
CPTION 3 LEAST PREFERRED
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(ii) In the Prisons

The range of facilities to be developed in the
prisons by the forensic service have been de-
scribed elsewhere in this report. When a pris-
oner isreferred to the forensicservice forassess-
ment, he or she may remain as an outpatient
within the prison psychiatric service or, if the
conditionrequires hospitalization, may be trans-
ferred under Sections 42 or 43 Mental Health
Act 1969. In the latter case, the prisoner will be
placed in either the medium secure unit or
application may be made to the Director of
Mental Health for a transfer to the maximum
secure unit. Whether the patient is managed
within the prison service or the hospital facili-
ties of the forensic service, responsibility stll
remains with the forensic service.

Whena prisoneris due forrelease, the foren-
sic service may recommend, as a condition of
parole, thatareferral be made to the community
general psychiatric service or the forensic com-
munity service. We envisage that the forensic
community service would continue its involve-
ment with the patient in those cases where
ongoing close scrutiny is required. There may
also be circumstances where the forensic tearn
recommends that a prisoner be transferred to
the minimum secure unit.

It needs to be clearly understood that the
regional forensic service will not operate a
“catch-all” psychiatric service for ex-prisoners
who may become psychiatrically disabled fol-
lowing release from prison.

Only those patients who have been treated
by the forensic service while in prison will be
entitled to follow-up services on discharge.

Term of Reference (e)

MANAGEMENT OFPATIENTS WITHIN
THE COMMUNITY

The forensic community service will liaise
closely with community psychiatric services,
psychiatrichospitals and general hospitals. This
service will take the form of specialist opinion,
advice and support for the management of
patients who are not in the care of the forensic
service.

Insomecasesa comumunity psychiatric team
may ask the forensic team to provide specialist
care for a patient. The forensic team may: (a)
provide advice but leave the management of
the patient to the general psychiatric service or
(b) accept a transfer of the patient into the
forensic community service.

In some cases the forensic team may ask the
community psychiatric services to manage fo-
rensic patients who have been discharged ei-
ther from prison or hospital. If that is agreed to,
then in such cases the eight week trial period,
and the consultation and negotiation process
already described, will apply.

Geographical limitations and the small
centres of population in New Zealand may
mean that some forensic patients in the more
remote areas of the country cannot be ade-
quately cared for by the forensic team. The
arrangements outlined above will make it pos-
sible for the normal community psychiatric
services to maintain a forensic patient but in
liaison with, and possibly support from, the
regional forensic psychiatric team.

SPECIALIST TRAINING IN FORENSIC PSYCHIATRY

A specialist training programume for foren-
sic psychiatrists will need to be set up in New
Zealand. The criteria for entry into the training
programme will be general adult psychiatric
qualifications or part 1 RANZCP. Considera-
tion should be given to similar training pro-
gramumes overseas. We recommend that there
be further consultation between the Director of
Mental Health, the Royal Australian and New
Zealand College of Psychiatrists and psychiat-

ric academic units throughout New Zealand to
determine the contentand duration of this train-
ing programme.

Attheend of training in forensic psychiatry,
thetraineeshould havecompetenceintheseven
basic skills of that discipline:

1. theassessmentof behaviouralabnormali-
ties;

2. the writing of reports for Courts and
Lawyers;
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3. the giving of evidence in Court;

4. understanding and using security as a
means of control and treatment;

5. the treatment of chronic disorders, espe-
cially those which exhibit behavioural prob-
lems, such as severe psychosis and personality
disorders;

6. a knowledge of mental health law;

7. skill in the psychological treatment (par-
ticularly psychotherapy) of behaviour disor-
ders.

The trained forensic psychiatrist should be
able to take full clinical charge of forensic clini-
cal services in several settings, including outpa-
tients, inpatients, security and juvenile services.
In addition, the forensic psychiatrist should

haveexpert knowledge of all therelevant litera-
ture, be able to teach the skills of forensic psy-
chiatry to junior medical and para medical staff
and be able to conduct research.

There should be experience of all treatment
methods, (physical, behavioural and psychoth-
erapeutical) which are employed in these set-
tings, with a special emphasis on the manage-
ment of behaviour disorder. Special emphasis
should also be given to the importance of psy-
chotherapy, especially long-term support psy-
chotherapy, and to the management of chronic
patients. Experience should be obtained inadult
prisons, and servicesmanaging juvenile offend-
ers. Liaison with the probation serviceisimpor-
tant.

COMMENT AND RECOMMENDATIONS

Several of the recommendations below have already been referred to in the text of this report.

Our objectiveis torecommend the ground rules for the establishment of a high quality comprehensive
regional forensic psychiatric service. If our recommendations are adopted, then inevitably variations in
< theservice will arise fromregion to region. For example it may not be possible to provide a comprehensive
service to prisons inremote areas. Webelieve however that the service we propose will be flexible enough
to allow for local variations whilst preserving the essential features of the forensic service.

We are particularly mindful of the cost involved in establishing and running a regional forensic
service. It will not be cheap.

Nonetheless the provision of facilities and services for psychiatric patients is a problem which must
be faced not only in human terms but also in financial terms.
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1. THEREGIONAL FORENSIC PSYCHIATRIC SERVICE
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We recommend the establishment of a Regional Forensic Psychiatric Service to provide:

A A SERVICE TO THE HOSPITALS
(i) In the medium secure unit;
(ii} In the minimum secure unit:

B A SERVICE TO THE JUSTICE DEPARTMENT
(i) In the courts;
(ii)  In the prisons:

C A FORENSIC COMMUNITY SERVICE
(iy  For outpatients;
(ii) Aftercare:

RN L B T

g D A LIAISON SERVICE TO THE GENERAL PSYCHIATRIC SERVICES
(i)  Psychiatric hospitals; ,
i (ii) Community psychiatric service.
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We recommend the establishment of five forensic regions centred on Auckland, Hamilton, Welling-
ton, Christchurch and Dunedin. The Hospital Board / Area Health Board based in each of those cities will
be responsible for establishing and administering the service in its region.

The boundaries of each of the five regions will be determined by the Hospital Boards/Area Health
Boards in consultation with the Director of Mental Health.

Werecommend that the regional forensic psychiatric service be fully established and in operation not
later than 31 December 1991.

We envisage that planning, funding, staff recruitment and training and the provision of facilities will
proceed at a rate which will ensure the development of a comprehensive service by that date.

(i) Administration and Staff

We recommend that each regional forensic service be headed by a Director of Forensic Services who
will be accountable to the Director of Psychiatric Services. He/she will be responsible for the establish-
mentof amultidisciplinary team in adequate numbersso as to provide a high quality forensicservice. He/
she will also be responsible for ongoing in-service education of staff.

We recommend that the Director of each regional forensic service be granted an adequate annual
budget to ensure the development and maintenance of a high quality forensic service. -
That budget will be negotiated with the Director of Psychiatric Services.

Werecommend that male and female staff be employed in the regional forensic service and that they
work on a rotation roster so that time is spent in all sectors of the service, i.e. the medium secure unit, the
minimum secure unit, courts, the prisons and the community and liaison services.

We recommend that multidisciplinary teams include people with professional qualifications in
psychiatry, psychology, nursing, social work, occupational therapy and physiotherapy and people who
are skilled in taha Maori or other cultural perspectives appropriate to the population being served.

We recommend that staff in the regional forensic service be encouraged to participate in control and
restraint technique courses. :

(if} Patients

We recommenid that patients be referred to the regional forensic service from the following sources:
1. community psychiatric services;

2. general psychiatric services;

3. the prisons on the recommendation of the prison medical officer;

4. the courts;

5. the National Maximum Security unit at Lake Alice.

We recommend that entry info all sectors of the forensic psychiatric service be determined by the
multidisciplinary team on the basis of clinical assessment.

We recommend that a register be kept of all patients in the care of the forensic service. The register
will record information regarding;:

(a) location of the patient within the service;

(b) mental state of the patient;

(c) current management-of the patient.

Registration of a patient will occur when he/she s first admitted in to the forensic service and will be

The Forensic Psychiafric Service « 129




EEEEET

updated at six monthly intervals and on those occasions when the patient moves to another locality or
facility.

We recommend that access to the register be restricted to forensic service staff, the Director of Mental
Health and to those persons who are entitled to access through formal legal processes.

Werecommend thatall patients who enter the regional forensic service be cared for and treated in the
least restrictive circumstances possible.

We recommend that, wherever possible, the same clinical team should care for the patient through
the various stages of residential and community treatment.

We recommend that a key worker be allocated to each patient admitted to the regional forensic
service,

The principle function of the key worker will be to provide support for the patient, to plan a treatment
programme in consultation with the patientand other membersof the multidisciplinary teamand to liaise
with the patient and the multidisciplinary team.

We recommend that an agreed patient transfer to or from a sector of the regional forensic service be
undertaken on a trial basis for a period of eight weeks.

If during that period the patient’s condition deteriorates, the patient may be returned to the facility
or service from whence he/she came.

We envisage that the decision whether to return a patient will be a collective decision following
consultation, assessment, negotiation and review between each clinical team involved in the care of the
patient.

2. MEDIUM SECURE UNITS

We recommend that two medium secure units be established in Auckland, one in Hamilton, one in
Wellington and one in Christchurch.
Each unit will consist of 15 beds with provision for two additional “emergency beds”.

We recommend that the need for a medium secure unit in Dunedin be kept under review.

We recommend that each medium secure unit be stand alone, and purpose built and designed so0 as
to achieve physical security for the patients but in a way which is neither all-pervading nor counterpro-
ductive to effective treatment.

Werecommend that professional consultants be employed to advise on the design of the unitand the
furniture, furnishings and interior decor of each unit.

We recommend that during the planning phase of medium secure units there be wide consultation
with design personnel, nurses, psychiatrists and other para-medical staff.

We recommend that medium secure units offer specialized assessment, treatment and rehabilitation
to carefully selected patients. These patients will:

1. require treatment in varied and adjustable levels of security as identified by each patient’s
individual needs;

2. will benefit fromanintensive and carefully planned programme of care ranging from several weeks
to approximately two years;
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3. will not be considered an immediate danger to themselves or to the general public should they
absent themselves without permission.

We recommend that medium secure units admit male and female offender and non-offender patients
who do not require maximum security but who nonetheless are not suitable for treatment under the open
conditions obtaining in psychiatric hospitals.

Such patients will be those who are severely disruptive, who exhibit dangerous behaviour, who may
be mentally ill or mentally handicapped or who suffer from psychopathic or severe personality disorder.

We recommend that the staff to patient ratio in medium secure units be negotiated in the range of 2
t0 2.8 nurses for each patient.

We envisage that appropriate architecture and electronic security will complement the staff levels to
ensure a high level of security.

We recommend the development of non-repressive and non-punitive programmes by staff working
in medium secure units.

Such programmes will take into account the age, intelligence, previous education and psychosocial
background of the patient as well as the extent to which his/her potential has been impaired by mental
disorder. Attention will need to be given to the ethnic and cultural background of the patient.

All caring and treatment programmes in the units will be the outcome of study and conference
between patient and ward staff.

3. MINIMUM SECURE UNITS

Werecommend that an audit be undertaken by the regional forensic service to determine the number
of minimum secure units required in New Zealand.

Pending that audit, we recommend that units be established in Auckland, Hamilton, Wellington,
Christchurch and Dunedin.

The units must not be isolated either from the general population or hospital services and will cater
for not more than 30 patients each.

We recommend that minimum secure units cater for that group of mentally disordered persons who
may not be willing to accept care voluntarily but whose conditions may not be treatable except ona long
term basis and who could not cope adequately if discharged from hospital.

This group will contain the socially inadequate for whom the concept of “asylum” is still valid. It will
alsoinclude some people who are too disruptive to managein the community or in the general psychiatric
hospital.

We recommend that long term active rehabilitation programmes be undertaken in minimum secure
units.

4, PRISON SERVICE

We recommend that the forensic service in prisons be conducted on an outpatient basis. Inmates will
return to the prison wing following treatment.

We recommend that the forensic facilities in prisons include some or all of the following:

1. an administration office;

2. individual interview rooms;

3. large all-purpose rooms;

4. occupational therapy centre; a large room for leisure skills programmes; flat including kitchen,
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bathroom, toilet and bedroom for living skills;
5. school room and library.
The numbers and size of each facility will be determined in the main by the prison capacity.

Werecommend thatrespite beds be made available to the forensic service in the prison hospital wing.

If a prisoner requires continuing treatment beyond three days he/she will be transferred toa psychiatric
hospital.

We recommend that forensic service staff in the prisons be additional to other health care staff. The
forensic staff will comprise members of the multidisciplinary team and invited kaumnatua and cultural
advisers.

We recommend that prison superintendents be given an unfettered discretion in deciding whether
a prisoner may participate in programmes conducted by the forensic service in the prison.
We envisage that this discretion will be exercised after consuliation with forensic service personnel.

We recommend that prison officers be rostered to work in prison forensic units to gain experience in
the general aspects of forensic psychiatry including nursing techniques.

We recommend that the regional forensic team be authorized to make recommendations to the
Prisons Parole Board regarding the post release care of any prisoner in the care of the forensic service.

We recommend that only those prisoners in the care of the regional forensic service will be entitled
to after care following release from prison.

5. COMMUNITY AND LIAISON SERVICE

We recommend that a comprehensive community service be developed as part of the regional
forensic service.

There will be aneed for cooperation and integration between the community and forensic psychiatric
services.

Weenvisage that patients discharged from the forensic service will use the general facilities available
in the community and that the forensic service will care for and treat those patients who need intensive
follow-up.

We recommend that the regional forensic service develop hostel places for the rehabilitation of
mentally ill offenders in to the community.

We envisage that these hostels will be used to rehabilitate the more disturbed, socially inappropriate
patients on a step by step basis with a view to eventual discharge in to the community.

6. FUNDING

We see no real or immediate prospect of Hospital Boards/ Area Health Boards being able to fund the
forensic service we have proposed.

Werecommend that there bea direct allocation of Government funds overa three year period to meet
the capital costs of planning and establishing the medium secure units, the minimum secure units the
facilities in the prison service and the facilities in the community forensic service.

We recommend that the cost of running each regional forensic service be funded by a direct
Government allocation to the appropriate Area Health Board / Hospital Board fora 3 year period ending
31 December 1991.
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7. TRAINING

We recommend that there be consultation between the Director of Mental Health, the Royal
Australian and New Zealand College of Psychiatrists and psychiatric academic units to determine the
content duration and implementation of a specialist training programme for forensic psychiatrists.

We recommend that overseas personnel experienced in forensic psychiatry and in the planning,
establishment and management of forensic psychiatric services be invited to New Zealand to advise on
suitable training programmes and theimplementation of the forensic service in thiscountry. Ideally some
personnel would have skills in teaching control and restraint techniques.

We recommend that New Zealand personnel visit established overseas forensic services to develop
clinical expertise in all aspects of forensic psychiatry.

We envisage that those persons would be bonded to work in the New Zealand forensic service foran
agreed period on their return.

The bond would include an obligation to train New Zealand staff.

The selected personnel will include psychiatrists, senior psychiatric registrars and clinical nursing
staff.

8. FOLLOW UP

We recommend the appointment of a Commissioner to liaise with the Hospital Boards/Area Health
Boards in planning and establishing the regional forensic psychiatric service. That appointment will be
for a three year period ending 31 December 1991. The quahflcatlons of the Commlsswner have been
referred to in Part 1 of this report.

We envisage that the Commissioner will carry out his/ her duties in an unobstructive and supportive
manner and will make sure:

1. that action is taken to ensure that a high quality, comprehensive forensic psychiatric service is
operating not later than 31 December 1991;

2. that inappropriate action is not taken by Hospital Boards/Area Health Boards;

3. that tagged Government funding for the capital and running costs of the forensic'service is spent
for the purposes for which it is allocated.
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BACKGROUND

In his paper entitled, The New Zealand
Lunatic Asylum; Conception and Misconcep-
tion, Warwick Brunton of the Department of
Health describes the history of the develop-
ment of the lunatic asylum from the mid nine-
teenth century in New Zealand. He identifies
the 1876 change in funding and administration
of the eight asylums as being significant in
leading toa rapid increase in admissions, as the
result of what Max Abbott (1987) describes as,

“a strong tendency to throw every case that

could be brought within the general defini-

tion of insanity off the Iocal wages and into
the general taxation of the colony.”
Asylums were initially viewed to be hu-
mane and effective alternatives for the mentally
ill to the workhouses, poverty, and other conse-
quences of the industrial revolution. They were
small, and fostered a home-like environment
where patients were cared for with paternalistic
affection, which nonetheless allowed for a
quality of life some people had not been able to
achieve in the wider community. They devel-
oped an optimismin the care for theinsane, and
examination of the papers from the asylums
relating to this period of time shows that this
optimism was well placed. (Brunton 1987)
Because of the prolonged economic depres-
sion, and reorganization of social servicesin the
mid 1870's, the eight asylums were taken over
by the Government. Atthe sametime, there was
a dislocation of the asylums from other hospi-
tals and charitable trusts. All asylum patients
were committed by court order, and the asy-
lums had no alternative but to accept patients
who were refused by other facilities. The psy-
chogeriatric, the mentally handicapped, and
patients with other conditions which were dif-
ficult to control and manage, were admitted.

Many of these patients were unsupported
by family or cormumunity networks. As the bur-
den of home care for the poor became intoler-
able in a time of economic depression, many
people were cornmitted to the asylums by their
relatives. The asylums, which had been hu-
mane and effective alternatives for the care of
the mentally ill, became large, physically iso-
lated institutions which were little more than
great crowded warehouses of despair.

In the early 1900s, over 90% of the patients
were deemed incurable, and, at the peak of
institutionalization, 499 per 100,000 of the gen-
eral population were inpatients (Abbott 1987).
The community attitude was one of suspicion
and fear, and asa response to demands fromthe
community, new institutions were placed in
isolated areas, and had higher walls.

Periodic public outcry about deplorable
conditions set the stage for deinstitutionaliza-
tion. Other significant factors that helped the
process were:

» the recognition that hospitalization labelled
a group as separate; produced stigma, fostered
chronicity and promoted symptoms and inter-
actions based on the sick role;

* the introduction of antipsychotic drugs,
which alleviated many distressing psychotic
symptoms;

* thecivilrightsmovementquestioned whether
it is ethically permissible to lock people away
for the rest of their lives {Diamond 1987};

+ better pay, training, and working conditions
for hospital workers, which forced improved
standards and expectations of better care, and
elevated the cost of running the asylums; and
* the international development of a trend
towards deinstitutionalization, the movement
of the care of the mentally ill into the commu-
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nity, and closure of the large hospitals.

The Joint Commission on Mental Illness and
Health was formed in 1955, and its recommen-
dations for community alternatives to state
hospitals were published in 1961. As a result of
theserecommendations, patients who formerly
would have been hospitalized for prolonged
periods were able to return to the community
following a relatively short stay in hospital.
Parliament ensured that the mentally ill should
be ireated in the least restrictive setting, and the
criteria forinvoluntary hospitalization wastight-
ened. (Mental Health Act, 1969)

Although the emphasis on community care
did not come into prominence in New Zealand
until the 197('s, patient numbers have decreased
since 1945, For the first 20 years from 1945 to
1965, inpatient numbers reduced from approxi-
mately 500 to400 per 100,000. During the past 20
years however, they have dropped more dra-

matically, to approximately 200 per 100,000 in
1984. This reduction of inpatient numbers is
comparable with changes in many other west-
ern countries but less than that of the United
States. (Abbott 1987). .

Anew patternof management of psychiatric
patients has emerged. We now have a signifi-
cant number of discharges back into the com-
munity and a high readmission rate to the psy-
chiatric hospitals (See Appendix 1). In 1979, in
New South Wales, more than two thirds of all
admissions were readmissions. The experience
at Carrington Hospital, especially those wards
which serve the central city, has beerysimilar.

Therefore, although bed numbers have
dramatically reduced, this has not been be-
cause of fewer patient admissions but rather
because of dramatically shortened hospital
stays. The average stay is now less than one
month. :

THE REVOLVING DOOR CYCLE

admissicn, sympioms
resofved or minimized

acute sympioms

move house, refuse medicines,

abscond from supervision
including dactor / P.D.N,
(Exerclse negative
‘down power?

N

self medication attempts
{chug, alcchol abuse)

discharge

T~

percelved rolelessness,
no adequate continuity structure

helplessness, boredom,
perceived powerlessness.isolation

focus attention on
Hiness symptoms,
especially psycholic

review, medication
increcse

increased slde effects,
eg akathesia, )
drowsiness, lethargy,
tardive dyskinesia

e

discomfort, heightened sense
of powerlessness, anger
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THE REVOLVING DOOR

The phrase, ‘therevolving door’, hasbeen
developed to describe the group of patients
whorepeatedly return to hospital. Often, hospi-
tal staff become dispirited by this pattern of
simply placing band-aids on those who need
more intensive care, but for whom they can
provide little more than a brief respite. Dr Chris
Wareing, of Auckland, describes the conse-
quences of this as, )

“(a) a feeling of futility with subsequent
decline in morale;

(b) an awareness of the need to provide
more commamvitnity supports, as learning experi-
ences in the hospital do not generalize to the
cormnunity;

(c) concern at the ethics of acute symptom
suppression when symptoms are a signal of the
nieed for further supports and insignificant life
styles;

(d) alowering of expectations on the part of
both the staff and the patients in spite of every-
body’s best efforts with adverse consequences
for treatments and coping skill effectiveness.”

The consequences of deinstitutionalization
are that:

. large numbers of persons have been
successfully treated withappropriate shortstays
in hospitals, or without hospitalization at all;

« significant numbers of persons who have
been in hospital for prolonged periods have
been successfully discharged from hospitals;

* many patients and former patients have
been less than successfully discharged into the
community, resulting in unsatisfactory stan-
dards of living and readmission; orin offending
against the law leading, not infrequently, to
imprisonment.

Often families and friends are concerned as
to what will happen when a patient returns
home. They are sensitized at the disruption
caused by acute episodes, and the unspoken
thought, “when will he/she do it again”, pre-
vails. (Hoult 1983)

Astheneedsof the patient exceed the coping
capacity of their friends, relatives and social
networks, the patients drift info supervised
boarding homes or rest homes. These may bein
suburbsaway from their ownsupportnetworks,
and often in the absence of any support pro-
grammesor treatment programmes attached to
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the boarding houses.

Patients may therefore be alienated from
friends and famniliar surroundings, and have
the daunting task of establishing new relation-
shipsinanew environment at a time when their
disability makes them poorly equipped to do
so. Treatment provided by the outpatient serv-
iceis often restricted to medication and nursing
followup, and any other activities are left to the
patient’s own initiative. This lack of support,
and dislocation from the networks that had
helped them in the past soon results in deterio-
ration and relapse of illness, often leading to
readmission.

This in turn undermines the patient’s con-
fidence in the health services, and in him/
herself. So he/she becomes frapped into the
revolving door cycle, and the psychiatric dis-
ability then becomes well established and
permanent. .

SPECIAL PATIENTS OR ALL PATIENTS?

Inrelation to psychiatric careafter discharge
we were faced immediately with the question
as to whether it was appropriate, or even pos-
sible, to single out special patients as a class.

The Mental Health Foundation enunciated
the problems involved in attempting to isolate
thespecial patient. They pointed out, first, that,

“special patients are a homogeneous group
only in that they share a legal status. In
terms of psychiatric diagnosis or behav-
ioural patterns, they do notnecessarily have
much in common. They have all, at least
once, committed a crime, but so have many
other psychiatric patients (and citizens in
general). When a psychiatric disorder is
thought to be relevant to a crime, conse-
quences can include no action, informal
admission, comunittal under various legal
sections or imprisonment. On the other
hand, there are many prisoners who would
be regarded as suffering from psychiatric
disorders who never come into contact with
psychiatric hospitals for one reason or an-
other.”

Second, there is what they referred to asan
element of arbitrariness in the selection of spe-
cial patients. A patient with a previous history
of offending is more likely to appear before the
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court irrespective of the presence or absence of
symptoms of psychiatric disorder. A patient
with a previous history of psychiatric disorder
would be more likely to be placed ina psychiat-
ricinstitution despite the criminal offence which
had brought himn/her to attention.

The Mental Health Foundation included
institutionalized racism in the list of factors
they considered influenced this arbitrary allo-
cation of patients to the process which would
label them either special patient or civilly com-
mitted patient. Maori were more likely than
non Maori to appear before the courts and be-
come special patients

Our terms of reference require us tolook at
the adequacy of psychiatric care and the provi-
sion of community facilities for special pa-
tients following discharge. We are aware of no
community mental health facilities specifi-
cally for patients of one legal status. We there-
fore decided to examine the psychiatric care
and community facilities available to all psy-
chiatric patients.

SHOULD WE DISCHARGE SPECIAL PA-
TIENTS?

The second question that needs to be ad-
dressed, because it is posed by sections of the
public, is whether special patients should be
discharged at all? Behind this question lies the
prevailing fear of dangerousness and violence.
{See Appendix 2) Having a history of violenceis
not a feature of all special patiends, nor is it
exclusive to special patients. Only a small
number of psychiatric patients present in a
dangerous way. Psychiatric patients without a
history of offending areno morelikely to offend
than the average citizen, Furthermore, the abil-
ity of psychiatrists and mental health profes-
sionalsto predict dangerousnessis veryinaccu-
rate. If a clinician over-predicts, too much
emphasis may be placed on detention for the
safety of the public, and in the process the civil
liberties of the patientmaybe severely infringed.

Research indicates that quality follow up in
the community after discharge can lower the
rate of reoffending. (Bowden 1981 and Acres
1975} We have no doubts that special patients
should be eligible for discharge as is the case for
all other patients.

COMMUNITY VIEWS

Mary O’'Hagan, of Psychiatric Survivors,
gave us a compelling description of what it is
like being a psychiatric survivor within the
community. She described the frustrations of
attempting to set up self help initiatives in the
absence of cooperation and support from ei-
ther the health professionals or the commu-
nity.

“T went to a meeting in South Auckland in

the middle of the year. The residents were

objecting to the Kingseat House being in
their street and they were an ordinary,
upwardly mobile sort of middle class street.

Iwentancnymously, I did notsay who I'was

until theend. There werea coupleof Kingseat

peopie there too.

The people were saying things like, ‘will

you make sure they are locked up at night’,

and, ‘are they going to be allowed to walkin

the street unescorted’. * They have caused a
lot of trouble sitting on the footpath, stand-
ing by the gate....." and these sorts of things.
One person said, “why not put the patients
in the country where they cannot hurt people
and where they have room to wander’; and
one said, ‘our kids will be unsafe. Why
should we have to go outside every minute
to check on them?'. Then another thing that
was said, was, ‘why do these people have to
come here. We are all middle class people
and we have worked hard for what we have
got. Our houses will go down in value and
we will be lucky to sell them'”

The general population appears to have a
very distorted image of psychiatric patients.
This image is influenced by 2 lack of educa-
tion and knowledge of the major psychiatric
disorders, and a misconception that psychiat-
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ric iliness is inextricably linked with danger-
ousness.

The lack of education is compounded by a
source of unintentional education. As Profes-
sor Paul Mullen of the University of Otago
comments, crimes and events involving psy-
chiatric patients that are reported in newspa-
persare those whichare frightening, and which
develop some degree of notoriety. These may
well achieve the purpose of sell-
ing newspapers but do not givea
fair representation of the num-
bers of psychiatric patients who
are supported in the community
withoutecatastrophe. Thereforethe
public develops the perception

“Professionals...
can no longer
rely on the
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towards the mentally ill have not changed
over this substantial period of time. Until
those attitudes do improve, the prevailing
political and professional trends towards
deinstitutionalization and community care
are unlikely to succeed. At best, the large
institutions might be abandoned and the
patients placed in more conveniently lo-
cated new and smaller institutions, Schemes
for integrating patients info the
community will only succeed if
the community has the desire,
the confidence and the skill to
showcareand concern for them.”
“Professionals... can no longer
rely on the comforting assump-

that psychiatric patients are too comforting tion that the modern community
dangerous tobemaintained in the . h is more enlightened and more
community. assumptlon that tolerant about mental health

Psychiatric Survivors also be- the modern matters than in the past. Instead
lieved that the media, in empha- they will have to accept the fact

sizing the spectacular and notori-
ous, were instrumentalin perpetu-
ating the public paranoia that they
perceived existed. The conse-
quenceof thisparanoiais thesense
that psychiatric survivors are
being shut out;

“...we are shut out of jobs,
accommodation, money, all sorts
of opportunities.”

Coupled with this distorted
view of people with psychiatric
iliness, the public has a well developed faith in
theability of health professionals to provide the
necessary care. Psychiatric workers are per-
ceived as committed, concerned people, who
have both the skiils and the responsibility to
provide care for the mentally ill.

In their paper, Green, McCormick, Walkey
and Taylor (1987) re-examined the findings of
an earlier study looking at the attitudes of the
community towards the mentally ill, the care
given to the mentally ill, and the role of the
community in this. Their paper examines atti-
tudesover the 22 year period from 1962 to 1984,
and draws the conclusion that mental patients
are perceived in strongly and persistently
negative ways, and thehealth professionalsare
perceived in the ways outlined above.

“The present authors consider it a rather

sad commentary that community attitudes

community is

more

enlightened and
more tolerant
about mental
health matters

than in the past.”

that fears, ignorance and inade-
quacies of varicus kinds still
prevail. Theonebrightspotfrom
theresearch is that theattitude of
the commumity towards the ‘ ex-
mental patient’ remains steady.
The implications are that once
the mentally ill have recovered,
the community can still be pre-
vailed upon to play a bigger role
in their rehabilitation than be-
fore.”

Mental Health workers, both in New Zea-
land and in the United Kingdom, have ad-
dressed this particularly troublesome issue of
community attitudes. On occasions comimu-
nity initiatives have been stopped, or blocked
for lengthy periods of time, by community
groups using the planning processes of local
government to prevent the development of
initiatives in the vicinity of their community.
Health workers have therefore developed
strategies for anticipating and coping with this
expected opposition. .

In Dunedin, in a process that has been suc-
cessfully adopted, a community facility is set
up and established before consultation with
the local community, in much the same way as
the establishment of any other home proceeds
withoutnotification to the communityatlarge.
Once group homes have been established, the
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key worker for those homes then visits the im-
mediate neighbours.They are informed about
the reasons for establishing the group homes
and generally they are “put in the picture”.
They are given the opportunity to ask ques-
-tionsand areinvited to meet the new residents.
The key worker gives a contact telephone
number to the neighbours who may, at any
time, ask for support and information should
they have any concerns. Calls will be taken at
either office or home. The consequence of this
approach is that no inappropriate complaints
to the key worker have been received over a
period of more than 12 months, and in fact the
neighbourhood commmunities have regularly
visited and supported theresidentsof the group
homes, :

When community facilities for psychiatric
patients were being planned in the Exeter re-
gionof the United Kingdom, the plannersmade
a decision not to approach the community en
masse, but rather to deal with the communrity
in the immediate vicinity of the planned facili-

ties.

Their experience showed that when small
localized groups of people are given informa-
tion and then approached for support, the
results are better than those achieved from the
collective, impersonal structure of large com-
munity meetings. The development of com-
munity services in both Southampton and
Exeter has proceeded very successfully, with-
out developing the negative consequences so
feared by the community at large in New Zea-
land.

The various techniques outlined above
attempt to cope with the reluctance of the
community at large to accept a degree of re-
sponsibility for the support of mentaily ill
people in any setting other than hospitaliza-
tion. The discharge of patients into the com-
munity is well established, and continues to
increase inNew Zealand. The ambivalence of
the general community must be acknowl-
edged and incorporated into any planning for
community based psychiatric services.

RESULTS OF INQUIRY

~ A. COMMUNITY CARE AND THE PROVISION OF FACILITIES
IN NEW ZEALAND

Inconducting ourInquiry, we attempted to examine therange of communify facilities in eachregion,
As described, we have elected to expand our examination fo include adequacy of care and provision
of facilities in the community for all patients, not only for sp ecial patients.In each area, we attempted

to inform people of this change.

The publicnotices we published contained the Terms of Reference only. Werealize thatsome people
may not have given evidence to us as they may have been unaware of the expanded nature of our In-

quiry.

Time constraints were such thatwe were able to examinerepresentations only of the service. We did
notsee all facilities. The following account is arepresentation of the range of facilities described to us

in each area.
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IN THE REGION ADMINISTERED BY THE
AUCKLAND HOSFITAL BOAKD

The region administered by the Auckland
Hospital Board is divided into several catch-
ment areas,

Community Mental Health Centre

In the Northern catchment, the Community
Mental Health Centre operates from a house in
AuburnStreet, Takapuna;and a volunteerbased
mental health network operates out of a Board
owned house adjacent to the North Shore Hos-
pital. In the Eastern catchment, the Community
Mental Health Centre functions from Cornwall
House in Greenlane, and the Ponsonby Care
Centre. The Ponsonby Care Centre also func-
tions as a communify support unit for former
patients at Carrington. Maranga House in Mt
Edenisbeing developed asaCommumtyMental
Health Centre; Taniwha Street in Glen Innes
offers limited community support facilities. In
the Western catchment, the Community Mental
Health Centre operates fromhouses in Hender-
son, Point Chevalier and Mt Albert.

In South Auckland, the Cottage in Otara
provides a day unit, rapid assessment service
and liaison psychiatry. The Papakura Day Clinic
operatesasa Community Mental Health Centre,
and a limited day hospital has recently opened.

The Community Mental Health Centres were
set up to provide outpatient psychotherapy
and follow up services, mainly prevention and
brief psychotherapy. Most units provide more
than one service, incorporating these functions
with day treatment centres and commumty
support centres.

Accommodation

Hostel accommodation for 44 inpatients is
provided close to Carrington by the Baptist City
Mission. Two half way houses exist on the
Carrington site. Rangimarie, in Ponsonby, is a
19 bed hostel owned by the Board but leased
and operated by the Baptist City Mission. Two
threequarter-way houses are operated in Pa-
pakura from Kingseat Hospital.

The Social Work Department at Carrington
Hospital also support several patients in group
homes, where they are placed on a longterm
basis insmall groupsand are supported by staff
working out of the hospital. We were able to
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visit several boarding houses run by the private
sector for psychiatric patients. These were gen-
erally run down and dirty, with a paucity of
programmes for patients to rehabilitate and
develop their living skills. It appeared that the
owners of the boarding houses had a vested
interest in not developing these programmes,
and in maintaining a level of dependence that
required the patients to continue living W1thm
the facilities prowded

Occupation and Leisure

Some programmes in the community are
run by the Framework Trust. There are shel-
tered workshops, often run by voluntary and
private agencies; and a market garden scheme.
These programmes are not sufficiently indi-
vidualized to maximize patients’ skills or gains,
and some havea finite time of attendance which
does not take into account the need for lifelong
support for some patients. .

The range of facilities available in the Auck-
land area for occupation and the development
of leisure activities was described to us both by
providers and consumers as being woefully
inadequate. Anadded handicap to the develop-
ment of these services is the limited number of
professional staff working within the commu-
nity. So long as limited staffing per51sts it will
notbe possible to developnew services or facili-
ties,

In its submission, the Mental I—Iealth Serv-
ices, an Auckland group, state that no catch-
ment as yet contains a complete range of serv-
ices, and they identify the lack of beds, particu-
larly in the South and East catchments, as being
a problem. Outpatient services are described as
being inadequate and congested, and many
crises are not dealt with promptly. This is an
opinionshared by Mary (* Hagan of the Psychi-
atric Survivors, the Mental Health Foundahon
the Manager at Kingseat Hospital, and Judith
McKenzie, Chief Social Worker for the Auck-
land Hospital Board. Both providers and con-
sumers of the service felt that community pro-
grammes are few and poorly supported, and as
a result, deinstitutionalized patients living in
the community do so without treatment, thereby
ending up inurban ghettos or finding their way
into the eriminal justice system.

Despite the skill and the commitment of the
providers of health care in the community, an
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5
inadequate service exists in the Auckland re- hospitals in the region. Tokanui Hospital is E
gion. administered independently of the community
' services. This is reflected in a dislocation of 4
Proposed Developments inhospital servicesand aftercare services. There g
Wewere presented with a variety of submis- are no accommodation facilities for discharged b
sions outlining proposed developments and patients in the region. b
the provision of aftercare facilities in the Auck- The District Psychiatric Nursing Staff has :
land region. The Mental Health Services in little contact with Tokanui Hospital, and pa- ]
Auckland and the Auckland Hospital Board tient follow-up in the community is therefore ‘
gave us copies of strategic plans which aim at dislocated from the providers of inpatient serv-
4 developing community mental health centres, ices. The District Psychiatric Service is poorly
i day hospitals, and residential care in hostels staffed, and spread across a wide geographical
I within the community over a defined period of area.
i time. The closure of acute beds in Carrington We were not informed of, nor shown, any
B Hospital was incorporated into these plans, day programmes’ which were available for
i Simdlarly, in South Auckland, we were told patients in the community.
that plans for the development of treatment There was little evidence of any atternpt to
facilities within the community are proceeding, develop a bi-cultural perspective in the com-
with the resultant closure of acute inpatient munity. In Tokanui Hospital, a bicultural ward
bedsin Kingseat Hospital. The care of theacutely {Whai Ora) has been developed, and enjoys the
) disturbed and the dependent revolving door support of the medical superintendent. This
1 clientele was identified as a priority for the does not have outreach into the community,
Il development of community care in South although the staff at Whai Ora ward were look-
l Auckland. ing at that possibility. They believe they canbe
i Itisproposed that thelarge Auckland region of real value in the community. However, they
i be split into four smaller localities and that were reluctant to make this move as they were
I services be developed within each of these lo- fearful that theresourcesavailable to them asan
i calities. These services would incorporate 24 inpatient service would be cut off in the move
Hi hour 7 days crisis intervention, a community into the community.
| l é mental health centre, a day treatmnent centre, a
Al community support unit, hospital beds as re- IN THE REGION ADMINISTERED BY THE
"‘l quired, and some residential accommodation WANGANUI AREA HEALTH BOARD
i in the community. These changes are aimed at
efficient care delivery, interaction between the Psychiatric services administered by the
‘ services and continuity of care for patients. Wanganui Area Health Board are uniquein that
they incorporate the National Maximum Secu-
: Initiatives towards the Maori Community rity Unit at Lake Alice. This unit receives pa-
i He Putea Atawhai in Swanson, the Whare tients from all over New Zealand and therefore
' Paia at Carrington, and a very active whanau of discharge from the unit is back to the hospital
Maori workers attached to Kingseat Hospital, from whence the patient came. Aftercare in the
are threeidentifiableMaorimental health groups community is therefore theresponsibility of the
j in Auckland. We discuss these more fully in psychiatric service of that region.
¥ Part 5 of this report. The Wanganui Area Health Board is devel-
oping a community based service. It has pro-
1 IN THE REGION ADMINISTERED BY THE vided a 14 bed house, a community house and
WAIKATO HOSPITAL BOARD two halfway houses. It has also facilitated the
it development of community support drop-in
'8 The Waikato Hospital Board provides no centres, and runs a comprehensive outpatient
| aftercare facilities and, at the time of our visit, clinic service. The Board also operates a reha-
il had no commitment to do so. The Board sup- bilitation programme, although this is not
i ports the large psychiatric hospital at Tokanui, community based.
and also has psychiatric units based in general Despite this,it is clear from the evidence
I
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given to us by patients, and the evidence of Dr
T L Avery at Palmerston North Hospital, that
the development of psychiatric services in the
community in the Wanganui region still has a
long way to go.

IN THE REGION ADMINISTERED BY THE
WELLINGTON HOSPITAL BOARD

Psychiatric services in the Wellington re-
gion are sectorized into three communities; the
Porirua basin, Wellington city and the Hutt
valley. Inpatient services are provided by
Porirua Hospital, by the psychiatric unit at-
tached to Wellington Hospital, and the psychi-
atric unit attached to the Hutt Hospital.

Accommodation, ,

The accommodation provided by the hospi-
tal service includes a hospital/hostel in the
community staffed from the hospital. Residen-
tial hostels and motel-type accommodation for
those patients who wish to live independently
isalsoavailable. The Richmond Fellowship also
has facilities in the Wellington region. These are
run independently of the health services.

Despite the range described above, there are
limited accommodation facilities for ex psychi-
afric patients in the Wellington region. Patients
and patients’ representatives who appeared
before us reiterated the pressing need for more
accommodation. Attempts to establish group
homes and facilities through the Housing Cor-
poration and the Wellington City Council have
been largely unsuccessful.

The Rehabilitation Service

The Rehabilitation Service is provided at
Porirua Hospital for the regional psychiatric
service. It offers a wide range of rehabilitation
services, including programnes to develop
social skills, and occupational skills aimed at
equipping the recovering patient to re-enter the
workforce. Patients who have been discharged
from the hospital ward return to the Rehabilita-
tion Services as day patients where appropri-
ate,

Psychiatric District Nursing Service

A District Psychiatric Nursing Service oper-
ates in the Wellington region on a daily basis. It
is poorly staffed, and nursing staff within the

Term of Reference (d)

service have large case loads. The quality of
aftercare provided by the services is therefore
severely compromised.

Qutpatient Sexvices

These services are provided at Porirua Hos-
pital, Wellington Hospital psychiatric unit and
Hutt Hospital psychiatric unit. In the Huft
Valley, outpatient services are conducted in
medical centres in Upper Hutt and Wainuio-
mata. Hillview Community Service in the Hutt
Valley providesan outpatient serviceand other
community facilities, aimed at education and
support of patients within the community.

There were no day hospital programmes in
the Wellington region at the time of our visit.
Patients may return to an inpatient programme
on a daily basis if this is clinically appropriate.

Leisure Facilities

Facilities for leisure activities are largely
provided by volunteers in the Wellington re-
gion. Although they are used mostly during
office hours between Monday and Friday, some
of the facilities are also open during the eve-

mngs.

Prison Service .

A service is provided from Porirua Hospital
to Arohata Women's Prison on a contract basis.
A medical officer has been appointed to liaise
with the staff in Arohata, and prisoners are
readily transferred to the hospital when that is
considered to be appropriate. The psychiatric
serviceinthe Wellington Prison atMtCrawford
is provided by a psychiatrist employed by the
Justice Departinent. He is also employed on a
part time basis at Porirua Hospital, and because
of this dual role, transfers between the two
institutions are readily facilitated.

Alcohol Services :

A comprehensive treatment and rehabilita-
tion programme has been developed in the
Wellington region, under the umbrella of the
community health services. The Bridge pro-
gramme has alarge and well developed alcohol
and drug treatment programme It also pro-
vides 100 residential beds, which form part of
the psychiatric service.
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Planning for the Future

The Wellington Hospital Board has recently
appointed a committee to plan community
mental health services for the region.

Maori Patients

No facilities have been developed in the
Wellington region which specifically address
the needs of the Maori community. The Inner
City Mission, in conjunction with Te Ropu Taha
Maori o Porirua is trying to establish a commu-
nity based facility for Maori people. It is antici-
pated that this facility will have a dual purpose:
the collection of data on the specific needs of the
Maori people in the Wellington region, and the
establishment and maintenance of health initia-
tives for the mentally ill Maori patient in the
commurnity.,

IN THE REGION ADMINISTERED BY THE
NELSON AREA HEALTH BOARD

The Nelson Area Health Board administers
Ngawhatu Hospital. There is no prison in the
region. Ngawhatu has had few special patients,
and enjoys a close and supportive liaison with
Porirna Hospital in Wellington in the provision
of accommodation for such patients.

During the past decade at Ngawhatu there
has been a systematic movement of patients
into the cormmunity. Hospital staff have estab-
lished and maintained many patients within
the community and conduct a comprehensive
rehabilitation programme which begins in half-
way houses situated in the hospital grounds. In
these houses, the patients are responsible for
much of their self care, including cooking meals
at the weekends and at breakfast time. Hospital
staff work both in the hospital and in the com-
munity, and are therefore able to provide assis-
tance and continuing care for discharged pa-
tients.

Social workers at Ngawhatu run a group
home, whereanactiverehabilitation programme
for younger patients is conducted.

During the day, residents from the group
homes travel to the hospital for various activi-
ties and sheltered workshop opportunities.
Younger patients participate in educational
programmes.

There is no crisis intervention in the Nelson
region, and out of hours services are provided

by an on-call medical roster at Ngawhatu,

Staff at Ngawhatu are aware of the need to
develop bi-biculturalism in psychiatry, and are
moving steadily in that direction. The medical
superintendent, who is committed to this de-
velopment, and his staff, have close supportive
links with the local marae.

The Nelson Area Health Board has initiated
encouraging moves in the provision of psychi-
atric services in the community, and has devel-
oped accommodation and other resources to
support patients. While it is impossible to place
a dollar value on resources which have been
moved from the hospital into the community, it
is clear that this system of patient care has had
worthwhile benefits for patients and staff alike.

IN THE REGION ADMINISTERED BY THE
CANTERBURY HOSPITAL BOARD

The Canterbury Hospital Board has been
very active in developing a community psychi-
atric service. At Board level, there is a strong
commitment to the development of thisservice,
and funds have been made available for this

purpose.

Accommodation
There is a well supervised group home sys-
tem for patients run by the psychiatric district
nurses. Many of these patients live in boarding
houses and are visited by psychiatric district
nurses.
“There is a clear commitment on the part of
the Hospital Board, and the Medical Super-
intendent that provision of accommodation
is the responsibility of the Health Services.”
(Dr L Ding, Sunnyside Hospital}

Day Care Centres

Day care centres are generally based in local
churches. Many are run by volunteers, It is in-
tended that staff from the hospital will gradu-
ally be released to develop services within the
community.Community volunteers whom we
met told us that the pace of development was
too slow and that financial resources were not
readily available to them. A charitable trust, the
Comcare Trust, has recently been formed. This
Trust includes community members and Hos-

144 « Part Four




pital Board members on its Board. The aim of
Comcare is to develop accommodation, and
Ieisure and work related needs for the mentally
disabled.

Other facilities in Christchurch include St
Lukes Centre, a day centre run by volunteers;
Step Ahead, a social network with group activi-
ties for younger people with chronic disorders;
a drop in centre run by the Schizophrenia Fel-
lowship; a craft centre run by the Methodist
Central Mission; and Lincoln Road Community
Help Centre which is supported by the Baptist
Church.,

The Christchurch Medical School runsa one
year, part time course in community psychiat-
ric care which is open to professionals and ron
professionals. One objective of the course is to
share the skills and expertise of the medical
school staff with those people who look after
psychiatric patients in the community.

Psychiatric District Service
There are currently 18 psychiatric district
nurses maintaining 720 patients in the commu-

nity.

Occupational Therapy

An occupational assessment and interven-
tion serviceisavailable which focuses primarily
on the development of skills for independent
living. Basic living skills, time management,
work, leisure and recreation skills, supportive
counselling, and symptom management. are
included in the programme

Despite the comprehensiverange of services
and facilities described above, workers in the
voluntary sector, patients and patients’ repre-
sentatives told us that the facilities in the Christ-
church region were still inadequate. Some vol-
unteers said that they felt unsupported by the
hospital both in terms of financial support and
staff support; and that workers within the vol-
untary sector were seldom consulted for an
opinion about a patient who was attending
their service.

Prison Service

A well developed liaison exists between the
Sunnyside Hospital Psychiatric Service and the
local prisons. The forensic psychiatrist at Sun-
nyside Hospital conducts regular clinics at the

Term of Reference (d)

prisons. Another psychiatrist employed by the
Justice Department part time also works at
Sunnyside Hospital on a part time basis. The
psychiatric servicesin the prisons are viewed as
needing extensive development,

Bicultura! Community Service

The Christchurch Hospital Board empons a
Maori Health Coordinator who is based at
Sunnyside Hospital. One of her roles is to liaise
with the Maori community. The Board is fortu-
nateinhaving the supportand experience of the
only Maori Official Visitor in New Zealand, Mr
Hohua Tutengaehe. Notwithstanding the influ-
ence of these two people, we saw no evidence of
a bicultural dimension in the provision of serv-
ices in the Christchurch region. Maori people
whom we met at Rehua Marae told us that
mental health services had little to offer Maori
people and that they had little impact on the
planners and decision makers in that area.

The provision of community services in the
Christchurch region is therefore comprehen-
sive and plans for development are well under
way. The medical superintendent and his team
based at Sunnyside Hospital are enthusiastic,
and their commitment and impetus were sup-
ported at the time of our visit by the provision
of bridging finance to assist in furthering com-
munity development.

IN THE REGION ADMINISTERED BY THE
WEST COAST HOSPITAL BOARD

Seaview Hospital, in Hokitika, services the
entire West Coast of the South Island.and
community serviceshave to cope with thislarge
catchment area. There are no special patients or
civilly committed patients at Seaview.

Domiciliary nursing support is available to
patients following discharge. Medical supervi-
sion is provided at outpatient clinics. The re-
gion has two halfway houses. The hospita} has
several informal networks in the community,
but some people in Hokitika have expressed
concern that the town may have insufficient
accommodation if the transfer of patients from
the hospital to the community is too rapid.
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IN THE REGION ADMINISTERED BY THE
OTAGO HOSPITAL BOARD

In Dunedin, the Psychiatric Community
Services Working Group was set up by the
Cherry Farm Management Committee. Thisisa
multidisciplinary group. Its objective is to pro-
mote and develop a coordinated community
service, providing accommodation, special
employment arrangements and improved liai-
son within the services; and to review the lines
of communication between general practitio-
ners and psychiatric services. It sees reliable
case management for patients as essential to
ensure that the patients’ needs for continuing
care are met in a consistent, coordinated way.

Outpatients, Daypatients and Qccupations
The outpatient services in the Dunedin re-
gion are based at Dunedin hospital. These are
comprehensiveand wellestablished. In thesame
facility, a day hospital has been developed for
patients living in the community but who re-
quireintensive treatment. A 24 hour crisisinter-
ventionserviceisbeing developed. Thisis based
in the hospital but has the flexibility to move
into the community for management of crises.
A centre hasbeen established and funded by
the Otago Hospital Board which provides day
care for psychiatric patients in the community.
This is staffed by a multidisciplinary team, and
the services provided by the unit range from a
drop-in centre for patients through to organ-
ized and structured group programmes. Indi-
vidual programmes are also available. Patients
in this centre have now developed a work coop-
erative, which is successfully competing for
work on a contract basis. The administration
and day to day management of this cooperative
hasnowbeenleft entirely to an ex-patient group.
There is also a range of church-run volun-
tary agencies in the Otago Hospital Board re-

gion,

Psychiatric District Nursing Service

The Psychiatric District Nursing Service is
based in the community, and employs 15 people.
This service is available seven days per week
from 8.00a.m. to 5.00p.m., although evening
visits are possible. Patients are seen in theirown
homes, Nurses will also make visits during

crises, and function in both an assessment and
management capacity.

Accommodation

The Otago Hospital Board maintains several
types of accommodation in the community.
These range from hostels supervised by the
Distriet Psychiatric Nurses, to group homes
which are supported by the multidisciplinary
team. -

The Otago Hospital Board also operates a
joint venture with the Otago and Southland
Baptist Association.This ventureisadministered
by a Trust Board. The Trust maintains 12 homes
in Dunedin, and onein Mosgiel. Thirty patients,
who were formerly patients at Cherry Farm
Hospital, are now living in these homes, and by
pooling their financial resources for rent, food
and other expenses, they are able to maintain
self-sufficient households. They are supported
by paid staff of the Corstorphine Baptist Trust
Board, some volunteers, mainly from church
groups, together with back up services of Board
staff from a variety of psychiatric services. The
Corstorphine Baptist Trust, in our opinion,isan
excellentexample of whatcanbe achieved when
a Hospital Board cooperates with the private
sector to establish and maintain accommoda-
tion for psychiatric patients and to provide
occupational options in the form of leisure
centres and rehabilitative workshops. The Trust
maintains a staff independent of the Hospital
Board. Staff wages are met in part by disability
allowances from the Department of Social
Welfare, rent from the homes, and staff salary
subsidies.

Prison Service

Dunedin psychiatric services also offer a
service to the Dunedin Prison, which is situated
in the centre of the city. The service is provided
by a consultant psychiatrist, who is on call. The
medical superintendent or one of her staff will,
on request, examine a prisoner in prison, and
expedite transfer to the hospital if necessary.

Bicultural Community Service

We saw no evidence of community psychi-
atric services which were specifically aimed at
the Macri community.

The Otago Hospital Board has its commu-
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nity programme well established and is en-
gaged in ongoing research and redevelopment
to meet the changing needs of the community.
The Board was the only one in New Zealand
which was able to tell us what proportion of its
annual budget is invested in community serv-
ices. As Cherry Farm Hospital sends more of its
patients into the community, funds from that

Term of Reference (d)

source arealso redirected in to community care.
Nonetheless, soreworkers and patients told us
that, despite the widespread provision of serv-
ices, these are not as well coordinated as they
might be. It was suggested that an important
priority for the development of services in the
future would be coordinated management of
services for patients.

B. MENTAL HEALTH FOUNDATION SURVEY

The Mental Health Foundation’s national report on Community Mental Health Services for Psychi-
atric Patients, conducted in 1985 but not yet published, paralleled our examinationof community services
and facilities. Its results also paralleled our findings. Nowhere in New Zealand has the development of
community services kept pace with the growing need that has resulted from deinstitutionalization. This
was particularly so in Auckland, including South Auckland; Waikato and Wellington. The survey looked

at each service.

(a) Day Hospital Services

Most Hospital Boards in the main centres
had plans for day hospital servicesbut these are
still more a vision than a reality.

(b) Outpatient Services

Psychiatric outpatients is the oldest form of
non inpatient service delivery, and dates back
to the 1930’s. Not surprisingly, such servicesare
established right across the country. In most
Board areas, there are insufficient services, the
major problemsbeing understaffing, long wait-
ing lists, and short consultations.

() Psychiatric District Nurses

A Psychiatric District Nursing Service is
availableinall Board areas with a population of
over 300,000, with the exception of Taranaki
and Southland. This service was seen as insuf-
ficient. Consumersrated the psychiatric district
nurses most highly in the survey. Some of the
problems encountered by the district psychiat-
ric nurses were heavy case loads, poor coordi-
nation with community agencies, including
General Practitioners, and a restriction on the
ouireach hours for services, which further
diminished their effectiveness.

(d) Crisis Services
At the time of the survey, there were no 24

hour outreach crisis services in New Zealand.
Some areas were beginning to develop mul-
tidisciplinary crisis teams but these were usu-
ally hospital based and functioned for limited
periods. In most Board areas, crises came to the
hospital door, at times delivered by the police.
Eveninthose areas where staff maintained that
a crisis service was available, relatives and
patients were poorly informed as to its availa-
bility. In rural areas, crises pose great problems,
with the absence of responsive services com-
pounded by the distances involved. A good
liaison between General Practitioners and the
psychiatric district nurses was seen as essential
to handle crises.

(e) Sheltered Work Programmes

Sheltered work programmes of one kind or
another were available in all Board areas witha
population of over 100,000. There was a strong
feeling that these were insufficient in number,
and that at times programmes were used inap-
propriately . The current social reality of rising
unemployment makes it particularly difficult
for ex patients to obtain work, and the closure of
PEP and similar work schemes makes the situ-
ation even worse. The principal difficulty en-
countered with the programmes is that they are
not specifically designed for people with psy-
chiatric disorders, and staff involved in the
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schemes often lack the required skills in this
area. Many of these schemes are temporary,
and respondents complained at the lack of col-
laboration between Hospital Boards, the La-
bour Department, and the Department of Social
Welfare. The schemes are often poorly funded,
and boring in the quality of work provided.

(f) Daytime Activities (Excluding sheltered
work)

These are mostly available in centres with
populations over 50,000. Often they are drop-in
centres run by voluntary agencies, open for
short hours and catering for
a wide range of different
needs. In the regions sur-
veyed, they were seen as
insufficient. The main prob-
lems were the lack of availa-
bility, insufficient staffing,
role confusion with the Iocal
community psychiatric serv-
ice, insufficiently trained

research shows that
community mental
health services for
psychiatric patients
are severely under

nearly all regions but are often very tenuous.
They were poorly coordinated and supported
by psychiatric staff. Most were run by volun-
tary organizations, and by the patients them-
selves. Support groups for relatives were avail-
able in all regions, the Schizophrenia Fellow-
ship being the major agency. Befriending
schemes specifically for ex patients were rare.

(i) Barriers to Services

The study examined the barriers to provi-
sionof community services, and concluded that
the most important barrier was inadequate
funding, Other imporfant
factors included shortage of
mental health personnel, in-
adequate provision for con-
tinuity of care, and the lack
of precise planning goals.
Negative public attitudes to
psychiatric illness and dein-
stitutionalization were also
important factors. Poor co-

staff, and a confusion as to ].‘ESOU].‘CQd, despite the ordination of resources, lack

who should be responsible
for running this type of serv-

fact that

of researchintoeffectiveness
of community services, and

ice. Many were situated in deinstitutionalization inadequate dissemination of

unsuitable buildings, often
catering for a particular age
range, which discouraged
other population groups
from attending,

{(g) Housing

Specialized housing schemes catering for ex
patients were often run by voluntary organiza-
tions. The need for more housing is seen as
urgent, particularly in Auckland, Wellington
and the Waikato; butalso inmany of the smaller
regions. The most common reason for not de-
veloping services was lack of finance. There
were many complaints about the lack of effec-
tive cooperation between agencies involved in
housing. Many of the houses provided by vol-
untary organizations had too many occupants
and did not necessarily provide a good service.

Foster schemes for ex patients, which, ac-
cording tooverseas studieshavea demonstrated
potential, are rare.

(h) Support Schemes
Support groups for patients are available in

is well under way

existing knowledge were
contributing factors;as were
the lack of both consumer
input and community input
into decision making. There is a breakdown in
cooperation from the Hospital Board level to
community level, and a lack of cooperation
with government departments and local bodies
in the provision of care. A less important factor
was the geography of the region, but lack of
understanding of different needs, inadequate
training of mental health personnel, and lack of
inter disciplinary cooperation werealso cited as
major problems. Concern was expressed that if
adequate funding was not available to support
patients in the community this would result in
aheavier burdenbeing placed on relatives. This
was seen as undesirable.

In summary, research shows that commu-
nity mental health services for psychiatric
patients are severely underresourced, despite
the fact that deinstitutionalization is well
under way, The point needs tobe made thatali
areas are seriously under resourced, although
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Auckland, Wellington and Waikato are worse
off than other areas. The lack of sheltered
housing, daytime activities, and employment
schemes is significant. The barriers to good
care are not merely financial. Poor planning
and lack of coordination of resources, some-

Term of Reference {(d)

times stemming from the lack of cooperation
between various groups concerned, present
major problems. Sometimes it was not clear
who had the responsibility to provide a par-
ticular service which then meant that no re-
sources were channelled into that area.

ISSUES IN COMMUNITY PSYCHIATRIC CARE

The Mental Health Foundation states,

“Qur view can be clearly summarized; we think that deinstitutionalization has not
gone far enough, and neither has provision of community alternatives and after care.
In a nutshell, the problem is not so much early discharge as discharge with inade-
quate follow up and inadequate provision for a suitable living environment and
suitable activities.”

Despite criticisms levelled at community mental health care, the evidence pre-
sented to us is consistent with evidence from other studies. Patients prefer comniu-
nityliving; and even prefer substandard boarding house accommodation to inpatient
care. It has been said that, in New Zealand, relatives and professional unions are
opposed to deinstitutionalization. It is clear however, both from the evidence we
heard and after examining the literature, that this is not the case. There is a marked
unity in the belief that mental health services need to move more into the community.
Hoult’s Australian study showed that relatives preferred good community altérna-
tives. Campbell L (1987), cited by the Mental Health Foundation, showed that many
relatives say they resorted to hospitalization only because there were no alternatives
available. Moore (1987), cited by the Mental Health Foundation, described a similar

positive attitude to community care,

(I) The Need for National Policy

The need for a national direction for devel-
opment of community psychiatric services was
emphasized by health workers throughoutNew
Zealand. The Mental Health Foundation identi-
fies national policies and guidelines in mental
health as being fundamental to good commu-
nity care.

Accordingly, it is our opinion that, unless
development of these services is supported by
both the Minister of Health and the Department
of Health, and a clear description given of the
nationwide components of a comprehensive
mental health service, the uncoordinated serv-
ices that currently exist in New Zealand will
continue o persist. These services are the key

components of an effective psychiatric service
for the mentally ill offender.

(ii) Need for Coordination of Government
Departments

Wereceived submissions frommany people
identifying the lack of coordination between
government departments in the provision of
services. In the absence of a stated policy, it
appears each departmentis reluctant to commit
itself to provide services beyond those which it
isrequired by statute to provide. Consequently,
many people fall through the gaps between
poorly coordinated services, and remain un-
supported.

Coordination of the services provided by

Community Care - 14%




government departments is important if the
needs of ex patients are to be met. Cooperation
isrequired fromall government sectorsinvolved
in the provision of services.

This intersector cooperation has been
achieved in Napier, and has resulted in the
developmentofa very good serviceincorporat-
ing the Department of Social Welfare, the
Housing Corporation, and the Local Health
Authority. We saw a community service which
includes residential facilities, and daytime and
outpatient facilities linked to the local psychiat-
ric unit. Officials in both the Housing Corpora-
tion and the Department of Social Welfare were
comumitted to this service. As a result of that
commitment, a flexibility has emerged which
allows this service to develop in a very creative
way. We commend this as an example of good
intersector cooperation.

(iii} Funding

We wererepeatedly told that the amount of
money being currently spent on community
services is woefully inadequate. It is clear that
there needs to be an increase in expenditure,
and that this is urgent. This needs to be on two
levels: '

(a) bridging finance to enable the development
of facilities before patients move into the com-
‘munity;

(b) an increase in the day to day budgets for
maintenance of community psychiatric serv-
ices.

Many people were fearfu] that funds would
not follow patients into the community after
closure of hospital beds. Many people who
appeared before us believed that deinstitution-
alization was a cost cutting device. Their fears
were reinforced by the slow rate at which
community facilities have developed. Unless
resources accompanied patients into the com-
munity, they feared it would be impossible to
developand maintain a community psychiatric
service.

Voluntary agencies asked for support from
health resources, both in terms of funding, and
support from health workers in maintaining
their service. We were told that often volunteers
felt obliged to provide services in the commu-
nity as a consequence of inadequate funding for
recognized social agencies.

(iv} Consulfation with the Community

We were informed that community groups
wish to be incorporated into the planning of
services. In the past, consultation has generally
been a one way process, with little incorpora-
tion of community groups into planning and
monitoring bodies. Consultation with commu-
nity groups needs to occur at the stage services
are being planned. :

Patient groups have asked that they be
consulted and their views incorporated into the
development and management process.

Groups which supportpatientsand patients’

-relatives, (e.g. Schizophrenia Fellowship) also
wish to have an input into the planning and
maintenance of community services. These
groups often find they are supporting patients
and patients’ families in the community with-
out assistance from health services.

Merabersof the Maori community also spoke
of their lack of impact in the development of
psychiatric services, and criticized the monoc-
ultural quality of services being developed at
the moment. While asking for bicuitural serv-
ices in all areas, the Maori communities are not
asking for separate services. They wish to find
a balance between the benefits of Western psy-
chiatry, and the equally important benefits of
incorporating Maori perspectives into services.

{v) Facilities

In all regions, community psychiatric facili-
ties were found to be variably established, and
experienced by patients, their families and
community groups to be inadequate.

Thelack of appropriate housing for the seri-
ously mentally ill in the community was com-
mented on by many people who appeared be-
fore us. There was debate as to who should be
responsible for accommodation. The Mental
Health Foundation claims that the Housing
Corporation should be given statutory respon-
sibility for the homeless. The Housing Corpora-
tion in its submission said,

“no patient who is under any psychiatric
disability should be discharged from hospi-
tal inpatient care if he/she requires fulltime
supervision on account of compliance with
medical instructions and/or dangerous-
ness.”

The Housing Corporation does not see
psychiatric disability as a priority factor when
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deciding whether to allocate accommodation to
a discharged patient. Its submission refers to a
new policy which would allow more houses to
be allocated for ex psychiatric patients, espe-
ciallyin areasofhigh demand suchas Auckland
and Wellington.

(vi} Patienis’ Incomes

At present, psychiatrically ill patients in the
community are eligible for sick-
ness/invalid benefits, but the
level of these benefits appears
to be too low to maintain even
a subsistence standard of liv-

“It is the lack of
discharge planning,

Term of Reference (d)

provide ongoing care in the community should
take part in pre discharge assessment, and that
a written, signed agreement between the par-
ties concerned form a contract for a trial period
of discharge, the period to be clearly stated. The
responsibility for immediate readmission to
inpatient care is to be acknowledged by the
discharging clinical team if, in the opinion of
one of the three parties, that was considered to
be appropriate.

Dr Wilson Young, Deputy
Medical Officer of Health at
Takapuna, expressed his con-

ing, Patients with family com- CO'IIPIEd with refusal cernat the premature release

mitments, or long-established
financial commitments, find it
difficult to make ends meet.
Many fall into a poverty cycle.

of medical
responsibility for

of special patients into the
community. Hebelieved they
were inadequately prepared,
often had great difficulty ad-

Sometimes thecontrolof i- CT 1sis intervention in justing back-into society, and

nances in some areas is taken
from the patient, and benefits

some areas, which

wereinadequately supervised
onrelease. He was concerned

are paid directly to the man- has ogccasioned most  abouttheburdenof work fall-

ager of the facility in which the

ingon the publichealth nurses

patient lives. In such circum- of the POSt'hospltal and medical officers of the De-
stances, therightsof the patient difficulties suffered  partmentof Healthasaresult
are compromised. Along with . o of poorly planned discharges
many others, we question the by patlents. of psychiatric patients.

need for such practices, which - Dr P R Lamb of Carring-

often result in the continuation
of disability.

(viD) Clinical Management

(a) Discharge Planning

Many submissions identified the lack of
discharge planning as a key factor in the inade-
quate care of patients following discharge. The
Richmond Fellowship, of Auckland, submit-
ted:

“Itis thelack of discharge planning, coupled

with refusal of medical responsibility for

crisis intervention in some areas, which has
occasioned most of the post-hospital diffi-
culties suffered by patients.”

They suggested that a planned procedure
for discharge be adopted, incorporating a trial
period of frequent daytime and night time as-
sessments over a wide range of normally ex-
pected social behaviour, and that this be the
criteria for discharge frominpatient status: They
also suggested that the health worker who will

ton Hospital identified the
need to plan for discharge, and to incorporate
into those plans all members of the patients
network in the community as well as the treat-
ing team. His views were echoed by Judith
McKenzie, Chief Social Workerin the Auckland
Hospital Board. Miss McKenzie comments fur-
ther that the hospital and community links must
include the friends and family of the patient.

“For those individuals who have no signifi-

cant family, hospital staff must take respon-

sibility for initiating and developing those
resources, both people and places, that will
provide essential social support.”

The Schizophrenia Fellowship described the
difficulties encountered by patients and fami-
lies because of the lack of support for the patient
in the community. It was suggested that the
family of a patient should be given adequate
notice of his/herintended discharge. Thiswould
enable plans to be made well in advance for the
return and management of the patient in the
comununity. Written notification of the exact
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conditionsof discharge should alsobegiven.The
need for education, and for patients and fami-
lies to geta clear understanding of the nature of
the illness, were also identified.

(b} Key Worker
The Huit Regional Community Services com-
mented,

“Theneed for good follow up is paramount.
The designation of one person to be the
principle contact responsible for linking the
discharged patientinto appropriate accom-
modation, appropriate activities, and to
ensure the person is in receipt of an income
is essential. This manager needs to be a part
of a team, some of whom are available on a
24 hour basis to provide both support to the
worker and a back up service o the patient.
Themanagercanonly workeffectivelyif the
case load is not so high as to make him/
herself unavailable, or thatadequate timebe
unavailable to the patients. Inaddition, there
needs to be accommodation, employment,
leisure, and income facilities within the
community for the manager to link the pa-
tient into.”

They discuss the difficulties of transition
frominstitution to community, and say thatthis
transition must be gradual. They also identify
the need for follow up on discharge as crucial.
This view was widely expressed.

TheNew Zealand Police in their submission
to us identified the need for a system which
would provide control mechanisms in respect
of patients who are reclassified from special

SUMMARY

patient status and eventually discharged. They
suggested a simdlar system to the parole provi-
sions which apply to people released from a
sentence of life imprisonment. That would
require their reporting to qualified staff at regu-
lar intervals to facilitate up to date assessments
of mental status.

The quality of rehabilitation programmes
which prepare patients for discharge into the
community was the subject of many submis-
sions. The need for after carefollow up wasseen
as being of paramount importance, as was the
need to include networks and families in both
rehabilitation programmes and after care.

() Readmission to Hospital

We received several submissions which
pointed out the difficulty in obtaining readmis-
sion of a patient to hospital when his/her con-
dition deteriorated.This pattern was variable
from area to area, but was particularly notice-
able in Auckland.

It appears to us that this difficulty isa direct
consequence of the breakdown between hospi-
tal services and community services. If the serv-
ices were integrated, a better service would be
available to the community and :

(a) thefactorsleading to deterioration which
then lead to the need for readmission will be
minimized;

(b) as a consequence of (a), pressure on
acute beds will be lessened as readmissions are
prevented. Close coordination of staff in inpa-
tient services and in community services will
further facilitate this process.

In our opinion , the barriers to good community care may be summarized as follows:

1. the absence of a national direction for the development of community psychiatric services, and
a national policy which is clearly articulated by the Minister of Health and the Health Department.;

2, the lack of coordination of government departments which provide various facets of care, and
the apparent reluctance of government agencies to take responsibility for any service other than that

which they are required by statute to provide;

3. lack of adequate funding: there needs to be,

(i) bridging finance which enables the development of community facilities before patients are

discharged into the community; and,
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(ii) an adequate budget for the cngoing provision of community psychiatric services;

4. lack of consultation with patient groups; with community groups and with the Maori commu-

nity in planning and implementation of services;

5. lack of management structures which would enable the development of initiatives and the
incorporation of all participants within the community into these planning structures;

6. poorly developed facilities within the community as a result of factors (1) - (5) above; and,

7. lack of liaison and cooperation between hospital services and community services with regard
to, (a) discharge, (b) continuity of care and, (c) readmission.

COMMUNITY PSYCHIATRIC SERVICES: VARIOUS MODELS

THE RICHMOND FELLOWSHIP

The Richmond Fellowship Inquiry, 1983,
conducted in the United Kingdom and cited by
the Mental Health Foundation, sets out the
components of a community mental health
service:

“(i)..Theearlyidentification of peopleinneed;
(i} prompt assessment of the problem re-
quiring help, repeated as necessary;
{iii) prescription and longterm supervision
of medication;
(iv) advice to patients and relatives about
physical health and the management of
positive and negative symptoms;
(v) theprovisipn of residential units provid-
ing for various degrees of shelter, support,
and challenge, ranging from hospital wards
through to staffed hostels and unstaffed
group homes; from supervised lodgings to
housing and bed sitters;

(vi} a similar spectrum of day units, from

day hospitals through occupational therapy

and industrial therapy centres, to sheltered
workshopsor specifically created conditions
in open industry;

(vii) help with welfare rights and benefits,

obtaining education,vocational trainingand

decent housing;

(viii) social clubs, dinner chubs and other

forms of support during the léisure hours

and weekends.”

THE ROSIN MODEL

An Australian framework for comprehen-
sive community mental health services was
developed by Dr Alan Rosin, a Sydney psychia-
trist. His essential ingredients are:

(a) Service Organization:

1. aslocal catchment area respons1b1hty

2. integrating community and hospital
mental health services in each area;

3. provided in the less restrictive smaller
scale;

4, giving highest priority to serious psychi-
atric disorder; and,

5. actively involving local consumers, fami-
liesand self help groupsinservice planning and
organization:

(b) Service Provision:

1. having 24 hour availability, rapidly crisis
responsive, mobile;

2. based on intensive home-based interven-
tions;

3. actively involving individual family or
caretakers in informed decision making and
care;

4. giving consistent care by one multidisci-
plinary team with a personal case coordinator;

5. providing ongoing rather than time-lim-
ited services; assertive rather than passive re-
sponse services; '
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6. restoring personal, social and occupa-
tional skills and roles; community skills, voca-
tional and leisure prograrmmes;

7. providinga range of residential facilities,
programmes and levels of supervision;

8. havinglocal inpatient facilities under the
same team where possible; and,

9. linking with local support services, eg.
housekeeping, welfare benefits, etc.:

(¢) Cultural Provisions:
1. encouraging age appropriate life trarisi-
tions;

2. encouraging extended networks, care’

and selfhelp groups; and, .
3. ensuring access to services for ethni
minorities:

(d} Staff Provisions:

1. with assured stability of staffing levels;

2. providing a network between functional
sub teams across regions;

3. giving career structures in advancement
while still providing direct services and work-
ing in the community;

4. having continued retraining,

5. peer supervision, support and enrich-
ment by mulddisciplinary sub teams,

6. adequate secretarial and administrative
support for each sub team,

7. adequate reorganization, recoil and recu-
peration time for staff and some variety of type
of work, and,

8 close liaison with local community and
voluntary agencies and engaging in coopera-
tive projects with them:

(e} InEvery Aspect of the Service:

1. making continizous non alienating par-
ticipatory monitoring and evaluation of pro-
grammes;

2. negotiating, setting and recording clear
goals, objectives and strategies, regularly re-
viewing their progress;

3. drawing on a coherent body of knowl-
edge (i.e. theoryand current research evidence)
which inform our practice;

4. providing well documented, repeatable
therapeutic programmes which have been
adequately field tested, with clearly set out
“how to do it one step at a time” manuals and
audio visual aids.

MORRIS - EIGHT PRINCIPLES

Morris (1986), in a review of studies of pro-
grammes in community services for schizo-
phrenics, demonstrated thegainsresulting from
well designed rehabilitation programmes,and
commented on the need to combine new eclec-
tic treatment with psychosocial interventions.
Sheidentifies Bachrichs eight general principles,
common to successful modelled programmes:

1. assigning top priorities for the care of the
most severely impaired;

2. making realistic linkages with other re-
sources in the community;

3. providingout-of-hospital altérnativesfor
all functions performed in hospital;

4. tafloring individual treatmentto theneeds
of each patient;

5. tailoring programmes to the local reali-
ties, the community;

6. providing trained staff who are attuned
to the survival problem of the chronically
mentally ill in the community;

7. guaranteeing access to hospital beds when
necessary; and,

8. generating continuous self monitoring,

MENTAL HEALTH COMMITTEE FRAME-
WORK

In New Zealand, the report of the Mental
Health Committee of the Board of Health, out-
lines the elements of a comprehensive range of
mental health services, covering both the less
severe mental health problems and the more
severe. Their framework is:

¢ health education;
health promotion;

* the early identification of people in need;
» prompt and comprehensive assessment;
* access to appropriate treatment; -

¢ 24 hour crisis intervention services;

* the provision of residential units provid-
ing various degrees of shelter, support and
challenge ranging from hospital wards through
to staffed hostels and unstaffed group homes;
supervised lodgings and supportive housing;

* asimilar spectrum of day units from day
hospitals through occupational therapy and
industrial therapy centres, to sheltered work-
shops for specifically created conditions and
open industry;

» help with social welfare rights and bene-
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fits, obtaining education, vocational training,
and suitable housing;

* advice to patients and relatives about
management of the disorder concerned;

*» provision of live-in temporary nursing
and/ or home help, socdial clubs, and other
forms of support during the leisure hours and
weekends;

* for the intellectnally handicapped, the
availability of early training;

¢ for the elderly, mentally impaired, the
integration of physical and mental health serv-
ices.

With the seriously mentally ill, revolving
door population, there seems to be an unmet
need for simple, target oriented
programmes designed to suit the
individual. Suggested aspects of
these programmes may involve:

(@) personal care - presenta-

Essential
features are a

Term of Reference (d)

intrusive manner;

5. provision of intensive care in an acute
crisis phase, and an extensive ongoing service
where the acute phase is in remission;

6. help given in the person’s living situation
with as little disruption as possible to the per-
son’s social network;

7. 24 hour availability of semce, easily
accessible with fast response;

8. arange of residential facilities supported
by a variety of rehabilitation programmes de-
signed for the patient.

The aim of this service is to enable the pa-
tients to reach the highest possible level of good
health and independence. Essential featuresare
aplace of safety to live, adequate
nutrition, soclal confacts, ade-
quate finance, rapid access to
support services, purpose of ac-
tivity, and medical services both

tion skills; place of saf ety t0  physical and psychiatric.
(b) social and communication : :
skills; hve{ -adequa'te TWO PSYCHIATRISTS
(c) moneymanagement,shop-  nutrition, social -
ping, budgeting; Dr D Antcliff, psychiatrist at
(d) transport, knowledge of contacts, Carrington Hospital states,
community resources; ade quate “Afterassessmentand treatment,

(e) patients rights, civil liber-
ties, and complaints procedures;

(g) work skills and work co-

operatives with the depressed S€IVICeS, purpose
of activity, and

medical services
both physical
and psychiatric.

employment market;
(h) medication information.

PUBLIC SERVICE ASSOCIA-
TION - FACTORS IN GOOD
COMMUNITY CARE

The Public Service Associa-
tion, Northern Region, Auckland
Branch, identifies the following factorsasbeing
important in the provision of good community
care:

1. respect for all aspects of the situation of
identified patients, parncularly as this applies
to cultural issues;

2. oneintegrated service, with both hospital
and community components for a defined
population;

3. consistent care by one case manager;

4. a preparedness to go out to patients and
relativés in a persistent and assertive but not

finance, rapid
(f) creative useof leisure fime; access to Supp Ort

high quality after care is vital to
the maintenance of wellbeing.
This needs ‘to be very active,
mobile and domiciliary based. It
cannotf depend on patients being
motivated to come to the staff
becausemotivationand initiative
are often lacking in a post psy-
chotic state. Staff must therefore
be sufficient in number, flexible
and mobile to seek out patients
and providesupportforthemand
their families over a long term.”

Dr Robyn Hewland, psychiatrist of Christ-
church, recommends that community based
services be flexible, diverse and sensitive to
cultural needs. There needs to be a paid statu-
tory case manager, responsible for the individ-
ual’s case care and programmed within local
networks: a paid coordinator for neighbour-
hoodand tribal group servicesand programmes:
skilled assessment of the individual’s needs
and changing needs.
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THE SCHIZOPHRENIA FELLOWSHIP

The Schizophrenia Fellowship identifies
basic requirements for community services as
being;:

= aplace to live;

* an opportunity to socialize;

meaningful activity;
medical services;
money;
24 hour crisis intervention;
¢ support in the community in which the
patient will live.

OUR MODEL FOR COMMUNITY PSYCHIATRIC CARE

We see community psychiatric care as the lynch pin of all psychiatric services, and
as such it must be closely linked with those services, whether they are provided in
hospitals or any other institution, At all stages in the development of a community
care psychiatricsystem, including planning, implementation, and review of services,
it will be essential for wide consultation to take place with union representatives,
health professionals, patient groups, the Maori community, and other interested
individuals and organizations. Our proposed service is aimed at early identification
and recognition of patients’ needs, and the provision of facilities and personnel o en-

sure a rapid response to meet those needs.

1. MANAGEMENT
(a} Within the Psychiatric Services

The Mental Health Bill currently before
Parliament provides for the appointment of a
Director of Psychiatric Services as management
head of all psychiatric services. We agree with
that proposal.

We have already recommended the estab-
lishment of a forensic service. We now propose
that a community care service be
established withitsownindepend-

the appointment of a multidisciplinary team
which will be of adequate size to provide the
range of services he/she wishes to develop
within the community.

The multidisciplinary team will comprise
medical staff, psychologists, physiotherapists,
social workers, occupational therapists, nurs-
ing staff, a Maori health team and any other
discipline the Director of Community Services

considers necessary to develop
an efficient service. The head of

ent management structure. This We see each occupational group will be
service will be directly account- . appointed as an identified head
able to the Director of Psychiatric Communlty of service. The heads of service,
Services, who will be accountable 1atri together with the Director of
to the Chief Executive of the Hos- PSYChlatI'IC Cal:e Community Services, will make
pital Board/Area Health Board. as the lynch PN up the management team. The

. . Director of Community Psychi-
(b) Within the Community Psy- of all p Sy'C]fllatI‘lC atric Services is overall head of
chiatric Services services the management team, and the

The Director of Psychiatric
Services will appoint a Director of
Community Psychiatric Services. This person
will be head manager of a community psychiat-
ric service. He/she will be responsible for the
development, managementand ongoingreview
of community psychiatric services in total and

heads of the various services will

be directly accountable to him/
her. Although the Director of Community Psy-
chiatric Services is overall head of the team, itis
envisaged that this team will function as an
egalitarian multidisciplinary team, and that
decisions will be made following debate and
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consensus.

Itis the responsibility of the heads of service
to organize the service delivery for that particu-
lar discipline and the range of interventions
appropriate to that discipline, after decisions
have been made by the management team. In
larger regions, this may involve the develop-
ment of more and smaller multidisciplinary
teams.

{c) Lines of Accountability

Staff will be directly accountable to the head
of service, who is accountable to the manage-
ment team and the Director of Community
Psychiatric Services. The Director of Commu-
nity Psychiatric Services is ac-
countable to the Director of Psy-
chiatric Services.

the quality of a

Term of Reference (d)

(2} Management within the Commu-
nity Psychiatric Service
Allocation of the budget will be the respon-
sibility of the Director of Community Psychiat-
ric Services and the Management Team. We
envisage that the budget will be devolved as
much as possible to support initiatives within
the community and to develop new facilities
and services as is considered appropriate..

{e) Reviews

There must be a clearly understood process
of regular review. There will be internal and
external reviews.

(i) There will be self review by the multidis-
ciplinary teams of its own serv-
ices, facilities, management and
finances so as to ensure the main-

We envisage that multidisci- community tenance of a high standard of
plinary teams will function on a . . service.
consensus basis, with supervision psychlatnc (ii) There will be an external

being provided by an identified
leader of the team. Each team will
beaccountable to the management
team.

(d) Funding
(1) Management within
the Psychiatric Service

Development of a community
psychiatricservice willbedepend-
entonadequate funding. Thisneeds to beavail-
able in two ways:

(i) bridging finance to be made available to
facilitate the development of services before
patients are discharged from hospital; and,

(i) an adequate budget being made avail-
able to the Director of Community Psychiatric
Services.

We envisage that the Director of Commu-
nity Psychiatric Services and the Management
Team will be allocated a budget by the Director
of Psychiatric Services as a part of the total
psychiatric budget. That budget will be negoti-
ated. Thebudget will be subject to regularaudit
by the Director of Psychiatric Services.

The budget must be sufficient to ensure the
development and maintenance of an excellent
service. In short, the quality of a community
psychiatric service will depend on how much
the taxpayer is prepared to pay.

service will
depend on how
much the
taxpayer is
prepared to pay  service.

review of the community psychi-
atric service conducted by the
Director of Psychiatric Services.
This review will be similar to that
referred to in (i) above and will
have a similar objective, i.e. the
maintenance of a high quality of

The internal and external
reviews will be carried out at in-

tervals of not more than one year, '
The external review panel,appointed by the
Director of Psychiatric Services, should inciude
a managet, a clinician, a representative of the
community and/or consumer, a Maori mem-
ber, and any other person the Director of Psy-
chiatricService considersappropriate to review

the service.

2. PATIENT MANAGEMENT

All patients accepted into the community
psychiatricservice will beallocated akey worker,
i.e. a team member. This key worker will be
responsible for the primary care and planning
of treatment programmes incorporating mem-
bers of the multidisciplinary team, the patient
and family, and any other community members
it is seen fit to include. It will be a requirement
that the key worker consult with the family and
community members where appropriate. The
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key worker will be supported by members of
the multidisciplinary team, who will be identi-
fied to the patient. Thus, in the absence of a key
worker, the patient will know which staff
members he can approach for knowledgeable
help. The key worker will be responsible for
ongoing support, assisting in arrangements for
the individual needs of the patient, and liaison
with government agencies. Where the patient s
referred from an inpatient service, the key
worker should ideally meet the patient prior to
discharge to establish a therapeutic relation-
ship, and in the event of readmission, the key
worker should be incorporated into manage-
ment while in the ward, albeit on a limited basis.
The key worker will be incorporated into dis-
charge planning, and will provide Kaison after
discharge with the inpatient service.

Itisof theutmostimportancethatkey work-
ers do not carry a heavy case load. The quality
of care they can give to individual patients will
be determined by the amount of time they can
give to that patient.

Key workers will beresponsible for an iden-
tifiable case load. They may work in the com-
munity with voluntary agencies, and this work
mustbe seenasa partof their caseload and their
patient caseload amended accordingly. Similar
lines of support and accountability described
for the patient case load should develop for the
agency case load. We see this movement of key
workers into the community as being of great
importance in linking the community psychiat-
ric service into the voluntary initiatives in the
community thereby providing support in the
form of workers who bring knowledge, exper-
tise, some training opportunities and perhaps
some financial assistance.

3. FACILITIES TO BE PROVIDED

(i} Accommodation

A range of accommodation must be pro-
vided in the community for patients being dis-
charged. It is the responsibility of the Area
Health Board/ Hospital Board to develop and
maintain these facilities. The range should in-
clude, .
(a) ahospital/ hostel which, althou ghbased
in the community, is staffed by medical and
nursing staff in the same way as a ward within
thehospital. This facility will be for the severely

impaired patient recovering from an acute epi-
sode and needing total care; and,

(b) facilities ranging from hostels with vary-
ing hours of supervision to visiting support in
unsupervised homes. These facilities will also
range from hostels serving between 8 and 12
patients through to group homes for 3 or 4
patients.

We realize that Hospital Boards and Area
Health Boards do not have bottomless financial
baskets and that the provision of quality hous-
ing is one of the more expensive components in
any community mental health scheme. In some
of the more high priced areas this may be almost
prohibitively so.

Nonetheless, the problem must be faced,
otherwise the plight of psychiatric patients will
continue to deteriorate.

We have been impressed at what can be
achieved by cooperation between Hospital
Boards and charitable trusts or other independ-
ent groups,

In Southampton we saw a range of facilities,
from supervised hostels to bedsits, which were

* provided and maintained by the Stonham

Housing Association. This Associationemploys
approximately 80 people in the Southampton
area, and has as its principle objective the pro-
vision and maintenance of housing for the dis-
abled (including the psychiatrically disabled),
and, where necessary, the provision of staff to
undertake housekeeping and management
duties in the various facilities.

The Stonham Housing Associationisa chari-
table trust, obtaining its funds from govern-
ment and community donations. Each resident
in its homes pays a rent, which is calculated
after taking into account the need to meet
mortgage instalments, ongoing maintenance,
redecoration, wagesand theother costsinvolved
in maintaining a home,

The residents pay their rent from the wel-
fare benefits they receive from the Department
of Health and Social Security and care is taken
to ensure that each resident is left with a suffi-
cient income so as to enjoy a reasonable stan-
dard of living. -

The Association employs its own mainte-
nance staff and redecorates its facilities annu-
ally.

The Association is run by a Board of Trus-
tees which is chaired by a psychiatrist. The
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Board includes representatives from the health
service, the social services, MIND {the equiva-
tent of the New Zealand Mental Health Foun-
dation) and representatives of the community.

Because it has representation on the Board,
the local community psychiatric service is able
to participate in the ongoing monitoring and
review of the accornmodation facilities and the
appointment of staff, and generally to become
actively involved in the planning processes.

One of many advantagesin this cooperative
system is that the psychiatric service is able to
become actively involved in planning accom-
modation facilities, but thereafter the develop-
ment and maintenance of those facilities be-
comes the responsibility of the Stonham Hous-
ing Association. That means, of course, that the
health professionals are able to get on with the
job they know best, which is caring for psychia-
trically disabled people. Another advantage is
that the cost of providing and maintaining ac-
commodation (and some staffing) isnot a direct
charge on the health vote, which in turn means
that already scarce funds can be diverted into
other community resources.

We are satisfied that charitable trusts func-
tion well in this particular area, not least be-
cause donations are tax deductible. We would
be concerned at any alteration to the law in this
regard. If that were to occur, we believe that the
effectiveness of charitable trusts would be seri-
ously undermined.

The Corstorphine Baptist Centre Trust in
Dunedin, the Comcare Trust in Christchurch
and the Stonham Housing Associationin South-
ampton, United Kingdom, are examples of
organizations providing accommodationfor the
psychiatrically disabled. The nature of éach
organization is such that the provision of qual-
ity facilities and care for patients outweighs the
pursuit of profit. Hospital Boards and Area
Health Boards could well learn from their expe-
Tiences.

ii) Rehabilitation

Rehabilitation programmes for re-establish-
ment of personal skills, inter personal skills,
living skills and occupational skills are often
situated in hospitals. We are of the view that
these would be better situated in the commu-
nity, to maximize the value of the skills ac-
guired from those programmes,

Term of Reference (d)

(iii} Leisure Activities

Drop in centres and leisure activities within
the community have developed as various
voluntary agencies, especially the church
groups, have perceived the need and done
something about it.. These agencies need to be
supported by the community psychiatric serv-
ices. Such activities and facilities should be
available in the evenings and during weekends
to provide leisureactivities which are appropri-
ate to various ages, stages and needs within the
community.

{iv) Occupations

The employment needs of psychiatric pa-
tients are often neglected. The key worker will
be required to smooth the path through to
whatever sheltered workshop, or other occupa-
tional opportunities are available to patients.
The coordinator of the multidisciplinary team
will encourage government departments and
private sector and other organizations to de-
velop appropriate schemes and employment
for patients. It is also necessary for that coordi-
nator to work with established employment
agenciestoencourage theemploymentof people
with psychiatric disabilities. This should not be
theresponsibility solely of health workers. There
mustbeanincreased commitmenton thepartof
the Housing Corporation, Department of Social
Welfare, Department of Labour and other or-
ganizations to provide services targeted at the
disabled, and specifically the psychiatrically
disabled. .

(v} Outpatient Service

Qutpatient services, which include assess-
ment and management of individuals and
groups by all disciplines, should range from
extremely active response and treatmentsona
day patient basis through to regular appoint-
ments at less frequent intervals. This service
must be responsive to the needs of the commu-
nity, and must be adequately staffed so that
waiting lists are not excessive.

¢vi) Crisis Intervention Services : Acute As-
sessment

There needs to be an acute assessment serv-
ice run by a multidisciplinary assessment team
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whichisable to respond immediately to psychi-
atric crises within the community, The team
must maintain close links with all psychiatric
services in the region and should have respite
bedsavailable to it. The team should operate in
a flexible way and in the event of a severe crisis
it may be required to attend a patient in his or
her own home. The team must have a defined
base of operations, the location of which is
known to the general public.

4, TRANSITION FROM INPATIENT TO
OUTPATIENT

The period of transition from inpatient to
outpatient servicesisadifficultone for patients.
Itis important to incorporate key workers from
the community psychiatric service in the man-
agement process as part of the discharge plan-
ning. Advice from members of the patient’s
family and community should be sought where
appropriate. The discharge must be carefully
monitored by all participants, and there should
be a system of review after a stated period.
During this period, in the event of the patient
deteriorating, members of the inpatient man-
agement team, the key worker, the patient, or
the patient’s family may initiate assessment for
readmission.

5. DISCHARGE FROM COMMUNITY PSY-
CHIATRIC SERVICE

Discharge from the Community Psychiatric
Service is a clinical decision to be made by the
multidisciplinary team treating the patient.

6. STAFF SUPPORT
The management structures outlined above

will provide clear lines of responsibility and
support. The multidisciplinary team must have

access to regular peer support and be subject to
peer review.There should be a comprehensive,
ongoing process of in-service education.

7. CULTURAL APPROPRIATENESS OF
SERVICES

It is important that community psychiatric
services be culturally sensitive. The multidisci-
plinary team will include a Maori Health Coor-
dinator and a Maori team.

The allocation of funds as previously de-
scribed will enable members of the Maori team
to participate in the development of commu-
nity based health initiatives for Maori people.
The same lines of accountability will also apply,
and they will be subject to the same audit and
review as all others within the community
psychiatric service.

8, RESEARCH

Ongoing research is important. Research
programmes should be integrated into all plan-
ning processes. Links should be established to
universities, polytechnic institutes and other
institutions of learning,

9. ADVOCACY

Advocacy for patients will be a responsibil-
ity of the key worker.

It is important that independent advocacy
be available to patients in the community psy-
chiatric services. Currently, advocacy is pro-
vided by the District Inspector and Official
Visitor, butonly within the hospital system. We
believe that Official Visitors and District In-
spectors should be entitled to see patients who
are being cared for in the community psychiat-
ric service. They should also be entitied to entry
to any facility provided within the community
for psychiatric patients.
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RECOMMENDATIONS

1, POLICY

Werecommend that Government give a clear, unequivocal commitment to develop a comprehensive
range of community psychiatric services for those who are psychiatrically disabled.

2. THE COMMUNITY PSYCHIATRIC TEAM

We recommend the appointment of a Director of Community Psychiatric Services. He/she will
develop and maintain a comprehensive community psychiatric service in terms of our proposed model
described in this part of our report.

We recommend the establishment of multidisciplinary teams to provide aftercare in the community
for the psychiatrically disabled.

3. FUNDING

We recommend that the Director of Community Psychiatric Services be provided with an adequate
annual budget to ensure the development and maintenance of high quality community services and
facilities.

Werecommend that the running costs of community psychiatric services be met by adirectallocation

of Government funds for the 3 year period ending 31 December 1991.

Werecommend the promotion of active policies enabling funds to be transferred from hospital based
services to community based services.

We recommend that the management structures in the community psychiatric team be flexible
enough to allow for the devolution of funds to individuals and community groups who are actively
working in the community to promote the interests and welfare of the psychiatrically disabled.

4, REVIEW AND AUDIT

We recommend that the multidisciplinary team review its own services, facilities and finances at
intervals of not more than one year. The Director of Community Psychiatric Services will be responsible
for this review.

We recommend that the Director of Psychiatric Services undertake a review of the community
psychiatric services at intervals of not more than one year. This review will be undertaken by a review
panel appointed by the Director of Psychiatric Services.

5. DEVELOPMENT OF SERVICES

We recommend community consultationin the planning and development of community psychiatric
services.

We recommend that representatives from patient groups be consulted, and wherever possible
incorporated into, the policy making and management structures of community mental health services.

Werecommend the appointment of a Maori Health Coordinator as head of a group of Maori workers
who will form part of the multidisciplinary team.
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We recommend wide consultation with those unions and other organizations representing psychia-
trists, nurses and para-medical staff in planning the development, establishment or review of community
facilities and services for the psychiatrically disabled.

(a) Accommodation

We recommend that Area Health Boards and Hospital Boards be responsible for providing a range
of accommodation for psychiatric patients in the community and that such accommodation be allocated
according to the clinical needs of the patients.

We recommend that staffing levels and the range and maintenance of all community accommodation
be reviewed by the Area Health Board/Hospital Board at intervals of not more than one year. All
accommodation must be of a high standard.

(b) Rehabilitation

We recommend the establishment of community based rehabilitation programmes for the psychia-
trically disabled.

(¢) Leisure Activities

Werecommend that the multidisciplinary community psychiatric teambe responsible for developing
a range of leisure programmes in the community for the psychiatrically disabled.

We envisage that these programmes will be developed in conjunction with voluntary agencies to
whom, where necessary, appropriate funding should be devolved.
(d) Occupations

We recommend that the multidisciplinary community psychiatric team liaise with government
departments, employment agencies, employer organizations and other organizations and individuals to
maximize employment opportunities for the psychiatrically disabled.

(e} Outpatient Services

Werecommend the establishment of outpatient facilities sufficient in number to meet the needs of the
community.

() Crisis Intervention/Acute Assessment

We recommend the development of acute assessment/crisis intervention services in sufficient
numbers to adequately meet the needs of the psychiatrically disabled.

6. PATIENT MANAGEMENT

Werecommend thatakey worker beallocated to each patient accepted by the community psychiatric
team.

7. PATIENTS INCOME

We recommend that sickness and invalid benefits be reviewed and set at a level which enables
psychiatric patients o enjoy a reasonable standard of living.
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INTRODUCTION

Mental health in traditional Maori society was part of a composite whole, and the
established traditions of the time were flexible enough to deal with distress in both
individuals and communities. We discuss Maori Mental Health more fully in
Appendix 5. :

Because of the disproportionate representation of Maori people in prisons and in
psychiatric hespitals, and particularly in the special patient population, we have
chosen to investigate the quality of psychiatric services for Maori people. We have
met with Maori people in each area we visited and have discussed their views about
the local psychiatric services. We were treated with courtesy at each hui and were
supported with aroha from our peopie. Kaumatua and kuia attended our hearings,
and we acknowledge their wisdom and assistance.

FINDINGS ON A REGIONAL BASIS

OTAGO

We spent many hours in the company of
clinical staff in Dunedin. We noted that they
wereawareof the need to be culturally sensitive
when dealing with Maori patients and mem-
bers of other ethnic groups. We met with
members of the local Maori community at Arai
Te Uru Marae which has been visited by staff
from Cherry Farm hospital on several occa-
sions. Dr Julia Faed, the Medical Superinten-
dent at that hospital, has established a close
liaison with the local Maori community and, as
aresult, Maori patients are now being visited by
local Maori.

The people at Arai Te Uru expressed some
concern about the slow pace at which pro-
gramumes and interventions had developed not
only at Cherry Farm but also within the wider
psychiatric community.

CANTERBURY

The Canterbury Hospital Board has ap-
pointed a Maori Health Coordinator, who is
responsible for liaison between the local com-
munity and Sunnyside Hespital. Clinicians who
spoke to us were aware of the need to develop
a culturally sensitive psychiatric service for
Maori people within the hospital. Hospital Board
members and hospital staff had attended a hui
at Rehua Marae. Sunnyside Hospital has the
only Maori Official Visitor in New Zealand,
Hohua Tutengaehe, who brings a wealth of
experience of taha Maori to the position.

We met with local Maori at Rehua Marae,
where concern was expressed about the lack of
bicultural facilities in the city and region. We
heard of the difficulty experienced by Maori
peopleinnegotiating with various government
bureaucracies to obtain assistance in develop-
ing services within the papakaianga of the re-
gion. Thereadinessof government departments
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to rely on Matua Whangai and other Maori
organizations without giving any real support
to thesegroups wasdeplored. Thelackof trained
Maori professionals was of concern, as was the
absence of any significantMaori inputinto train-
ing programmes or other issues which clearly
warranted a Maori perspective.

The Rehua whanau affirmed the need to
incorporate peoplewhoareskilled in taha Maori
into treatmentteams: a subjectraised frequently
by Maori groups around the country.

“There needs to be a change in the prerequi-

site for working with people. There is no

way you can convince me thata 19 year old
registered nurse has any more clues than
these two [refers to kuia] who have raised
their families and grandchildrenand worked

onalimited budget. There mustbe wayswe .

should be looking at in facilitating their
access and working there, Thesekingdorns,
they are hierarchically structured, and they

are made to block other people out. Our

people for years have been working with
our people and doing a great job, but of
course they come under stressbecause they
are under resourced, and they are doing it
for nothing. I am sure with people like this
there must be ways we can make them feel
more welcome in Sunnyside.”

Speaker at Hui, Rehua Marae

NELSON

The setting for our huiin Nelson wasimpor-
tant, in that we met in a building which had
been donated by the Nelson Area Health Board
to the local marae. That act was significant and
ameasure of the degree of support given by the
Area Health Board, and particularly Ngawhatu
Hospital, to the local Maori people. We met
with people in Ngawhatu Hospital who were
trying to establish long lost contacts with the
families of their patients, despite the fact that
many of these families were scattered through-
out New Zealand. Maori patients in Ngawhatu
were being encouraged to re-establish whanau
links, and were frequently taken to the marae
tor hui and daily activities. We met with pa-
tients from Ngawhatu who had accompanied
staff to our hui.

Themeswhich were familiar from other areas
were repeated in Nelson: lack of a bicultural

Term of Reference (e)

perspective in the education of doctors and
other workers in the health system; groups
being set up in the community without ade-
quate resources and information, and without
the support of those who have expert skills and
knowledge; lack of family involvément in as-
sessment and management decisions,

WEST COAST

There are no formal bicultural health serv-
ices on the West Coast." The population is a
close-knit one, and the psychiatric hospital en-
joyscloseinformal contacts with thelocal Maori
community. Although small, the Maori com-
munity in Hokitika is active and its links with
Seaview are well established and supportive.

WELLINGTON

In the Wellington region, we met with a
small group, Te Ropu Taha Maori, which is
based in Porirua Hospital. It comprises employ-
ees of the Hospital Board who are working to
establish a bicultural component in psychiatric
services. We also met at Takapuwahia Marae
with a wider representation of the Maori com-
munity of Wellington.

We were told that there was no tangible
evidence of a commitment to biculturalism and
the Treaty of Waitangi in the Wellingtonregion,
despite assurances of support to that effect.
The Medical Superintendent of Porirua
Hospital and some of her staff accompanied
us to Takapuwahia Marae.

The grief expressed at Takapuwahia was
profound. People there spoke of a history of
neglect in many of the services which were
discussed. In addressing the psychiatric serv-
ices specifically, various themes emerged. Sev-
eral speakers referred to the absence of a Maori
perspective or assessment when an initial deci-
sion was made to admit or treat a psychiatric
patient. The “gatekeepers” to the services were
said to be monocultural. Workers and patients
in the hospitals said that lip service was paid to
taha Maori and the incorporation of the prin-
ciples of the Treaty of Waitangi into health
services. Others told us that ilinesses and signs
of distress which could be interpreted in the
context of a patient’s Maoriness were misiden-
tified and treated in terms of Western psychia-
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try. For example, if a person under stress was
seen to be speaking to his or her tipuna, this was
thought to be hallucination. Because this was
interpreted as evidence of psychosis, the diag-
nosis may be made accordingly and treatment
carried out with anti psychotic medication.

The absence of family involvement in man-
agement, planning and care of the patients in
the hospifal was criticized. Likewise, the ab-
sence of family involvement in deciding
when to discharge a patient into the com-
munity was also criticized.

The group whom we met at Takapuwahia
said that ,in their experience, the psychiatric
service did not acknowledge the
needs of Maori people. Psychiatric
hospitals were seen by them as
hostile places: psychiatric services
as monocultural and resistant to
change.

Psychiatric
hospitals were

ronment, attend to their spiritual needs.

Te Ropu Arahi enjoyed considerable sup-
port from the Medical Superintendent of the
time, Dr Stephanie du Fresne, who was an
active member of the group, and from Mr John
Boyack, the Chief Executive of the Board. This
was one of several worthwhile initiatives taken
by the Wanganui Area Health Board in trying to
develop a bicultural service.

WAIKATO

We visited the Whai Ora unit in Tokanui
Hospital. This was the firsthospital-established
bicultural unit in New Zealand.
The objectives of the unit are to
provide patients with an envi-
ronment in which to foster their
sense of pride in their cultural
heritage, and to incorporate Maori

TheWellingtonHospitalBoard ~ S€€IL by them as  cutural values and beliefs into

has appointed a Maori Health Co-
ordinator. One of her duties is to

hostile places:

treatment programmes. The Whai
Oraunitisavailable to both Maori

develop bicultural services in the psychiatric and pakeha patients, and both
region administered by the Board. : Maori and pakeha staff work in
This is an enormous task which, Services as the unit. We discuss Whai Ora
without further support, appears monoculfural more fully in Appendix 5.

impossible.

All staff in the unit, including

TeRopuTaha Maori, inPorirua and resistant to domesticstaff, areanintegral part

Hospital, is a small group which
functionsunder theburdenof each
of its members being required to
carry out his/her normal clinical duties. There
isno acknowledgementby the hospital admini-
stration, nor the Hospital Board, that the devel-
opmentof psychiatric services for Maori people
by this group is valid work which should be an
integral part of their clinical responsibilities.

WANGANUI

The appointment of a Maori liaison officer
at Lake Alice Hospital has been a significant
step forward in the development of a bicultural
service. This officer, with other staff members,
hasfostered thedevelopmentof Te Ropu Arahi,
which comprises both staff and patients. It is
well supported by the local Maori community.
Although small in numbers, Te Ropu Arahi is
an important group which meets on a weekly
basis so that patients and staff can foster their
taha Maori and, in the context of a Maori envi-

change.

of the therapeutic team, and each
person has a strong commitment
to the ward, patients, their taha
Maori and to the Waikato Hospi-
tal Board. Families of patients are involved in
the management process and, if they are able,
they may stay with the patients. Whai Ora has
close contact with the Matua Whangai group in
Hamnilton.

We were impressed by the peace and aroha
of the unit. The care and nurture provided by
staff was impressive in every respect.

Whai Ora is a bicultural unit with a dis-
tinctly Maori kawa. It has kaumatua support
and well established links with the community.
1t is well supported by both the Maori commu-
nity and staff at the psychiatric hospital. It has
incorporated Western psychiatric practices,
including recording techniques, and it is open
to external scrutiny. It provides a service which
is appropriate to the Waikato community, and
is a tribute to the commitment and skills of the
people who work in the unit and support it.
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In Hainilton, we met with the local Matua
Whangai group. This group receives little fi-
nancialsupportfrom government departments.
Itis an active group which provides a service to
the local courts, and also runs a community
house for those in need of help. We admire the
support Matua Whangai was able to give to the
people with whom they were involved.

The group also told us of plans to develop
a hostel for offenders in the community. They
hoped that their programmes would incorpo-
rate a bicultural perspective and provide for
coltural and spiritual rehabilitation as well as
social and personal needs.

AUCKLAND

We visited He Putea Atawhai which is a
community based facility in Swanson provid-
ing care for people with moderate to severe
psychiatric disability. Many of the patients had
been in hospital for lengthy periods, and have
now been established in the community under
the care of a predominantly Maori group. Care
is provided according to a bicultu-
ral philosophy, incorporating
Western psychiatry as well as taha
Maori. Maori and pakeha patients
areadmitted to HePutea Atawhai..
Close links have been developed
and maintained with the outpa-
tient service from Carrington
Hospital and the Hoani Waititi
Marae. Kaumatua from Hoani
Waititi Marae are trustees on the
He Putea Atawhai Trust. :

AtKingseat Hospital, in South
Auckland, a whanau group com-
prising both Maori and pakeha staff has been
established and issupported by senior manage-
ment. It has close links with the Papakura
community and is working towards the devel-
opment of biculturalism in the hospital and
community psychiatric services.

We are very supportive of the whanau
group at Kingseat, and other such groups in
psychiatric hospitals in New Zealand. We see
these groups as initiators of change directed at
developing a sensitivity towards the Maori
dimension in psychiatric services. We encour-
age hospital administrators to recognize the

We are very
supportive of
the whanau
group at
Kingseat, and
other such
groups
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difficulties facing such groups, and to mini.
mize these difficulties whenever possible,

The Whare Hui operates as a bicultural unit
at Carrington Hospital. In June 1987, His Hon-
our Mr Justice Wallace was asked to conductan
Inquiry into events at Papillon House involving
John Papalii, which wehavedescribed earlierin
this report. He sought opinion from Whare Hui
staff as to the manner in which the Inquiry
should be conducted. Mrs Titewhai Harawira,
speaking for the staff at Whare Hui, expressed
concern that the Inquiry focussed only on the
Auckland area. She said that many of the prob-
lems of the Auekland region were also common
to other parts of New Zealand.

The membership of the Inquiry was also
questioned. Dr Erihana Ryan and Robert Lud-
brook, an Auckland lawyer, had beeninvited to
assist Mr Justice Wallace in conducting the
Inquiry. Mrs Harawira said that the composi-
tion of the Inquiry was contrary to the prin-
ciplesof the Treaty of Waitangi, that thereshould
be at least 50% Maori representation on the In-
quiry, and that people from the
Auckland region should be ap-
pointed. Mrs Harawira made it
clear that Whare Hui staff would
notappearbeforethe Inquiryunder
the circumstances then existing.

The (then) Minister of Health
agreed to:

(a) enlarge the Terms of Refer-
ence to include all areas in New
Zealand which provided a service
to special patients; and,

{(b) change the membership of
the Inquiry to include a stronger
Maori representation.

We hasten to add that Mr Justice Wallace
was unable to participate in a protracted In-
quiry because of his judicial duties and his
responsibilities as Chief Human Rights Com-
missioner. It was under these circumstances
that this present Committee of Inquiry came
into being.
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THE WHARE PAIA

Our Inquiry in the Auckland region com-
menced on 2nd November 1987. On that day,
we asked Dr Peter McGeorge, Acting Medical
Superintendent at Carrington Hospital to ar-
range meetings for us in the hospital. We spe-
cifically asked to meet with staff at the Whare
Hui and Whare Paia.

The staff at Whare Hui initially agreed toa
meeting. Later, Dr McGeorge informed us that
the staff at Whare Hui had requested a change
of venue and asked that we attend Whare Paia,
anew unit whichhad beensetupin
Carrington Hospital. We were
happy to accept this new arrange-

“T have never

decide what is going to happen to them and
the people who work in that environment. I
haveneverseeninsuchashort time somany
good things happen to people. There has
been a lot of heartache, and a lot of trauma
for the people who are good enoughto come
and work with us and for us, but the im-
provement in the individuals who one day
could not actually eat with a knife and fork,
or dress themselves or keep themselves
clean, now walk around as tall men. [ think
that is tremendous, and it is only
three months. Most of these pa-
tients are special patients, who

ment. seen in such a were judged as too dangerous to

On 12 November 1987, we at-
tended Carrington Hospital to meet
with the Medical Superintendent
and staff who wished to make rep-

short time so
many good

handie in an open ward “

Mrs Janet Quinlan, Principal
Nurse at Carrington Hospital also
supported the quality of caregiven

resentations to us. We were accom- things happen tO  at Whare Paia without resort to

panied by kaumatua. Wewelcomed
the opportunity to learn from the
experiences of staff at the Whare
Paia and Whare Hui..

Two minutes before the time agreed upon
for the meeting, Dr McGeorge told us that Mrs
Harawira had informed him that neither she
not her staff would be present at Whare Paia.
There was no explanation for this refusal to
meet with us, nor was there any apology. We
were reluctant to embarrass our host, Dr
McGeorge, or our kaumatua. Weasked thatour
disappointment be expressed, and suggested a
further meeting on a date suitable to Whare
Paia staff. We heard nothing further.

The bicultural unit at Carrington Hospital
has been both praised and criticized. The praise
is enthusiastic, particularly from Miss Murphy,
Chief Nurse of the Auckland Hospital Board.
She said the unit has,

“developed in a very very healthy way. I

believe it is one of the few, one of the only

therapeutic communities which has gone
on operating. What is really stimulating
about it is that patients actually run their
lives. They sit downin the mornings, one of
them chairs the meeting of the day, and they

people”

locked doors or seclusion.
Dr McGeorge stated:

“the Whare Paia has managed

extremely well over the pastcouple
of months with what we have previously
seen as very dangerous special patients. Itis
an open ward where they rely on intense
supervision and the use of volunteers, but
those people seem to have a knack of deal-
ing with some of the disruptions that people
in that ward cause in a quite remarkable
fashion. There is no doubt that the efforts of
theWhare Hui, and more recently the Whare
Paia, have had positive benefits t0 many
patients. They deserve continued support.
Nevertheless the establishment of minimal
medicaland nursing standardsis essential if
the true partnership is to be atiained. This
will require attention to history taking, case
reviews, and the prescribing and giving of
medication by trained staff, It will also re-
quire respect for Maori custom. There are
challenges for Maori and European alike,
and both parties should take care not to
be over zealous in having the right per-
spective, and as a consequence, over-
exerting their authority or calling into
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disrespect the views of the other.”

Dr Mc George also commented that he
was aware of variable support in the Maori
community for Whare Hui and Whare Paia,
and of a reluctance among some Maori people
to become involved -with the units. He said
that he was free to come and go into Whare
Paia and Whare Hui at will, but that many
members of the staff were not made wel-
come and were prevented from participat-
ing in the activities of the bicultural units.

Dr McGeorge expressed
a guarded enthusiasm for
the bicultural units.

Edgar Rout, a senior
social - worker, expressed
concern at the lack of access
for staff from Carrington
Hospital to Whare Paia or
Whare Hui. Hewasalsocon-
cerned that special patients,
whose movements were
restricted by law, seemed
able to leave the hospital at
will.

He suggested that the
Whare Hui and Whare Paia
acted independently of the
management of Carrington
Hospital. It was not possible
for him to comment on the
- standard ofnursing, or other
standard practices, includ-
ing administrationof drugs,
inthe Whare Huiand Whare
Paia. He indicated that per-
haps these basic services
were not being provided
according to acknowledged
and well established pat-
terns in the hospital and in
Western psychiatry.He wasalso concerned that
the (then) Official Visitor had been refused ad-
mission to the Whare Paia, thus depriving the
patients of their statutory rights of representa-
tion and advocacy.

Mr Rout referred to two patients who had
left the Whare Paia and were later the subject of
a high speed car crash. One of the patients was
later returned to the Whare Paia but admission
was refused. Mr Rout acknowlédged that pa-
tients in Whare Paia initially saw their needs

“we were told it is
a multicultural
unit. It is otherwise
defined as a
bicultural unit.
That is not true. K
is a single cultural
unit. It has no
criteria of
admission; it has
no stated function;
it has no stated
role; it has no
stated methods of
practice; it has no
stated purpose.

Term of Reference (e)

being met by the unit, in that they were given
many outings and privileges to which they
were unaccustomed. He also believed that a
number of patients had since changed their
views and saw the administration as quite re-
strictive.

Mr Rout was not the only member of staff
who expressed concern at the management
policies practised in the Whare Paia. A Staff
Nurse stated,

“we were told itis a multicultural unit. It
is otherwise defined as a
bicultural unit. That is not
true. It is a single cultural
unit. It has no criteria of
admission; it has no stated
function; it has no stated
role; it has no stated meth-
ods of practice; it has no
stated purpose. Thisisaunit
whichis being run, I believe
with hospital funds, by a
staff who are employed by
the Hospital Board. The
wholehospital workingstaff
are ignorant of happenings
in the Whare Paia. It is ex-
cluded from Carrington
Hospital systems, and it
does not give any informa-
tion. Discharge from theunit
has been followed by reap-
pearance of the patient
within 24 hours, either to
thepsychiatric serviceor the
police, and refusal of admis-
sion back into that unit
Many of those patients, at
readmission, have at that
stage been becoming ill. Itis
. my opinion that when pa-
tients are becoming a management prob-
lem, they are discharged from what used to
be M7, is now the Whare Paia, and in many
cases, have been readmitted into other areas
in the hospital within 24 hours.”

We wanted to find out, with some certainty,
what was going on at the Whare Paia. We asked
our Assessment Team to intervene,

Qur brief to the Assessment Team was:
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“The Committee emphasizes that it expresses no
decided view as to theeffectiveness of thecareand
treatment being received by patients in the Whare
Paia,

The Committee now asks that those patients who
are in the Whare Paia(and those who have been
transferred from that Unit since 17 August
1987) be seen by the Assessment Team and that
you advise the Committee as to whether the
standard of security, care and management and
the granting of leave is adequate,
bearing in mind the degree of

informed thathetoo had goneon the picnic. The
Assessment Team were given a tour of the
hospital, during which time they were able to
meet with staff in other wards. The Assessment
Team accepted the Medical Superintendent’s
invitation to examine all special patients in
Carrington Hospital. They stated, however, that
their first priority was to carry out the brief
given to them by us. They were then given the
files of some special patients in the hospital.
None of these files concerned patients in Whare
Paia. After spending some time
perusing the files, the Assessment

mental illness of each patient. A debate then Team realized that they would be
The Committee would welcomeany unable to see patients that day,
further recommendations which ensued... as to and left the hospital. They informed
the Assessment Team may wish to who was the Medical Superintendent that
make."” . they expected to see patients on
When the Assessment Team acmally mn Thursday, 11 February, in the

arrived at Carrington Hospital on charge of the morning.

9 February 1988, they encountered On11February 1988, they were

difficulty in gaining access to the
WharePaia, and to thedlinical notes
about the special patients in the
unit. On arrival in the hospital, they were met
by the Medical Superintendent, Dr McGeorge,
and the Principal Nurse, Mrs Quinlan. The
hospital management questioned the advisa-
bility of the assessment, and expressed fears
thatthearrival of the Assessment TeamatWhare
Paiawould precipitate a crisis with its staff. The
Assessment Team was also led to believe that it
was doubtful whether they would be admitted
to Whare Paia.

Inspite of thesedoubts, the Team, accompa-
nied by Dr McGeorge, went to the Whare Paia
where they were greeted by the staff. No pa-
tients were present on the ward. After powhiri,
they weretold that their visit was notwelcomed
and that in effect the Whare Paia staff did not

~ regard the visitas being of any importance. The

team was then shown round the unit, and after
lunch they tried to aileviate the fears which
were being expressed. The Assessment Team
requested that patients be made available the
following day. They left.

When the Assessment Team arrived at the
Hospital the next day, 10 February 1588, they
were informed that all the patients from Whare
Paia had gone on a picnic with the staff. When
theyasked to see the psychiatrist who provided
the medical cover for the Whare Paia, they were

Whare Paia.

told that they could only examine
the patients in Whare Paia in the
company of the consultant psy-
chiatrist attached to the Whare Paia, DrFelgate.
Thiswasnotacceptableto the AssessmentTeam,
although they wished to meet with Dr Felgate
so they could discuss the Whare Paia patients
with him. They were told they could not see
patients; that Whare Paia would not allow this
to happen.

A debate then ensued between the Medical
Superintendent and members of the hospital,
and representatives of the Hospital Board, as to
who was actually in charge of the Whare Paia.
When the Medical Superintendent attempted
to instruct staff in the Whare Paia, he was in-
formed that he had no authority to do so. After
a discussion with the Chief Executive of the
Hospital Board, Dr McGeorge was given per-
mission to direct the staff as he considered
appropriate. A short time later this permission
was rescinded following a discussion between
Mr Campbell, the Chief Executive, and Miss
Murphy, the ChiefNurse, as to who had author-
ity over the Whare Paia. The ensuing confusion
was testament to the lack of clear lines of re-
sponsibility and accountability in Carrington
Hospital and the Auckland Hospital Board in
respect of the Whare Paia. At this stage, our
chairman was contacted. He instructed the
Assessment Team to leave the hospital.
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Thatnight, Mrs Harawira of the Whare Faia
informed a member of the Assessment Team
that her patients should not be examined. She
asked for a meeting with our Inquiry and the
two Maori members of the Assessment Team.
She asked that the two non-Maori members of
the Team be excluded. The invitation was re-
fused:

The next day, 12 February 1988, the last day
of the week allocated for examination of pa-
Hents, the Assessment Team again returned to
Carrington Hospital. They were again asked to
see special patients other than the Whare Paia
patients, and elected not to do this as their time
was now extremely limited.

At 11 a.m. on 12 February 1988, the files of
the special patients, including thosein the Whare
Paia, were finally released to them. Dr Felgate
declined an invitation to meet with the team,
saying that he did not think it wise to see them
unless a staff member from the Whare Paia was
also present. Dr Felgate was then instructed by
Dr McGeorge to meet with the Assessment
Team. He refused, and said that the Medical
Superintendent had no authority to direct him,
Dr Felgate agreed to explain the files to the
Assessment Team, and indicated he would
collect more files and return. Heleftand did not
return.

The Assessment Team were then told that
the Whare Paia staff would not allow the pa-
tients to be examined, and that they (the staff)
would leave the unit if the team insisted on
seeing them.They said they would place the
patients in the care of Dr McGeorge. The As-
sessment Team said they were instructed by us
to meet with the patients. The staff at Whare
Paia then agreed to the patients being seen by
the Assessment Team, and said that the Princi-
pal Nurse and Dr McGeorge would present
each patient individualty.

There was further debate between the
managers of the hospital and the staff at Whare
Paja. By mid afternoon the Assessment Team
had not been given access to any patients. Staff
in the Whare Paia then decided that all the
patients would be presented en masse at the
Administration Block,- where the Assessment
Team intended to see them. Whare Paia staff
then demanded that the Assessment Team see
the patients as a group, The Assessment Team
did not agree to do this, judging that the only
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valid assessment would be one conducted on
anindividual basis. DrMcGeorge thenrequested
that each assessment be observed by a member
of Psychiatric Survivors. This was not accept-
able to the Assessment Team, This was the first
and only occasion on which Psychiatric Survi-

vors had been introduced into the sequence of -

events.

The Assessment Team once again appeared
to have encountered a stalemate, However, late
on Friday afternoon, 12 February 1988, the first
patient was presented and the Assessment Team
was able to commence the assessment process.
The gathered patients were first spoken to col-
lectively.

Mr Tutengaehe opened with karakia. The
purpose of this meeting was to start the proce-
dures in Carrington Hospital in a way which
observed the Maori spiritual perspective. The
patients were told what would be happening
and of the need for assessment. They were
given the opportunity to ask questions, and at
the end of this formal part of the process, the
Assessment Team greeted each member of the
assembled group, patients and staff alike, and
then proceeded with individual assessments.

After two patients had been examined, the
Assessment Team left, to return the following
Tuesday, 16 February 1988. On their return to
the hospital, Dr McGeorge indicated that per-
mission to assess the patients had again been
withdrawn by the Whare Paia staff, and would
need tobe renegotiated. Eventually the patients
were released for assessment. However, Dr
McGeorge was instructed by Whare Paia staff
toferry the patientsbetween the administration
block and the Whare Paia.

The individual assessments of the patients
in the Whare Paia then proceeded without sig-
nificantdifficulties. The method of examination
followed thepattern established at Paremoremo.
A psychiatrist and a Maori member of the As-
sessment Team formed a smaller team to exam-
ine each patient. Before the assessment, the
patient was greeted by the Maori member of the
tearn and asked if he would like to commence
with karakia. In every case, the patient agreed
to this and participated fully. The Maori mem-
ber of the team then led in to the interview and
the psychiatrist later explored matters he con-
sidered to be clinically relevant.

The Assessment Team informed Dr
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McGeorge that, as part of theirassessment, they
would like to meet with the multidisciplinary
clinical team in the Whare Paia. This was re-
fused by the staff in Whare Paia, and, despite
repeated invitations,no meeting took place. As
a result of the unwarranted delays caused by
the obstructive tactics outlined above, the As-
sessment Team did not have sufficient time to
examine other special patients in Carrington as
requested by Dr McGeorge.

Despite the many difficulties outlined in
gaining access to Whare Paia, and in comply-
ing with the instructions given by us, the
members of the Assessment Team had some
positive comments to make about the Whare
Paia. They were all taken by
the peace and pleasantness of
the environment. The sincer-
ity and commitment of staff to
provide both a treatment al-
ternative and and a protective
environment for their patients
was commented on and ap-
plauded by members of the

Most of the
patients... had
been absent-
without-leave at

They were also unable o comment on medical
management, or on the administration of
drugs.

The Whare Paiaisabeautiful old villa which
is newly renovated and very pleasant. There is
an air of calm and healing in the place, which
connotes a positive therapeutic environment,
Security in the unit is provided by staff: there
were no locked facilities. The relationships be-
tween staff members and patients were ob-
served as being caring and supportive, and the
staff were described as being nurturing/moth-
erly inbehaviour. One of our psychiatrists com-
mented,

“Ihad a number of quite favourableimpres-

sions. 1 thought there was a great deal of
warmth and very genuine at-
tempts at caring for these
people who presented a very
mixed bag from a diagnostic
point of view. They included
two or three people who were
grosslyretarded. Theyalsohad
some physical disabilities and
there were people with para-

tcularl . - X : is, . _

e PR some time sondity disorders. A5 L sa,
In their view there ap- during the had some very good impres-

peared io be some contradic- . th sions.”

tions in the stated philoso- previous ree The Assessment Team re-

phies of the Whare Paia. We months. ported that the staff of Carring-

were told that some in the

Whare Paia completely re-

jected the practices and values

of Western psychiatry, while others sought a
partnership to reap the benefits of both Maori
and non Maori practices. When this contradic-
tion was identified, it was not adequately or
satisfactorily explained. The Maori members
of the Assessment Team expressed some res-
ervations as to the quality of taha Maori being
practised within Whare Paia. They were con-
cerned that there were no kaumatua present.
They were also concerned that there was no
depth of taha Maori, taha wairua, tikanga
Maori or te Reo.

The clinical notes on the patients were
incomplete, and did not contain current nurs-
ing notes ormedication charts. These were not
provided when requested. As a consequence,
it was difficult for the Assessment Team to
find out how the patients had been managed.

ton Hospital regarded the

Whare Paia unit as being too

independent, as being careless
of hospital etiquette, and acting in disregard of
the ordinary lines of communication. There
were claims of carelessness regarding the re-
porting of leave for special patients. They said
that the staff in the Whare Paia were resentful of
attention and criticism.

Some of the patients seen by the Assessment
Teamn were judged to be unpredictable and
possibly quite dangerous. One patient was so
unpredictable that the Medical Superintendent
wasreluctant to transporthiminhis car without
assistance. A member of the Assessment Team
accompanied the Medical Superintendent and
patient back to Whare Paia after examination.

Most of the patients seen by the Assessment
Team had been absent-without-leave at some
time during the previous three months.

Contact with the patients families has been
minimal since the establishment of Whare Paia;
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this in spite of the professed emphasison family
involvement in both treatment and manage-
ment programmes, and the importance of taha
whanau to Maori people.

In summary, the Assessment Team re-
ported that despite the warmth and pleasant-
ness of Whare Paia, there was little evidence of
a Maori perspective being incorporated into
the treatment programmes, Specifically, there
was little evidence of taha wairua, taha wha-
nau, tikanga Maori and te Reo, and there was
clear evidence of ambivalence as to the bene-
fits of Western psychiatry. The absence of
links with kaumatua of the area, and the vari-
ous iwi groups, was commented on. The As-
sessment Team also expressed real concern at
the absence of adequate supervision and secu-
rity in Whare Paia. The patients have been
moved from a locked environment to a much
more open environment in one step and with-
out preparation for the altered degree of free-
dom. The large number of absences-without-
leave demonstrated that they have found dif-
ficulty in this transition. Some of the patienis
seen by our psychiatrists were assessed as
beingunpredictable and dangerous atthe time
they were assessed, The comment was made
that,

I'would be very worried if I did not know
where that young man was.”

The Assessment Team was grateful for the
ready cooperation of all the patients who wel-
comed thebicultural nature of the examination.
There wasno apparentdistress at the method of
examination, nor any indication of unresolved
distress on completion of the examination.

On14 February, 1988, thestaff at Whare Paia
informed the Sunday Times that,

“they would not allow their patients,
who had already been psychologically
raped, to go through the same experience
again.”

The media invited our chairman to com-
ment. Out of concern for the interests of the
patients, he declined to embark on a public
debate. '

On Wednesday, 17 February 1988, the Anti-
Racist Action Group at Carrington Hospital
issued a press release which said:

“we consider the whole process by

“if I were the consultant of this ward,
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which the Assessment Team was formed
and is carrying outits tasks to be racist.”

There are several methods of monitoring
behaviour in a psychiatric hospital. Scrutiny
both from within and outside the hospital sys-
tem, is important in the maintenance of stan-
dards, If that scrutiny does not occur, deteriora-
tion of standards, and aberrant behaviour, may
develop.

An examination of the day to day happen-
ings at Whare Paia has been difficult. Much of
the evidence we heard was hearsay, and even
the impressions given by the Assessment Team
are based on interviews with some patients
who may have been severely impaired in terms
of their mental status at the time they gave the
information. .

Nonetheless, when onelooks atthe system
which has evolved within the Whare Paia, and
how that fits into the general hospital system,
itis obvious that there is a self imposed isola-
tion from scrutiny by, and suppori from, oth-
ers in the haspital. The Whare Paia discour-
agesentry toits premises unless those persons
are chosen and approved by its staff: it does
not encourage external serutiny.

There is alack of clearly identified lines of
management and authority both in Carring-
ton Hospital, and in the Auckland Hospital
Board, This was apparent when Dr McGeorge
tried to obtain access to the Whare Paia for our
Assessment Team, He was told by the Chief
Executive on one occasion that he had author-
ity: within an hour he was told by ancther
member of the hospital executive, the Chief
Nurse, that he had no such authority. We wish
to point out that no criticism for the events
involving our Assessment Team can be di-
rected at Dr McGeorge. He was as helpful as
he could be within the constraints and de-
mands imposed on him by others,

Theintroduction of the State Sector Act 1988
on April 11988 has no doubt clarified the lines
of management and resolved, to some extent,
the matter of accountability within the Board
system. But we refer again to the comment
made in Part 1 of this report.

1t is difficult to reach conclusions from the
mass of submissions we have heard about the
bicultural unit at Carrington Hospital because
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of the refusal of staff to meet with us.

Therefore we ask:

1. What is the basis of the claimed Maori
treatrnent programme in the absence of kau-
matua, taha wairua, tikanga Maori and taha
whanau?

2. Who administers the bicultural unit at
Carrington? Does the Hospital Board have any
control over the management practicesand staff
in the unit? If so, in what way does it exercise
that control? To whom is the Whare Paia ac-
countable?

3. Does the Whare Paia come under the
umbrella of Carrington Hospital and therefore
under the authority of the Hospital Manage-
ment team, or is it an independent organiza-
tion?

4. What is the history of the
Whare Hui Trust, and from whom
doesitreceiveitsfunds?Isitfunded
by the Hospital Board, and if so, to
what extent?

5. What are the criteria for
admission to Whare Paia, and how
are these criteria set?

6. What are the management
options for patients in Whare Paia,
and on what basis are these man-
agement options provided?

7. Who are the staff of Whare
Paia? What are the criteria for selection of staff
there? What training programmes, at both the
initial stages of appointment and at inservice
level, are pursued there?

8. What process exists for monitoring the
multidisciplinary team at the Whare Paia, and
what supportis provided for people who donot
have experience in dealing with psychiatric
patients with poor impulse control who are
unpredictable and who are known to be poten-
tially damaging to themselves or to others?

9. Whatisthe method of reviewing manage-
ment structures? What happens to staff who
developinterventions which are contrary to the
stated philosophy of the unit, or to the hospital
philosophy regarding the quality of care to
which patients are entitled?

10. What advocacy is available to patients?
How are patients informed of their rights, and
who provides independent advice and repre-
sentation? Is the Official Visitor allowed unre-
stricted access to patients?

11. Does the philosophy of Whare Paia
incorporate Western psychiatry, and do staff
intend to workinpartnership with trained health
professionals, or do the staff there believe that
Western psychiatry hasno benefits to offer their
patients? Ifa partnershipis envisaged, how will
it operate?

12. Is the view expressed by the Principal
Nurse and Chief Nurse, that the unlocked facil-
ity provides adequate security for potentially
dangerous patients, a valid one?

We believe that the answers to these ques-
tions are important both for the present and the
future in determining the quality of care for
patients in the bicultural unit in Carrington

Hospital. It is to be remembered
thatthe 17 patients who weretrans-

...Whare Paia is ferred from Oakley M3 to Whare
anomalous. It
bears little
resemblance to
the other
bicultural
services we saw.

Paia were considered by the hospi-
tal team as being too dangerous to
manage in an cpen ward.

We speculate that one or more
of these patients may leave the
security of the Whare Paia and
Carrington Hospital, and, whilein
the community, respond toa stress-
ful situation in a dangerous and
potentially catastrophic way. The
consequences of such an event
would be outrage in the community, and a
demand for retribution. This would have a
profound impact on Carrington Hospital, the
Whare Paia and on other bicultural units in the
country. This impact could set back by many
years the further development of bicultural units
in psychiatric hospitals and in the community.

What is happening in Whare Paia is anoma-
lous. It bears little resemblance to the other
bicultural services we saw. We applaud the
developmentof bicultural units for the psychia-
trically disabled. There is much that Maoti and
non Maori people can learn from one another.
Despite the uncertain nature of some of the
evidence we heard, we are convinced that the
Whare Paia is not an adequate facility for the
care and containment of people with poor
impulse control who are unpredictable and
whose behaviour is known to be potentially
damaging either to themselves or to others..

For the past 150 years, many people have
worked towards providing a bicultural social
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service in New Zealand, That work has accel- ment by many people, both Maori and non

erated during the past 10 years. There are few, Maori, will be undermined by an event which

if any, checks and balances on staff and man- has nothing to do with the philosophy of the

agement at Whare Paia. There appears tobeno Whare Paia but which has a great deal to do

accountability. with the absence of an effective monitoring
We are fearful that the work and commit- system,

HE KORERO MO TE WHAREPAIA ME ONA TIKANGA

Ko enei kupu e whai ake nei

Ka taraia hai whakarc ma nga tohunga,
Nga kaiarahi me nga kaimahi

Tiaki inga turoro wairangirua

Ote wharepaia,

Inumia kia moakona rawa koutou.

Ite timatanga te kupu i
Na io-matuakore te kupu

Ko io-matuakore ano taua kupu
Ite timatanga.

KAORE HE PAHEKETANGA

E KORE E TAEA E TE AROHA TE WHAKAMAMA.

KAORE HE MATE URUTA

E KORE E TAEA E TE AROHA TE WHAKAORA.
E KAORE HE KUWAHA WHAKAKEKE
3 E KORE E TAEA E TE AROHA TE HUAKI.
- KAORE HE WEHEWEHENGA ’
E KORE E TAEA E TE AROHA TE HONO.
KAORE HE PAKITARA PARAE
E KORE E TAEA E TE AROHA TE WHAKATANUKU.
KAORE HE HARA
E KORE E TAEA E TE AROHA TE HOROI KIA MA.
AHAKOA PEWHEA TE NOHO HOHONU OTE RARURARUTANGA,
TE NGOIKORE KINGA AHUATANGA,
TE POWHIWHI OTE POKAPOKAL !
TE NUI RANEI OTE, MAMAE, . t
MA TE MAHARANUI KI TE TIKANGA OTE ARCHA,
E MEMEHA AI ENEI MEA KATOA. !
NO REIRA MEHEMEA KI TE MAU I A KOE TE AROHA PONO, r
OTI RA KO KOE TE TANGATA TINO HARINUI,
TINO MAJA KAHARAWA OTE AO KATOA.

i
i

Ko te tumanako:
Kia mau ki te pono
Kia mau ki te tika
Kia mau ki te aroha ‘
Kia mau ki te rangimarie i
Kia mau ki te whakaiti 1

Aroha tino nui-na matou katoa.
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SUMMARY OF MAORI CONCERNS

The concerns expressed to us fall into the following categories:-

1, Planning

The Health Department has a policy which commits it to incorporating the principles of the Treaty of
Waitangi into all management decisions. We were told that Maori people saw little evidence of this
comritment,

Incorporation was regarded as fundamental to the development of a bicultural service.

All planning should involve consultation with the community being served. Maori groups represent-
ing all iwi groups in the area should be consulted.

2. Education and Training

Health professionals are rarely educated in taha Maori or the application of taha Maori to the service

they provide. Many current training programmes create a barrier to Maori people entering the health
professions. Most of the programmes are monocultural.

The qualifications that result from these training programmes then become the criteria for admission
into the multidisciplinary team. One person commented,

“Thatis proper in terms of Western psychiatry. There are however, many aspects of care in which the
training is in Taha Maori, and it is for us to determine the validity of the quality of that training,. This
training is alifelong process, which is performed in contextof the individual's whanau, hapu, iwi, and
with their Kaumatua and Kuia. This qualification is equally as valid as any university degree you may
set as a criterion, and people with these qualifications must be incorporated into multidisciplinary
psychiatric teams. Only people with this training can provide this quality of care - taha Maori”.

3. Assessment of Patients

Patients are assessed largely in terms of Western psychiatry. There is little acknowledgment of the
impact of culture, family and spiritual being on identity. Differences between Maori and pakeha were
often neglected in a psychiatric assessment. This “gatekeeping” process was seen as the appropriate time
to involve people with a knowledge of taha Maori.

4, Psychiatric Management

Hospital care, pre-discharge decisions and post-discharge care must involve the families of Maori
patients and representatives of theiwi group from which that patient comes. Themanagement team must
also involve people skilled in taha Maori.

5. Review

All review panels at multidisciplinary team level, hospital level, and national level must include a
group of people who have skills in taha Maori.

Members of review panels should have equal status, and each member should be paid at the same
rate.

Maori people told us that they were often asked to assist in the assessment processand to helpin other
ways in the psychiatric service, but were given no status, no voting rights and therefore they had no
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impact on the ultimate decision. They are asked to work ona voluntary basis. In some cases, they take time
off from their paid employment, and are given little or no financial recompense.

6. Staff

Selection of staff for a multidisciplinary team was considered to be important. Maori people felt that,
unless they were included in the selection process for staff, especially for positions of power and high
status, the empowerment of Maori people would be diminished. They saw little chance of the principles
of the Treaty of Waitangi being incorporated into management decisions.

7. Management

Management structures must be flexible and able to respond to innovation and culturally different
ways of providing services. Service delivery must be carried out in a bicultural setting.

COMMENT AND RECOMMENDATIONS

We have outlined the marae and hui we attended during the course of our Inquiry. Although we did
not meet with substantial numbers of Maori people, we believe that the concerns which were expressed
to us are representative of the views held by many Maori.

We do not believe that a regional forensic service or a community psychiatric service should be
developed on racially segregated lines. OQur recommendations are directed at developing an integrated
bicultural psychiatric service in which resources, knowledge and funds can be applied for the benefit of
all patients. That service will operate with clear lines of accountability.

We recommend that the job description for the positions of Director of Péychiatric Services and
Director of Forensic Services includes a requirement that he/she developsa bicultural service embracing
taha wairua, tikanga Maori and te reo.

Werecommend that representatives of the Maori community (who mustbe of the multiple iwi groups
resident in that region) be included on interview panels to decide all major appointments to Area Health
Boards/Hospital Boards, In the context of this report such appointments would include the Chief
Executive, the Director of Psychiatric Services, the Director of Forensic Services and the Director of
Community Psychiatric Services.

We recommend that all senior appointments to Area Health Boards/Hospital Boards will be
conditional upon the appointee having a knowledge and appreciation of Maori culture, tikanga Maori
and taha wairua or alternatively giving an undertaking to acquire thatknowledge as soon as isreasonably
practicable following appointment.

We envisage that under these circumstances senior appointees will seek advice from kaumatua and
kuia as to how best this can be achieved. We have no doubt that the Maori community will respond in
a supportive way.

We recommend obligatory consultation with the Maori community and other significant ethnic
minority groups in planning and establishing a regional forensic service.

We recommend that a Maori Health Coordinator be appointed to the regional forensic team.
This person must be skilled in taha Maori and have a knowledge of tereo. He/she may not necessarily
possess any formal medical qualification.
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The appointment will be conditional upon the appointee having suitable qualifications or experience
in management/administration skills or alternatively agreeing to acquire such skills as soon as is
reasonably practicable following appointment.

This appointment is to be made by the Director of Forensic Services after consultation with Maori
representing the multiple iwi groups in the region.

The Maori Health Coordinator will establish a whanau of Maori health workers in sufficient numbers
to meet the needs of the Maori population in the region being served. The members of that whanau will
be involved in:

1. the assessment and management of patients on an active basis as full team members;

2. the training and support of the multidisciplinary team in bicultural matters;

3. the development of services in Maori related ways;

4. establishing and maintaining close working contacts with the various iwi groups of the region.

The Maori Health Coordinator will have the same status as any other head of service within the
regional forensic service and will be directly accountable to the Director of Forensic Services.

The Maori Health Coordinator and members of that department must be free to work in a2 manner
consistent with tikanga Maori but in balance with their responsibilities to other members of the
multidisciplinary team.

We recommend that the responsibilities of the Maori Health Coordinator and his/her staff embrace
all sectors of the regional forensic psychiatric service.

Werecommend that members of the multidisciplinary team of the regional forensic service be chosen
by a panel of at least four persons. They are:

1. the Director of Forensic Services as a permanent member;

2. the Maori Health Coordinator as a perrmanent member;

3. the senior worker of the discipline for which the appointment is being considered;

4. any other member of the multidisciplinary team from some other discipline.

The Director of Forensic Services may appoint any other person whom he/she thinks appropriate on
to the selection panel.

We recommend that biculturalism be incorporated in to all training programmes both in-service
training and basic training.
We hope that ultimately multicultural training programmes will also be developed.

We recommend that the importance of taha wairua, taha whanau and tikanga Maori be recognized
in all assessment and management decisions made in respect of psychiatric patients:

180 - Part Five




PART 1: THE AUCKLAND AREA

We recommend the appointment of a Cornmissioner to oversee the establishment, efficient manage-
ment and administration of all psychiatric services and facilities in the region for a period of at least 3
years. That Commissioner will report to and be directly accountable to you. The Commissioner should
possess administrative, management and financial skills and ideally will have had some association with
medical or psychiatric services. The Commissioner must be possessed of aroha and inter-personal skills,
He/she would be expected to consult with all interested groups in the psychiatric service and to liaise
closely with the Director of Mental Health. The Commissioner would be empowered to coopt such
individuals or organizations as he/she thought appropriate, In simple terms, the Comumissioner would
be an interim General Manager for psychiatric services in the Auckland region.

PART 2: THE REGIONS : INCLUDING AUCKLAND

We recommend that a National review panel be established by the Director of Mental Health to
review each régional forensic service, and certain designated patients therein, at intervals of not more
than one year. The personnel and functions of that review panel have been described earlier in this report.

We recommend that a review panel be established by the Director of Psychiatric Services in each
forensic region. The personnel and functions of the regional review panel have been descrlbed earlier in
this report.

We recommend that Section 121 (2) Criminal Justice Act 1985 {(as amended by Section 3 of 1986 No.
83) be amended by deleting from S5 (2A} the words “a psychiatrist or (where no such specialist is
available) another medical practitioner” and substituting therefore the words “a personapproved by the
Regional Director of Forensic Services”.

There will need to be a consequential amendment defining the office of Regional Director of
Forensic Services.

Werecommend that Section 44 (1) Mental Health Act 1969 be repealed and that the Director of Mental
Health in his absolute discretion be authorised to direct the removal of any patient detained in hospital
pursuant to an order made on an application under Section 42 Mental Health Act 1969 and further that
the Director be authorised to delegate those powers to the National Review Panel.

We recommend thatany patient detained in hospital pursuant to Section 43 Mental Health Act 1969
be authorised to request a transfer to a penal institution and that the Director of Forensic Services be
empowered in his/her discretion to direct a transfer accordingly.
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PART 3 : THE FORENSIC PSYCHIATRIC SERVICE

1. THE REGIONAL FORENSIC PSYCHIATRIC SERVICE

We recommend the establishment of a Regional Forensic Psychiatric Service to provide:
A A SERVICE TO THE HOSPITALS

(i} In the medium secure unit.
(i} In the minimum secure unit,

B A SERVICE TO THE JUSTICE DEPARTMENT

() Inthe courts.
(ii) In the prisons.

C A FORENSIC COMMUNITY SERVICE

{1} Foroutpatients.
(ii) Aftercare.

D ATIAISON SERVICE TO THE GENERAL PSYCHIATRIC SERVICES

{i) Psychiatric hospitals.
(ii) Community psychiatric service.

Werecommend the establishment of five forensic regions centred on Auckland, Hamilton, Welling-
ton, Christchurch and Dunedin. The Hospital Board / Area Health Board based in each of those cities will
be responsible for establishing and administering the service in its region.

The boundaries of each of the five regions will be determined by the Hospital Boards/Area Health
Boards in consultation with the Director of Mental Health,

Werecommend that the regional forensic psychiatricservice be fully established and in operation not
later than 31 December 1991.

We envisage that planning, funding, staff recruitment and training and the provision of facilities will
proceed at a rate which will ensure the development of a comprehensive service by that date.

(i) Administration and Staff

Werecommend that each regional forensic service be headed by a Director of Forensic Services who
will be accountable to the Director of Psychiatric Services. He/she will be responsible for the establish-
mentofa multidisciplinary teaminadequate numbers so as to provide a high quality forensic service. He/
she will also be responsible for ongoing in-service education of staff.

We recommend that the Director of each regional forensic service be granted an adequate annual
budget to ensure the development and maintenance of a high quality forensic service.
That budget will be negotiated with the Director of Psychiatric Services.

Werecommend that male and female staff be employed in the regional forensic service and that they
work on a rotation roster so that time is spent in all sectors of the service, i.e. the medium secure unit, the
minimum secure unit, courts, the prisons and the community and Haison services.
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We recommend that multidisciplinary teams include people with professional qualifications in
psychiatry, psychology, nursing, social work, occupational therapy and physiotherapy and people who
are skilled in taha Maori or other cultural perspectives appropriate to the population being served.

We recommend that staff in the regional forensic service be encouraged to participate in control and
restraint technique courses.

(ii)} Patients

We recommend that patients be referred to the regional forensic service from the following sources:
. community psychiatric services;

. general psychiatric services;

. the prisons on the recommendation of the prison medical officer;

. the courts;

. the National Maximum Security unit at Lake Alice.

O b W b =

We recommend that entry into all sectors of the forensic psychiatric service be determined by the
multidisciplinary team on the basis of clinical assessment.

We recommend that a register be kept of all patients in the care of the forensic service. The register
will record information regarding:

(@) location of the patient within the service;

(b) mental state of the patient;

{¢) current management of the patient.

Registration of a patient will occur when he/she is first admitted in to the forensic service and will
be updated at six monthly intervals and on those occasions when the patient moves to another locality
or facility.

Werecommend that access to theregister be restricted to forensic service staff, the Director of Mental
Health and to those persons who are entitled to access through formal legal processes.

We recommend that all patients who enter the regional forensic service be cared for and treated in
the least restrictive circumstances possible.

We recommend that, wherever possible, the same clinical team should care for the patient through
the various stages of residential and community treatment.

We recommend that a key worker be allocated to each patient admitted to the regional forensic
service,

The principle function of the key worker will be to provide support for the patient, to plan a treatment
programme in consultation with the patientand other membersof the multidisciplinary team and to liaise
with the patient and the multidisciplinary team.

We recommend that an agreed patient transfer to or frorn a sector of the regional forensic service be
undertaken on a trial basis for a period of eight weeks.

If during that period the patient’s condition deteriorates, the patient may be returned to the facility
or service from whence he/she came.

We envisage that the decision whether to return a patient will be a collective decision following
consultation, assessment, negotiation and review between each clinical team involved in the care of the
patient.
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2. MEDIUM SECURE UNITS

We recommend that two medium secure units be established in Auckland, one in Hamilton, one in
Wellington and one in Christchurch.

Each unit will consist of 15 beds with provision for two additional “emergency beds”.
We recommend that the need for a medium secure unit in Dunedin be kept under review.

We recommend that each medium secure unit be stand alone, and purpose built and designed so as
to achieve physical security for the patients but in a way which is neither all-pervading nor counterpro-
ductive to effective treatment,

Werecommend that professional consultants be employed to ad vise on the design of the unitand the
furniture, furnishings and interior decor of each unit.

We recommend that during the planning phase of medium secure units there be wide consultation
with design personnel, nurses, psychiatrists and other para-medical staff.

Werecommend that medium secure units offer specialised assessment, treatment and rehabilitation
to carefully selected patients. These patients will:

1. require f{reatment in varied and adjustable levels of security as identified by each patient’s
individual needs;

2. will benefit from an intensive and carefully planned programme of care ranging from several
weeks to approximately two years;

3. will not be considered an immediate danger to themselves or to the general public should they
absent themselves without permission.

Werecommend that medium secure units admit male and female offender and non-offender patients
who do not require maximum security but who nonetheless are not suitable for treatment under the open
conditions obtaining in psychiatric hospitals.

Such patients will be those who are severely disruptive, who exhibit dangerous behaviour, who may
be mentally ill or mentally handicapped or who suffer from psychopathicor severe personality disorder.

We recommend that the staff to patient ratio in medium secure units be negotiated in the range of 2
to 2.8 nurses for each patient.

Weenvisage thatappropriate architecture and electronic security will complement the staff Jevels to
ensure a high level of security.

Werecommend the development of non-repressive and non-punitive programmes by staff working
in medium secure units.

Such programmes will take into account the age, intelligence, previous education and psychosocial
background of the patient as well as the extent to which his/her potential has been impaired by mental
disorder. Attention will need to be given to the ethnic and cultural background of the patient.

All caring and treatment programmes in the units will be the outcome of study and conference
between patient and ward staff.

3. MINIMUM SECURE UNITS

Werecommend thatan auditbe undertaken by the regional forensic service to determine the number
of minimum secure units required in New Zealand.

Pending that audit, we recommend that units be established in Auckland, Hamilton, Wellington,
Christchurch and Dunedin.
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The units must not be isolated either from the general population or hospital services and will cater
for not more than 30 patients each.

We recommend that minimum secure units cater for that group of mentally disordered persons who
may not be willing to accept care voluntarily but whose conditions may notbe treatable except ona long
term basis and who could not cope adequately if discharged from hospital.

This group will contain the socially inadequate for whom the concept of “asylum™ is still valid. It will

alsoinclude some people whoaretoodisruptive to manage in the community or in the general psychiatric
hospital.

We recommend that long term active rehabilitation programmes be undertaken in minimum secure
units.

4. PRISON SERVICE

We recommend that the forensic service in prisons be conducted on an outpatient basis. Inmates will
return to the prison wing following treatment.

We recommend that the forensic facilities in prisons include some or all of the following:

1. An administration office.

2. Individual interview rooms.

3. Large all-purpose rooms. :

4. Occupational therapy centre; a large room for leisure skills programmes; flat including kitchen,
bathroom, toilet and bedroom for living skills.

5. 5chool room and library. :

The numbers and size of each facility will be determined in the main by the prison capacity.

Werecommend thatrespite bedsbe madeavailable o the forensicservice in the prison hospital wing.

If a prisoner requires continuing treatment beyond three days he/she will be transferred to a psychiatric
hospital. .

We recommend that forensic service staff in the prisons be additional to other health care staff. The

forensic staff will comprise members of the multidisciplinary team and invited Kaurnatua and cultural
advisers.

We recommend that prison superintendents be given an unfettered discretion in deciding whether

a prisoner may participate in programmes conducted by the forensic service in the prison.
Weenvisage that this discretion will be exercised after consultation with forensic service personnel.

We recommend that prison officers be rostered to work in prison forensic units to gain experience
in the general aspects of forensic psychiatry including nursing techniques.

We recommend that the regional forensic team be authorised to make recommendations to the
Prisons Parole Board regarding the post release care of any prisoner in the care of the forensic service.

We recommend that only those prisoners in the care of the regional forensic service will be entitled
to after care following release from prison.
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5. COMMUNITY AND LIAISON SERVICE

We recommend that a comprehensive community service be developed as part of the regional
forensic service.

There willbeaneed for cooperation and integration between the community and forensic psychiatric
services,

Weenvisage that patients discharged from the forensic service will use the general facilities available
in the community and that the forensic service will care for and treat those patients who need intensive
follow-up.

We recommend that the regional forensic service develop hostel places for the rehabilitation of
mentally ill offenders in to the community.

Weenvisage that these hostels will be used to rehabilitate the more disturbed, socially inappropriate
patients on a step by step basis with a view to eventual discharge in to the community.

6. FUNDING

We see no real or immediate prospect of Hospital Boards/ Area Health Boards being able to fund the
forensic service we have proposed.

Wezrecommend that there be adirectallocation of Government fundsovera three year period tomeet
the capital costs of planning and establishing the medium secure units, the minimum secure units the
facilities in the prison service and the facilities in the community forensic service.

We recommend that the cost of running each regional forensic service be funded by a direct
Government allocation to the appropriate Area Health Board / Hospital Board for a 3 year period ending
31 December 1991. '

7. TRAINING

We recommend that there be consultation between the Director of Mental Health, the Royal
Australian and New Zealand College of Psychiatrists and psychiatric academic units to determine the
content duration and implementation of a specialist training programme for forensic psychiatrists.

We recommend that overseas personnel experienced in forensic psychiatry and in the planning,
establishment and management of forensic psychiatric services be invited to New Zealand to advise ont
suitable training programmesand the implementation of the forensicservicein this country.Ideally some
personnel would have skills in teaching control and restraint techniques.

We recommend that New Zealand personnel visit established overseas forensic services to develop
clinical expertise in all aspects of forensic psychiatry. .

Weenvisage that those persons would be bonded to work in the New Zealand forensic service foran
agreed period on their return.

The bond would include an obligation to train New Zealand staff.

The selected personnel will include psychiatrists, senior psychiatric registrars and clinical nursing
staff. -

3. FOLLOW UP
We recommend the appointment of a Commissioner to liaise with the Hospital Boards/ Area Health

Boards in planning and establishing the regional forensic psychiatric service. That appointment will be
for a three year period ending 31 December 1991. The qualifications of the Commissioner have been
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referred to in Part 1 of this report.

Weenvisage that the Commissioner will carry out his/her duties in an unobstructive and supportive
manner and will make sure:

1. that action is taken to ensure that a high quality, comprehensive forensic psychiatric service is
operating not later than 31 December 1991;

2. that inappropriate action is not taken by Hospital Boards/Area Health Boards;
3. that tagged Government funding for the capital and running costs of the forensic service is spent
for the purposes for which it is allocated.

PART 4 : COMMUNITY CARE
1, POLICY

Werecommend that Government givea clear, unequivocal commitmentto develop a comprehensive
range of community psychiatric services for those who are psychiatrically disabled.

2. THE COMMUNITY PSYCHIATRIC TEAM

We recommend the appointment of a Director of Community Psychlatnc Services. He/she will
develop and maintain a comprehensive community psychiatric service in terms of our proposed model
described in this part of our report.

We recommend the establishment of multidisciplinary teams to provide aftercare in the community
for the psychiatricaily disabled.

3. FUNDING

We recommend that the Director of Community Psychiatric Services be provided with an adequate
annual budget to ensure the development and maintenance of high quality community services and
facilities.

Werecommend that the running costs of community psychiatric semcesbemetbyadlrectallocauon
of Government funds for the 3 year period ending 31 December 1991.

Werecommend the promotion of active policiesenabling funds to be transferred from hospital based
services to community based services.

We recommend that the management structures in the community psychiatric team be flexible
enough {o allow for the devolution of funds to individuals and community groups who are actively
working in the community to promote the interests and welfare of the psychiatrically disabled.

4. REVIEW AND AUDIT

We recommend that the multidisciplinary team review its own services, facilities and finances at

intervals of not more than one year. The Director of Community Psychiatric Services will be responsible
for this review.

We recommend that the Director of Psychiatric Services undertake a review of the community
psychiatric services at intervals of not more than one year. This review will be undertaken by a review
panel appointed by the Director of Psychiatric Services.
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5. DEVELOPMENT OF SERVICES

Werecommend community consultation in the planning and development of community psychiat-
ric services.

We recommend that representatives from patient groups be consulted, and wherever possible
incorporated into, the policy making and management structures of community mental health services.

Werecommend the appointment of a Maori Health Coordinator as head of a group of Maori workers
who will form part of the multidisciplinary team.

We recommend wide consultation with those unions and other organisations representing psychia-
trists, nurses and para-medical staff in planning the development, establishment or review of commutnity
facilities and services for the psychiatrically disabled.

(a) Accommodation

We recommend that Area Health Boards and Hospital Boards be responsible for providing a range
of accommodation for psychiatric patients in the community and that such accommodation be allocated
according to the clinical needs of the patients.

Werecommend thatstaffing levelsand the rangeand maintenance of all community accommodation
be reviewed by the Area Health Board /Hospital Board at intervals of not more than one year. All
accommodation must be of a high standard.

(b) Rehabilitation

We recommend the establishment of community based rehabilitation programmes for the psychia-
trically disabled.

(¢) Leisure Activities

We recommend that the multidisciplinary community psychiatric tear be responsible for develop-
ing a range of leisure programmes in the community for the psychiatrically disabled.

We envisage that these programmes will be developed in conjunction with voluntary agencies to

whom, where necessary, appropriate funding should be devolved.

{d) Occupations

We recommend that the multidisciplinary community psychiatric team liaise with government
departments, employment agencies, employer organisations and other organisations and individuals to
maximise employment opportunities for the psychiatrically disabled.

(e) Outpatient Services

We recommend the establishment of outpatient facilities sufficient in number to meet the needs of
the community.

(f) Crisis Intervention/Acute Assessment

We recommend the development of acute assessment/crisis intervention services in sufficient
numbers to adequately meet the needs of the psychiatricaily disabled.
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6. PATIENT MANAGEMENT

Werecommend thata key worker beallocated toeach patientaccepted by the community psychiatric
team.

7. PATIENTS INCOME

We recommend that sickness and invalid benefits be reviewed and set at a level which enables
psychiatric patients to enjoy a reasonable standard of living.

PART 5: PSYCHIATRY AND MAORI PATIENTS

We recommend that the job description for the positions of Director of Psychiatric Services and
Director of Forensic Services includes a requirement that he/she develops a bicultural service embracing
taha wairua, tikanga Maori and e reo.

We recommend that representatives of the Maori community (who must be of the multiple iwi
groupsresident in that region) be included on interview panels to decide all major appointments to Area
Health Boards/Hospital Boards. In the context of this report such appointments would include the Chief
Executive, the Director of Psychiatric Services, the Director of Forensic Services and the Director of
Community Psychiatric Services.

We recommend that all senior appointments to Area Health Boards/Hospital Boards will be
conditional upon the appointee having a knowledge and appreciation of Maori culture, tikanga Maori
and taha wairua or alternatively giving an undertaking to acquire thatknowledge as soon asisreasonably
practicable foliowmg appointment.

We envisage that under these circumstances senior appointees will seek advice from Kaumatua and
Kuia as to how best this can be achieved. We have no doubt that the Maori community will respond in
a supportive way.

We recommend obligatory consultation with the Maori community and other significant ethnic
minority groups in planning and establishing a regional forensic service.

We recommend that a Maori Health Coordinator be appointed to the regional forensic team.

This personmustbe skilled in taha Maori and have a knowledge of tereo. He/she may not necessarily
possess any formal medical qualification.

The appointment will be conditional upon theappointee having suitable qualifications or expenence
in management/administration skills or alternatlvely agreeing to acqulre such skills as soon as is
reasonably practicable following appointment.

This appointment is to be made by the Director of Forensm Serwces after consultation with Maori
representing the multiple iwi groups in the region.

TheMaori Health Coordinator will establish a whanau of Maori health workers in sufficient numbers
to meet the needs of the Maori population in the region being served. The members of that whanau will
be involved in:

1.The assesstnent and management of patients on an active basis as full team merbers.

2.The training and support of the multidisciplinary team in bicultural matters.

3.The development of services in Maori related ways.

4.Establishing and maintaining close working contacts with the various iwi groups of the region.

The Maori Health Coordinator will have the same status as any other head of service within the
regional forensic service and will be directly accountable to the Director of Forensic Services.
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The Maori Health Coordinator and members of that department must be free to work in a manner
consistent with tikanga Maori but in balance with their responsibilities to other members of the
multidisciplinary team.

We recommend that the responsibilities of the Maori Health Coordinator and his/her staff embrace
all sectors of the regional forensic psychiatric service.

Werecommend that membersof the multidisciplinary team of the regional forensicservicebe chosen
by a panel of at least four persons. They are:

1. the Director of Forensic Services as a permanent member;

2. the Maori Health Coordinator as a permanent member;

3. the senior worker of the discipline for which the appointment is being considered;

4. any other member of the multidisciplinary team from some other discipline.

The Director of Forensic Services may appoint any other person whom he/she thinks appropriate on
to the selection panel.

We recommend that biculturalism be incorporated in to all training programmes both in-gervice
training and basic training.
We hope that ultimately multicultural training programmes will also be developed.

We recommend that the importance of taha wairua, taha whanau and tikanga Maori be recognised
in all assessment and management decisions made in respect of psychiatric patients.
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Appendlx One

“APPENDIX 1

RESEARCH : DATA ANALYSIS AND EVALUATION

The purpose of the following analysis was to assess the movement (i.e. admission
and discharge) of special and remand patients throughout psychiatric hosp1tals in
New Zealand, and to determine a description of these persons,

METHOD

Health Department data was provided by
the National Statistics Department, Welling-
ton, as to the number of admissions of remand
and special patients for the years 1980 to 1986.

Comprehensive data for 1985 enabled an
indepth analysis of admissions and discharges
of remand and special patients, including age
groups, sex, race, discharge type and length of
hospital stay.

Data for 1986 is provisional and does not
include sufficient information to allow as
comprehensive an analysis as that of 1985.

Health Department data was not available
for 1987. However, some information for the
months January to June 1987 was provided by
the Department of Justice, Wellington. This in-
cludes first admissions only of those remand
and special patients admitted under the Crimi-
nal Justice Act, 1985,

RESULTS

Admissions 1980 - 1986

Table 1 shows the total number of remand
and special patients admitted to psychiatric
hospitals during the years 1980 to 1986, and the
percentage of these admissions identified as
Maori. The total admissions range from a high
of 442 in 1981 to a low of 149 in 1986. The per-
centageof Maoriadmissionsduring these years
ranges fromalow of 26% of total admissionsin
1981 to a high of 36% in 1986. Over the six years
to 1985 Maori people comprised an average of

25.3% of total remand admissions and an aver-
age of 42% of total special patient admissions.

In 1986 however, Maori accounted for 31%
and 67% of total remand and special patientad-
missions, respectively.

In Figure 7a total admissions of special and
remand patients are presented graphically,
showing the number of admissions for Maori,
Pacific Islander and Other racial groups for the
years 1980 to 1986.

Figures 7b and 7c show the same data di-
vided into remand and special admissions for
the three racial groups. The figures indicate a
decreasing trend of total admissions from 1981
to 1986. This trend is more obvious for admis-
sions of the Other racial groups than for Maori
and Pacific Islanders. Whilst admission of spe-
cial patients for the Other racial group has
shown a steady yearly decrease from 1982 to
1986, Maorispecial patientsadmissions for 1986
have, for the firsttime, accounted for the greater
proportion of total special patients admissions.

Age Groups of Admissions, 1980 - 1985

Figures 8a-f illustrate the age groups of spe-
cial and remand admissions, separated into the
three radial groups (Maori, PacificIslander and
Other) for the years 1980 to 1985. Whereas
admissions for the Other racial group tends
towards a bi-rnodal distribution, with a peak at
the younger (20 - 24 years) and older (40+) age
groups, the majority of Maori admissions is
concentrated in the younger age group. There
are no distinctive trends for the Pacific Islander
admissions,
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Admissions 1985

Table 2 shows total remand and special
patients admissions for 1985, the admission
type and racial group. Of the total of 255, 75
were firstadmissionsand 180 (71%) were read-
missions. Remands accounted for 82% of total
admissions, and of remand admissions, 24%
were Maori, 4% Pacific Islander and 72% of the
Other racial groups.

Ahigher proportion of Maori patients (28%)
were admitted as special patients compared
with Pacific Islander (20%) and Other (13%)
groups. Hospitals admitting the largest pro-
portion of remand and special patients were
Cherry Farm, Oakley and Sunnyside. Cherry
Farm and Oakley each admitted 20% of the
total admissions and Sunnyside 15%. Remands
accounted for 88%, 84% and 100% of these total
admissions at Cherry Farm, Oakley and Sun-
nyside, respectively.

Sex of Admissions 1985

A frequency count of the sex of remand and
special patients admitted during 1985 is shown
in Table 3. In that year, 21% of the total admis-
sions were female. They comprised 22% of the
total remand and 13% of the total special pa-
tient admissions. Maori females comprised the
largest proportion of the total female admis-
sions; they accounted for 24% of total Maori
admissions, whilst female Other accounted for
20% of total Other admissions and female Pa-
cific Islanders accounted for only 10% of total
Pacific Islander admissions. All but 6(11%) of
fernale admissions were remands, and all fe-
male special patients were of the Other racial

group.

Admissions 1986

Table 4 shows total adrnissions of remand
and special patients to each psychiatrichospital
during 1986, the admission type and racial
group. No division is made between first ad-
mission and readmissions.

Remands accounted for 86% of all admis-
sions. The majority of admissions were to
QOakley, Tokanui, Sunnyside and Lake Alice
Hospitals. Oakley and Tokanui admitted 56%
and 11% of total admissionsrespectively, whilst
Sunnyside and Lake Alice each admitted 8%.

Race of Admissions 1986
Of the total admissions, 36% were Maori, 8%

Pacific Islanders and 56% Other racial groups.
Special patients comprised 24% of Maori ad-
missions compared to only 8% of Pacific Is-
lander and Other admissions, (see Table 5).

Boards of Domicile of Admissions 1986

The majority of special and remand patients
were admitted to psychiatric hospitals within
their Board of Domicile. A total of 87 (58%) of
admissions were from the Auckland Board of
Domicile, and 85 (98%) of these were admitted
to hospitals within the Auckland area (mainly
QOakley). The Boards of Domicile for someof the
remainingadmissions (approximately 10-11%}
were some great distance removed from the
admitting hospital.

Comparison of 1985 and 1986 Admissions

Table 6 compares the number of special and
remand admissions during 1985 and 1986.

Total admissions for 1986 were 58% of those
for 1985, a reduction of 106. Eight out of ten
hospitals admitted less patients in 1986, the
greatest decrease being shown at Cherry Farm,
which admitted 15% of the 1985 total, and
Sunnyside, which-accounted for 31% of the
1985 total. Oakley, however, increased its
admission rate by 66% over its 1985 figure;
Kingseat had no admissions in 1986, compared
to 10 the previous year.

Discharges and Replacements 1985

Table 7 shows the number and type of dis-
charges of special and remand patients during
1985, and the hospital from which discharge
oceurred.

Qutright discharges account for 86 (92%) of
total discharges while 6(6%) were discharged
on leave. The remaining 2% were discharged
from leave. During this year a total of five
patients were recalled from leave.

The highest number of total discharges were
from Tokanui and Cherry Farm, at 16 each
which together accounted for 34% of the total
discharges.

Maori patients comprised 26% of the total
discharges, Pacific Islanders 4% and Other 70%.

Most patients discharged were remands
(67%). Data wasstudied to determine thelength
of hospital stay. The great majority of patients
(75%) were discharged within 30 days of ad-
mission while only 1% spent longer than 12
months in hospital.
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Discharges 1986

Data for total discharge of remand and spe-
cial patients during 1986 is shownin Table 8. A
total of 207 patients were discharged. 87% of
this total had not been committed.

Maori patients accounted for 69 or 33%,
Pacific Islanders 5% and Other 62% of total
discharges.

The great majority of discharges were re-
mand patients comprising 81% of the Maori,
80% of PacificIslandersand 91% of Other racial
group discharges.

Oakley hospital with 66, accounted for 32%
of total discharges, followed by Sunnyside with
32 (15%) and Tokanui and Lake Alice, with 27
(13%).

As in 1985, 75% of patients stayed less than
30 days in hospital. When determining length
of hospital stay by racial groups, a greater
proportion of Maori (84%) were discharged in
less than 30 days, compared to 70% of Pacific Is-
landers and the Other group.

Comparison of Discharges 1985 and 1986
Table 9 compares discharges from psychiat-
ric hospitals for 1985 and 1986. For 8 of 11
hospitals discharge rates were greater in 1986
thanin 1985. The largest increase in the number
of discharges was at Oakley, where the figure
rose from 12 in 1985 to 661in 1986, anincrease of
540r550%. Discharges fromother hospitalse.g.

Appendix One

Carrington, Tokanui, Sunnyside, Cherry Farm
and Lake Alice also increased substantially.

Admissions under Criminal Justice Act 1985
January - June 1987

Table 10 shows the total number of persons
remanded under Section 121 of the Criminal
Justice Act 1985 during January to June 1987 as
189. Of this total, 61 (or 32%) were remanded to
hospital.

The number of persons admitted to psychi-
atric hospitals under the Criminal Justice Act
1985 for the same period totals 80 (see Table 11),
and 61 (or 76%) of these were Section 121 re-
mands. Sections 115 and 118 admissions total
12 or 15% and 7 or 9% respectively.

Table 12 shows a further frequency count of
the Section 121 remands by the variables of age,
sex and race. Of those remanded under Section
121, 26.5% were Maori, 4.2% Pacific Islanders
and 63% Caucasian. Other races and those
whose race was unknown account for 6.3% of
the total. :

Approximately 25% of Maori and Pacific
Islander remands were female, compared to
less than 9% of Caucasian remands.

Of the total Section 121 remands January.-
June 1987 37.57% were for property offences,
28.04% were for violence and sexual offences
and 13.23% wereforoffencesagainstgood order.

COMMENT

Admissions

The decreasing rate of remand and special patient admissions which has gained momen{um over the
past few years commenced and coincides with the 1982 Oakley (Gallen} Inquiry.

The “open-door” policy of psychiatric hospitals has probably also resulted in some hospitals refusing
to admit patients who require security. It has been said that skills in nursing these often “difficult”
patients have been gradually lost, whilst 2 dependency upon rapid positive response to psychotropic
medication has increased. We cannot comment on this.

The 58% decrease in total admissions from 1985 to 1986 is the largest in any one year. It is significant
that, whilst admission rates decreased for all three racial groups, this was not as great in the Maori group
asin the Other group; whilst the Maori comprises 10- 12% of the general population this group accounted
for 67% of special patient admissions in 1986.

Itis obvious from the statistics that Maori are more likely to be admitted as special patients than any
other group. It is important to ask why this should be so because the over representation of Maori within
the prisons does not entirely account for this discrepancy. The issue of the Maori offender and hisreaction
to incarceration is one which urgently needs to be addressed.

Theage group distribution of admissions (Figures 8a - f}indicates that the greater proportion of Maori
admissions within the younger age group may well reflect the age distribution of Maori within the
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general population.

Analysis of the sex of special and remand patients was possible only for 1985 and for remands in the
first half of 1987. The data indicates that Maori females are more likely to be admitted as remand and
special patients than females of any other racial groups. .

Discharges

While hospital admission rates for 1986 decreased by 58% compared to 1985, discharges for the same
period increased by over 100% (Table 9). Because the total rate of discharge is actually greater than the
total admission rate, it is assumed that these figures must include the discharge of patients admitted in
the previous year. For both 1985 and 1986 the length of stay in hospital was less than 30 days for 75% of
the patients, and of those whose stay exceeded 30 days, very few remained for longer than 12 months.

Another point of interest, and concern, is that the greater proportion of patients were discharged
outright, compared to those discharged onleave(Tables 7 and 8). Thisindicates that for the large majority
of patients there was a total lack of follow-up and supervision following discharge. Whilst readmission
rates were not available for 1986, there is no reason to believe that the proportion of readmissions would
be very different from that of 1985. The large readmission rate for that year may well reflect this lack of
post discharge care and supervision.

We do not believe that the above data accurately reflects the number of people who were psychiatri-
callydisordered to theextent that they required hospitalisation. Persons who should otherwise have been
in hospital ended up staying in gaol. This occurred at least in the Auckland region, for reasons referred
to in Part I of this report.
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Figure.7b : TOTAL NUMBER of SPECIAL PATIENTS ADMITTED for EACH RACIAL GROUP
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FIGURES 8a TO 8f ILLUSTRATE THE AGE GROUPS OF SPECIAL AND REMAND ADMISSIONS
SEPARATED INTO THREE RACIAL GROUPS FOR THE YEARS 1980 TO 1985
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TABLE 1: Total special and remand patients admitted to
psychiatric hoepitals during the vears 1980 -
1986, and the percentages of these adunissions
identified as Maori
MAORE
Year Total ATotal %Remands RSpecial
Admissions Admissions Patients
1980 414 32 27 45
1981 442 26 21 40.5
1982 425 30 26 40
1983 390 31.5 26 47
1584 298 29.5 27.5 a7
1585 255 28 24.5 42
1986 149 26 31 67 .
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TABLE 2: Total admissions to psychiatric hospitals of
remandeces and special patients during 1985

H
E
:1 Admission Type Race {
;ll Admitting Total| S115] S42 |[543] S42(4){ Remand 4 PIs| O r
D Hospital p
Carrington 18 - - - - 13 5 1 1z
Qakley 50 2 2 1 3 42 15 5 30
Kingseat 10 1 - - - =] 3 - 7
Tokanui 32 3 3 2 2 22 7 - 25
Porirua 27 - 3 1 - 23 9 a 15
sunnyside 39 - - | - - 39 10 - 29
Cherry Farm 52 1 - & 1 46 12 - 40
Lake Alice 20 - 4 12 - 4 10 1 9
Nzawhatu 7 - - - - 7 - - 7
TOTAL 255 7 12 20 6 210 71 10 174
Firgt admissions & 75 (297%)
Readmissions = 180 (71%)
TOTAL = 255
Section by Race
4. PIs [e]
Remand 51(24%) a{4a%) 151{72%)
S115 2 - 5
542 a 2 2
543 8 - 12
542141 2 - 4
TOTAL 71 -10 174

Remands = 82R of admissions
Special Patients = 1874 of admissions
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TABLE 3: MNumber of female special and remand patients admitted
to psychiatrie hospitals during 1985, their race and
patient type
Sex of Rase of Female Tvpe of
Patient Patient Female Patient
Adnmitting
Hospital M F ¢} Pls Q Special| Remand

Carrington =} 12 3 i a8 2 iz
Qakley 50 1] - - - - - '
Kingseat 4 6 2 - 4 - 6 b
Tekanui 23 9 7 - 2 4 5 :
Porirua 22 5 2 - 3 2 3 i
Sunnyside 33 6 4 - 2 - 5 e
Cherry Farm 38 14 5 - bl - 14 :
Lake Alice 1 1 11 - - - H i
i
Ngawhatu 7 0 - - - - - I
Sub Totals 202 53 24 1 28 6 47 |
TOTALS 255 53 53 {
i
I
TABLE 4: Total admissions to psychiatric hospitals of remands ‘1‘
and special patients during 1986 (provisional} 1:
\if
"
|

Admission Tvpe Race

Admitting ; ; |
Hospital Total 5115 542 543 Remand M Pls o] | i
Carrington 7 - - - 7 - 2 5

Cakley 83 3 2 2 76 31 9 |43 ik
Tokanui 15 2 1 1 12 9 - 7
Porirua 10 - - 1 9 1 - 9 |
Sunnyside iz - 1 - 11 1 - 11 i
Cherry Farm a8 - - - 8 5 - 3 5
Lake alice - 12 1 4 3 7 7 1 4 ;
Seaview i - - - 1 - - 1 i
TOTAL 149 & 8 7 128 54 1z (a3 i
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TABLE 5: Aadmission type and race of special and remand patients
admitted to psychiatric hospitals during 1986
{(provisional)

RACE

Admission

Type Maori Pac.Is. Other Total
Remand {35121} 41 11 76 128
8115 4 - 2 6
542 5 - 3 8
543 4 1 2 7
TOTAL 54 12 83 149

TABLE 6: Comparison of admissions of special and remand patients

to psychiatric hospitals during 1985 and 1986

Years

Admitting Hospital 1985 1988 Difference
Carrington 13 7 ~-11
Oakley 50 83 +33
Kingseat 10 c -10
Tokanui 3z 16 -16
Porirua 27 i0 ~-17
Sunnvside 39 12 -27
Cherry Farm 52 a =44
Lake Alice 20 12 -8
Ngawhatu 7 [« -7
Seaview 0 1 + 1
" TOTAL 255 149 -106
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TABLE 7: Special Patients and remands discharged from Psychiatric

Hospitals during 1982

Appendix One

CGutrisht Discharge Disch, on Disch., from
Leavea Leave
PIs PIs Pis o}
Hospital R Sp R Sp R sSp Special Special Tatals ATotal
: Disch,
Carrington - - - - 3 - - - - 5 5
Oakley - 4 1 - s - 1 - - 12 i3
Kingseat 2 - - - 3 - - - - 5 5.3
Toksnui 4 1 - - 7 3 - - - 16 7
Porirua & 1 1 1 5 i - - 1 15 16
Sunnyside 1 - - - 12 - - - 1 14 15
Cherry Farn 2 1 - - 8 5 - - - 15 17
Lake alice i 2 - - - 4 - - - 7 7.5
Ngawhatu - - - - 3 - - - - 3 2.2
Ashburn Hall| - - - - 1 - - - - i 1
TOTAL 14 = 2 1 47 13 i a 2 94 100%
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TABLE 8:

Hospitals during 1986 (provisiocnal)

Special and remand patients discharged from Psychiatric

Discharge Not

Cutrizht Discharge

Discharged on

Committed Leava
M PIs o) Maori PIsder QOther 1 PIs o] % of
Hospital R R R R sp R Sp R Sp Sp Sp Spi Totals| Total
Ccarrington 2 3 & - - - - - - - - 1 10 5
oakley 25 & 32 -z - - 1 - - - - 66 | 32
Kingseat 2 - 1 - - - - - - - - 1 4 2
Tokanui 10 - 13 - 2 - - - 2 i - 1 27 13
Porirua 2 1 12 - - - - - 1 - - - 16 7.5
Sunnyvside 3 - 27 - b3 - - - - - - 1 32 i5
Cherry Farm ) - 16 - - - - - i - - - 22 11
Laks Alice 6 - 9 - 7 - 2 - 3 - - - 27 13
Nzawhatu 1 - 1 - - - - - - - - - 2 1
Seaview - - 1 - - - - - - - - - 1 0.5
TOTALS 56 8 116 ¢ i2 o] 2 1 -] 1 o] 4 207 100%
(27%} (4R} (55%) - (11%} - - (27} -
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TABLE 9: Comparisen of discharges of special and remand

3 patients from psychiatric hospitals during
: 1985 and 1986

:_‘Z Years

i Current Hospital 1985 1986 bifference

o Carrington 5 10 + 1

Cakley 12 66 + 54

! Kingseat 5 4 - 1 L

Tokanui 16 27 + 11 }

8 Porirua 15 16 + 1 :

} Sunnyside 14 32 + 18

:3

3 Cherry Farm i6 22 + B

i Lake Alice 7 27 + 20 i

¢ '

Ngawhatu 3 2 - 1 li

; Sea View 0 1 + 1 f‘

3 . !

3 Ashburn Hall 1 o - 1 d

.

i

! TOTAL 94 207 + 113 ‘L

i E

i i

: TABLE 10: Number of persons remanded under Section 12t

; Criminal Justiee Act 1985 during January - i

; June 1987 |

9 {

4 Remanded on Bail in Custody In Hospital Total il

1

8121 58 70 61 189 .

'

f TABLE 11: Number of persons admitted to psychiatric hospitals :

::” under the Criminal Justice Act 1985, during January -

June 1987

:

4

g 5115 5118 5121 TOTAL :

i iz 7 61 80

N
i ..
i
3
-

T
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TABLE 12: Remands under Section 121
January - June 1987 by Age, Sex, Race

: Criminal Justice Act 1985

TGTAL | NOT RNOWN MAORT CAUCASIAN | PACIFIC | OTHER
1SLAND

i F M F M F M F F

15 - 19 36 3 - 6 4 13 2 11 -

20 - 24 52 2 1 14 4 24 5 2 - -

25 - 29 24 - - 8 3 9 - z 1 -

30 - 24 29 1 - 3 - 21 1 T - -

35 - 39 14 - - 4 - 7z .. -

40 34 1 - 2 2 28 1 - - -

Not Known - - - - - - - - - -

TOTAL 189 7 1 [ 37 13 | 108 11 s 2 -
% OF

TOTAL 100.0 | 3.7 ©0.5] 19.6 6.9 57.1 5.8 ] 3.2 1.1]| 2.1 ~

4.2 26.5 63.0 4.2 2.1

From Department of Justice 1987
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APPENDIX 2

DANGEROUSNESS

If there is one word that provides the key to this report, and what has caused it to
bebrought into existence, that one word would be “dangerousness”. Asevidenced by
the recent Roper Report, there is a widespread anxiety about violence throughout the
national community, and that anxiety surfaces strongly in concern about the security

surrounding the mentally ill.

The Concept of Violence
The Oxford English Dictionary defines
“violence" as the exercise of physical force so as
to inflictinjury on, or cause damage to, persons
or property; and as “treatment, or usage tend-
ing to cause bodily injury or forcibly interfering
with personal freedom.” A wider viewpointin-
corporates more pernicious forms of violence,
“including racism, sexism, state and institu-
tional violence and economic policies which
create unemployment, deprivation and pov-
erty”. Such a view would regard as violent the
acts or omissions of social institutions which
discriminateagainstcertain sectionsof thepopu-
lation. TheRoper Committee 1987 took “violent
crime” to meanunlawful actsof violenceagainst
the person, being the sense most commonly
accepted by the community.
“Such offencesexistin the currentlaw under
the headings of murder, attempted murder,
manslaughter, wounding and injuring with
intent, assault of all types, robbery, aggra-
vated robbery and sexual viclation.”
Community apprehension associates vio-
lence with mental illness, and it is this factor
aboveall others that creates theresistance to the
use of facilities in the community, and leads to
calls for tighter hospital security and confine-
ment. Traditionally, the mentally ill have been
regarded with fear, both because of the attribu-
tion of violence to them, and because they are
seenasunpredictable and unconstrained by the
usual social and moral imperatives, Such fearis
perpetuated by the media, particularly televi-
sion, in which the mentally disordered are fre-

quently depicted as violent . But it is highly
questionable whether this fear is justified, ie.

~ whether mental illness can validly be equated

withdangerousness. If theequation canbemade,
then all dangerous people would necessarily be
definable as mentally ill under the DSM III
diagnostic system, and all persons labelled as
mentally ill would necessarily be dangerous.
This is manifestly not so.

Are Psychiatric Patients as a Grouyp Particu-
larly Violent?

It should be noted that DSM III does not list
dangerousness as a necessary symptom for
mental illness. ' '

There have been a number of studies that
have examined the arrest records of patients
released from psychiatric institutions. Some
have involved comparison with other social
groups. One of the studies looked at the arrest
rate for violent crime over a period of several
years among three groups : the general popula-
tion, ex psychiatric patients and ex prisoners.
The results were as follows:

* general population: 3.62 per 1,000

* ex psychiatric patients: 13.35 per 1,000

* ex -prisoners: 87.50 per 1,000

These figures show that ex psychiatric pa-
tientsare morelikely to bearrested for crimesof
violence than the average citizen: and far less
likely to bearrested than ex prisoners. When the
researchers removed ex-psychiatric patients
who had had previous criminal records from
their sample, however, there was no longer any
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significant difference between ex-psychiatric
patients and the general population. The re-
search findings contradict widely held beliefs
about psychiatric patients. While a minority of
psychiatric patients with criminal records are
morelikely to commita crime than the ordinary
person, they arenomore likely to commit crimes
than ex-prisoners without psychiatric histories.

Recent studies in the Federal Republic of
Germany and Britain do indicate a greater risk
of violent offending amongst psychotic persons
suffering schizophrenic disorders. In New
Zealand, between 1920 and 1955, 59% of mur-
der suspects either committed suicide, were
found unfit to plead on grounds of insanity, or
werecertified insanefollowing conviction.Com-
parable figuresarefound inEngland. However,
while the younger person suffering from an
acute schizophrenic psychosis tends to be as-
saultive, those suffering from the chronic schizo-
phrenic states are less likely to offend than the
common population.

At the heart of the matter lies the simple
recognition that it is not people as such who
are dangerous:itis theirbehaviour which may
be, Their behaviour is aresponse to particular
events. The response is propelled by beliefs,
knowledge and desires. Mental illness affects
mental states and aspects of our predisposi-
tion and self control. While psychosis is rarely
sufficient in and of itself to produce viclence,
it may be a contributory factor by distorting
perceptions of reality and affecting belief
systems. Psychosis may therefore be called a
risk factor rather than a cause of violence. Itis
particularly important to stress that very few
people suffering from mental disorder are
violent or dangerous.

Are Special Patients as a Group Particularly
Violent?

Since psychiatric patients generally as a
group are no more prone to violence than any
other group in the overall population, the ques-
tion arises as to whether or not thereis a case to
be made that, of the psychiatric population, the
group that has the status of special patients is
particularly prone to violence.

Suffice it to say that the legal status of an
individual patient is not .directly correlated to
the degree of mental illness or the magnitude of
violent behaviour. Singling out special patients
asagroup is ameaningless exercise for the pur-

poses of identifying the potential for danger-
ousness.

The Historical Root of the Problem.

If there is no rational link between mental
illness and dangerousness, how did the link
come to be made in the public mind?Faucault
(1978) suggests that the link between psychiat-
ric illness and dangerousness can be traced to
19th century Europe, where the bad and the
mad were treated similarly. Psychologists’ theo-
ries arising at that time suggested that insanity
was the cause of apparently senseless violent
actions, Criminal psychiatry developed by pro-
viding a pathology both of monstrous behav-
iour, and of insanity with crime as its only
manifestation. Thus dangerousness wasseen as
evidence of insanity.

The Concept of Dangerousness

The association of mental illness and dan-
gerousness has thus developed as a cultural at-
titude in Western society from the late 19th Cen-
tury. Itis important to recognize that it isnota
universally shared perception outside this cul-
tural context.

Dr Peter Scott, a consultant forensic psychia-
trist, defined dangerousness as covering “un-
wanted behaviour which is threatening or dis-
turbing to the public, and may require that the
offender be placed in custody to protect the
public”. What was tolerable would be for the
public and the court to decide.

Dr McGrath defined as dangerous, “those
who would probably inflict physical harm on
others”. This would exclude property offend-
ers. The Butler Report has come to equate dan-
gerousness with a propensity to cause serious
physical injury or lasting psychological harm,
and this is the understanding adopted for the
purposes of our report.

Fear induced in others seems to lie at the
heart of the concept of dangerousness. What is
characteristic of this fear is thatitattaches to the
social identity of the person feared rather than
to that person’s actual behaviour. He or she be-
comes a “dangerous person”. What is feared
aboveall else isunpredictability: the propensity
to behave violently for no apparent reason.

While the fear is understandable, it is
importantto recognize that this is an emotion-
driven concept rather than one arising out of
rational diagnoste criteria. As such it leads to
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conditions amounting to very real injustice.
People who are mentally healthy but who are
also potentially dangerous have their freedom
guarded by the law, so that, after their prison
sentence is served, they are automatically re-
leased and can no longer be detained. How-
ever, those who are mentally ill and are ad-
judged potentially dangerous can be confined
indefinitely,

It is futile for psychiatry at this present time
to try to escape thelink made in the public mind
between mental illness and dangerousness.
Some statement on dangerousness, and some
effort at establishing credible criteria, is neces-
sary.

Those criteria, according to Dr Scott, should
be:

* the irreversibility of the damage done;

* the quantity of the damage (including
how long it has gone on); and

* theinfectiousnessof thebehaviour (which
may be connected with the general cli-
mate of opinion)

Anticipated continuation is also an impor-
tant factor. However hurtful, destructive or
grave thebehaviour, thelabel of “dangerous” is
likely to be attached only if such behaviour is
expected to continue.

The major distortion to be guarded against
is that which would perceive “dangerousness”
asa constantdisposition, like lefthandedness or
restlessness. Dangerousness is not a constant
disposition. The personality of the subject plays
a part: but so do the circumstances of the envi-
ronment in which he or she lives. Dangerous-
nessisa productof aninteraction between char-
acter traits and environment. In assessing the
future potential for dangerously violent behav-
iour that a person may exhibit, clinical teams
have aresponsibility to inquire into the circum-
stances of the situation the patient will move
into on discharge.

Psychiatry in a difficult position

A person found not guilty of an offence by
reason of insanity is not set free, but is commit-
ted by the court and usually hospitalized for an
unspecified period, subject to review. The ma-
jor criteria for discharge of such patients ap-
pears to be that the offence is unlikely to be
repeated and the release is safe for the commu-
nity.
tyThe fact that dangerousness is not an actual

Appendix Two

condition, observable, testable, able to be falsi-
fied as a diagnosis, places the psychiatrist in a
difficult, not to say, invidious, position. They
are called to be predictors, “crystal ball gazers”.
If the psychiatrist under-predicts and the pa-
tient later commiits a violent offence, commu-
nity anger is directed at the psychiatrist. By
over-prediction, a patient may be subjected to
treatment and detention much longer than
necessary.

Predictions of dangerousness

Given that some mentally ill persons may be
dangerous, there are problems in identifying
those who are likely to offend in the future. The
psychiatrist must not only ask, “in what cir-
cumstancesis Xlikely tobehave dangerously?”,
but also, “what is the likelihood of X behaving
dangerously under these circumstances in the
future?”.

The stark fact is that it is impossible to make
certain predictions of future human behaviour.
Notwithstanding the greatest care and judg-
ment there can be no certainty in the prediction
of human affairs. Subjective judgment, even
when based on experience, professional knowl-
edge and available information, is extremely
unreliable. That applies as much to psychia-
trists as to any other occupational group. Not
evena long history of clinical involvement with
a patient gives a reliable basis for assessing an
individual’s future performance with any as-
surance of accuracy.

While some groups have some very high
rates or very low rates of law breaking, or
whatever behaviour is in question, it is never

possible to predict that any particular individ-

ual will inevitably, or never, break the law in
future. Actuarial methods can only indicate the
probability of future dangerous behaviour in
certain categories of people. For individuals
within the defined categories the risks cannot
be quantified with precision.

The actuarial method of prediction depends
on measurable factors such as age, sex, and
criminal record. Whilst one can in this way
assign individuals to risk groups with very rare
behaviours, the relevant factors cannot be
weighed even if they can be identified. Many of
those who commit the most serious violent
crimes tend to have lived normal lives-in the
community and be without a criminal record.

Thus, dangerousness cannot be decided on
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either scientific or legal criteria, and, at best,
judgments are based on limited aspects of the
criminal history. Studies suggest that the men-
taily ill whio are dangerous have more in com-
mon with normal criminals (as regards rela-
tionships, background, age and sex) than they
than they have in common with their mentally
ill non dangerous counterparts. (Gostin 1979)
In applying the predictive aspect of the as-
sessment of dangerousness, all the psychiatrist
can do is to weigh in the balance the unpleasant
consequences of confinement for the individual
concerned against the possible harm he or she
may do toothersifreleased. If the harmislikely
to be slight, the decision should be in the pa-
tient’s favour: if the harm feared is not only
great but highly probable ( for example, if a
sexual offence is accompanied by serious vio-
lence}, the best that can be done is to make sure
that the precautions are as humane as possible.
Doctors, and others who have responsibil-
ity for violent offenders, are likely to exr on the
side of caution in deciding on discharge, and
there can be little doubt that, as a result, some
people continue to be detained who, if re-
leased, would not commit further violent of-
fences. In deciding whether society requires
more protection, the question has to be faced:
how many probably safe individuals should
cautious policy continue to detain in hospital
in the hope of preventing the release of one
who is still potentially dangerous?.A balance
must be achieved between the right of the
public at large to reasonable protection and
the right of mentally afflicted individuals in
psychiatric hospitals and in prisons to be re-
turned into the community when their deten-
tion canno longerbe justified. There are many
who say such a balance cannot be achieved.
The Donaldson case, and the subsequent
report (1981), clearly illustrated the dilemma
facing psychiatrists. If the patient is no longer
mentally disordered, they haveno legal author-
ity to detain him or her, even if there is consid-
ered to be a potential danger. If, during the
lengthy delay of transfer from security to open
hospital and subsequent discharge, Donaldson
had applied to the courtunder the Mental Health
Act 1969 for discharge from hospital, and was
reported to be not mentally disordered,anorder
for his discharge would have been inevitable,
regardless of the medical staff’s fears that he
may reoffend. The fact that their fears were soon

to be realized, with Donaldson’s subsequent
commission of murder and his own suicide,
does not in itself indicate that his discharge
from hospital was a mistake.

Various Proposed Solutions

Mulvey Geller & Roth (1987) discussed the
proposal of involuntary out-patient committal
asa possiblestrategy for providing mental health
services to chronic mental patients. Under this
approach, patients meeting certain criteria of
dangerousness or need to take treatment could
be compelled by the courts to take part in treat-
ment programmes in the community. Such a
proposal again involves weighing rights of the
individual not to be coerced into treatment,
against thoseof the communitynotto be harmed.

In New Zealand, the Mental Health Bill, at
present before Parliament, contains just such a
compulsory treatment clause.

In Britain, indeterminate sentencing for
mentally disordered offenders is justified by
the argument that the offender presents a dan-
ger to the community. The Home Secretary
must take ultimate responsibility for protection
of the public, and should therefore have the
power to detain the patient until reasonably
confident that there will be no reoffending.

However, it can be argued that, whilst the
mentally ill may pose a nuisance to society if
released, and may even present a danger, soci-
ety takes this same risk each time an offender is
released from custody. This leads to the ques-
tion of whether itis proper to detain such men-
tally ill offenders longer than ordinary offend-
ers with comparable criminal records, by evok-
ing in the case of the former the concept of
“potential dangerousness”. When an ordinary
offender has served a finite prison term, release
follows, and there cannot be recall to prison
unless there is a breach of parole. Prisoners
diagnosed as dangerous psychopaths, (not
considered mentally ill), segregated at Parkhurst
Prison, England, similarly serve finite sentences
and will be released, even though the probabil-
ity of their re-offending may be high. This is
because the system of justice is based upon the
principle that the offender must be liberated
after his sentence has been served.

Thementally disordered offendersasa group
are no more dangerous than other confined
populations. Yet the concept of dangerousness
has been the rationale for their indefinite deten-
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tion.

The British Aarvold Committee, in 1972,
concluded that, early in the course of treatment,
certain exceptional cases could be identified
which needed special care in assessment. The
two relevant factors involved were: an unfa-
vourable or unpredictable psychiatric progno-
sis; and some indication of potential danger-
ousness. They considered that only a small
proportion of special patients would need iden-
tification as requiring special precantions be-
yond normal discharge procedures. In such
cases, a recommendation made by the respon-
sible medical officer or thementalhealthreview
team for discharge or transfer should be imple-
mented only after a second opinion by aninde-
pendent advisory body.

This advisory board would consist of three
members: a person with legal qualifications as
chairperson, a forensic psychiatrist, and a social
worker. These recommendations were adopted
and used for 5% of special patients.

The Butler Committee of 1975, however,
proposed a modification and an extension of
these arrangements to all special patients in
special hospitals. Whilst the Aarvold Commit-
tee suggested that the classification be not too
freely applied, the Butler Committee proposed
this extension to all special patients. Such a
duplication of the mental health review teamis
not only expensive, but causes considerable
delay in respect of decisions on discharge.

As with the Aarvold Committee, the
Donaldson Report recommended the classifica-
tion of certain patients considered potentially
dangerous, so thatextra care be taken regarding
decisions of transfer and discharge, and assur-
ance of extra control and supervision following
discharge. This recommendation has not yet
been implemented.

Mental hospitals are for the treatment and
care of the mentally disordered. It is highly
questionable whether they should be used for
the purpose of detaining persons no longer
considered mentally disordered but potentially
dangerous. Hospitals have long been placed in
the onerous position of having to weigh the
right of the patient to be discharged when no
longer deemed to be mentally disordered, with
the right of the public to be protected from
harm.

Walker (1982) suggests that a mentally ill
offender, regarded as dangerous, should al-
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ways be prosecuted, so that what has actually
been done could be subjected to the scrutiny of
thecriminal court. Even the Butlerreport, which
recommended that the prosecution of the
mentally disordered be avoided unless there
was strong reasons for it, did say that danger-
ousness was a strong reason. It would also be
consistent with their suggestion that a person
should not be detained comnpulsorily for dan-

_ gerousness to others without a criminal trial.

An Issue of Justice

Since no one group can accurately predict
future dangerous behaviour, and thus cannot
accurately identify patients whose liberty
should be resfricted as a result, and the vast
majority of persons who commit acts of vio-
lence are not mentally disordered, any at-
tempttoindefinitelyincarcerate those thought
to be potentially dangerous in the future will
not achieve its aim of protecting the public,
and at the same time, will violate a fundamen-
tal principle of justice. (Mental Health Task
Force 1987) '

The issue was canvassed in R. v G.H. (1977)
N.Z.L.R.50by Roper J., whena 17 year old boy
was acquitted on account of his insanity on a
charge of murdering his father, stepmother and
stepbrother. On the question of disposition,
uncontested evidence was given by:three doc-
tors that the boy no longer posed any danger to
the public, and this was accepted by the Judge.
He then went on, :

“The fact that an individual poses no threat

to the public is not conclusive of the matter.

What might be in the best interests of the

individual is not conclusive of the matter,

All of the circumstances must be considered

quite apart from the individual's present

mental state which leads me to the belief
that while no element of retribution or de-
terrence is involved for that would be quite
inappropriateinconsidering insanity... there
still remains some wider element of public
interest quite apart from its safety and quite
apart from what might be the best interests
of the individual involved where that inter-
estand public’s coincide.. illogical as it may

seem when one is dealing with the insane, I

think the gravity of the charge is of consid-

erable importance.”

An order was made for the boy to be de-
tained as a special patient. The “wider element
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of publicinterest” was not expanded upon, but
this judgment was predicated in part by the
gravity of the charge - an approach which isnot
consistent with trends in other jurisdictions.

For example, in R v Hay (Criminal L R 983,
276) the court indicated that a sentence of life
imprisonment will not normally be upheld in
the absence of psychiatric evidence that a per-
son presents a grave danger to the public in the
future. It was stated there that,

“sucha sentence will rarely be upheld on the -

basis only of an inference of dangerousness
drawn by the sentencer from the facts of the
offence.”

The Core Answer

Whatthe Donaldson case, and others, indi-
cate is that there is a desperate need for the
integration of decisions for release of poten-
tially dangerous persons with proper supervi-
sion and aftercare services, even if the enforce-
ment of the use of such services requires some
change in legislation.

Dr Haines, of the Mental Health Founda-
tion, states that, while it is difficult both to
predict and to prevent violence, good systems
of community care can lower the potential by
early intervention. A number of studies on
reoffending following discharge from hospital
indicate that the first year following the release
is the most crucial, and that supervision during
this time reduces the likelihood of re-offending.
Important findings of recent studies indicate
that most mentally disordered offenders who
have committed offences following discharge
have drifted out of contact with the psychiatric
services, or have had inadequate follow-up
(e.g.in New Zealand, the Julian case).

Mullen (1987) suggests that, rather than
justifying a return to institutionalization, such
cases support a need for better, and more,
community services for a vulnerable minority.
Mental Health law is changing. Deinstitution-
alization will probably continue. Society willbe
pressured to absorb the mentally ill into com-
munities, jobs, housing and education. Therights
of the mentally ill will probably be expanded.
The effect of expanded rights on the commit-
ment process will make it extremely difficult to
institutionalize clients; therefore sufficient re-
sources will be needed to treat mental illness in
the community. Weller (1984) suggests that an
increase of violence isan indictment of cormnmu-

nity care policies.

In all this, the warning given by Dr Haines
needs to be heard: that it would not be possible
to prevent all violence no matter how good
these services are.

CONTROL AND RESTRAINT OF
VIOLENCE

Psychiatric nurses hold a unique position in
provision of inpatient care in relation to other
healthdisciplines. Wehavealready commented

_on this earlier in our report.

Unfortunately, the best interests of the pa-
tient, the nurseand the employer donot always
merge. Conflicts can occur when, for example,
thenurse’sright to liveand work without threat
to personal security is violated by a patient who
causes the nurse physical or emotional harm.

There are a number of points which can be
made.

1. When physical violence is associated with
mental iliness, is transient, and responds to
effective treatment, psychiatric nurses will
continue to be able to manage thosé persons
in psychiatric hospitals.

2. When physical violence is an antisocial
manner of coping with conflict in an indi-
vidual'slife, and is notrelated to psychiatric
illness, psychiatric nurses and other health
professionals question the need for inpa-
tient care.

3. If physical violence is a major factor in an
individual’s mental iliness, and is frequent
and ongoing, psychiatric nurses are unable
and unwilling to accept the risk of physical
assault over a long period of time in an
“open” psychiatric unit. It is the belief of the
profession that suitable facilities and envi-
ronments must be available for such per-
sons.

Along with the provision of better facilities,
however, we believe there is a need for the
nursing profession to develop more effective
and efficient - and humane - methods of man-
aging situations involving violent and danger-
ous behaviour in the institutional context.

Background to the Introduction of Control
and Restraint Techniques

Throughout the 197(s, it becamne apparent
in Britain that prison officers were having to
deal with an increasing number of violent, dis-
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turbed and difficult people. Additionally, the
media began to focus on the way that prison
officersconducted themselves in handling these
viclent inmates, whilst inmates themselves
became more aware of their legal rightsand en-
tittements. Consequently, it became important
for the prison service to be seen to be operating
in a professional manner, and for the tech-
niques used by prison officers to be officially
sanctioned.

At a national level, the physical education
branch of the prison service was given the task
of devising techniques to enable the officers to
move difficult and violent inmates with a mini-
mum risk of injury to either officer or inmate.
The techniques adopted were based on the use
of three person teamns and were designed spe-
cifically to require the use of minimum force.

In 1983, the Home Office Prison Service was
approached by the management of Rampton
Hospital for advice following several serious
assaults on nursing staff. The first Control and
Restraint (C & R) course following this initial
meeting took place at the Prison’s Department
National Training Centreat Morton Hill in 1983.

Because of the success of C and R at the
special hospitals, training is now being under-
taken in Regional Secure Units, and certain
local authorities are now requesting that pro-
grammes for staff who work in the inner city ac-
cidentand emergency and casualty departments
undergp a training programme.

While attending Moss Side Hospital in Liv-
erpoo], the C and R techniques were demon-
strated to usbya threeperson training team. We
were impressed by the demonstration, and by
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the very favourable response of nursing staff
towards the use of Cand R.

- Control and Restraint - The Technique

Much empbhasis is placed upon the duty of
care to the violent patient, and the need for
reassurance and communication at all times.
The basic technique of control is a wrist lock
applied to each arm. The position of control can
be applied and maintained without the patient
suffering any pain. If a violent struggle is main-
tained, severe pain will beexperienced. Therisk
of serious injury to the patientis very low. Em-
phasis is placed upon the need to protect the
head and neck, and to keep airways clear at all
times. Trainees are taught how to deal with a
one to one confrontation, and how to operate as
a team of three in most situations. They are also
taught how to use polycarbonate shields in
defence of the fiercest attacks and defensively
to pin anarmed patient against the wall or floor
to safely disarm. Once this has been done, the
shield is dispensed with and ordinary tech-
niques of control are reverted to. For each of
these situations, the results are quick and effi-
cient, limiting the period of distress suffered by

the patient, and minimizing the risk of injury to_

either the patient or staff. A :

We suggest that staff in the Natignal Maxi-
mum Security Unit, the Regional Medium Se-
cure Units and the prisons, be encouraged to
participate in Control and Restraint Technique
courses. ‘

In order to initiate the scheme, it will proba-
bly be necessary to second from Britaina person
competent to train othersin Cand R techniques.
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APPENDIX 3

THE PERSONALITY DISORDERED

#Personality disorders include deeply ingrained maladaptive patterns of behav-
iour generally recognizable by the time of adolescence or earlier and continuing
throughout most of adultlife although often becoming less obvious inmiddle orold
age. The personality is abnormal either in the balance of its components, quality and
expression, or in its total aspect. Because of this deviation or psychopathy the patient
suffers or others have to suffer and there is an adverse effect upon the individual or

on society.”

INTRODUCTION

The Difficulties of Diagnosis

This is an extremely wide ranging group of
disorders thought to be the result of inadequate
or improper formation of the personality in
childhood. In conirast, most other disorders are
believed by some to result from a breakdownof
an intact personality.

This gives little factual basis upon which to
distinguish personality disorders from other
categories. There was thought to be the possibil-
ity that personality disorders are present in the
individual from childhood, while the other dis-
orders appear suddenly. This possible distinc-
tion does not bearclose scrutiny, however, since
some individuals who exhibit serious behav-
iour disorders, e.g. schizophrenia, show arapid
onsetof theirdisorderin adulthood, while others
have shown deviant traits since childhood. The
descriptions of many of the personality disor-
ders therefore directly overlap with other clas-
sifications, making accurate diagnosis difficult.

Personality disorders are defined in DSMIII
as being broad and enduring maladaptive pat-
terns of behaviour that are gradually acquired
over a lifetime. Primary features of these disor-
ders are:

+ deeply ingrained, inflexible, maladaptive

World Health Organization
Glossary of Mental Disorders 1974

patterns of behaviour;

¢ significant impairment in the person’s
functioning of the experience of subjective dis-
tress;

« onset in early life, usually adolescence or
earlier, with a maladaptive pattern continuing
throughout most of the person’s lifetime.

By definition, these patterns of behaviour
are maladaptive, resistant to change and likely
to result in poor social relationships.

The classification of personality disorders

" has not yet gained universal acceptance.

The Personality Disordered in Prison and
Hospital
The prisons inevitably accumulate a large
number of persons with personality disorders.
Smith (1984) stated that, of habitual prisoners,
one third have severe mental disorders, and
88% have severe deviant personalities.
Although personality or psychopathic dis-
order is not a definable mental disorder under
the Mental Health Act, a person in prison suf-
fering from such a disorder could be admitted
to a psychiatric hospital under Section43 if that
person would benefit from the treatment and
care not available within the penal institution.
However, there is along standing argument
as to whether such persons are actually treat-
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able. Some argue that many offenders sent to
hospital under Section 118 of the Criminal Jus-
tice Actarenotdefinably mad but disorganized
antinomian personalities referred to as incur-
able and unmanageable.

The mentally ill or behaviouraily disturbed
offender has often not been very welcomein the
prisons run by the Justice Department or the
hospitals administered by the various Hospital
Boards. This has been especially true of those
who suffer from some sort of personality disor-
der which brings them only marginally or peri-
odically under the definition of “mentally dis-
ordered” contained in the Mental Health Act
1969 and for those who, under normal circum-
stances, are not mentally disturbed but whose
mental condition is undermined by prison
conditions,

PERSONALITY DISORDERS : THE ANTI-
SOCIALPERSONALITY ORPSYCHOPATH

Introduction

Antisocial personality disorder, often known
as “psychopathic” or “sociopathic” personality
disorder, is a pattern of deviant behaviour that
is serious both for the individual and for soci-
ety.
Typically, persons have the following char-
acteristics: they violate social conventions, are
violent, dishonest, irresponsible, devoid of guilt;
they fail to learn from punishment, seek stimu-
lation, areintelligent(on average), underachiev-
ing, socially deviant, socially unconventional,
and abuse drugs and alcohol. Many sex offend-
ers fall into the category of “personality disor-
dered”.

Studies in the incidence and causes of psy-
chopathy suggest that it occurs in less than 1%
of the population, and diagnoses are more
commeonin persons from lower socio-economic
backgrounds. It is more common in males than
femnales.

Although the causes are not completely
understood there appears to be an interaction
between biological and social learning factors.
Research suggests the involvement of two bio-
logical factors: an inhérited predisposition to
the disorder, and low levels of autonomic
arousal. From a social learning perspective,
inadequate parenting techniques, the presence
of a parent who models anti-social behaviour,
and highly stressful relationships among fam-
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ily members, are significant variables.
The Modern Concept

Psychopathic disorders may be referred to
as a group of anomalies, or deviations of per-
sonality, whicharenot theresultof psychosis or
any other illness.The term “psychopath” is
preferred in USA, as it emphasizes the psycho-
pathic lack of ability in social relations and the
harm this causes others.

Themodern concept of personality disorder
seems fo represent two interlocking notions.
The first suggests the disorder is present when
any abnormality of personality causes prob-
lems either to the subject or to others. The sec-
ond implies unacceptable anti-social behaviour,
coupled with a notion of dislike for the persons
showing such behaviour, and a rejection of
them. The word “psychopath” is sometimes
used for this purpose. One could view the psy-
chopathic disorder as lying at the far end of a
spectrum of behaviour disorders.

Trevis Brown (1977) stresses that one must
remember that it is a concept much influenced
by prevailing notionsof responsibility and what
is regarded as decent behaviour.

The Relationship of Psychopathy and Reof-
fending ) :

Robertson & Gibbons’ (1978) 15 year follow
up of expatients indicates that the offender
patients who constitute the highest risk of reof-
fending following discharge are those with
psychopathic disorders and mental handicaps,

~who have also had more previous admissions

to psychiatric hospitals, and have had a more
extensive criminal career.

Walker & McCabe (1973} also studied dis-
charged offender patients, including psycho-
paths. Each patient wasallotted points depend-
ing on the number of previous convictions,
prison terms, the diagnosis of subfiormality
and psychopathic disorder. Within orne year of
discharge, 20% of patients with a score of nil
(low risk) had been convicted for reoffending
compared to 70% of those with a higher score
(high risk). :

From the Robertson and Gibbons study,

 though,it seems that it is the demographic

characteristics of the psychopathicpopulation
- their comparative youth, and the fact that
they have had more juvenile convictions, and
were younger at their first conviction - rather
than psychological characteristics, which point
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{o a poorer prognosis in comparison with of-
fenders suffering a definable mental illness.
They found that age was the only significant
independent variable in predicting danger-
ous offending fellowing discharge.

Walker and McCabe showed that aftercare
was associated with a lower probability of reof-
fending, even in the high risk groups who are
considered to be less suitable for, or responsive
to, follow up.

Mental Health Act 1959 (UK.

The Mental Health Act 1959 defines “mental
disorder” as meaning “mental illness, arrested or
incomplete development of mind, psychopathic dis-
order and other disorder or disability of mind.”
Some of the problems discussed in the Butler
Report (1975) relate more particularly to psy-
chopathic disorder than to the other conditions.

“Psychopathic disorder” is defined in Sec-
tion 4(4} of the Mental Health Act 1959 as a
“persistent disorder or disability of mind which
results in abnormally aggressive or seriously irre-
sponsible conduct on the part of the patient and
requires or is susceptible o medical treatment”.

It is difficult to understand why the Butler
Committee should. have proposed that the
mentally abnormal be dealt with in terms of an
indefinjte but reviewable sentence, unless this
exemplary disposal was intended as a special
measure which could be used against psycho-
paths. :

The terms “mentally abnormal dangerous
persons” and “psychopaths” have come to be
synonymous, both reflecting the circular proc-
ess by which mental abnormality is inferred by
antisgcial behaviours, whilst the antisocial
behaviours are explained by the mental abnor-
mality. .

During the last decade, increased debate has
occurred regarding desirability of retaining the
term for legal and penal purposes. The Butler
Committee suggested the term “psychopath”
be deleted from the definition of mental disor-
der in the 1959 Act and substituted withamuch
broader term of “personality disorder.” It also
considered that dangerous antisocial psycho-
paths who had shown no previous mental,
organic or identifiable psychological or physi-
cal defect should be dealt with through the
prisons rather than the hospital system. Such a
recommendation presupposes that the prison
system would beable to provideadequate train-

ing and rehabilitation - a presupposition un-
likely to be realized for some time.

Mental Health Act 1983 (UK.))

The Mental Health Act 1983 retains the clas-
sification of “psychopathic disorder” in the
following form:

“" Psychopathic disorder” means a persistent
disorder or disability of the mind (which may or may
not include intellectual impairment) which results
in abnormally aggressive or seriously irresponsible
conduct on the part of the person involved.” Section
1Gv)

Because strong feelings have beenexpressed
that the compulsory detention of psychopaths
should be dependent on a reasonable prospect
of response te treatment, the diagnostic criteria
in the definition have been separated from the
“susceptibility to treatment” clauses. These
make compulsory admission for treatment
available only if it can be stated that medical
treatment is likely-to alleviate or prevent dete-
rioration in the individual's condition. This is
an important proviso because it recognizes the
difficulties involved in treating psychopaths,
but it also keeps the door open for therapeutic
optimism. It has also emphasizes the fact that
the term “psychopathic disorder” should be
used sparingly, and notas an umbrella term for
all who are merely difficult, uncooperative, or
unlikeable,

New Zealand

The Mental Health Act 1969 and the current
Mental health Bill do not incorporate personal-
ity disorder in psychopathy or any other form
into the definition of mental illness. The criteria
laid down by the law for measuring levels of
diminished or absent criminal responsibility
cannot be met by those persons with personal-
ity disorders. This results in severely dysfunc-
tional individuals being regarded as respon-
sible, and therefore punishable, for their behav-
iour.

PERSONALITY DISORDERS -
“TREATABILITY”

There has been a longstanding argument
regarding the treatment of those disorderswhich
are not covered by the Mental Health Act in
New Zealand. Mental health professionals dif-
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fer in their views regarding “treatability” of
personality disorders.

Some argue thatadmission to hospital should
be based primarily upon the need for psychiat-
ric freatment. One could go so far as to say that
a mental disorder in itself is not sufficient justi-
fication for admission to hospital. There must
also be a reasonable certainty that the person
will receive notsimply custodial care, butactive
treatment and rehabilitation.

It is argued that it is not in the offender’s
interest to be admitted to hospital if treatment
cannotbe given. If there is no response to treat-
ment, confinement could be for a period of ime
that is not commensurate with the offence. It
could be for a much longer period than if
“punished” rather than “treated”.

Some state that the antisocial behaviour
patterns are 50 ingrained that treatment is not
likely to be effective. Because these persons are
not likely to be distressed by their own behav-
iour, thereislittlemotivation for them to change
it. Psychiatric hospitals are not suitable for
people who have no identifiable psychiatric
iliness, and whose presenting complaints are
behavioural or personality based. There is also
no sense in admifting {for containment only)
those with an identifiable psychiatric disease if
this is untreatable.

Others state that the cost of hospital treat-
mentis too great to be suitable for psychopaths,
whose “craziness” consists only in their offend-
ing and/or whose offendinge.g. drug taking, is
the cause of their craziness. “Such individuals
are suffering from self inflicted wounds.”

PERSONALITY DISORDERS - CARE AND
TREATMENT

It became clear during the Oakley Inquiry
(Gallen Report 1983) that treatment modalities
useful in treating such psychiatric disorders as
schizophrenia could be used inappropriately in
an attempt to treat persons with personality
disorders. The skills appropriate and necessary
to treat the latter are significantly different and
not yet recognized as an inherent part of the
New Zealand hospital system.

To treat a patient who has entered hospital
voluntarily requires willingness on the part of
the patient, and failure of treatment may be the
result of a deliberate refusal to cooperate. If
difficult, uncooperative behaviour is one of the
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symptoms of the particular disorder, such as
thatin many severe personality disorders, it can
be very difficult to treat. Often these difficult,
uncooperative persons are refused admission.

United Kingdom

In the United Kingdom there are two main
treatments for personality disordered psycho-
paths: ‘

1. therapeutic community treatment e.g. at
Grendon Prison and Farth Angharad Hos-
pital; and

2. various methods of behaviour modifica-
tion by clinical psychologists in certain
hospitals,

The latter has been successful in the treat-
ment of selected patients but not suitable for the
more aggressive patients who are unwilling to
cooperate.

The Butler Report 1975, proposed that psy-
chopathsreceive a treatment regime based ona
combination of long-term medical, psychologi-
cal and social management, and 'that they be
segregated from the general prison population
in special training units within the penal sys-
tem. However Bartholomew (1970) argues that
treatment and pinishment do not go well to-
gether and suggested that the best solution was
to set up a special prison hospital e.g. Grendon
Psychiatric Prison, for those who do not'fall
within the Mental Health Act. This prison has
had some success in taking difficult prisoners
out of the system and making them more
Tnanageable.

Smith (1984) describes Grendon Underwood,
the psychiatric prison that takes voluntary
admissions of psychopaths who are difficult to
manage. 80% havearecord of violence,and 70%
a record of suicidal attempts: many were sex
offenders. There are 200 patients, seven doctors
and psychologists and psychotherapists, witha
high staff / patient ratio.

Each-of the six prison wings has 3040 pa-
tients, each wing being a therapeutic commu-
nity. Prisoners are expected to relate to each
other and to staff, and to take much more re-
sponsibility for themselves and their commu-
nity than in ordinary prisons. Sex offenders are
not segregated, yet there is much less violence
than in a normal prison. Evaluative studies by
Professor Gunn et al (cited in Smith 1984) indi-
cated reduced neurotic features, increased self
confidence and an improved attitude ‘toward
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authority figures. These prisoners arenowmuch
more manageable. He concluded that Grendon
hasa place in the prison system and techniques
developed there could well be applied else-
where in the system. (Wormwood Scrubs simi-
larly has an‘annex with group therapy for sex
offenders and drug and alcohol abusers).
Gostin (1985) states that, although Worm-
wood Scrubs and Grendon prison were created
for dissimilar groups,( e.g. Grendon dealt with
recidivists and Wormwood with first time of-
fenders), there seems to be evidence from re-
search to suggest that individual psychother-
apy in prison is of lirnited value. Group psycho-
therapy within ordinary prisons brings some
benefit, but the best prison results (in terms of
psychiatric improvement and attitude change)
come from a total therapeutic community.

United States
~ Moore Zusman & Roat (1985) describe the
availability and characteristics of community
based treatment for sex offenders in Florida
community mental health centres and similar
agencies. Florida is one of sixteen states of the
USA with legislation that provides for treat-
ment of all ehglble imprisoned offenders. Often
treatment is given under court order or referral.
Theoffence categoriesincluderape, incest, child
molestation and others. The four referral cate-
gories include: those convicted and referred as
a condition of probation, referred after incar-
ceration, not convicted but referred by court
order, and self referrals. '
As most sex offenders in Florida are treated
in community based agencies rather than insti-
tutions (fen times as many), evaluation studies
should therefore investigate community-based
rather than only institutional based treatment.
.21% of the sex offender patients are self-
referrals (dispelling the myth that sex offenders
refuse to acknowledge their actions), Commu-
nity based treatment includes one to one and a
half hours weekly. Most offenders live at home
and.are employed. Institutional treatment is
more intensive. Treatment involves four basic
approaches:behavioural, psycho-dynamictech-
niques, social skills training; and organic ap-
proaches.

New Zealand )
. Personality disordered persons are untreat-
able by New Zealand's present system. Treat-

ments do not exist in New Zealand for the

brain damaged, some mentally disordered,
many.sexual neuroses and chronic psychotics.
It appears that psychiairic hospitals prefer
only those who will respond to treatment in
short periods of time, and the remainder, who
would require long term treatment pro-
grammes, are neglected.

“Responsive to treatment” may be better
defined as “a rapid improvement of symptoms
of aclearly defined major mental disorder treat-
able by drugs”. It is questionable as to whether
any condition is untreatable. (See Appendix 4)
Itis more an unwillingness on the part of hospi-
tals to expend the time and skills required in
ameliorating certain disorders which may re-
quire extensive behavioural inferventions.

Currently the length of stay in psychiatric
facilities in New Zealand is, on the average, less
than one month. Long stay patients who do not
respond quickly to treatment are not as popular
in the mental health systen.

“This policy has aided in the promulga-
tion of myths, such as “people with person-
ality disorders are untreatable”, and are
thereforenot theresponsibility of the health
system. Some suggest that thisis taking the
difficulties of treating people with person-
ality disorders to a ridiculous extreme.

Some people with certain kinds of per-
sonality disorder are extremely disruptive
ofhospital routinesand rmay bemade worse
by undue attention being given to their
dysfunctional behaviour. But others may
respend very well indeed to a programme
which provides an appropriate mixture of
limits and support within the context of a
long-term therapeutic refationship.

To simply dispense such people to the
justice system without this understanding
simply condemns them to suffering and the
public to huge expense”. (McGeorge 1987)

“Some mental health professionals refer

. to “untreatability of personality disorders”
as a specious argument, used to justify ex-
cluding these people from treatment facili-
tiesif they are notacutely psychotic, because
the management of such people is often
protracted and difficult. It is argued that
personality can be manipulated, and where
such treatment has been done, there is an

average stayof fouryears” (Gluckman 1987).

. Personality or psychopathic disorders are

a
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not referred to in the New Zealand Mental
Health Act. 1969 because of the problem of
treatability. Personahtymsorderedpeoplehave
ended up in prisons instead of hospitals where
they act out bizarrely and fall apart. Suicide or
self-mutilation sometimes follows.
“In many societies the mentaily disordered
are still held in prison. That was the situ-
ation in New Zealand originally. We are in
great danger, and indeed seem to be in the
process, of returning to that situation”.
(Gluckman 1987)

PERSONALITY DISORDER -
THE SOCIAL INADEQUATES

“Dangerous patients can be cared for in the
Regional Medium Secure Unit but the main
problem is the larger group who are not
dangerous but often difficult, uncontrolled,
unsociable. They may be mentally ill, psy-
chopaths, intellectuaily impaired or person-
ality disordered. This is the group rejected
by mental hospitals. Many need long-term
care, maybe up to ten years.

They are the social inadequates. They have
not managed well in the community and
manageevenlesswellin the prison environ-
ment. These are the ones who may become
desperate enough to commit suicide. Of
these persons a disproportionate number
are Maori - approxxmately 75% - whilst the
number of Maori in prison lies between 50 -
60% which is highly disproportionate to
their number in the community.”

Dr R. Maule 1986

Characteristics

In recent years, there has been increasing
publicawareness of the considerablenumber of
rootless and often homeless persons who are
incapable of living in the community without
continuous supervision and support, and who
are loosely labelled “inadequates”. Among this
group are to be found individuals suffering
from distinct psychiatric disorders, personality
disorders, chronic schizophrenia or organic
psychosis; a number who are intellectually sub-
normal, and many others on the borderline of
mental disorder, or dependent to some degree
upon drugs or alcohol. Most have some experi-
enceof institutional treatment, whetherin prison

orhospital, and whiile some may beby tempera-
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- merit natural “loners”, others are completely

institutionalized and qulte unable to cope with

life on their own.

It should not be supposed that they are
thereforealways receptlve {o help. On the con-
trary, help offered is often rejected. When of-
fered sheltered accommodation to go to on their
release from prison, for example, they may well
refuse it; or accept it but not furn up; or arrive
but leave within a matter of hours. Few are
employed, or even employable, and those who
are seldom hold downa job for more than afew
days. They often come to thenotice of the police
as a result of petty acts of law breaking, or
because theirbehaviouris offensive or frighten-
ing to passers-by or local residents. Sometimes
they commit apparently pointless offences in
order to secure their return to the familiar sur-
roundings of a prison. cell.

No reliable statistics are available. The great
majority of these people are permanently so-
cially handicapped and many circulate round
the psychiatric hospitals, the prisons and the
various types of accommodation provxded by
the official and the voluntary agencies. Women
and someyoungpeople of bothsexesare among
the ranks of the hoineless “inadequates”, and
their needs must be kept in mind when plans
are being madeasto howbest to deal with them.

Reduction in Accommodation

- Although the problem of the socially inade-
quate is by no means new, various factors have
combined to make it increasingly acute. The
introduction of the “open door” policy i in the
major psychiatrichospitalsin New Zealand, the
passage of the Mental Health Act in 1969, and
the policy of placing long stay patients in the
community, despite the lack of adequate facili-
ties for their continuing care, have all accentu- .
ated and accelerated the problem. With- the
development of psyciuatnc units in general
hospitals, and increasing outpatient care, there -
has been a gradual diminution in the number of
beds available in the larger mental hospitals.

Thesedevelopmentshavefollowed themove
away from the concept of locked ward and

barred window in favour of therapeutic poh—

cies based on the “open door” principle. As a
result, the hospitals are unwilling to accept
custodial responsibilities for their patients and
find itincreasingly hard to'contain patients who
are disruptive or uncooperative. Many hospi-
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tals have shed their former role as a sanctuary

_ for patients who are unable to profit from spe-

cific short term medical treatment but merely
requiring care and control in an institutional
setting. The general effect of these policies and
developments has been to reduce the possibili-
ties for the somally inadequate of finding places
of refuge in the old mental hospitals. In the
process the concept of “asylum” has been lost.

Resettlement in the Community
Resettlement in the community, with what-

ever support may be necessary, is the ideal to be

aimed at. Inadequate offenders and discharged
offendersshould not be regarded asarace apart
from other inadequate people. On the contrary,
their needs are often identical or very sirnilar. It
is often only a matter of chance whether a
homeless, inadequate person is at any particu-
lar point of time strictly to be regarded as an
offender or a discharged offender, or neither.
The lack of accommodation and supporting
resources generally means that the needs of
mentally disordered “inadequate” people are
not met, despite obligation to provide for them.
Supportive accommodation, if possible offer-
ing sheltered employment, is particularly im-
portant for the inadequate.

Prison Disposal

The offences the “inadequate” mentally
disordered commit are usually trivial but, in
practice, prison is the only sanction at present
available to the court which will ensure a period
of care and containment. This will, in many

cases, benefit the patient, who may be inneed of.

nourishment and medical care in addition to
shelter. Moreover, the formal structure and
regular routine of prison life provide an envi-
ronment which “inadequate” people tend to
find reassuring and acceptable. The need for
special arrangements to cater for this class of
offender is apparent.

Although prison is likely to continue to be
the most common disposal for “inadequate”
offenders, and it does at least provide the
structured and disciplined environmentwhich
many of them require, there are substantial
objections in principle to the incarceration in
penalinstitutions of those whose primary need
is for long term support rather than for pun-
ishment,

Sanctuary

It is to be regretted that the provision of a
modest, protected environment in local psychi-
atric hospitals for this type of offender has dis-
appeared. Many such hospitals would still be in
an excellent position to provide sheltered lodg-
ing and working conditions well within the
patient’s restricted capabilities, and certainly
would be appropriate in many cases even on an
informal basis. Wherean “inadequate” offender
displays a recognizable psychiatric disorder, it
should be the responsibility of the hospitals to
provide appropriate treatment. Hospitals also
have a role in the continuing care of those who
cannot be discharged into the community with-
outaseriousrisk of relapse through self neglect.

The reintroduction, to some extenf, of a
sanctuary role would particularly serve those
people who are already so damaged that they

" are unable to take advantage of the rehabilita-

tion measures which hospitals normally pur-
sue,

Some of the people being discussed will be
in need of special services and treatment as
alcoholics or drug takers. Clearly thereisa need
for the provision of treatment, supportive ac-
commodation and other assistance.

Midway Type Institution

What is also needed is some form of institu-
tion mid-way between the psychiatric hospital
and the prison, where custodial, as opposed to
penal, control could be exercised. Such an insti-
tution would deal with cases where the court
was satisfied that there was evidence of some
mental disorder, and that some form of appro-
priate custodial care was required, but the
medicalauthorities were unwilling orunable to
provide it in hospitals. Although the primary
aim of the institution would not be therapeutic,
except on a long term basis, it is envisaged that
it would have adequate medical provision so
that psychiatric treatment could be followed
up.

Where there is agreement to informal ad-
mission, no problem exists. Otherwise the per-
son would need to come under the provisions of
the Mental Health Act.

Entry into such an institution would only
rarely be by court order. It is unacceptable, on
general penal principles, to commit a person to
any form of indefinite detention except for a
grave offence, whereas indeterminacy in the
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hospital context may be justified on medical
grounds where there is a prospect of treatrnent
or cure of the psychiatric condition.

The Dilemma

In discussing appropriate- treatment and
facilities forinadequates, itis difficult to drawa
line between those measures that may properly
be imposed by a court when sentencing a per-
son found to have committed a particular of-
fence, and those which, although they may
appear desirable in the interests of thelong term
rehabilitation and support of that patient, or the
protection of society against possible future
law-breaking, can scarcely be justified in terms
of the offence. It is obviously right that a person
suffering from mental disorder should be given
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the opportunity to receive appropriate treat-
ment and access to such after care facilities as
may be available, and that society should take
steps to protect itself against those who other-
wise may commit offences which may do seri-
ous and irreparable harm. But in cases where
treatment and facilities are offered but repeat-
edly rejected, and where any future law-break-
ing is likely to be minor, or solely of nuisance
value, it may be right to accept that, in the end,
the particular offender is not susceptible to
rehabilitation by the efforts of the official agen-
cies, and that, apart from the courts imposing
any penalties appropriate to offences commit-
ted, the official services can fulfill no useful
purpose by continuing attempts to induce ac-
ceptance of their help. (Butler p.107)
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APPENDIX 4

TREATMENT AND TREATABILITY

P.S.A. Statement on Offender Patient Rights
vis-a-vis Community Rights

“Thequestionsunderlined in this Inquiry
are seen by the Association (PSA) to be
centred on the balancing of the rights of the
individual to care and treatment for mental
health problemns, with the right of the com-
munity (including staff working within the
institutions) to protection from people who
exhibit recurrent criminal or violent behav-
iour.

“The first right to consider is the person’s
right to treatment. That right is not limited
to hospital services but also applies to com-
munity based services. Services need to be
availableatalevel whichis adequate to pro-
vide treatrent for those who requireit. The
statutory authority whether Area Health
Board or Hospital Board hasaresponsibility
to provide services at such a level. Whether
the person comes from the general commu-
nity or through the court or prison, they
have that right to treatment.

“The second right to consider, is a more
global one; the right to minimal restraint
while receiving treatment. Put in another
way, a patient’s loss of civil rights should be
restricted to the level appropriate to their
need for treatment and their mental health
status. In practical terms, hospitalization for
any patient, whatever their origin should be
based on the seriousness of their condition.
If an individual would normally receive
treatment from community based mental
health services, apart from their current
status as a prisoner, then they should re-
ceive treatment in their community, The
Justice Department can be expected to make
adequate provision for the mental wellbe-
ingof prisoners by attention tomental health
issues. Also, that they are able to provide
ongoing after care for psychiatrically dis-

turbed offenders in remission.

“The community has a right to expect
protection from those people who exhibit
recurrent criminal behaviour. Nearly all of
these peopie can be described as psycho-
logically impaired. Some can be described
as having an antisocial personality disor-
der. The community itself must decide what
balance it wants between the right it has for
protection and the right the individual has
for treatment. In the case of people withan
antisocial personality disorder, the psychi-
afric professions have little to offer in the
way of successful treatment and evenlessin
the way of guarantees to the public that such
a person will not re-offend. The balance in
these cases must surely swing predomi-
nantly toward the protection of the commu-
nity-lf

(Northern Region P.S.A. 1987)

The Treatability Criterion
One of the recommendations of the Report
of the Percy Committee in the United Kingdom
was that civil committal standards should in-
corporate a “treatability” criterion providing
that no person should be committed unless
there is:
“a good prospect of benefit to the patient from the
treatment proposed - an expectation that it will
either cure or alleviate his mental disorder or
strengthen his ability to regulate his social be-
haviour in spite of the underlying disorder.”
The Mental Health Act 1959 (U.K.), upon
which the Mental Health Act 1969 (N.Z.} is
based, was passed following the publication of
this report. The recommendation was not
adopted in the 1959 Act. It has now been par-
tially incorporated into law by the provisionsof
the more recent Mental Health Act 1983 (U.K.).
The “treatability” criterion is founded on
the principle that no person should be hospi-
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talized against his or her will who does not
present a condition which is susceptible to
treatment in hospital. Uniless the disorder of
the person defained is treatable, his or her
confinement is little more than preventive
detention, as there is ne prospect of benefit
from treatment.

Without a treatability criterion there is a
deep inconsistency in our approach to preven-
tative detention. Preventative confinementina
prison (i.e. the incarceration of people in case
they commit a crime) has alwaysbeenregarded
with suspicion. Yet preventative confinement
in a hospital is permitted when a person is
detained, ostensibly for treatment, but it is
known that he or she will not benefit from
treatment.

There are no limits which can define how
long an untreatable person will remain in hos-
pital. The patient is detained without trial or
conviction ostensibly in his or her own best
interests, yetthereis nothing the hospital cando
to treat the patient.

The “treatability” criterion suffers from one
serious draw back, however. It fails to provide
for the needs of a significant group of mentally
disordered persons whose conditions are not
treatable, and who could not cope adequately if
discharged from hospital, but who are not will-
ing to accept care offered on a voluntary basis.
Persons suffering, for example, from chronic
organic brain syndromes may be included
within this group. In the absence of adequate
alternative facilities, some of these persons will
continue to require compulsory care in psychi-
atric hospitals.

The concept of “ ‘asylum” is still valid, neces-
sary and essential in modern hospitals. There
will always be some people who cannot func-
tion effectively without professional care, often
in situations where the concept of treatability is
quite unrealistic. Such people have a right to
supportivemaintenance. Evenif overtresponses
are negligible and prospects of recovery arenil,
they still have a right to good care.

Present New Zealand Law

Section 15 of the Mental Health Act 1969
provides informal psychiatric patients with the
right to treatment. The section authorizes the
superintendent of the hospital to admit any
person for “ireatment”, or to permita person to
rernainin hospital for “treatment” . Treatmentis
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thus specifically stated to be the purpose of the
hospitalization of informal patients.

The position of committed and special pa-
tients is quite clear. Although both “mental
illness” and “mental infirmity” are defined in
terms of “requiring care and treatment”, no
duty is placed upon hospital staff to provide
detained patients with adequate treatment.
Section 25 merely provides that the superinten-
dent “may give him care and treatment and where
appropriate, training and occupation in the hospi-
tal”. The Act thus gives the superintendent a
discretionary power to provide treatment with
or without the consent of detained patients, but
places no duty on the superintendent to offer
adequate treatment to those who are in need of
it.

This situation raises serious questions of

 ethics, An offer of effective treatment must be

the quid pro quo for society’s right to confine
mentally disordered persons who have not
been convicted of an offence in accordance
with the strict procedural requirements de-
manded by the criminal law.

Meaning of “Treatment”

‘Treatment’ is an ambiguous term. It may
perhaps be generally understood to mean a
measure calculated to cure or ameliorate a dis-
order. Butitcan be givena wider meaning, soas
to cover all measures employed in the manage-
ment of a case. )

“‘Medical treatment’ includes nursing and also

includes careand fraining under medical super-

vision.”

Section 147(17) of the Mental Health Act
1950 UK.

The “appropriate treatment” foran offender
suffering from mental disorder will always be
to provide the best prospects of recovery, or the
most substantial improvement possible if full
recovery cannot be attained, subject to consid-
erations of public safety. If even a modest de-
gree of improvement cannot be attained, the
person concerned should neverthelessbe within
the scope of treatment, in the sense of nursing,
or care and training under professional super-
vision, provided that the required facilities are
available,

'I'he.Right to Treatment

In the famous Wyatt v Stickney case, it was
stated,
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“Ta deprive any citizen of his or her liberty upon

the altruistic theory that the confinemenit is for

humane, therapeutic reasons, and then fail to

provide adequate treatment, viclates the very

fundamentals of due process”. '

Thedetention, against the willof the persons
concerned, of those who have commitied no
criminal offence, can only be justified on the
ground that they will be offered treatment for
the disorder which underlies the behaviour
which precipitated the committal. Unless ade-
quate and appropriate treatment is provided at
the specific hospital to which a person is comn-
mitted, his or her confinement is no more than
preventative detention.

An exception fo this principle arises in rela-
tion to persons for whom no recognized form of
treatment is available, but who are not capable
of surviving safely in freedom, and who would,
if discharged, be gravely incapacitated. Such
petrsons may be hospitalized for “asylum” if no
adequate, less restrictive placement is avail-
able. The right to treatment only extends to
treatable patients. It does not require that those
who are not treatable should have freatment
forced upon them.

The Right to Refuse Medical Treatment

The recognition of a right to treatment,
however, does not place a corresponding duty
upon the patient fo accept the treatment of-
fered. A competent refusal of treatment offered
relieves the therapist of the obligation to pro-
vide treatment exceptinsofarasheorshe should
explorealternative means of treatment to which
the patient will consent.

In respect of the mentally disordered of-
fender who is compulsorily detained, the Butler
Committee 1975 (paras.3.50-3.62) reached the
general conclusion that treatment (other than
nursing care) should not be imposed on any
patient without that patient’s consent, if there s
an appreciation of what is involved. Ideally,
patients gain enough from the services to be
compliant, and are given enough information
to be able to make informed and clear choices
aboutthe interventions, including medical inter-
ventions. Thisideal scenariodoes not taken into
account, however, the impact of psychiatric
disorder on motivation and insight to disor-
ders, and it is the clinical experience of many
practitioners in New Zealand that many pa-
tients are non-compliant with both medication

and other treatment programmes.

The Butler Committee maintained that three
exceptions should beallowed to the principleof
no treatment without consent. Treatment may
be given without such consent:

(a) where (not being of a hazardous or
irreversible character) it represents the mini-
muim interference with a patient to prevent
violent behaviour or otherwise being a danger
to self or others;

(b) where itis necessary to save the patient’s
life; or

(c) where (not being irreversible) it is neces-
saryto preventdeterioration insituations where,
by reason of disability, the patient is unable to
appreciate what is involved, despite the help of
an explanation in simple terms. Special consid-
erations apply to treatment involving irrevers-
ible procedures.

Compulsory Treatment Developments in
New Zealand law

In New Zealand, a psychiatric patient who
hasbeen discharged from committalisno Jonger
obliged to participatein treatment programmes
orto attend outpatient clinics. TheMental Health
Bill currently before Parliament proposes al-
terations to the existing law, with the introduc-
tion of a compulsory treatment order which
will allow the patient to be treated while still
living in the community or as an inpatient.

We believe that community treatment or-
ders will be important in the community man-
agement of those who are psychiatrically dis-
turbed, so as to ensure ongoing cooperation
with the after care services.

Ideally, patients should consent to their
taking part in after care services. In the United
Kingdom, some discharged patients are subject
to restriction orders, and experience there and
inNew Zealand suggests that the ideal we have
referred to is not one that can be relied on.

We received several submissions pointing
out that psychiatrically disturbed people who
do not require hospitalization and who are able
to manage reasonably well in the community,
mayoccasionallynonethelessrequirejudgments
to be made on their behalf. John Holloway, a
district psychiatric nurse in Wellington, told us
of a patient whose condition had deteriorated
because of hisrefusal to accept medication. That
deterioration escalated into yet another psy-
chotic episode following which the patient was
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readmitted to hospital. He said that a compul-
sory treatmentorder under these circumstances
would enable animmediateresponse toaclearly
developingcrisis, and thereby preventincreased
disability to the patient and save the expense of
inpatient hospital treatment. There is much to
be said for that observation. The compulsory
treatmentorder would also be of value inensur-
ing that those patients who fail to recognize the
nature of their illness and the need for continu-
ing treatment are adequately supported so that
they can maintain good mental health. We see
the compulsory treatment order as being useful
in this area.

Thete is no universal agreement that the
compulsory treatment procedure is the right
direction o take. Professor Paul Mullenhastold
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us that, if a patient continues to need the degree
of supervision and care implied by a committal
order, discharge into the community is anoma-
lous. He says that if a patient is well enough to
take care of himself/herself in the community,
liberties in other areas should not be curtailed.

It will be important to remember, when
considering the proposed changes, that therights
of the patient must be adequately defined and
reserved, that the question of patient advocacy
must be addressed, and that a review structure
protecting the patient’s rights must be incorpo-
rated into the compulsory treatment legisla-
tion. '

The Mental Health Bill addresses all these
matters. Only time and debate will decide the
final outcome.
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APPENDIX 5

TE TAHA HINENGARO : MAORI MENTAL HEALTH

This appendix provides some insight into the way in which Maori people, the
tangata whenua of Aotearoa/New Zealand promoted and maintained their health. It
also looks at the question of accessibility and acceptability of mental health services
to meet the health needs of the tangata whenua. That is one of the major problems

facing them today.

This appendix does not pretend to be a
comprehensive review of Maori mental health.
It does however offer some explanations for
past failuresin the health system and it suggests
some challenges for the future.

HISTORICAL BACKGROUND

Asylums or psychiatric institutions were
established in New Zealand after the arrival of
the British settlers. The first one was established
in 1844, in Wellington and was attached to a
gaol. This was four years after the Treaty of
Waitangi which laid the foundations for the
development of a bi-cultural society. Abbott
and Haines 1985 report that psychiatric institu-
tions were not established to meet the needs of
Maori people but rather to provide asylums to
new settlers who were considered mentally
disturbed. For many dislocation from their
cultural roots and support structures was a
cultural alienation they were unable to cope
with.

Very few Maori people would have been in
need of psychiatric care. If so, they were cared
within their whanau {family) hapu (subtribe) or
iwi (tribe).

At that time, the tangata whenua were cul-
turally strong. Almost all would have known
their whakapapa (genealogy) and their turan-
gawaewae (a place to stand and an economic
base). Most would have been able to speak their
iwi dialect and communicate with other iwi
through their mother tongue. Most would also
have had access to their own healers and herbal

medicines, The rules of tapu and noa would
have helped provide and maintain social order.
Through everyday practises such as karakia
(incantations) most would have know ways of
promoting and maintaining their health and if
they were sick they would probably haveknovm
of a remedy. The maintenance of good health
was an individual, whanau, and iwi responsi-
bility.

Today, adifferent pictureexists. Many Maori
people are no longer culturally strong. The ef-
fectof colonization is well recorded ina number
of reports one of which is Puao-Te-Ata-Tu.

As with the early British settlers, one of the
major health problems now facing the tangata
whenua is cultural alienation. Rankin states
that “Maori health is about alienation as is all
mental health”.

Dr Mason Durie, a Maori psychiatrist, has
identified the main social institutions of Maori
society. They are: whanau (family), whenua
(land), te reo (language), and the marae (meet-
ing place). He also notes that whereas the gen-
eral thrust of mental health policies is aimed at
supporting the process of deinstitutionaliza-
tion, Maori people are perhaps moving in the
opposite direction by advocating reinstitution-
alization to achieve good health and overcome
cultural alienation.

WAIORA : HEALTH FROM A MAORI
PERSPECTIVE

Ngata states that the,
”foundations_,,pf health from a Maori view-
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point have their roots in Te Ao Tawhito: the
old world where the spiritual, social, cul-
tural and economic circumstances of the
Maori were governed by the law of tapu. As
a concept tapumeans more than “sacred” or
“religious”; it is a means of social and be-
havioural control that maintains the har-
mony, balance and unity of the mind, body,
soul and family of man. It protects people
and their existing resources and ensures
continuity with the past and future through
systems of tribal kawa (rituals) tikanga
(customary practices) aroha (love) Karakia
and fearsomerespect. [t fostersanintegrated
set of values, beliefs and attitudes that pro-
motes and maintains behaviour conducive
to the ongoing health, wellbeing and wel-
fare of the community.”

The tangata whenua also identify four
cornerstones which are essential to promote
and achieve their good health. They are: te taha
wairua (spiritual wellbeing), te taha hinengaro
{(mental wellbeing), te taha whanau (family
wellbeing) and te taha tinana (physical wellbe-
ing). Itis believed that all of these cornerstones
areinterrelated and togetherforman integrated

whole.

These cornerstones will be briefly explained:

Te Taha Wairua

Te Taha Wairua is the intangible, spiritual
soul of a person. It determines who one is,
where one has come from, where one is going to
and is perceived as present all the time and
everywhere. It provides a dynamic link with
one’s tupuna (ancestors} and between mem-
bers of a whanau group. It strengthens the
taonga (treasures)/tikanga values of one’s cul-
tural system.

Te Taha Hinengaro

Te Taha Hinengaro is the mental and emo-
tional aspect of a person. Central to the concept
of Hinengaro is the principle of Maori, the vital-
ity spark or life essence of a person. It is the
principle that determines how one feels about
oneself. Confidence and self esteern are impor-
tant ingredients for good health.

Te Taha Whanau

Te Taha Whanau is the extended family
system that embraces all whakapapa and pres-
ent day neighbourhood and support ties. It is
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still theAprincipal social, living and learning unit
in Maori society. Whanaungatanga provides a
sense of belonging and collective strength.

Te Taha Tinana

Te Taha Tinana is that dimension which
recognizes the physical or bodily aspect of a
person. Itis that part of a person which Western
medicine predominantly focuses upon.

The tangata whenua believe that the mind,
body and soul are all closely interrelated and
influence one’s physical state of wellbeing.
Physical health cannot be dealt with in isolation
nor can the individual person be seen as sepa-
rate from one's family. A healthy person is thus
notsomeone who stands tall alone, butratheras
a member of a strong collective group.

In summary, good health “requires a sense
of spiritual, mental and physical wellbeing
which depends on the security of one’s self in
relation to one’s farnily and community, as well
as the knowledge and comfort from one’s roots
and cultural background”. It also involves liv-
ing in harmony with one’s physical environ-
ment and having a sufficient income to partici-
pate in society with a sense of belonging and

dignity.
PRESCRIPTION FOR MENTAL HEALTH

A prescription for Maori mental health has
been quoted by Durie 1984.

“E tipy, e rea, mo nga ra ¢ ou ao.

Ko to ringa ki nga rakau a te Pakeha, hei ora
mo to tinana,

Ko to ngakau ki nga taonga a o tipuna, hei
tikitiki mo to mahunga,

Ko to wairua ki te Atua, nana nei nga mea
katoa.”

Grow up, o tender plant, for the days of your
world,

Your hand to the tools of the Pakeha for the
welfare of your body,

Your heart to the treasured possessions of
your ancestors, as a crown for your head,

Your spirit I:o God, the creator of all things.

This whakatauki (proverb) was composed
by Sir Apirana Ngata, in 1949, for a young girl.
He had a number of dreams for her.
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Firstly, that she would be nurtured so that
she could grow up to be able to accept the
challenges of a changing world. Secondly, that
she would be able to take advantage of the
knowledge and skills of the Western world.
Thirdly, that she would take with her the treas-
uresof herancestors and fourthly that she would
remember the importance of spiritual suste-
nance to ensure that she was totally enriched in
her life.

This whakatauki can also be looked at in
another way. It also provides a prescription for
the development of a bi-cultural society. Both
Maori and non-Maorti people should be encour-
aged to share their gifts to enrich their develop-
ment.

Utilization of Mental Health Services

Gluckman in “Tangiwai - Medical History
of 19th Century New Zealand” provides some
insight into the treatment and possible inci-
dence of mental illness amongst the tangata
whenua, at the ime. He suggests that the sight
of mentally disabled Maori people was rare,
possibly because they wereexpelled-out of sight.
In contrast, the insanity rate in the non Maori
population in 1900 was approximately three
times more than in the Maori population.

Since the beginning of this century the rate
of Maori mental illness has increased. Blake-
Palmer reports that in 1951 the incidence of
Maori admissions to psychiatric hospitals was
20.61 per 10,000 compared to 47.73 per 10,000
for the non Macri population. He considered
that the youthfulness of the Maori population
explained the difference in the rates between
the two groups He also commented on the
relatively high numbers of Maori people in
borstal and prisons.

Blake-Palmer noted the low use of mental
health services by Maori people, a number of
whom would have benefitted if these services
had been accessible and culturally appropriate.

The picture has not changed significantly
since then. Durie 1987, suggests that hospital
admissions alone do not give a frue indication
of the degree of mental illness and mental dis-
tress amongst Maori people. We need to takea
broader view of the problem and to identify
those who use the various services and those
who are placed in various institutions. The use
of such services and institutions is well docu-
mentedina report released by the New Zealand

Planning Coundil. The council notes that, Maori
people are likely to be significantly over repre-
sented in institutions which provide some
degree of custodial care. Some examples are:-

(@) The proportion of Maori and Pacific
Island children in residential schools for chil-
dren with learning difficulties is alarmingly
highin relation to their numbers asa proportion
of the total population. '

(b} A third of all children referred to Child
Health Camps are Maori.

(c) Maori people make up 10% of total
population, commit 37% of all offences but
comprise 50% of the prison population.

More than half of ali prisoners are under 25
years of age. The likelihood of imprisonment,
however, seems to decrease as a person or a
population ages. This point needs to be remem-
bered when considering the imprisonment rate
for Maori people. In the 1986 Census, of the
approximately 400,000 people who identified
themselves as having some degree of Maori
ancestry, 70% were under 30 years of age. In
1984, the Maori male imprisonment rate was
13.8 times greater than the non-Maori male
imprisonment rate. It is predicted that thisrate
will not fall significantly in the next few years
due to the youthfulness and socio-economic
and cultural circumstances of the Maori popu-
lation.

This view is also supported by the findings
of the Committee which produced “Puao-Te-
Ata-Tu". [t reported that 62% of all Maori chil-
dren leave school without passing at least one
subjectof School Certificateexaminations. When
the report was released in 1986, 14% of the
Maori labour force was unemployed. This fig-
ure has probably increased with the effects of
corporatization and the downturn of the rural
and manufacturingindustries. Maori malesalso
On average earn $2,039 less than non-Maori
males.

All of these statistics provide some insight
into the degree of socio-economic and cultural
stress that Maori people are experiencing and
which directly affects their health. In 1985 Maori
admissions to general hospital psychiatric units
occurred at twice the rate population ratios
would have predicted. Although the rate of
utilization was twice as high in comparison to
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the non Maori population, the use of these
services by Maori people was still lower than
their needs. Information collected by the Na-
tional Health Statistics Centrealso shows thatin
less than two decades Maori psychiatric hospi-
tal admission rates have trebled, the greatest
increase being in the 20 - 29 year age group.

In 1986, just under 40% of the Maori popu-
lation was under 14 years of age and 30% be-
tween 15 to 30 years. It is expected that in the
next decade the admission rates will not fall but
will probably increase. Blake-Palmer’s idea of
youthfulness explaining the under utilization
of mental health services no longer holds true,
but rather is one of the factors, along with
cultural alienation, which explains the continu-
ing increase. Mental illnesses such as schizo-
phrenic psychoses and affective psychoses are
likely to first arise when people are in their late
teens and early twenties and because the Maori
population is predominantly youthful it fol-
lows that Maori admissions to psychiatric hos-
pitals will probably increase.

Craig and Mills, note that the disorders

which result in Maori people being admitted to

psychiatric hospitals are similar to those in the
non Maori population but that they occur at a
greater rate. Both non Maori males and Maori
males are admitted to psychiatric hospitals for
alcohol dependence, substance abuse or schizo-
phrenic psychoses. In contrast, women are
admitted due o depression, schizophrenic
psychoses or affective psychoses. The validity
of these diagnoses is often questioned by Maori
people. Men hdve a higher admission rate than
women in both populations. Maori women,
however, are more likely to be admitted to a
psychiatric institution than either Non Maori
men or women.

Dawson in 1987 examined the committal
process: ‘

The general picture that emerged was that
committed patients were significantly more
likely to be aged 20 - 39 years, rnale, of Maori or
Pacific Island ethnicity, and have a diagnosis of
schizophrenia or affective disorder. The Pacific
Island population is the group most likely to be
committed (37%) followed by Maori people
(28%) and others (20%).

Beaglehole suggests that Maori people with
drinking problems tend to end up in prison
rather than alcohol treatment facilities as a re-
sult of their alcohol abuse. In contrast, Pakeha
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people withalcohol related problems tend to be
dealt with by the medical system. Since Beagle-
hole’s study in the 1960's the problem has ex-
panded. Many prisoners suffer not only from
alcohol abuse but also poly-drug abuse. The
issueis a matter of concern to prison authorities
and some efforts are being made to assist pris-
onersovercome theiraddictions. Thisapproach,
however, does not give prisoners the opportu-
nity of beingrelabelled from “bad” or “violent”,
to perhaps “sick” or “mad”.

In 1985, only 74 (1.7%) of first admissions to
psychiatric hospitals were special patients,
compared to 577 (13.26%) of -committed pa-
tients and 3,641 (83,3%) of voluntary patients.
Maori people account for (50%) of all special
patients, a ratio which is similar to their num-
bers in the prisont population.

Mounting evidence shows that health serv-
ices are neither accessible nor culturally appro-

‘priate to meet the needs of Maori people. When

ultimately a Maori person does acknowledge
the need for help and seeks advice itis often too
late and that person may then require hospital
care. Be that as it may, the system does at least
provide help when it is eventually sought.

In contrast those who end up in the justice
system may not be given the treatmentand care
they need. Their access to appropriate health
caredependsuponarecognition of heed by one
or more of a number of persons; the Judge, the
prison superintendent, the Secretary for Justice
and medical staff. Access also depends upon
suitable facilities being provided by Hospital
and Area Health Boards. If facilities are not
provided, care and treatment is likely to be
declined. ‘

Because of the disproportionate numbers of
Maori people in the prisoner/remandee popu-
lation, these factors are of particular importance
in a consideration of Maori mental health, A
significant number of Maori male prisoners
who are psychiatrically disturbed are sent to
Paremoremo Prison or to the National Security
Unit at Lake Alice Hospital near Marton. The
lack of secure facilities means that they are
removed considerabledistancesaway fromtheir

families from whom they could reasonably

expect support in helping them to overcome
their problems. '
The difficulties of access in both the justice
and health systems means that there are a sig-
nificant number of Maori peoplein thecommu-
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nity and in Justice Department and other insti-
tutions who are mentally ill, or mentally dis-
tressed. They are being denied the opportunity
to obtain appropriate mental health care.

It is the tangata whenna who are at present
payingadisproportionate pricefor the changed
philosophy as to what is a “treatable mental
illness”, at least in the Auckland area and also
the policies of deinstitutionalization. There are
unfortunately very few community services
available and for the mentally disabled those
thatexist, do notcater for the full needs of Maori

people.
MAORI MENTAL HEALTH INITIATIVES

Since the late 1970's, inspired by the Tu
Tangata philosophy and programme, many
Maori health initiatives have been developed.
They include marae based health centres, the
use of Maori community health workers, Matua
Whangai, the Waiora programme and a num-
ber of Maori health promotional programmes.
Maori people now wish to define health in their
own terms, to define their health problems and
to propose appropriate solutions. They also
wish to be involved in all decisions that affect
their wellbeing so that they can determine their
own destiny. Many of the initiatives described
abovearelinked to tribal developmentand also
aim to rebuild long recognized social institu-
tions in Maori society. As Maori people view
health in a holistic sense, all initiatives which
havebeendeveloped canbeconsidered ashealth
initiatives.

In the mental health area there are several
specific initiatives which are in the process of
development. Since the 1980's a series of
wananga have been held at Tokanui Hospital
near Hamilton. These wananga have been
important in that they have raised people’s
awareness of Maori health issues, they have
supported Maori health initiatives and have
suggested ways and means by which health
care organizations can develop and assist in
programmes relating to Maori mental health.
The wananga have also provided the impetus
for the establishment of Te Ropu Awhina O
Tokanut.

This group has pioneered the establishment
of Whaiora which is a Maori unit within To-
kanui Hospital. The philosophy and goals of the
unit incorporate the Ngata/Durie prescription

for Maori mental health.

The objectives are:

1. to provide an environment for patents
which fosters their sense of pride in their cul-
tural heritage;

2. to reduce their readmission rates and
average length of stay;

3. to help health personnel gain a greater
understanding of Maori cultural values and
beliefs.

The unit has a definite kawa, e.g. the saying
of karakia at the beginning and end of each day
and before each meal. Maori language classes
areheld and staff and patients work togetheron
an egalitarian basis.

Setting up the unit has not been easy. Te
Ropu Awhina O Tokanui has had to overcome
many problems and setbacks. Some of these
have been: -

1. antagonism from other staff;

2. a shortage of staff due, in part, to uncer-
fainty as to the future of the unit;

3. trying to overcome the effects of previous
care received by the patient;

4. trying to overcome the suspicions of
patients and their families so that they are will-
ing to participate in activities in the unit.

Notwithstanding these problems the unit is
still operating and is providing patients an al-
ternative way of dealing with theirmental health
needs. The Whaiora group would now wish to
see the unit operating with its own separate
facilities based in the community.

The establishrent of the Whaiora unit has
been animportant milestone in the treatment of
Maori mental health. It has helped pavethe way
for the development of a similar ward at Car-
rington Hospital and it has also provided a
vision for Maori groups in other psychiatric
hospitals who may wish to establish similar
units.

The challenge that Whaiora posesis whether
its philosophy or kaupapa can be incorporated
into all wards, inall mental hospitals, and inall
community mental health services.

The management at Tokanui, Lake Alice,
Sunnyside and Carrington hospitals have al-
ready taken a small butsignificant step forward
inadvancing Maori mental health. Ineach, Maori
health coordinators have beenappointed. Their
success will depend upon the amount of sup-
port and recognition they receive both from
management and their own people.
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FUTURE CHALLENGES

Many changes will need to take place in the
health service to incorporate the values, beliefs
and aspirations of the tangata whenua. The
Standing Committee On Maori Health, an
advisory body to the Board of Health, has is-
sued a number of challenges for the future
development of a bi-cultural health system and
the development of a bi-cultural health
workforce.

These challenges are:

1. that the Treaty of Waitangiberegarded as
the foundation for good health in New Zealand;

2. that Maori tribal authorities be regarded
as the proper trustees for Maori people;

3. that resources be made available to those
authorities to enable them to include health
initiatives in their own development pro-
grammes. Improvements in Maori héalth are
likely to come about through whanau, hapu
and iwi development;

4, that Maori health issues be addressed by
involving a greater number of Maori people in
the delivery of health servicesand the setting of
priorities;

5. that health teams must have the support
of the Maori community and mustinclude both
Western trained health professionals and those
people trained in Maori schools of learning;

6. that training programmes should reflect
thebi-cultural nature of New Zealand society. If
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APPENDIX 6

LIST OF INDIVIDUALS AND ORGANIZATIONS WHO
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This list is not exhaustive. It does not include the names of some who appeaxed in
support of a group submission or as part of a whanau at marae or hui we attended.
Nor does it include those whom we met with informally in hospitals, prisons and
at several seminars and conferences we attended.
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