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Mental Health Legislation

2024
The legislation before us will revoke and and replace the Mental Health (Compulsory Assessment and Treatment) Act 1992. The Health Ministry  formulated and wrote the legislation before us – basing it exclusively on the He Ara Oranga report,  38 of  40 recommendations of which were accepted by the Labour government. 

30 years ago the 1992 the Mental Health Act was passed which we now aim to replace.  This represented a seismic change in the philosophy of dealing with human insanity in New Zealand   -  basically, in fact,  the first and only change for 150 years.  It is grossly irresponsible of the Health Ministry to present this legislation to Parliament without a proper investigation into the effects of  this change on our chronic mentally ill population.  And it is preposterous  that the He Ara Oranga report nowhere mentions this – other than blandly to state that the Act is outdated.  Nowhere does the report explain how and in what respects it is outdated  - or what its consequences have been over these 30 years. 
In my submission here I shall show that the 1992 law we are replacing was  in itself a grave mistake which on its own caused the multiple mental health problems under which we are now suffering   -  and which were the initial reasons for setting up the Ron Paterson Inquiry.  Therefore this  legislation simply must  not go ahead.  Before we can write new mental health legislation, we need facts  -  not just a dreamy, vague wish-list for “mental well-being”,  written by a hopelessly biased commission.  We need a  properly constituted Royal Commission to investigate and report on the whole issue of  treatment of human insanity  - and on the actual harm done to our chronic insane population by the 1992 Act  you are now replacing.
Even the very cancelling of our previous mental health legislation (in 1992) was harmful in itself : I remember how grateful parents of schizophrenic sons and daughters were, knowing that when they could no longer care for them the New Zealand society promised to care for them for the rest of their lives.  And  yet, we cynically and uncharitably betrayed our promise to them by discharging them from institutional care.

With astounding naivety Ron Paterson and his committee believe mental health legislation exists to protect patients against transgressions of their human rights when they are under compulsory assessment  or treatment – whereas the original  intent for such legislation was the exact opposite : it was enacted to protect the human rights of the chronic mentally ill,  to guarantee them special privileges and to enable the rest of us, the New Zealand society, legally to care effectively for them throughout their lives with charity and compassion.
When I talk about “mental illness”  I am talking only about  schizophrenia.  For purely ideological reasons the 1992 Act never mentions any diagnosis by name (neither does He Ara Oranga  – and for the same ideological reasons).  But not until the 20th century did we begin to talk about depressions and neuroses as  mental illnesses.   Fact is,  there is a qualitative difference between schizophrenia and all other mental illnesses.  Although many of  those afflictions may be even more  cruel and crippling  to an individual than schizophrenia, sufferers are not insane.
We must go back to the drawing board and conceive of  mental health legislation from a different angle  altogether  -  namely from the angle of simple human charity. Over the last 50 years the Health Ministry has shown a deplorable lack of  proper understanding of our chronic schizophrenic population – in effect they have neglected them.  Ordinary hospitals naturally are in the business of healing and curing their patients – but  chronic schizophrenia is incurable, as all psychiatric textbooks will confirm.  Under Justice Department the exclusive aim of the hospitals was to make life as bearable as possible for our schizophrenic sufferers – actually to provide hospice care for them.  Under the Health Ministry the aim has developed into an  attempt to cure them. 

This is shown by the fact that this legislation actually legislates for  a specific “holistic” treatment for schizophrenia, namely  the “recovery and well-being model of mental health”  to be compulsory.  This is pure ideology.  Treatment, or non-treatment, of any illness must never be legislated for – it must always remain a matter to be freely decided  between doctor and patient in each individual case. 

Chronic insanity is no ordinary health problem. Here problems are exclusively behavioural, social or criminal.   It makes eminent sense to  let medical folks perform  the practical aspects of handling the patients in a psychiatric hospital setting (medication, etc.)  - but legislating for the treatment of the insane  is no Ministry of Health matter.  This is a matter of justice, of ethics, of philosophy  - and should be undertaken by  the Justice Department – as indeed it naturally was in our first mental health legislation, the Lunatics Ordinance 1846, which shaped our mental health legislation for the next 150 years.
Overview.
For this august body of legislators to fully understand this issue you need to be familiar with the history and nature of human insanity.
In the early 19th century a young Massachusetts  Sunday school teacher, Dorothea Dix, observed a social situation in the cities exactly like the one we see today. Helpless insane people sleeping in the streets – and clogging up the prisons. Only ca. 0.7% of our NZ population suffer from chronic schizophrenia – but almost 20% of our prisoners today suffer from that incurable, congenital illness.
Dorothea Dix's  Christian conscience  was roused – and she spent the rest of her life passionately fighting to convince governments and states all over the world of the moral necessity to protect  these innocent, lifelong sufferers. 
Schizophrenia, human madness, lunacy, insanity – call it what you will,  is an illness which is an integral part of humankind. The incidence of the illness is the same in all societies, civilisations or tribes in every corner of the world, namely just under one per cent. When we caught up with the original Australians after their 55,000 years of  genetic isolation, we found the exact same rate of incidence of insanity here. 

This can only mean two things :  1. Schizophrenia has been with humankind, unchanged, for the whole of its existence; and 2. It is not an actual illness  – as any geneticist will explain.   We are now able to  scrutinise the whole human genome  -  it is believed the huge genetic complex behind schizophrenia is closely connected to the crucially important ability of Homo Sapiens Sapiens to imagine concepts and  events.
Until only a few hundred years ago people lived together in tribes or families – schizophrenia then never presented much of a social problem. Less than 1% of young folks come down with it – and the degree of severity varies enormously. In cases of profound mental enfeeblement or violent aggression a sufferer probably would not live long – but most cases turn out quite manageable. So in stone-age tribes an obviously insane person would be quite a rarity at any one point of time. 
The sudden or gradual change in the behaviour of  a youngster would certainly be noticed – but would have been accepted as yet another inexplicable happening in the lives of us helpless creatures struggling to survive from day to day.   8,000 years ago villages and cities appeared – but people still lived together in families such as farmers, merchants, artisans, soldiers, clergy or whatever.  
Our early New Zealand settlers coined the phrase Pakeha Lunacy  (Waltroud Ernst, 1991).  They found plenty of lunatics among the colonisers – but  found none among Maori!  Ideas of “the noble savage” were in fashion then – and this, they thought, proved how superior the Maori way of living was when compared to decadent Europeans in their unnatural, unhealthy cities. Of course, the real reason is that in tribal societies most schizophrenics find no problems in life : they get free meals together with all – they find a corner where to sleep just like all others – they naturally and easily find simple routine tasks to help their tribe in its daily grind to survive from day to day. Schizophrenic suicides were probably unheard of among stone-age Maori (my personal guess). 
But in Europe something brand-new appeared during the 13th and 14h centuries : industrialised cities (I am thinking of the Hanseatic cities). For the first time in human history an individual could exist on his own. For the first time a single individual could be free.   And we took to that freedom with enthusiasm – as we are still doing at this very moment in all corners of the world.  “Die Stadt macht frei” said the old Germans – the city makes you free.  The amazing creativity of the human individual was unleashed – and we in the 21st century are so luxuriously well off as a direct result of that. 

But now suddenly there was a social problem with insane individuals – because the only thing these sufferers cannot ever do is to plan their own lives, generate their own income or procure their own daily food or shelter. Here in New Zealand, away from family and friends in England, insane immigrants were immediately noticeable because of their inability to care for themselves. In effect, our problems are caused by the very nature of the sort of cities we now enjoy so much.

British social historian, Waltroud Ernst wrote a paper on 19th century psychiatry in New Zealand in 1991. Here she wrote that our first mental health legislation, The Lunatics Ordinance 1846, aimed to “ …..provide safe custody and the prevention of offences by persons dangerously insane and for the care and maintenance of persons of unsound minds”.  This brief synopsis fully explains and justifies the building of our mental asylums that over the next 150 years developed into our residential, psychiatric hospital system that eventually naturally (and hugely successfully)  began to care for also depressed and neurotic citizens.  
Until 1948 the treatment of schizophrenia was still totally under the Department of Justice rules and regulations.   It was then transferred too our Health Ministry – but, very significantly,  as  the “Division of Mental Hygiene”  - a separate arm under the Health Department.   Male staff were still  issued with police uniforms (as was I when I commenced work as “an attendant” at Seacliff Hospital in January 1959).  It was still a formality only to move patients from a mental hospital to a prison – and vice versa.  Inmates of the asylums were all  committed here in a court of law – and they could only leave the asylums by going on “trial leave” to some member of the public,  almost always to family or friends. Crucially, the legal committal would automatically be void after 3 calendar months if the patient did not come to the attention of authorities during that time. A patient would then again be a legally free person. 
It makes sense to have medical and nursing staff administer the treatment of all mental illnesses, both in hospital settings and in the community. Psychiatry is an undisputed branch of medicine. However, it was folly to split up the “Division of Mental Hygiene” and distribute the psychiatric hospitals among our 20 DHBs. Firstly because this is not a health issue as such – here problems are exclusively behavioural, social or criminal. Secondly because dementia, both functional and organic, may involve containment and forced treatment of a free NZ citizen. This must be backed by proper legislation and must be under the direct, watchful supervision of a government department – as distinct from a District Health Board. Treatment of the dementias and the formulation of mental health legislation really belong under the Justice Department – because this impinges on Human Rights and on Habeas Corpus legislation.
On August 20th, 2018, the NZ Human Rights Commission raised concern about the many old people now contained and treated illegally in dementia wards. Traditionally all demented old folks were committed in a court of law  for care in psychiatric hospitals – just like the functionally demented sufferers discussed above.  The 1992 Act replaced 150 years of previous mental health legislation  -  and represented  a seismic shift in our philosophy dealing with dementia.  Magistrate's Courts were to be ignored from now on – psychiatrists were expected to decide. It is wrong that we now rely on the vagaries of individual members of a medical profession to decide, on the basis of vague, debatable, psychological criteria, whether and/or when to enforce the containment and treatment of a mentally ill person. Neither is it fair to our psychiatrists that they are now held responsible for this decision – which until 1992 was shouldered by Government (via legislation).
Psychiatric hospitals were hospitals in the true sense of the word.  As many patients were discharged as were admitted. I was employed as a psychiatric social worker at Porirua Hospital in 1965. I distinctly remember one day we had 16 admissions. But from the 1960s onwards a popular feeling against mental institutions spread  -  specifically in the US, Canada, Australia and New Zealand.  Books and films such as “One flew over the cuckoo's nest”  were best-sellers – and slowly, over these  last seven decades, we have all been persuaded, brain-washed,  that “mental institutions were terrible places where the mentally ill were cruelly locked up forever, mistreated sexually and physically  and doped up to their eye-balls so that staff could have a good time”. So the story goes from indignant ideologues who have never had any experience of mental asylums.   
Our situation now.

These days we have continuous investigations into the way patients, both children and adults,  were treated in state institutions in the past. News media now regularly talk about statements from “survivors” - as if death was the most common outcome from living in institutions!!    I worked in various mental hospitals for almost 40 years between 1959 – 1997 – and can categorically refute such nonsense (which, of course, can also be easily disproved by simple statistics).  My wife and children will vouch for the fact that every day I went to work at the most peaceful and pleasant work-place you can imagine - havens of peace and tranquillity for our chronically mentally ill. Fact is, the huge majority of our mentally ill are very peaceful individuals and very easily managed. But the continuous, serious accusations against government institutions and staff  must be answered :
Originally (i.e. since 1846),  only insane sufferers were admitted to mental asylums. But as the 19th century passed by,  also  intellectually handicapped folks came here in large numbers – together with the organically demented (mainly 3rd stage syphilitics and senile people).  We also catered for the worst of our epileptic population.  I can inform you that only IHC patients might possibly complain of being treated rough by staff. Patients suffering from all other mental handicaps rarely caused problems in the institutions.

When I began work in 1959  IHC patients were in fact treated like children – and in those halcyon days, don't forget,  misbehaving children were punished. We staff were not allowed to hit the patients. I never saw  patients being hit (nobody would dare doing  it in front of me!);   but I was aware that some staff probably did just that when on their own with the patients.   

And I admit that some staff are quite unsuited to deal with totally vulnerable patients. Fellow staff (or other cognisant patients, such as stable schizophrenics  or epileptics) would often notice really cruel behaviour – and would report the offending staff member to the Medical Superintendent or to the  “Head  Attendant” (Head Nurse in later wording!)  -  who were trusted by all patients.  

The only punishment we were allowed to use was to put an offending patient in a single room for a while or send him to bed. I cannot emphasise enough that systemic abuse of patients simply never took place in  any of the five  New Zealand and Australian  mental hospitals where I worked. 

When I started work at Seacliff Hospital in 1959,  Janet Frame had just been discharged for the last time. In her autobiography,  “To the Is-land”,  she talks freely about her  admissions to Seacliff  -  Medical Superintendent Dr Blake-Palmer (who employed me) was her  “Knight in Shining Armour”!  Our tutor (Dawn Price, who knew her personally)  mentioned her to us budding  psychiatric nurses to show us the importance of our job : “We saved her life – she would have been dead now if it had not been for us  -  look at her now”.  As a young person she was terribly disturbed and suicidal. 
Jonathan Coleman, former Health Minister under our previous National government, was heavily criticised for not agreeing to a mental health inquiry. He commented dryly that as the problems were well known, no inquiry was needed. 
The Australian Mental Health Commission held a mammoth inquiry into mental health in 2014. Their problems were, and are, exactly the same as ours.  Like our Ron Paterson inquiry, their commission  consisted of only mental health “experts” (we had one exception, namely Josiah Tualamali'i).  Apart from a couple of minor innovations this Australian inquiry changed nothing. One cannot expect an unbiased report from a body of people asked to criticise the very framework within which they have  worked passionately all their lives.
Our Labour government uncritically followed  the He Ara Oranga report by almost immediately accepting 38 of its 40 recommendations – practically rubber-stamping them. There simply wasn't enough time to properly investigate, understand and weigh up those many recommendations.  Ron Paterson  and his commission was asked to address the following New Zealand mental health problems :

1. The increasing number of suicides among clients of our mental health services.

2. The obvious shortage of fully serviced psychiatric in-patient beds.

3. The number of atrocious murders of innocent people by known mental health patients.

4. The chaotic and dangerous state of affairs in our acute mental health units where both staff and patients are regularly assaulted by insane patients.

5. The never-ending complaints from carers (usually parents) of schizophrenic sufferers re lack of realistic support for them. 

6. The problem of our many single, homeless people now slumped in our streets – of whom probably 70% are mentally ill.

7. The fact that whereas before 1992 we did not have one single schizophrenic prisoner (it was illegal to imprison a diagnosed schizophrenic), now ca. 20% of our prison population are mentally ill, read schizophrenic. Tony Bouchier, then president of the NZ Criminal Bar Association, in a RNZ interview Feb. 18th, 2016, stated “One of the main reasons the prison roster is so high is that our prisons is our proxy for our mental health institutions we no longer have. And everybody in criminal law will tell you this, from judges through to defence counsel, if there was another way to deal with these people through proper mental health legislation our muster would be a lot smaller.”
Those were the reasons for setting up the Ron Paterson Inquiry. Those were the problems Dr Coleman and all other people working with the mentally ill then knew as facts.
Nevertheless, in came Labour – up came Ron Paterson – out came He Ara Oranga.  It beggars belief that the Labour government could ever take this seriously, for the following reasons :

1. Nowhere in the 219 pages of He Ara Oranga report will you find any reference to any of the above mentioned 7 stark, accepted mental health problems – except suicide.

2. Nowhere in its 219 pages will you find any mention of mental illnesses – schizophrenia, insanity, functional or organic dementia, endogenous or reactive depressions, or any of the neuroses (other than in passing).

3. Nowhere in the 219 pages will you find any mention of the most drastic change ever happening to New Zealand's way of treating mental illnesses, namely the enactment of the 1992 Mental Health Act with its consequential closure of all our designated, residential psychiatric hospitals. This is the legislation you are now planning to revoke and replace. As none of the 7 problems listed above existed prior to 1992, one can hardly avoid suspecting that drastic change was a highly significant factor behinds those problems!!

4. All you get from the report is an incredibly vague treatise on something the report calls “mental well-being” - which has nothing whatsoever to do with mental illness. We are advised that we New Zealanders shall attain that state of shared bliss when we have enough mental health personnel to reach 20% of us  - rather than the miserable 3.7% as at present.

5. The report completely lacks practical suggestions how to begin working towards that eventual utopia. It is all just politically correct, fine words and sentiments. There is nothing to hang your hat on – as is amply proved by the fact that nobody has yet figured out how to spend the $1.9 billion so generously promised by Labour. 

In May 2017 our Auditor General investigated the acute mental health units' discharge policies and found that, generally speaking, patients were being discharged to “community care” far too early – with the result that the great majority had to be re-admitted very soon. One hapless (unnamed!) DHB had a re-admittance rate of 100% in a year!  The incompetent He AraOranga report does not even mention this very significant investigation. I have some personal experience in this :

For a couple of years I was the relieving night charge of a psychiatric hospital (Ngawhatu in Nelson). All night-time requests for mental  health assistance from Nelson and Marlborough came to me. I  was authorised (before 1992 in fact legally obliged) to give every mentally ill person who turned up at the hospital a bed for the night. Most were brought in by police or family; but very many  would come under their own steam -  chronic schizophrenics  with a sudden re-occurrence of their acute condition  - or  people with re-occurrence of their depression  (some wanting electro-convulsive treatment immediately – because it worked so well last time!!). 

The huge majority of  such new patients would be known to the hospital  from some previous admission. Normally I would go to our hospital archive to find their old files – and most often there would already be some emergency medication prescribed  - which I could give the patient immediately. If I thought it urgent I would call in the psychiatric doctor-on-call so that the patient could be seen immediately. In any case, he/she would be seen by a psychiatrist the very next morning – while a social worker would attend to  family and work problems and office staff would attend to the paper work. 

Is it not ironic to note that this is precisely the mental health system we are all dreaming about having at this very moment??   Labour's plan aims to achieve this in 10 years!! 
My comments on the four reasons listed in the He Ara Oranga  report as reasons for cancelling  and replacing the 1992 Act. 
1. “A  human rights based approach”.

It goes without saying that human rights must at all times be respected. The primary reason for having mental health legislation is rationally and charitably to be able to deal effectively  with individual cases of dementia and acute psychoses. It seems The Ron Paterson Commission  does not comprehend that without dementia we would need no mental health legislation. Dementia, functional or organic, was the exclusive reason for mental health legislation in all our western democracies since the Enlightenment 300 years ago. 
Yes,  human rights must be respected – and in a free, civilised country we have habeas corpus laws, probably the most important laws in English common law.  And  human rights dictate that a free New Zealand citizen must never be contained or treated against her will – unless authorised by legislation with appropriate checks and balances. 
The Commission  believes that mental health legislation  exists only to give patients protective rights when under compulsory assessment or treatment. But such legislation originally set out to protect an individual from the terrible consequences of the illness – and from being held responsible for criminal actions committed while being acutely demented. 
There is a world of difference between these two paradigms  :  One puts the responsibility for applying the legislation in a particular case on a psychiatrist who must assess the degree and quality of the patient's volition to decide whether to apply the legislation or not. The other makes it mandatory to apply the law simply because the person is suffering from schizophrenia – and traditionally this was never decided by psychiatrists (these being recent inventions!).  This was determined in a court of law – in controversial cases by a jury.
2. “Supported decision making” 

This concept is an oxymoron. Personal decisions must at all times remain unsupported. We enter dangerous territory if we insist an individual citizen needs to be supported to make a decision. If an individual cannot make decisions without support he is demented – or is suffering from some other form of mental disability such as imbecility, temporary unconsciousness following accident or physical illness, just being a young child, etc.. The Commission shows no awareness of that.
3. “Aligning with the recovery and well-being model of mental health”
The mental condition here alluded to, though never specifically named by the Commission, is functional dementia (schizophrenia, human insanity).  In its chronic form it is incurable. It is extremely cruel, as well as irrational, to advocate a “recovery and well-being model” for an incurable condition. This, in my experience, often causes schizophrenic patients to take their own lives. 
They are confronted by continuous demands from their care givers and from family to follow “recovery programmes”, “addiction fighting plans”, etc.. Patients simply despair as they realise the impossibility of ever succeeding with these various “plans” - to such degree that they come to feel that suicide is the only way out. 
I know from personal experience that the the most charitable treatment for young people down with schizophrenia is just to be left alone for a period, with a bed to call their own, three square meals a day and under observation 24/7 by friendly people who kindly and without any  judgement accept them and their weird, scary thoughts and hallucinations. 
One of the most criticised aspects of our old residential psychiatric hospitals, and one of the ideological reasons  for destroying these, was that patients became  “institutionalised”. But mentally settled, chronic schizophrenics crave institutionalisation – and are happiest only under that. They will never be able to arrange for their own care, meals or accommodation. Best of all is to be home with Mum and Dad – institutionalisation par excellence. That is exactly why they so benefit from a tribal way of living – and that is why they can never manage on their own in our modern, “free” social environment where each individual is expected to look after herself in every way.

Callously and without a shred of compassion the Ron Paterson Commission refuses to hear of that. They insist that these incurable sufferers must be “treated” -  and must be treated under a “recovery model”. Schizophrenia is our most debilitating mental illness. But in its report on mental health the Commission nowhere tries to deal with or understand the depth of nightmarish mental groove a schizophrenic sufferer has to cope with – their report does not even mention it. They relegate schizophrenia to only “a challenge” (chapter 1, p 30).

But Nicky Stevens did not take his own life because he wasn't strong enough to stand up to a challenge. And he was not depressed either. He died because he was agonising, despairing and misunderstood in the depth of a terrible mental illness from which he knew there was no escape.

4. “Providing measures to minimise compulsory or coercive treatment”.
It has always been known that compulsory and coercive treatment is necessary in cases of human insanity – simply because psychotic people, at least during their acute stage, are non compos mentis. They know not what they do – they cannot know what is best for them  - they need to be taken care of and protected from their own actions.

For people in an acute psychotic state it is of vital importance that they are contained as soon as possible – and that medical treatment is commenced immediately. Before the advent of proper, anti-psychotic medication in the 1950s, psychotic people took a lot longer to settle – whereas with adequate, immediate treatment they are out of it within a few days – and will  present no danger to staff or other patients in an acute admission ward.

Yes, of course it should be “minimised” - and from personal experience I can inform you that in our old mental institutions forced medication was hardly ever needed except  perhaps in the beginning.  The huge majority of non-acute patients peacefully accept their prescribed medication – just like patients in general hospitals do.  But I do remember a fair few patients in our mental hospitals who refused all medication while they were in their settled state – but remained perfectly settled without it. The Commission is obviously unaware of that.

Conclusions
We simply have to return to writing legislation that copies the charitable intentions of our very first mental health legislation, the Lunatics Ordinance 1846 – which aimed to “.....provide safe custody and the prevention of offences by persons dangerously insane and for the care and maintenance of persons of unsound minds”. This obliged the New Zealand society to build asylums for the care and treatment for those of our chronic schizophrenics  who for various reasons were unable to live in our modern city environment, those who had no family willing to care for them  - and those dangerous to self or others. The asylums were a direct consequence of the legislation – and taxpayers happily obliged. 
To begin with only schizophrenic people were patients in the asylums but  very soon these began to provide care for the intellectually disabled, for the epileptics and for the organic demented.  From the mid-20th century physical conditions and medication improved immensely in the institutions  (e.g.  the villa system, occupational therapy) - and it became commonplace for people with depressions and neuroses to admit themselves to spend two or three weeks for rest and treatment in our comfortable acute admission wards. These, of course, they shared peacefully with all the schizophrenic patients who usually take a lot longer to settle or recover – and who were then properly (though at times forcibly, medicated). 
It is not generally known that about  25 to 30% of new schizophrenic cases  always recover spontaneously and permanently  within a fairly short period,  with or without medication – whereas the remaining   70 to 75%  of cases are chronic and incurable.  
Neither is it generally known that  “In a typical  New Zealand mental hospital, 86% of those admitted in 1955, not suffering from congenital mental deficiency and under the age of 60, were discharged within 12 months of admission; one third of these were discharged within one month of admission” (K. R. Stallworthy, 1959). And please note, this was 1955 – before the advent of the powerful anti-psychotic medication that greatly shortened the average length of time spent in hospitals by patients. 
But the asylums were always there for the many who were too afflicted by their illness to leave (or had no family), who had a recurrent, acute psychotic episode (a very common occurrence in probably half the chronic schizophrenic cases),  for those who needed respite care and for those who were dangerous to self and others.

We had a chain of psychiatric hospitals, with 10,000 in-patient beds, all fully staffed with psychiatrists, psychologists, specialist psychiatric doctors, social workers, occupational therapists, nurses, etc.. Every mentally ill person in the land, depressed, neurotic or schizophrenic,  had the legal right to be admitted here immediately, day or night. Moreover, they had the right to remain here for the rest of their lives, if they so desired.  They could not be discharged against their wishes  -  unlike today when it is commonplace to discharge schizophrenic sufferers  from hospital care even if they say they are suicidal; or cynically deny them admission even if they beg to be admitted!  

Solution
1. This present bill must not proceed – for the reasons I have given above. Not only will the suggested legislation not in any way help our  chronic schizophrenic population (ca. 0.7%) or any other mentally ill  individuals  – it will cause even more suicides among schizophrenics .

2. Justice Department must be instructed to formulate new mental health legislation – from the exclusive angles of legal propriety and simple human charity.  It is absurd and terribly cruel  to legislate to heal and cure any incurable illness.  Department of Health has no business to legislate for the treatment of demented and insane citizens – who cause problems that are all behavioural, socially offensive, or criminal. 

3. Police must again (as was the case in New Zealand for 150 years) be authorised, indeed obliged,  to contain and place immediately in a psychiatric unit any obviously psychotic person for treatment  (forced, if necessary).

4. To obtain real facts about the consequences of the enactment of the 1992 mental health legislation (which we are here proposing to revoke and replace), we need to institute a properly appointed Royal Commission (with no “mental health expert” commissioners!). The closure of  our psychiatric asylums represented the most drastic change in New Zealand's treatment of psychoses for 150 years – and yet has never been authoritatively reviewed.

Andy Espersen.

17 Palm Avenue, Stoke, Nelson

