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Introducing Disabled Persons Assembly NZ
We work on systemic change for the equity of disabled people 
Disabled Persons Assembly NZ (DPA) is a not-for-profit pan-impairment Disabled People’s Organisation run by and for disabled people.
We recognise:
· Māori as Tangata Whenua and Te Tiriti o Waitangi/Treaty of Waitangi as the founding document of Aotearoa New Zealand;
· disabled people as experts on their own lives;
· the Social Model of Disability as the guiding principle for interpreting disability and impairment; 
· the United Nations Convention on the Rights of Persons with Disabilities as the basis for disabled people’s relationship with the State;
· the New Zealand Disability Strategy as Government agencies’ guide on disability issues; and 
· the Enabling Good Lives Principles and the Atoatoali'o National Pacific Disability Approach as avenues to disabled people gaining greater choice and control over their lives and supports.
We drive systemic change through: 
Rangatiratanga / Leadership: reflecting the collective voice of disabled people, locally, nationally and internationally. 
Pārongo me te tohutohu / Information and advice: informing and advising on policies impacting on the lives of disabled people.
Kōkiri / Advocacy: supporting disabled people to have a voice, including a collective voice, in society.
Aroturuki / Monitoring: monitoring and giving feedback on existing laws, policies and practices about and relevant to disabled people.



United Nations Convention on the Rights of Persons with Disabilities
DPA was influential in creating the United Nations Convention on the Rights of Persons with Disabilities (UNCRPD),[footnoteRef:2] a foundational document for disabled people which New Zealand has signed and ratified, confirming that disabled people must have the same human rights as everyone else. All state bodies in New Zealand, including local and regional government, have a responsibility to uphold the principles and articles of this convention.  [2:  https://www.ohchr.org/en/instruments-mechanisms/instruments/convention-rights-persons-disabilities] 

The following UNCRPD articles are particularly relevant to this submission:
· Article 8: Awareness–raising 
· Article 15: Freedom from torture or cruel, inhuman or degrading treatment or punishment 
· Article 16: Freedom from exploitation, violence and abuse 
· Article 21: Freedom of expression and opinion, and access to information 
· Article 22: Respect for privacy 
· Article 25: Health 

The Submission
Introduction
DPA welcomes the publication of the first Draft Mental Health and Wellbeing Strategy 2026 – 2036.
Mental health and disabled people
The systemic barriers to accessing mental health and wellbeing services by disabled people, tāngata whaikaha Māori and Pasefika disabled has long been an issue due to the lack of culturally appropriate, inclusive, responsive, and accessible services throughout Aotearoa.  
This is highlighted in Ministry of Health data from 2021 which reported that disabled adults experience psychological distress at rates approximately four to five times higher than non-disabled adults. [footnoteRef:3] [3:  https://www.health.govt.nz/monitoring-statistics/surveys/new-zealand-health-survey/publications/202021-survey-publications/snapshots-from-the-202021-survey/psychological-distress-by-disability-status] 

These high levels of mental distress amongst disabled adults are evident in other areas of the mental health and addictions system. Overseas research shows that disabled and D/deaf people are more likely to be problem gamblers than non-D/deaf and disabled people[footnoteRef:4], and similarly, disabled people – or at least those D/deaf and disabled people who drink alcohol and/or consume illicit drugs - are at higher risk of developing alcohol and drug addiction than non-D/deaf and disabled people.[footnoteRef:5]   [4:  https://www.oregon.gov/oha/HSD/Problem-Gambling/Documents/Disabilities.pdf]  [5:  https://oxfordre.com/publichealth/display/10.1093/acrefore/9780190632366.001.0001/acrefore-9780190632366-e-491?p] 

According to Carers NZ,[footnoteRef:6] the informal and family, whānau and aiga caregivers of disabled people - which includes a significant proportion of disabled people and people with health conditions who act as caregivers themselves – report higher levels of anxiety, depression, financial stress and social isolation than non-caregivers. [6:  https://carers.net.nz/state-caring-report/] 

The Te Pou snapshot[footnoteRef:7] on working alongside tāngata whaiora and whānau with complex needs noted that dealing with complexity is now also the norm in mental health and addiction services. And that there are more neurodiverse people and people living with cognitive impairment, health conditions, trauma and financial hardship presenting to them. [7:  https://www.tepou.co.nz/resources/working-alongside-tangata-whai-ora-and-whanau-with-complex-needs-snapshot
] 

This is an outcome of  D/deaf and disabled people and our families, whānau, aiga and carers due to living in a disabling society which excludes, isolates and marginalises us through the existence of barriers to the physical and built environment and attitudinal barriers which include prejudice and discrimination, expressed as ableism against D/deaf people, disabled people and tāngata whaiora.
For tāngata whaikaha Māori there are further intersecting challenges – racism, ableism/disablism, gender biases, and coloniality, that impact mental health and wellbeing.
Strategy proposals don’t align with current government policy settings
DPA has received feedback from disabled people and tāngata whaiora about gaps which exist in the draft strategy and as to how these can best be addressed. 
DPA is concerned by the following interconnected gaps:
· The absence of any recognition of disabled people as a priority population group given the poorer mental health outcomes cited above.
· Failure to integrate existing disability policy frameworks as the Strategy doesn’t reference or align with the Health of Disabled People Strategy, the Carers’ Strategy Action Plan (Mahi Aroha), or (most crucially) the UNCRPD.
· The voice of tāngata whaikaha Māori and Te Tiriti are missing which is concerning given the high levels of unmet mental health needs amongst whānau Māori.
An example of how the strategy does not align with current realities for disabled people and tāngata whaiora can be found, for example, in the strategy’s proposal for enhanced support for people living with mental distress.
This action is not currently being put into practice by government. The reality is that recent policy changes to emergency housing, income support and employment support are all negatively impacting on the wellbeing of tāngata whaiora and disabled people.
Our responses to each of the questions below centre around how the proposed vision, outcomes and priorities of the strategy need to be changed to address these and other concerns.
Responses to consultation questions
1. From your experience, what most gets in the way of people or whānau getting the mental health or wellbeing support they need, including support for addiction, substance harm and gambling?

The main barriers that stand in the way of disabled people and tāngata whaiora receiving quality mental health and wellbeing support are:

· Disabled people and their family, whānau, aiga and carers being excluded from having any role in mental health decision making when it comes to assessment, treatment and support, as seen, for example, in the continued use of substituted decision making and compulsory treatment and inadequate implementation of supported decision making under Article 12 of the UNCRPD.
· Inaccessible and disability-unresponsive services due to most of the mental health workforce not being D/deaf or disability competent, the lack of physical access to services and facilities, and barriers to accessing interpreters and digitally based mental health services.
· High levels of unmet mental health needs amongst whānau Māori which are experienced by tāngata whaikaha and tāngata whaiora Māori.
· Deaf tāngata whaiora often experience under-diagnosis or over-diagnosis by mental health services due to barriers in accessing NZSL interpreters.
· Lack of available information about mental health and wellbeing in accessible formats, for example, New Zealand Sign Language (NZSL), Easy Read, Braille and plain language.
· Lack of access for high-needs disabled people to mental health and wellbeing support including, for example, disabled people who identify as tāngata whaiora and living with multiple impairments.
· Historical experiences of coercion, abuse and mistreatment in mental health settings preventing disabled people and tāngata whaiora who have experienced these harms from seeking help.
· Financial barriers for disabled people and tāngata whaiora who need to access mental health services, for example counselling, from private providers face difficulty in doing so due to restrictive Accident Compensation Corporation (ACC) and Work and Income NZ (WINZ) criteria.
· Non-recognition of the family, whānau, aiga and caregivers of disabled people in the mental health and wellbeing system by not recognising, for example, that carer respite is a form of mental health intervention and that carers need to have their own assessment processes.

2. From your experience, what most helps people or whānau to stay mentally well or get the support they need for their mental health and wellbeing, including gambling and substance related harm?

Disabled people, D/deaf people, tāngata whaikaha Māori and Pasefika disabled need to have access to culturally appropriate, accessible, inclusive and responsive mental health and wellbeing services that are seamlessly delivered and flexibly tailored to meet the needs of everyone.

Mental health and wellbeing services need to fully respect the human rights, dignity and autonomy of every person using them and, where appropriate, work alongside family, whānau and aiga to achieve better mental wellness for both individuals and their wider family, whānau and aiga.

3. What parts of the strategy feel the most right or important to you? Why?
What the draft strategy does right is that it highlights the issues specifically facing people with psychosocial disability/mental distress who, as system users, have historically faced barriers to accessing timely mental health care, treatment and support.
This is due to many tāngata whaiora living with mental distress encountering societal prejudice and discrimination. These attitudes have been created and reinforced through negative media portrayals and the everyday language used in our communities.   
The need for some people to hide their mental distress can lead them into not accessing the healthcare they need, when they need it. 
For all these reasons, the need to improve the performance of the mental health and addiction system has been a longstanding concern and there is much to commend in this draft strategy, including:
· The recognition of the need to promote good mental health and wellbeing for everyone. 
· Improving mental wellbeing supports through early intervention and harm reduction.
· Enhanced support for people living with psychosocial disability/mental distress and addiction.
DPA welcomes the focus on providing peer/lived experience-based support for tāngata whaiora as these approaches should complement traditional clinically based treatment options.
Peer and lived experience-based approaches also allow support to be tailored to each person and can strengthen a rights-based approach to treatment.
However, tit is important to truly value and not misuse the peer/lived experience-based workforce.
4. What changes would make the strategy work better for people and whānau? Why?

a.) Align Mental Health and Wellbeing Strategy with Health of Disabled People Strategy and UNCRPD

The main change that would make this strategy work better for disabled people and our families, whānau and aiga isto ensure it is fully aligned with the Health of Disabled People Strategy and the UNCRPD.

The UNCRPD is a significant omission from this draft strategy as many of its articles are relevant to both the rights of disabled people and tāngata whaiora who use mental health and wellbeing services.
The most applicable UNCRPD articles for this strategy can be found on page two of the submission.
DPA asks that the Mental Health and Wellbeing Strategy is fully aligned with the UNCRPD and the Health of Disabled People Strategy.
DPA asks that Te Tiriti o Waitangi/Treaty of Waitangi is incorporated throughout the Mental Health and Wellbeing Strategy as a key principle informing its priorities and actions.
DPA asks that the priorities of the Health of Disabled People Strategy form the basis for making all mental health and wellbeing services fully accessible, seamless, inclusive and responsive to the needs of disabled people, their families, whānau and aiga through:

· Promoting self-determination and disabled people’s voice by ensuring that disabled people, D/deaf people, Pasefika disabled and tāngata whaiora are active participants in all decisions relating to their mental health and treatment.
· Provide fully accessible mental health services through government working collaboratively with disabled people, Pasefika disabled, tāngata whaiora and D/deaf people to develop and implement accessibility standards covering all mental health services.
· Fully involve tāngata whaikaha and tāngata whaiora Māori in decision making spaces as Te Tiriti partners to shape mental health and wellbeing support in culturally appropriate ways.
· Ensuring equitable mental health and wellbeing outcomes through government working collaboratively with disabled people, tāngata whaiora, tāngata whaikaha Māori, Pasefika disabled and D/deaf people to set equity targets with a view to improving mental health outcomes for these groups.
· Create intersectional approaches of care to improve the wider determinants of health for tāngata whaikaha and tāngata whaiora Māori, for example, through the inclusion of takatāpui; inclusion of tamariki whaikaha Māori and rangatahi whaikaha Māori; supporting whānau who have had contact with the criminal justice system; and increasing protection from family violence, sex trafficking and exploitation.
· Cross-government action on the determinants of mental health for disabled people through government working collaboratively with disabled people, D/deaf people, tāngata whaikaha Māori, Pasefika disabled and tāngata whaiora to eliminate the barriers to societal participation to improve mental wellbeing for these groups.
· Improved disability data and monitoring through the development and publication of regular disability-aggregated mental health data.
· Reduction of coercion and support for autonomy through government working with disabled people, D/deaf people, Pasefika disabled, tāngata whaikaha Māori and tāngata whaiora to reduce and eventually eliminate all forms of abuse and neglect, provide full support for people who have been abused within the mental health system and implement supported decision making.
· Ensuring equitable access for high-needs disabled people by government collaborating with disabled people, D/deaf people, Pasefika disabled, tāngata whaikaha Māori and tāngata whaiora who have high needs and their families, whānau and aiga to design specialist mental health services and supports which best serve their needs.
· Ensuring that all information and communications about mental health and wellbeing are available in accessible formats.
· Removing all financial barriers to mental health and wellbeing support for disabled people, D/deaf people, Pasefika disabled, tāngata whaikaha Māori and tāngata whaiora, especially for people needing to access mental health support from private mental healthcare providers through government assistance via WINZ and ACC.
· Full inclusion of family, whānau and aiga in support systems through the better recognition and integration of disability whānau support within the mental health system.
b.) Align Mental Health and Wellbeing Strategy with Carers’ Action Plan
The last point around the need for full inclusion of families and whānau within this strategy is pertinent, but the Carers’ Strategy Action Plan needs to be referenced in the draft strategy.
DPA asks that the Mental Health and Wellbeing Strategy reflects the Carers’ Strategy Action Plan by adopting the following actions around meeting the mental health needs of carers, including carers who identify as disabled people and people with health conditions:
· Public awareness and recognition of carers through identifying them as a priority group for mental health support.
· Improving service navigation and system coordination through developing a mental health navigation model for carers and the disabled and older people they support.
· Early identification and proactive support through creating structured pathways for caregivers who identify themselves as needing support.
· Recognising the need for respite and breaks from caring through the development of a wellbeing outcomes framework.
· Increasing financial security for both carers and the disabled and older people they support.
· Carers being included in mental health assessments so that any support can be given if required.
· Culturally safe and responsive carer support including when providing support to maintain the mental health and wellbeing of caregivers.
· Implementing data, monitoring and outcome measurement to ensure that the mental health and the quality of support provided to caregivers is fully monitored.

c.) Need to value and protect peer/lived experience workforce
While the proposals contained in the draft strategy to increase the level of the peer based/lived experience workforce is a positive development, DPA is concerned that they could be increasingly used to treat tāngata whaiora as a cost saving measure due to the ongoing underfunding of the mental health system.
DPA supports the need for clinically based services to continue to be readily available as a full and complementary part of the mental health system.
DPA recommends that the Strategy more clearly and explicitly map out what clinical services will be available, at what level of need, and with wait times and expectations fully laid out.
DPA recommends that the peer support workforce is fully trained in disability responsiveness.
DPA recommends that government evaluate the outcomes of peer support in all settings, including Emergency Departments and crisis cafés.
DPA recommends that the peer/lived experience workforce is fully valued and that strong safeguards are put in place to prevent their being overworked, exploited and misused through being required to, for example, inappropriately undertake clinical treatment work with tāngata whaiora.
d.) Need for caution around using Artificial Intelligence (AI) and digital tools

The draft strategy outlines how Artificial Intelligence (AI) is being increasingly deployed to support people’s mental health and wellbeing.

While AI-based digital tools are useful in many contexts, there are still significant risks to using them within the mental health space, meaning that this needs to be appropriately managed and monitored.

These risks include, for example, the ability of AI tools to provide either incorrect or partially correct mental health information to users.

There is also the risk that due to the ongoing underfunding of the mental health system that more people could be required to use AI-based therapy apps instead of being referred to face-to-face therapy sessions provided by trained therapists.

Another interrelated issue is the increasing reliance on digital platforms within the mental health and wellbeing sector.

Digital access is a significant barrier for disabled people, D/deaf people, Pasefika  disabled, tāngata whaikaha Māori and tāngata whaiora for a whole host of reasons including the inaccessibility of many digital technologies and spaces, the high cost of maintaining internet access due to living on low incomes and the lack of in person support to access the internet, especially for people with learning disabilities and neurodiverse people.

DPA recommends that the use of AI in mental health services and settings is actively monitored under the strategy.

DPA recommends that face-to-face in person therapeutic/clinical interventions should continue to be offered as a choice to tāngata whaiora throughout the mental health and wellbeing system.

DPA recommends that digital mental health and wellbeing platforms are made fully accessible, inclusive and free for everyone, including disabled people and tāngata whaiora.

DPA recommends that support and training is provided to disabled people and tāngata whaiora wanting to access digital-based therapy options.

5. This strategy will come with a plan that sets out what needs to happen to bring it to life. The first plan will have a three-year focus. What are the most important steps we should take in the next three years to make the biggest difference to people’s mental health and wellbeing, including reducing substance and gambling related harm? Please tell us why.

DPA recommends that the following priority steps are included within the first three-year mental health and wellbeing strategy action plan:
· The establishment of a formal cross-strategy implementation mechanism linking the Mental Health and Wellbeing Strategy, Health of Disabled People Strategy, and Carers’ Strategy Action Plan.
· The development and resourcing of disability-competency/responsiveness training, developed, delivered and led by disabled people throughout the mental health system.
· Introducing disability-disaggregated mental health outcome indicators and reporting them publicly.
· The development of Te Tiriti based, culturally appropriate mental health services and supports for tāngata whaiora Māori, tāngata whaikaha Māori and their whānau.
· Developing and publishing accessible information about mental health and wellbeing which can be easily used by everyone, including disabled people.
· Investing in community-based navigation support for disabled people and their family, whānau and aiga.
· Removing any financial barriers to accessing both public and private mental healthcare support, including through WINZ and ACC.
· Expanding flexible, accessible respite services for disabled people, tāngata whaiora and family/informal carers – including emergency, planned, in-home, and out-of-home options.
· Introducing carers needs assessments and carer-specific wellbeing pathways.

6. If you could choose just one thing for us to do to make the biggest difference in the next three years, what would it be?

As stated in question four, the biggest difference would come through the development of a comprehensive mental health and wellbeing services accessibility plan for disabled people, D/deaf people, Tagata Sa'ilimalo Pacific disabled, tāngata whaikaha Māori and tāngata whaiora.

Prioritising the development of this plan would mean that our recommendations would underpin much needed disability responsive change within the mental health system.

7. To make space for new or better ways of doing things we might need to stop doing other things. What do you think we should stop doing, or do less of, so we can focus on what would work better? Please tell us why.

DPA recommends that the following practises should be stopped within the mental health and wellbeing sector to facilitate much needed change:

· Stop relying on crisis-driven service access as the primary way for disabled people, their families, whānau and aiga and carers to access mental health care.
· Stop the abuse and neglect of disabled people, D/deaf people, tāngata whaikaha Māori and tāngata whaiora within the mental health system and openly acknowledge past and present abuses and provide full redress.
· Stop treating disability as a subset of general population equity without specific actions.
· Stop publishing mental health and wellbeing information in inaccessible formats and on inaccessible platforms.
· Stop maintaining fragmented contracting and service systems that prevent collaboration between mental health, disability, and social services.
· Stop under-investing in respite, navigation, and carer wellbeing. 

8. We want to make sure that the things we do are making a difference for people. What should we be checking, measuring or keeping an eye on to know if the strategy is making a difference?

DPA recommends that the following things are measured with respect to mental health and wellbeing outcomes for:

a.) Disabled people
· Disability-disaggregated psychological distress and wellbeing measures.
· Access to community-based mental health and disability supports. 
· Equity of service access and experience. 
· Waiting times for clinical assessment and treatment (not just community or peer support contacts) 
· Rates of unmet clinical need disaggregated by disability status. 

b.) For family carers: 
· Anxiety, depression, and wellbeing indicators specific to carers. 
· Access to respite, navigation, and financial support. 
· Workforce participation and its impacts on caring. 

c.) For the system: 
· Unmet need and waitlist data, disaggregated by disability status. 
· Continuity of care across disability and mental health systems. 
· Crisis service utilisation rates and reduction over time. 
· Workforce disability competency levels. 
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