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1. Our position

Deaf Aotearoa is the national Deaf-led organisation representing the interests of New
Zealand’s Deaf community. We make this submission on behalf of Deaf New Zealanders who
use New Zealand Sign Language (NZSL) as a first or primary language, and the wider
community of deaf and hard-of-hearing people who rely on accessible mental health
services.

The draft Strategy will set the direction for the mental health and addiction system for the next
ten years. In its current form, it contains no reference to Deaf people, NZSL, sign language,
hard-of-hearing people, or Deaf culture. A Deaf person reading the draft will not see
themselves anywhere in it, not in the Foreword, the four Priorities, the workforce chapter, the
monitoring framework, or the appendices.

This omission is inconsistent with the New Zealand Sign Language Act 2006, the Pae Ora
(Healthy Futures) Act 2022, the New Zealand Disability Strategy, the NZSL Strategy, or the UN
Convention on the Rights of Persons with Disabilities (CRPD). Generic language about
“populations with specific needs” will not, over a ten-year horizon, deliver equitable mental
health outcomes for Deaf New Zealanders. The Strategy must be amended to ensure Deaf
people’s specific needs are identified, prioritised, and responded to.

2. Why this matters: the evidence on Deaf mental health

The international evidence on Deaf mental health is well established and consistent across
jurisdictions. The draft Strategy engages with none of it.

e Deaf people experience mental health conditions at approximately 1.5 to 2 times the
rate of the general population, with particularly elevated rates of depression, anxiety,
PTSD and suicidal ideation.
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e The drivers are language deprivation in childhood, communication isolation within
hearing families, and lifetime exposure to discrimination. The Survivor Experiences
Service recognises ‘language deprivation’, i.e. depriving Deaf people of all ages,
particularly children, of language, is a form of abuse and a cause of significant mental
distress.

e Misdiagnosis is a documented clinical safety risk. Deaf patients assessed in spoken
English, or through family members acting as interpreters (which is highly unethical,
risky and definitely not recommended), are routinely misdiagnosed, with normal Deaf
language patterns mistaken for psychotic thought disorder, and with serious symptoms
missed entirely.

¢ Language deprivation syndrome, a clinical phenomenon recognised in the Deaf mental
health literature, produces lifelong cognitive, linguistic and mental-health
consequences. Generic mental health services without Deaf-specialist input cannot
diagnose or treat it.

e Voice-only crisis lines, and text relay services without mental-health-trained operators,
are functionally inaccessible at the moment of greatest risk.

Other jurisdictions have responded to this evidence by building specialist services.
England commissions SignHealth’s BSL Healthy Minds through the NHS.

Scotland operates national Deaf CAMHS and adult services through NHS Lothian,
underpinned by the British Sign Language (Scotland) Act 2015 — the closest international
parallel to our own NZSL Act 2006.

The Netherlands has run integrated Deaf mental health services through GGZ Drenthe for
decades.

Australia delivers Deaf Mental Health First Aid in Auslan, with specialist services in Victoria
and New South Wales. New Zealand has no equivalent, and the draft Strategy does not
propose to build one.

3. The legal and policy framework the draft does not address

The Strategy is being developed within an existing framework of binding obligations to Deaf
New Zealanders. The current draft engages with none of them by name.

New Zealand Sigh Language Act 2006. NZSL is an official language of New Zealand. A
national health strategy that does not name NZSL once is incompatible with the spirit of the
Act.
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Pae Ora (Healthy Futures) Act 2022. Section 6 requires services to be “inclusive of all
people, equitable, and culturally safe”. For Deaf people, culturally safe means delivered in
NZSL by, or alongside, NZSL-fluent clinicians, not an English-only service with no interpreter.
The presence of an interpreter alone does not automatically provide full access and
understanding of the conversation and overall situation, risks, diagnosis, recommendations
etc. This is why the clinicians must be fluent in NZSL and have a strong understanding of Deaf
culture — growing a workforce of Deaf people who have NZSL as their first language is critical
and must be prioritised.

UN Convention on the Rights of Persons with Disabilities. Articles 9 (accessibility), 21
(freedom of expression in sign languages), 25 (same range, quality and standard of health
services) and 30(4) (recognition of Deaf cultural and linguistic identity) are directly engaged.
None is mentioned in the draft.

He Ara Oranga (2018) and Whanaketia (2024). The 2018 Inquiry identified disabled people as
poorly served by the mental health system. The Royal Commission heard directly from Deaf
survivors of abuse in state care, including abuses linked to communication barriers. Both
findings remain unaddressed in the draft.

4. Why “disabled people” is not enough.
The draft mentions “disabled people” in Appendix 4 and footnotes. This wording does not
meet the need for two reasons.

Identity. Most Deaf people do not identify as disabled. They identify as members of a
linguistic and cultural minority, the Deaf community, with NZSL as their first or primary
language. The NZSL Act and the CRPD recognise this distinction, and the Strategy needs to as
well.

Access barrier. The barrier facing a Deaf NZSL user accessing mental health services is
fundamentally different from the barrier facing a person with a mobility impairment. Itis a
language barrier, not a physical one. A strategy that treats “disability” as a single category
cannot design appropriately for it.

5. Gaps across the four priorities
Priority 1— Prevention and wellbeing

The draft assumes wellbeing is nurtured by spoken-language families and communities. For
the approximately 90% of Deaf children born to hearing parents, the family environment is
communicatively isolating unless families learn NZSL. This is one of the most significant
drivers of Deaf mental health inequity and the draftis silent on it.
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The Strategy also overlooks the protective role of the Deaf community itself, a culturally and
linguistically defined community where Deaf children and adults find belonging, identity and
wellbeing, in the same way iwi, hapu, marae and faith-based institutions do.

Priority 2 — Access to supports and services

The phrase “populations with specific needs” does not name any of the populations. For Deaf
people, accessible means delivered in NZSL by Deaf-fluent clinicians, or with qualified
mental-health-trained NZSL interpreters. Crisis access is a particular concern: voice-only
crisis lines and untrained text relay are not accessible at the moment of greatest risk.

Priority 3 — Workforce

Diversity and representativeness are stated, but the workforce roles named in the strategic
actions are clinical, peer, and lived-experience roles in general terms. There is no reference to
Deaf clinicians, Deaf peer support workers, or the qualified NZSL mental health interpreter
workforce required to deliver an NZSL-accessible system. Without naming these roles, the
Strategy risks overlooking them.

Priority 4 — Effectiveness and human rights

Compulsory care without first-language access is not consistent with supported decision-
making or CRPD Article 12. The effectiveness chapter engages with supported decision-
making, the reduction of seclusion and restraint, and the Whanaketia findings. It does not
engage with the specific human-rights issues that arise for Deaf people in the system:
misdiagnosis when assessed in spoken English; compulsory treatment without first-language
access; absence of NZSL during assessment and review; and the documented historical
abuse of Deaf people in state care.

Monitoring and data

Every quantitative measure in Appendix 1 is built on data systems that do not identify Deaf
NZSL users. There is no language-of-service indicator, no Deaf-status indicator, no measure
of NZSL interpreter availability, and no measure of Deaf workforce composition. Even if every
other amendment were adopted, there would be no way of knowing whether the system was
delivering.
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6. Telehealth and Al

Telehealth is one of the most positive developments for the Deaf community in a generation.
Video-call telehealth with a qualified NZSL mental health interpreter, or, ideally, a Deaf
clinician signing directly, can dramatically improve access, particularly in regional New
Zealand. The Strategy should embrace this, while ensuring that procured platforms are
genuinely accessible (multi-camera capability, captioning, third-party interpreter access).

Al is not a substitute for a Deaf and NZSL-fluent workforce, and should not be presented as
one.

Al translation between English and NZSL is currently nowhere near clinical safety standards.

We strongly recommend against the use of Al in any Deaf clinical, assessment or service
delivery settings.

Any development and deployment of Al tools in mental health services must be genuinely and
authentically led by Deaf people and assessed against a clinical-safety standard before being
used with Deaf people.

7. Recommendations

Deaf Aotearoa recommends the following amendments to the Strategy. They are listed in
order of priority. Adopting the first five will materially improve the Strategy for Deaf New
Zealanders. The remainder are necessary to make the first five operational.

Priority recommendations

1. Name the Deaf community. Identify Deaf people who use NZSL as a first or primary
language, and hard-of-hearing people, as a distinct population group throughout the
Strategy and specifically as a group experiencing poorer outcomes.

2. Embed NZSL access across the continuum of care. Make NZSL access, funded,
contracted, and provided by qualified mental-health-trained interpreters where Deaf
clinicians are not available, a procurement standard across primary, specialist, crisis,
forensic and digital services.

3. Commit to establishing and maintaining a Deaf and NZSL-fluent workforce. Add an
explicit workforce action under Priority 3 to build and sustain Deaf clinicians
(psychiatrists, psychologists, social workers, counsellors), Deaf peer support workers,
Deaf cultural advisors, and mental-health-trained NZSL interpreters with funded training
pathways, supervision and career progression.
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4. Co-produce prevention and wellbeing content in NZSL. Make Deaf-led co-production
of all national wellbeing, suicide-prevention, alcohol-and-drug, and gambling-harm
content a standing requirement, produced and published at the same time as written
English content - not an after-the-fact translation.

5. Disaggregate data and report annually. Introduce a Deaf / NZSL-using indicator across
mental health and addiction administrative datasets within the first two years of the
Strategy, and report annually to the Mental Health and Wellbeing Commission on Deaf
access, workforce and outcome measures.

Supporting recommendations

6. Anchor the Strategy in the relevant legislative framework. Name the NZSL Act 2006 in
the body text. Add the NZSL Strategy as a directly related strategy. Reference CRPD
Articles 9, 21, 25 and 30(4) as binding international obligations.

7. Recognise language access as a system barrier. Add language access to the system-
barriers list: Services delivered only in spoken English are functionally inaccessible to
people whose first or primary language is NZSL, te reo Maori or other languages, and
reliance on family or untrained interpreters is unsafe in clinical settings.

8. Recognise the Deaf community as wellbeing-protective. Name the Deaf community
as a wellbeing-protective community alongside iwi, hapl, marae and faith-based
institutions. Add a strategic action supporting family and whanau learning of NZSL
where a child is Deaf or hard of hearing.

9. Fund 24/7 NZSL crisis access. Add a strategic action ensuring 24/7 NZSL crisis access
through funded video-relay or direct Deaf-clinician pathways.

10. Strengthen human-rights protections during compulsory care. Ensure NZSL access
at every stage of compulsory mental health care - assessment, treatment planning,
second opinion and review - and require that diagnostic assessments of Deaf NZSL
users are undertaken by NZSL-fluent clinicians with a strong understanding of Deaf
culture.

11. Embed Deaf lived-experience leadership. Include Deaf lived-experience leadership in
the system’s consumer-voice infrastructure as a named addition to, not subsumed
within, disabled people’s consumer voice.

12. Approach telehealth and Al with appropriate caution. Procure accessible telehealth
platforms; do not develop or deploy Al translation in mental health settings without
Deaf-led co-design and clinical-safety assessment.
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13. Run a Deaf-specific engagement workstream on the Implementation Plan. Conduct
engagement on the Implementation Plan in NZSL, with Deaf-led facilitation, and report
publicly on what was heard from the Deaf community.

8. Closing

Deaf Aotearoa welcomes the opportunity to work with the Ministry of Health, Health New
Zealand and the Mental Health and Wellbeing Commission on the amendments set out above
and on the Implementation Plan that follows. We are available to participate in any Deaf-led
engagement workstream, and we draw on our role as the Deaf community representative
organisation in the Disabled People’s Organisations Coalition, and as the New Zealand
Ordinary Member of the World Federation of the Deaf to bring international policy and
practice into this work.

Other jurisdictions with comparable legislative frameworks have shown that Deaf-direct
mental health services are deliverable through public health systems. New Zealand has not
yet done so. This Strategy is the opportunity to begin.



