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Whakairihia ki te tihi
o Maungarongo



He karakia

E tamara ma, koutou te putake o énei kowhiringa, kua horaina nei
E tohe tonu nei i te ara o te tika

E ngaki tonu ana i te mara tipu

Anei koutou te whakairihia ki te tihi o

Maungarongo, kia tau te mauri.

Rukuhia te pu o te hinengaro

kia taea ko te kukunitanga mai o te whakaaro nui.
Kia piere ko te ngakau mahora

kia tiwhera mai he wairua tau.

Koinei nga pou whakairinga i te tahuhu
o te Whare o Tl Te Mauriora.

Te ahuru mowai o Te Pae o Rehua,
kaimuru i te hinapouri,

kaitohu i te manawa ha ora,

kaihohou i te pai.

Nau mai e koutou kua uhia e nga haukino
o te wa, kua pehia e nga whakawai a nga tipua nei,
a te Ringatuikino raua ko te Kanohihuna.

Koutou i whitiki i te tatua o te toa,

i kakahu i te korowai o te pono,

i whakamau i te tipare o to mana motuhake,

toko ake ki te pliaotanga o te apopo e tatari mai nei i tua o te pae,
nou te ao e whakaata mai nei.

Kati ra, a te takiritanga mai o te ata,

a te huanga ake o te awatea,

kia tau he maramatanga,

kia U ko te pai, kia mau ko te tika.
Koinei ko te tangi a te ngakau e Rongo,
thturu owhiti whakamaua

kia tina, tina!

Hui e, taiki e!

- Waihoroi Paraone Hoterene



To you upon whom this inquiry has been centered
Resolute in your pursuit of justice

Relentless in your belief for life

You have only our highest regard and respect,
may your peace of mind be assured.

Look into the deepest recesses of your being
and discover the seeds of new hope,
where the temperate heart might find solace,
and the blithe spirit might rise again.

Let these be the pillars on which the House of Self,
reconciliation can stand.

Safe haven of Rehua,

dispatcher of sorrow,

restorer of the breath of life,

purveyor of kindness.

Those of you who have faced the ill winds
of time and made to suffer,
at the hands of abusers and the hidden faces of persecutors, draw near.

You who found courage,

cloaked yourselves with your truth,

who crowned yourself with dignity,

a new tomorrow awaits beyond the horizon,
your future beckons.

And so, as dawn rises, and a new day begins,
let clarity and understanding reign,
goodness surrouncds you and

justice prevails.

Rongo god of peace, this the heart desires,
we beseech you,

letit be,

itis done.

- Waihoroi Parcaone Hoterene



Hei ara mou kei taku pokai kotuku

The name of this Part comes from the waiata, and speaks to the future paths deserved
of hope, aspiration and solace deserved of survivors and their whanau. The Kotuku
is the famed heron bird, and pokai refers to the flock, or the collective of survivors.



A Panui whakatupato

Ka nui ta matou tiaki me te hapai ake | te mana o nga purapura
ora | maia rawa atua nei ki te whariki | a ratou korero ki konei.
Kei te mohio matopu ka oho pea te mauri étahi wahanga o
nga korero nei e pa ana ki te tukino, te whakattroro me te
pamamae, 3, téra pea ka takirihia nga tauwharewarenga o te
ngakau tangata | te kaha o te tumeke. Ahakoa kaore pea ténei
urupare e tau pai ki te wairua o te tangata, e pai ana te rongo

| te pouri. Heoi, mehemea ka whakataumaha ténei i étahi o to
whanau, me whakapa atu ki to takuta, ki to ratongo Hauora
ranei. Whakatetia nga korero a étahi, kia tau te mauiri, tiakina te
wairua, 3, kia mama te ngakau.

A Distressing content warning

We honour and uphold the dignity of survivors who have so
bravely shared their stories here. We acknowledge that some
content contains explicit descriptions of tukino — abuse,
harm and trauma — and may evoke strong negative, emotional
responses for readers. Although this response may be
unpleasant and difficult to tolerate, it is also appropriate to
feel upset. However, if you or someone in your close circle
needs support, please contact your GP or healthcare provider.
Respect others' truths, breathe deeply, take care of your

spirit and be gentle with your heart.
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Kuputaka
Glossary

Term

ableism

disablism
Inquiry period

mental distress

MVPFAFF+

pastoral care

redress

Explanation

Attitudes and behaviours society uses that privilege
non-disabled people. This includes when negative
assumptions are made about the skills, capacities
and interests of disabled people, and when their
lived experiences are denied.

Conscious, direct discrimination against people
who are disabled, based on their disability.

The time period of the Inquiry’s investigation:
1 January 1950 to 31 December 1999.

A mental or emotional state that causes disruption
to daily life and that can vary in length of time and
intensity. People experiencing mental distress
includes those who are seriously upset, people
who are reacting normally to a stressful situation,
and people with mental illness (whether medically
diagnosed or not).

Diverse sexualities, gender expressions and
roles across Pacific cultures. It stands for mahd,
vakasalewalewa, palopa, fa'afafine, akava'ineg,
fakaleiti (leiti), fakafifine.

Care provided in a faith setting, such as spiritual
guidance, visiting, counselling, religious counsel,
Bible studies, faith activities, helping people in the
church community, and more.

Setting right what has been done wrong; what
Aotearoa New Zealand might do to put right the
profound harm that has been done to individuals,
whanau and communities through abuse in care.
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Term

Takatapui

tangata kapo Maori

tangata Turi Maori

tangata whaikaha Maori

tangata whaiora Maori

Terms of Reference

Explanation

A traditional te reo Maori word meaning ‘intimate
friend of the same sex'. It includes all Maori who
identify with diverse sexualities, gender expressions
and/or variations of sex characteristics.

A reo Maori term for a person who is blind and Maori.

A reo Maori term for a person who is Maori and Deaf
and may include those who are hard of hearing.

A reo Maori term for disabled people. It reflects a
definition of people who are determined to do well.

A reo Maori term for people who are seeking health.
It can also be used to refer to a person receiving
assessment and treatment in mental health,
addiction and intellectual disability services.

The legal document setting out the Inquiry’s
purpose and scope as set by the government, and
the matters that are out of scope.
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"There's a photo of
me in my CYFS file from
when | was a teenager. |

wasn't very big or scary. |
was just a kid/”

MRVT
Samoan




Upoko | Chapter 1
He whakataki
Introduction

1 This part of the report, consistent with clauses 32(b), 32(c) and clause 32A
of the Inquiry’s Terms of Reference,* sets out the Inquiry’s recommendations
for changes. These changes relate to redress processes, steps to address
the harm of abuse in care and changes to be made in the future to ensure
that the factors that allowed abuse to occur during the Inquiry period in State
care and in faith-based institutions do not persist.

2. Chapter 3 sets the scene for the Inquiry’s recommendations. It describes
survivors’ moemoea (dreams) for the next generation, where every child,
young person and adult in Aotearoa New Zealand is loved, safe and cared
for in a manner that supports their growth and development into a thriving
contributor to society. Survivors' moemoea are the foundation for the
Inquiry’s vision for the future — he Mara Tipu (a growing garden), and are at
the heart of the Inquiry’s recommendations. Chapter 3 describes he Mara
Tipu - Vision for the future. Survivors see Aotearoa New Zealand's care
system as broken. They want a total overhaul and fundamental change to
ensure that this national catastrophe does not continue.

3. Chapter 4 sets out recommendations for the State and faith-based
institutions to right the wrongs of the past. The State and faith leaders must
publicly apologise and take accountability for the harm caused to survivors
of abuse and neglect in their care. The puretumu torowhanui system and
scheme, which the Inquiry first recommended in its December 2021 report
He Purapura Ora, he Mara Tipu: From Redress to Puretumu Torowhanui,
must be implemented without any further delay.

4. Chapter 5 describes the Inquiry’'s recommendations to make care safe
for all children, young people and adults in State and faith-based care.
The Inquiry recommends establishing a new care safety regulatory system,
with an independent Care Safe Agency, and underpinned by a Care Safety
Act. All care providers will be accredited, and staff and care workers will
be fully vetted and registered. The care safety regulatory system will have
consistent and comprehensive rules and standards to keep people safe,
and meaningful sanctions and penalties to hold people and organisations to
account. Faith-based entities and their leaders will have to abide by the same
laws, rules and accountabilities as everyone else who provides care.

1 Royal Commission of Inquiry into Historical Abuse in State Care and in the Care of Faith-Based Institutions,
Terms of Reference, clauses 32(b), 32(c) and 32A.
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5. Chapter 6 sets out recommendations specific to faith-based entities,
in addition to them being subject to the care safety regulatory system
described in Chapter 6.

6. Recommendations for empowering communities and entrusting them with
care functions are described in Chapter 7. These recommendations will give
everyone in Aotearoa New Zealand the knowledge and tools to play their part
in contributing to identifying and preventing abuse and neglect. The Inquiry
also wants to see a shift from State care to commmunities caring for each
other. The Inquiry’s recommendations in this chapter also require the State
to uphold the rights of New Zealanders, which will contribute to preventing
abuse and neglect in care.

7. Chapter 8 focuses on how the recommendations should be implemented.
The Inquiry’s recommendations comprise mutually reinforcing strands
woven together into a kdkahu (cloak) to right the wrongs of the past and
protect against abuse and neglect in care in the future. They cannot be
selectively implemented.

8. Chapter 9 sets out the Inquiry’s recommended implementation timetable,
including the entity or entities that the Inquiry expects will lead or
co-ordinate implementation.
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Upoko | Chapter 2

Me pehea i oti ai nga tutohi
o te Pakirehua

How the Inquiry developed
its recommendations

9. When the government finalised the Inquiry’s Terms of Reference in November
2018, its scope and mandate were broad.2 The Inquiry was required to
investigate the abuse and neglect of children, young people and adults in care
between 1 January 1950 and 31 December 1999, with two key strands of work:

a. Strand 1: looking back (establishing what happened and why) — mapping
the nature and extent of abuse and neglect in care, the impacts of that
abuse, and the factors that caused or contributed to that abuse.

b. Strand 2: looking forward (ensuring that what occurred cannot happen
again) - reviewing current systems for preventing and responding to
abuse and neglect in care, testing whether these are fit for purpose, and
identifying changes that need to be made.®

10. In November 2018, the Terms of Reference mandated the Inquiry to report
and make recommendations on "any gaps and areas for future changes
to current frameworks to prevent and respond to abuse in State and
faith-based institutions, including oversight mechanisms”.*

2 Royal Commission of Inquiry into Historical Abuse in State Care and in the Care of Faith-based Institutions Order 2018 (LI
2018/223).

3 Royal Commission of Inquiry into Historical Abuse in State Care and in the Care of Faith-based Institutions Order 2018 (LI
2018/223), clauses 26-26.2.

4 Royal Commission of Inquiry into Historical Abuse in State Care and in the Care of Faith-based Institutions Order 2018 (LI
2018/223), clause 32(a).
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11. In July 2021, the government changed this mandate.® A new cause (clause
15D) was added to the Terms of Reference to expressly prohibit the Inquiry
from examining or making any findings about care settings and current
frameworks, including current legislation, policy, rules, standards and
practices. The government said this change was to avoid any delays to the
Inquiry’s final report and because:

“Since the Royal Commission was established, there have been
a number of reviews and investigations into contemporary State
care issues, which have significant overlaps and risk duplication
with the Royal Commission’s work.”®

12. At the same time, several other clauses were added to the Terms of Reference.
Clause 32A was added to allow the Inquiry to make recommendations for
future changes to ensure that the factors that allowed abuse and neglect to
occur during the Inquiry period do not persist. Clauses 15A and 15B were also
inserted to allow the Inquiry to consider issues and experiences after 1999 to
inform any recommendations made under clause 32A. Clauses 15A and 15B
allowed the Inquiry to hear from people who had been in care after 1999 or
were currently in care.

13. The Inquiry's final recommendations in this part therefore cover three
categories, as mandated by the updated Terms of Reference:

a. changes to redress processes (under clause 32(b))
b. steps to address the harm of abuse in care (under clause 32(c))

c. for changes to be made in the future to ensure that the factors that
allowed abuse to occur during the relevant period in State care and
in faith-based institutions do not persist (clause 32A).”

5 Royal Commission of Inquiry into Historical Abuse in State Care and in the Care of Faith-based Institutions Amendment Order
2021 (LI 2021/179)

6 Media release, Hon Jan Tinetti, Minister of Internal Affairs, Royal Commission into Historical Abuse scope adjusted to avoid
timeline delay (23 April 2021), https://www.beehive.govt.nz/release/royal-commission-historical-abuse-scope-adjusted-
avoid-timeline-delay.

7 Royal Commission of Inquiry into Historical Abuse in State Care and in the Care of Faith-based Institutions, Terms of Reference,
clauses 32(b), 32(c) and 32A.
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14. The Inquiry’s final recommendations differ slightly from the draft
recommendations submitted to the Minister of Internal Affairs,
Hon Brooke van Velden, on 30 May 2024.2 The draft recommendations
were edited for conciseness and clarity, without altering the meaning
of the recommendations. The Inquiry added a small number of
new recommendations and removed a small number, which were
subject to ongoing natural justice consideration at the time the draft
recommendations were submitted.® The new recommmendations are:

a. Recommendation 20 for the government and faith-based institutions to
establish a fund for projects connected to community harm arising from
the cumulative impact of abuse and neglect in care

b. Recommendation 21 to provide for whanau harm payments to whanau
of survivors of abuse and neglect in care in recognition of the collective
impacts of abuse and neglect

c. Recommendation 88 for the government to take all practicable steps
to ensure the ongoing safety of children, young people and adults in care
at Gloriavale Christian Community

d. Recommendation 101 for faith-based entities to revise their policies
to reduce high barriers to disclosing abuse and neglect in their care

e. Recommendation 116 supported by Commissioners Erueti and
Gibson recommending that the government establish an independent
commissioning agency responsible for allocating funding to collectives
and/or local communities to design and deliver all care and protection,
youth justice, community mental health, disability and Whanau Ora
supports and services.

8 Royal Commission of Inquiry into Historical Abuse in State Care and in the Care of Faith-based Institutions, Terms of Reference,
clause 32B

9 Royal Commission of Inquiry into Historical Abuse in State Care and in the Care of Faith-based Institutions, Terms of Reference,
clause 39A.
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Nga mea i pa ki nga purapura ora mai i te tau 1999
Survivors' issues and experiences after 1999

15.

16.

17.

Neurodivergent survivor Ihorangi Reweti Peters (Ngati TGwharetoa, Ngati
Tahu-Ngati Whaoa, Ngati Kahungunu) told the Inquiry that, in 2021 when he
was aged 16, he had written to the Prime Minister asking for the Inquiry’s
mandate not to be narrowed to exclude modern day settings. He pointed out
the barriers experienced by people in care to making complaints to NZ Police,
Oranga Tamariki, and the Historic Claims Unit at the Ministry of Social
Development. He also said that:

“_.the Royal Commission was an important pathway that
young people have to share their experiences and provide
recommendations to help stop this cycle of poverty, abuse
and neglect.”*°

Ihorangi and other rangatahi survivors of abuse and neglect in care formed
Te ROpU Kaitiaki Mo nga Teina e Haere Ake Nei after the change to the
Inquiry’s Terms of Reference:

“Our répl...are made up of tangata whenua, Tauiwi, tangata
whaikaha, migrants, gender diverse, rainbow rangatahi and
parents ranging in age from 17-30 years old. We have diverse
experiences of the care system. Some uplifted young, some left
young, some uplifted later, some abandoned by the system too
early and left to fend for ourselves. Some in parts of the system
where we had no say or support, and some moved from pillar to
post several times. We have been unstable, invisible, silenced,
and powerless in the decisions made about us, our lives, and
the lives of the people we care most about. We came together
as a ropu because, whilst the Inquiry process prescribes dates,
implying a beginning and an end to abuse in care, many of us
exist beyond these dates, and have been called to this kaupapa
because abuse in care did not just magically stop in 1999.”*

The Inquiry heard from Te RopU Kaitiaki mo nga Teina e Haere Ake Nei

and other survivors about issues and experiences that occurred after

31 December 1999. The Inquiry used these to inform the recommendations
made in Chapters 5-7 under clause 32A, which are to ensure that the factors
that allowed abuse to occur during the Inquiry period do not persist.

10 Witness statement of Ihorangi Reweti Peters (18 January 2022, para 60).
11 Te ROpU Kaitiaki mo nga Teina e Haere Ake Nei, [Position Statement] (2024, page 1).
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18.

This part includes nine survivor experience profiles — of Lily, Mr RA, Ms NT,
Rovin Turnbull, Tupua Urlich, Skyler Quinn, Zion Pilgrim, Mr OB and Mr VT —
to share their stories and highlight that these issues and experiences have
continued since 1999 across mulltiple care settings. Chapters 5-7 also
include quotes from survivors to illustrate the issues and experiences since
1999 that have informed the recommendations in those chapters.

Nga ripoata me nga arotakenga pitinaha taurima mai
i te tau 1999

Reviews and reports about care settings and
frameworks after 1999

19.

20.

21

The Inquiry was explicitly prevented by clause 15D of its Terms of Reference
from examining “current care settings and current frameworks to prevent
and respond to abuse in careg, including current legislation, policy, rules,
standards, and practices”. This meant that, although the Inquiry heard about
survivors' issues and experiences after 1999, it was constrained by the
Terms of Reference from examining the context of their experiences.

Chapters 5-7 explain where reviews or reports have made relevant
observations about current care settings and frameworks. Some of these
reviews and reports are independent, and some were commissioned by
the State. Many of the reviews and reports make observations or reach
conclusions that echo and support what survivors told the Inquiry about
their issues and experiences after 1999.

The following table includes some of the reviews and reports on care
settings and frameworks after 1999, noting the relevant care setting or group
in care. The table also includes the dates of relevant statutes. The table is not
exhaustive, but does highlight the number and frequency of reviews, reports
and strategies over the last 25 years. This shows that many government
agencies involved in the care system have been in a state of response,
reactivity and near-constant change since 1999.
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Nga ripoata me nga arotakenga punaha taurima mai i te tau 1999

Reviews, reports and legislation relevant to care settings and frameworks after 1999

Name Author Date Relevant care
setting /s or groups
Public Health and Disability Act 2000 New Zealand 2000 Disability and
Government mental health
Picking up the Pieces: Review Cathy Wylie 2000 Disability
of Special Education Education
Care and Protection is about Adult Behaviour Ministerial Review 2000 Care and protection
of the Department
of Child, Youth and
Family Services
Human Rights Amendment Act 2001 New Zealand 2001 All settings
Government
New Zealand Disability Strategy: Ministry of Health 2001 Disability
Making a world of difference
Office of Disability Issues established New Zealand 2002 Disability
Government
Te Puawaiwhero: Maori Mental Ministry of Health 2002 Mental health
Health National Strategy
Concluding Observations: New Zealand United Nations 2003 Children and
(Second Periodic Report) Committee on the young people
Rights of the Child
To Have an Ordinary Life Donald Beasley Institute 2003 Disability
Intellectual Disability (Compulsory New Zealand 2003 Disability
Care and Rehabilitation) Act 2003 Government
Children’s Commissioner Act 2003 New Zealand 2003 Childrenand
Government young people
Pacific Models of Mental Health Service Clinical Research and 2004 Pacific peoples
Delivery in New Zealand Project Resource Centre, Mental health
Waitemata District
Health Board
National Office for Professional Catholic Churchin 2004 Catholic
Standards established Aotearoa New Zealand
Report of the Special Rapporteur on the Rodolfo Stavenhagen, 2006 Maori
Situation of Human Rights and Fundamental Special Rapporteur,
Freedoms of Indigenous People United Nations Human
Rights Council
United Nations Convention on the United Nations 2006 Disability and
Rights of Persons with Disabilities General Assembly (in mental health
force  gqucation
2008)
New Zealand Sign language becomes New Zealand 2006 All settings
an official language of New Zealand Government
through the Sign Language Act 2006
United Nations Declaration on the Rights United Nations 2007 Maori

of Indigenous Peoples (UNDRIP)
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Name

Inquiry into the quality of care and services
provision for people with disabilities

Improving Quality of care for Pacific
Peoples: A paper for the Pacific Health
and Disability Action Plan Review

Pacific Peoples and Mental Health:
A paper for the Pacific Health and
Disability Action Plan Review

The Health of Pacific Children and
Young People in New Zealand

A Statement from the New Zealand Catholic
Bishops Conference on the Declaration
on the Rights of Indigenous Peoples

Aotearoa New Zealand ratifies United
Nations Convention on the Rights
of Persons with Disabilities

Te Puawaiwhero: The Second Maori
Mental Health and Addiction National
Strategic Framework 2008-2015

New Zealand Statement of Support for
United Nations Declaration on the Rights
of Indigenous Peoples (UNDRIP)

O Au O Matua Fanau: Our Children
are our Treasures, Child, Youth and
Family Pacific Action Plan

Faiva Ora National Pasifika
Disability Plan 2010-2013

Including Students with High Needs

First New Zealand report on implementing
the United Nations Convention on the
Rights of Persons with Disabilities

Enabling Good Lives (EGL) vision
and principles developed

Green Paper for Vulnerable Children:
Every child thrives, belongs, achieves

The White Paper for Vulnerable Children

Children’s Action Plan

Author

Social Services
Committee,

New Zealand Parliament

Ministry of Health

Ministry of Health

Ministry of Health

Catholic Churchin
Aotearoa New Zealand

New Zealand
Government

Ministry of Health

New Zealand
Government

Child, Youth and Family

Ministry of Health

Education Review Office

New Zealand
Government

Disability community

Expert Advisory Group

New Zealand
Government

New Zealand
Government

Date

2008

2008

2008

2008

2008

2008

2008

2010

2010

2010

2010

2011

2011

2012

2012

2012

Relevant care
setting /s or groups

Disability

Pacific peoples

Disability and
mental health

Pacific peoples
Mental health

Pacific peoples
Children and
young people

Catholic

Disability and
mental health

Education
Maori
Mental Health

Maori

Care and protection
and youth justice

Disability

Disability
Education

Disability

Disability

Children and
young people

Children and
young people

Children and
young people
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Name

A Review of the Child, Youth and Family
Complaints Resolution Policy and Procedure:
Recommendations on how Child, Youth

and Family can take a Child-Centred
Approach to Complaints Resolution

Effective Complaint Handling
Making Disability Rights Real

The Hidden Abuse of Disabled People Residing
in the Community: An exploratory study

Putting People First: A Review of Disability
Support Services Performance and
Quality Management Processes for
Purchased Provider Services

'Ala Mo'ui: Pathways to Pacific Health
and Wellbeing 2014-2018

Children's Act 2014 (previously
called Vulnerable Children Act)

Te Korowai Oranga: Maori Health Strategy

Disability Support Services
Strategic Plan 2014-2018

Concluding Observations on the initial
periodic report of New Zealand's
progress on the Convention on the
Rights of Persons with Disabilities

Expert Panel Final Report: Investing in
New Zealand's Children and their Families

Review of Police Custodial Management

He Whakaaro Here Whakaumu Mo Aotearoa

New Zealand Disability Strategy 2016-2025

Faiva Ora National Pasifika
Disability Plan 2016-2021

Youth Justice Secure Residences: A report
on the international evidence to guide
best practice and service delivery

Author

Office of the Children’s

Commissioner

The Ombudsman

Independent Monitoring

Mechanism of the
Convention on the
Rights of Persons
with Disabilities

Dr Michael Roguski

K Van Eden and
Ministry of Health

Ministry of Health

New Zealand
Government

Ministry of Health

Ministry of Health

Committee on the
Rights of Persons
with Disabilities

Modernising Child, Youth
and Family Expert Panel

Independent Police
Conduct Authority

Matike Mai Aotearoa
Independent Working

Group on Constitutional

Transformation
Ministry of Health

Ministry of Health

lan Lambie and Ministry
of Social Development

Date

2012

2012
2012

2013

2013

2014

2014

2014

2014

2014

2015

2015

2016

2016
2016

2016

Relevant care
setting /s or groups

Children and
young people

All settings
Disability

Disability

Disability

Pacific peoples

Disability and
mental health

Children and young
people in all settings

Maori
Disability and
mental health

Disability

Disability

Children and
young people

Transitional and
law enforcement

Maori

Disability
Pacific peoples
Disability

Youth justice
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Name

Concluding observations on the fifth
periodic report of New Zealand

The Christian Church Community Trust
(Gloriavale): Charities Services Investigation

Children, Young Persons, and Their Families
(Oranga Tamariki) Legislation Act 2017

Investigation into Ruru School
seclusion complaint

Final Report

National Safeguarding Guidelines: Guidelines for
the prevention of and response to sexual abuse
in the Catholic Church in Aotearoa New Zealand

Thinking outside the box? A review of seclusion
and restraint practices in New Zealand

A decade of change 2007-2017: Implementing
the Recommendations from the Commission
of Inquiry into Police Conduct

Principles of the MCNZ Resolution and
Redress Process for dealing with claims
of abuse of children in Methodist care

State of Care 2018: Maiea te
TGruapd - Fulfilling the Vision
Feedback and Complaints
Systems: A Rapid Review

He Ara Oranga: Report of the Government
Inquiry into Mental Health and Addiction

Mental Health Inquiry Pacific Report

Whaia Te Ao Marama 2018 to 2022:
The Maori Disability Action Plan

He Puapua: Report of the working group on a
plan to realise the UN declaration on the rights
of indigenous people in Aotearoa [ New Zealand

Hauora: Report on Stage One of the Health
Services and Outcomes Kaupapa Inquiry

Author

United Nations
Committee on the
Rights of the Child

Charities Services,
Department of
Internal Affairs

New Zealand
Government

The Ombudsman

United Kingdom Royal
Commission into
Institutional Responses
to Child Sexual Abuse

Catholic Churchin
Aotearoa New Zealand

Dr Sharon Shalev
and Te Kahui Tika
Tangata Human
Rights Commission

New Zealand Police

The Methodist Church
of New Zealand Te Hahi
Weteriana o Aotearoa

Office of the Children’s
Commissioner

Oranga Tamariki

Government Inquiry
into Mental Health
and Addiction

Government Inquiry
into Mental Health
and Addiction

Ministry of Health

Technical Working Group

Waitangi Tribunal

Date

2016

2017

2017

2017

2017

2017

2017

2017

2018

2018

2018

2018

2018

2018

2019

2019

Relevant care
setting /s or groups

Children and
young people

Gloriavale

Social welfare

Disability
Education

Children and
young people

Catholic

Disability and
mental health

Care and protection
and youth justice

Police custody

Transitional and
law enforcement

Methodist

Care and protection
and youth justice

Care and protection
and youth justice

Mental health

Pacific peoples
Mental health

Tangata whaikaha

Maori

Maori

Disability and
mental health
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Name

What Makes a Good Life? Children and
young people’s views on wellbeing

Te Korowai Ture 3-Whanau: The final report
of the Independent Panel examining
the 2014 family justice reforms

Disability Action Plan 2019-2023

New section 7AA (Duties of chief executive
in relation to Treaty of Waitangi) inserted
into the Oranga Tamariki Act 1989

Child Wellbeing Strategy

Zero seclusion: Safety and dignity for all

Jehovah's Witness' Scripturally Based
Position on Child Protection

He Take Kohukihuki — A matter of urgency:
Investigation Report into policies, practices
and procedures for the removal of newborn
pEépi by Oranga Tamariki, Ministry for Children

Te Kuku O Te Manawa Moe arara: Haumanutia

Nnga moemoea a nga tlpuna Mo te oranga o

nga tamariki: A review of what needs to change

to enable pépi Maori aged 0O-3 months to

remain in the care of their whanau in situations

where Oranga Tamariki Ministry for Children
is notified of care and protection concerns

Education and Training Act 2020

Health and Disability System Review,
Final Report PGrongo Whakamutunga

Optional Protocol to the Convention
Against Torture (OPCAT) report on an
unannounced follow up inspection of
Wards 34, 35 and 36, Waikato Hospital

Seclusion and Restraint: Time
for a Paradigm Shift

Off the Record: An investigation into the
Ministry of Health's collection, use, and
reporting of information about the deaths
of people with intellectual disabilities

Author

Oranga Tamariki and
Office of the Children's
Commissioner

Independent
Review Panel

Office of Disability
Issues

New Zealand
Government

Department of the Prime
Minister and Cabinet

Te Taht Hauora
Health Quality &
Safety Commission

Jehovah's Witnesses

The Ombudsman

Office of the Children's
Commissioner

New Zealand
Government

Health and Disability
System Review
Expert Panel

The Ombudsman

Dr Sharon Shalev
and Te Kahui Tika
Tangata Human
Rights Commission

The Ombudsman

Date

2019

2019

2019

2019

2019

2019

2020

2020

2020

2020

2020

2020

2020

2020

Relevant care
setting /s or groups

Care and protection
and youth justice

Care and protection
and youth justice

Disability

Care and protection
and youth justice

Children and
young people

Mental health

Jehovah's
Witnesses

Care and protection

Care and protection

Education

Disability and
mental health

Mental health

Disability and
mental health

Care and protection
and youth justice
Transitional and

law enforcement

Disability
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Name

Whakamaua: Maori Health
Action Plan 2020-2025

Ko Te Wa Whakawhiti, It's Time For Change: A
Maori Inquiry into Oranga Tamariki - Report

Changes to Title D Canons
(standards for conduct)

Hipokingia ki te Kahu Aroha Hipokingia ki
te Katoa: The initial report of the Oranga
Tamariki Ministerial Advisory Board

Te Kahu Aroha: addendum report on
quality support and service outcomes
for tamariki and rangatahi whaikaha,
their whanau, parents and caregivers

Review of provision of care in
Oranga Tamariki residences

Te Oranga Optional Protocol to the Convention
Against Torture Monitoring Report

He Pa Harakeke, He Rito Whakakikinga
Wharuarua: Oranga Tamariki Urgent
Inquiry (Wai 2915 report)

Future Direction Action Plan

Optional Protocol to the Convention Against
Torture (OPCAT) report on an unannounced
inspection of Te Whare Ahuru Mental

Health Inpatient Unit, Hutt Hospital

Supporting Aotearoa’s Rainbow People: A
Practical Guide for Mental Health Professionals

Just Sayin’ survey: Understanding the
transition needs of rainbow young people

Learning in residential care: they
knew | wanted to learn

Whakamahia te tlkino kore inaianei, a
muri nei — Acting now for a violence and
abuse free future; violence and abuse of
disabled people in Aotearoa New Zealand
evidence and recommendations

Whaikaha Ministry for Disabled
People established

Conversion Practices Prohibition Act 2022

Author

Ministry of Health

Whanau Ora

Commissioning Agency

Anglican Church in

Aotearoa New Zealand

and Polynesia

Ministerial
Advisory Board

Ministerial
Advisory Board

Ministerial
Advisory Board

Office of the Children's

Commissioner

Waitangi Tribunal

Oranga Tamariki

The Ombudsman

Inside Out

Malatest International

Education Review Office

Te Kahui Tika Tangata
Human Rights
Commission

New Zealand
Government

New Zealand
Government

Date

2020

2020

2020

2021

2021

2021

2021

2021

2021

2021

2021

2021

2021

2021

2022

2022

Relevant care
setting /s or groups

Maori
Mental health

Maori

Anglican

Care and protection
and youth justice

Disability

Care and protection

Care and protection
and youth justice

Care and protection

Care and protection
and youth justice

Care and protection
and youth justice

Mental health

Takatapui, Rainbow
and MVPFAFF+

Mental health

Takatapui, Rainbow
and MVPFAFF+

Care and protection
and youth justice

Care and protection
and youth justice

Education

Disability

Disability

Takatapui, Rainbow
and MVPFAFF+
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Name Author Date Relevant care
setting /s or groups
Te Whatu Ora 2022 Maori
Mental health

NOku Te Ao: Sovereignty of the Maori Mind

Talanoa Mai Tamaiki: The voices of
Pacific children and young people

Oranga Tamariki 2022 Pacific peoples

Care and protection
and youth justice

Ola manuia mo alo ma fanau Pasefika Oranga Tamariki 2022 Pacific peoples

Care and protection
and youth justice

Concluding observations on the
combined second and third periodic
reports of New Zealand

United Nations 2022 Disability and
Committee on the mental health
Rights of Persons

with Disabilities

Pae Ora (Healthy Futures) Act 2022

Epuni Residence Visit: Optional Protocol
to the Convention Against Torture

New Zealand 2022 Disability and

Government

Office of the Children’s

Commissioner

2022

mental health

Care and protection

(OPCAT) Monitoring Report

Thriving at School? Education for Education Review Office 2022 Disability

Disabled Learners in Schools

Education

Optional Protocol to the Convention Against The Ombudsman 2022 Disability
Torture (OPCAT) Report on announced
inspection of POhutakawa Forensic
Intellectual Disability Unit, Mason Clinic
Disability Rights: How is New Zealand Disabled People’s 2022 Disability
doing? An update report about the state Organisations Coalition,
of disability rights in New Zealand the Ombudsman

and Te Kahui Tika

Tangata Human

Rights Commission
Guidelines on deinstitutionalization, United Nations 2022 Disability and

Committee on the mental health
Rights of Persons

with Disabilities

including in emergencies

Education

Te whare Tuhua, Te Whare Matariki —
Community Remand Homes Visit: Optional
Protocol to the Convention Against

Torture (OPCAT) Monitoring Report

Office of the Children’'s 2022 Youth justice
Commissioner

Office of the Children’s 2022 Children and
Commissioner young people

The New Zealand Children’s Commissioner’s
report to the United Nations Committee
on the Rights of the Child

Highest Needs Review: What
matters to stakeholders

New Zealand Council for 2022 Disability

Educational Research Education

Special Review Report — Wesley College Education Review Office 2023 Education

An Independent Inquiry into
abuse at Dilworth School

Dame Silvia Cartwright 2023 Dilworth School
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Name

Physical restraint and de-escalation: Best
international practice as applicable to secure
youth justice residences - Summary report

Pae TU: Haora Maori Strategy

Te Mana Ola: The Pacific Health Strategy

Kia Manawanui Aotearoa: long term
pathway to mental wellbeing

Guidelines for Reducing and Eliminating
Seclusion and Restraint Under the
Mental Health (Compulsory Assessment
and Treatment) Act 1992

Te Puna Wai © Tuhinapo youth justice
residence visit: Optional Protocol to the
Convention Against Torture (OPCAT)
monitoring follow up report

Safety of Children in Care Annual
Report July 2022 to June 2023

Final Report

Making Ourselves Visible: The Experiences of
Takatapui and Rainbow Rangatahi in Care

Oranga Tamariki Secure Residences
& A Sample of Community Homes:
Independent, External Rapid Review

Experiences of Care in Aotearoa:
Agency Compliance with the National
Care Standards and Related Matters
Regulations 1 July 2022-30 June 2023

Without racism Aotearoa would be better

Author

Oranga Tamariki

Ministry of Health and
Te Aka Whai Ora Maori
Health Authority

Ministry of Health

Ministry of Health

Ministry of Health

Office of the Children’s
Commissioner

Oranga Tamariki

Australian Royal
Commission into
Violence, Abuse, Neglect
and Exploitation of
People with Disability

Point and Associates
and the Community
Designh Team

Debbie Francis and
Paul Vlaanderen

Independent
Children’s Monitor

Mana Mokopuna —
Children and Young
People’s Commission

Date

2023

2023

2023

2023

2023

2023

2023

2023

2023

2023

2024

2024

Relevant care
setting /s or groups

Youth justice

Maori
Disability and
mental health

Pacific peoples

Disability and
mental health

Mental health

Mental health

Youth justice

Care and protection
and youth justice

Disability

Children and
young people

Care and protection
and youth justice

Children and
young people

Care settings
with children and
young people
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Parent of survivor Lily




NGA WHEAKO O TE PURAPURA ORA
SURVIVOR EXPERIENCE

Lily

Hometown: Tamaki Makaurau Auckland Age when entered care: 3 years old
Year of hirth: 1983 Time in care: 1986 to present

Type of care facility: Schools — Belmont Primary School in Tamaki Makaurau
Auckland, Sunnybrae Normal School in Tamaki Makaurau Auckland, Wilson Home
School in Tamaki Makaurau Auckland; respite care — Wilson Centre Radical Respite
Unit; service providers — Creative Abilities, SILC, IDEA Services, Totara Farm Trust,
Taikura Trust.

Ethnicity: NZ European

Whanau background: Lily has an older sister who is involved in her care. Her parents
separated when Lily was a baby.

Currently: Lily lives in Auckland and is supported by her mother, Mrs NS, and

Vision West.

My daughter Lily has outlived her prognosis and is possibly

the oldest person in New Zealand with Lennox Gastaut
Syndrome - a severe childhood epilepsy syndrome characterised
by multiple types of drug resistant seizures. She also has cognitive
impairment and autistic traits.

From the 1980s until today, Lily has suffered psychological and physical abuse
from education, health and support providers she should have been able to trust.
Numerous attempts to correct her behaviour and make her more compliant have
resulted in both physical injury and ongoing psychological harm and trauma.

As a child, Lily was overmedicated until | advocated for a reduction. When we finally
got down to small doses of two drugs, this little person woke up. She later began to

walk with a specially made walking frame, and she was taught to play and sign colours.
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During the 1990s, Lily attended several special units in mainstream schools,
but | never felt like she was part of the school, or appropriately supported.

She experienced the use of aversive practices, for example, when a teacher at
Belmont Primary School (Auckland) flicked water in her face and put ginger in

her mouth because she had been spitting.

At Sunnybrae Normal School, they blamed lack of discipline for Lily's behaviour

and used two teacher aides to force her — aged 10 years old and weighing about

26 kilograms - into a purpose-built cupboard multiple times per day. This was despite
Lily’s doctor explaining that she didn’'t understand cause and effect.

Between 1997 and 2001, Lily attended the Wilson Home School. She continued

to be very unwell at times. This was often because she was in a non-convulsive
status, where her brain was constantly seizing but she wasn't outwardly convulsing.
At times like this, she would become increasingly comatose and unresponsive.
Sadly, it seemed her teacher preferred this situation to the more highly mobile Lily,

and usually failed to report it to me.

From 1998, she also attended the Radical Respite Unit at Wilson Centre. | felt one
nurse took a dislike to Lily and | understand she wrote numerous incident reports
about Lily’s behaviour. Despite Lily's caregivers denying that many of these things had
actually happened, in January 2001 | was told that they were going to potentially need
to use more aversive punishments and restraints to manage Lily’s behaviour. | decided
to collect Lily and she never returned to the school or respite unit.

| provided full time care for Lily at home until she began attending the day programme
at Creative Abilities. | was told she was having a great time doing aerobics and “other

things”. | ultimately found out that she wasn't really being supported at Creative Abilities.
After she arrived, a caregiver would take her to their house, where she would play with

their dog before being returned for transport home.

After determining there weren't any providers in Auckland with the skills to provide
the support Lily needed, SILC decided to set up a service specifically for her. There
was a skilled team leader who was intent on supporting Lily to live the life she chose.
All Lily’s staff were valued, supported and provided with excellent training.

For the first year, Lily came home so happy, and it was wonderful to see her enjoying
her time there. Unfortunately, things began to go downhill after staff changes in the
organisation, and towards the end of 2006, SILC announced they were pulling out of

Auckland and would no longer be able to support Lily.
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Taikura Trust, an NGO who were contracted as our Needs Assessment Service
Coordination service by the Ministry of Health, organised for IDEA Services to take
over. | withdrew Lily from IDEA Services in December 2007 after her longstanding
team leader was moved to a different position while | was overseas and replaced

with agency staff who had no training or introduction to Lily.

In 2008, we set up the Circle of Friends’ Trust to manage the discretionary funding
we received from Taikura Trust. We rented a house and had a lovely group of friends
supporting Lily.

Sometime later, there were issues with a staff member obviously using Lily's money
for her own gain, and when some staff resigned at the end of 2010, we couldn’t
replace them with people who had the necessary skills. This meant | had to provide
a lot of time and input into the management of her service and, by the beginning of

February 2011, | was becoming ill and exhausted.

Lily had been under the Dual Disability Team since 2009 and they had prescribed

an antipsychotic drug to try to stop her desire to leap out of the car when it was
travelling. | later found out this was probably due to a staff member treating her badly,
and her not wanting to be in the car with them.

The psychiatrist from the Dual Disability Team suggested Lily go away for three to
six months to a “calm, skilled environment where she could learn to be independent
from me". Totara Farm Trust was recommended. Six months without seeing Lily
wasn't an option for us, but | gratefully accepted four weeks' respite at one of their

houses in Takanini.

Two significant events occurred during those four weeks. First, Lily managed to leave
the property in the middle of the night while two staff members were asleep in the
house and despite the doors being locked. She wandered down the road before the
staff noticed she was missing. Some people she approached called the police, who
transported her to Middlemore Hospital. When staff called the police and found out
where she was, they collected her from the hospital.

Second, when Lily was picked up, she had significant bruising on her upper thighs,
chest and neck. A staff member employed by the Circle of Friends’ Trust explained
that a few days earlier it had been suggested to Lily's staff to use physical restraint
for behaviour management. When it didn't work, they contacted the Totara Farm

manager who sent two male staff members to take over.
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The men took Lily to her bedroom and advised her staff to go the office. They were
encouraged to stay there for about an hour. Over this time, they saw Lily leave the
room continually and, on each occasion, be taken back by the men. They thought the
men’s treatment of Lily was “very rough and scary” and felt that the Totara Farm staff

appeared to be “fed up with Lily's attitude”.

After this, Lily was afraid of men. She had always enjoyed the company of our male
friends and to see her shy away from people she had been comfortable with was
incredibly sad.

When we told the Dual Disability Team psychiatrist how appalled we were at what had
happened, she became very defensive saying a number of her clients experienced

bruising. We received a letter shortly after discharging Lily from the Dual Disability service.

Repeated texts, emails and phone calls requesting copies of the incident reports from
Totara Farm failed to elicit any response. When a meeting was finally arranged by
Taikura Trust seven weeks later, we were told their staff were well trained in restraint
and the bruising had nothing to do with them. The Totara Farm manager delivered this
information while leaning across the table and shaking her finger at us. This appeared
to be totally acceptable to Taikura Trust. The meeting was incredibly stressful and |
felt very unsupported and unsafe.

| reported the incident to the police but was told they wouldn't be laying charges.

An officer told me that Lily was an “unreliable witness” and couldn’t give evidence.

| also reported it to the Ministry of Health and the Health and Disability Commissioner,
but they declined to investigate any further as the police had already determined

there was insufficient evidence to show who caused the injuries. I've always been very
upset that they thought this traumatic event for Lily wasn't worth investigating further.

Since 2012, we have had seven failed providers. A clear pattern has emerged where
providers believe they can provide the necessary support, but when they can’'t meet
their contractual requirements, | feel like we can't continue with the service or they

provide a totally unacceptable ultimatum.

After another period of supporting Lily ourselves, her seizures continued to worsen
and, with very little support, | was exhausted. In 2018, | decided that Lily needed to be
hospitalised. Due to my exhausted state, it was recommended | call an ambulance to

transport Lily to Auckland City Hospital and go to bed.

My daughter and a friend travelled to the hospital and were told that they had to have
eight security guards sitting on Lily to restrain her, and that she hadn't received any
of her medication since her arrival. They phoned me at 4am and told me | needed to

come immediately, or they felt she would die.
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The total lack of understanding or training to support someone in a very stressful
situation who is cognitively impaired and non-verbal was appalling, and Lily was
extremely traumatised by what happened. Between April and September, | stayed

with her 24/7 so she wouldn't end up with more security guards restraining her.

Vision West became Lily’s provider in 2020 and we became concerned early on when
new staff were busy vacuuming and dusting but seemed anxious about interacting
with Lily. We later found out that staff had responded to an ad for a home support
worker. The manager seemed unable to understand the difference between supporting
someone like Lily to live a meaningful life and doing a few hours housekeeping.

Since the beginning of 2022, Lily's service has had serious gaps in the roster.
All current staff are exhausted and burnt out. | am too, after 40 years of caring

and advocating for Lily.

When | seriously considered finding another provider, | could see that history would
only repeat itself — so | have also asked Vision West to accept an investigation into
why it appears to be so incredibly difficult to support Lily successfully.

All disabled people must be able to enjoy the same human rights as every other citizen

of Aotearoa. Abuse of these most vulnerable citizens must not be allowed to continue.*?

12 Witness statement of Mrs NS (mother of Lily) (27 April 2023).
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“Iremember
having no food growing
up...mMy mum was a good
mum, she just needed support
and | think | would've had
a better life if she got the
support she needed”

JAMIE HENDERSON
Survivor



Upoko | Chapter 3

He Mara Tipu — He tohu whakatipu
He Mara Tipu — Vision for

the future

22. Over more than five years, the Inquiry heard about survivors' moemoea
(dreams) for the future. Survivors, their whanau and support networks told
the Inquiry that they want to see an Aotearoa New Zealand where every
child, young person and adult is loved, safe and cared for in a manner that
supports their growth and development into a thriving contributor to society.
Survivors' moemoea are summarised below.

He moemoea a nga purapura ora
mo tuawhakarere
Survivors' dreams for the future

- Aotearoa New Zealand's care system is broken. Survivors want to
see a total overhaul and fundamental change to ensure that this
national catastrophe does not continue.

- Survivors told the Inquiry that the care systems need to
fundamentally change. This would see the State handing over power,
funding and control of preventative supports and care services to
local communities and communities of interest.

- Survivors want every whanau supported so they can provide loving
care themselves. That means they must receive the supports they
need, when they need these and for as long as needed, to realise
their full potential and flourish. Additional daily care support may
be required to avoid out-of-whanau care. Faith-based institutions
would exit the business of care and in their pastoral care adopt
national standards and transparent complaint processes.
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From time to time, out-of-whanau care will be required. When
out-of-whanau care is required, it must be short-term. It must be
delivered by the community, hapt or collective and the individual
and their whanau have control of decisions on care. Out-of-whanau
care should only be used to give the wider whanau time to receive
holistic support, for example for healing or resetting, so they can be
brought back together. Everyone in the community works to return
that child home. Out-of-whanau care will be in plain sight, with
children safeguarded in multiple ways and wider whanau /family
connections maintained at all times.

Local schools are welcoming and inclusive of all students and all
students have their diverse needs met and achieve to their potential.
Children, young people and adults receive the disability or mental
health supports they need.

- The Crown must cede authority and live up to the promise of te Tiriti

o Waitangi. Whanau, hapt and iwi must be able to exercise their
right to tino rangatiratanga over kainga and are empowered to care
for their tamariki, rangatahi, pakeke and wider whanau according
to their tikanga and matauranga. The mana of all individuals,
communities and whanau must be restored.

Human rights are respected, made real, and embedded into law
to support people to avoid out-of-whanau care and give greater
protection to people who may require care of their choice in
the community.

In faith-based institutions, leaders providing pastoral care reflect
the diversity of their communities and expression of that diversity
is welcomed. Respect for te Tiriti o Waitangi, human rights for

all people and freedom of belief simultaneously flourish. Faith
community members are free to choose partners, seek appropriate
health care and have no fear of being shunned.

Communities, hapt and iwi must be enabled and empowered to
design, implement, innovate and control how the care systems operate
for their community. The Government should invest in communities
that have levels of social deprivation, support communities to identify
those in need, understand the evidence of what works to prevent the
need for a care intervention, take an early investment approach and
measure long-term outcomes in communities.



23.

24.

25.

- Survivors spoke in detail about local communities defining
the preventative work, support services and out-of-whanau
care. Survivors and whanau took the Inquiry to examples in the
community where this is happening — where hapi provide a full
preventative service to whanau.

- Survivors acknowledge that devolving power, funding and control from
the State into local hands will take time. It will require several stepping
stones to get there. Some local communities or communities of
interest will be ready now, so these steps can be taken immediately.
Others will need extra support and investment before they can take
on new or expanded roles in providing services and supports.

Most significantly, survivors want the State to radically change

its attitude and practices relating to care decision-making and
investment, which are characterised by low trust and a focus on risk
aversion and crisis response rather than empowering whanau and
local communities to look after their own.

Survivors' moemoea set the foundation for the Inquiry’s own vision for

the future — he Mara Tipu (a growing garden). The concept of he Mara Tipu
was introduced in the Inquiry’s 2021 report He Purapura Ora, he Mara Tipu:
From Redress to Puretumu Torowhanui. The name of the report drew on
the whakatauki “he purapura ora, he mara tipu”, which reflects the idea that
a seedling, despite being trampled upon and losing part of itself, still has
infinite potential to grow and regenerate.’®

The Inquiry also considered the large body of evidence from survivors, their
whanau and support networks; from hapd, iwi, Maori, and Pacific Peoples;
from disability communities; from advocacy groups, and experts; from
former and current staff of care settings; and from religious leaders and
religious communities. These witnesses described their experiences both
during the Inquiry period and after 1999. The evidence the Inquiry has heard,
including about survivors' issues and experiences after 1999, has clearly
demonstrated that the current care system is not fit for purpose.

Due to the constraints of the Terms of Reference, the Inqiury cannot set out
the full pathway to reach he Mara Tipu. It can, however, recommend the first
steps that survivors, local communities, the State and faith-based entities
should take on the journey towards he Mara Tipu. The recommendations in
Chapters 4-8 do just that. The full description of the Inquiry’s vision for the
future — he Mara Tipu - is set out in below.

13 Royal Commission of Inquiry into Abuse in Care, He Purapura Ora, he Mara Tipu: From Redress to Puretumu Torowhanui,
Volume 1 (2021, pages 6 and 56).
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Nga haukerekere a nga mahi tukino
Abuse and neglect in care was widespread
and systemic

26.

a27.

28.

29.

30.
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The care system in Aotearoa New Zealand was a fully funded failure that
enabled pervasive abuse and neglect. The State and faith-based institutions
took on responsibility for caring for over half a million babies, children, young
people and adults between 1950 and 1999, but did not keep them all safe.

In the Inquiry period, families, whanau, kdinga and communities needed
support to care for their children, young people and adults in care in their
homes and communities. Many faced significant challenges, including
poverty, impacts of colonisation, and family violence, or had unmet needs
due to disability or experience of mental distress. The State removed
children, young people and adults from their whanau and support networks
and placed them into care settings, many of which were harmful and
abusive. Societal attitudes reflecting racism, ableism and sexism and
punitive attitudes towards children and young people made some people
more likely to be placed in care and more likely to experience abuse there.

Children, young people and adults were abused and neglected in the care

of the State and in the care of faith-based institutions. They were in social
welfare residences and institutions, foster care, disability and psychiatric
care, schools, orphanages, faith communities, unmarried mothers’ homes,
health camps, and the care of NZ Police. This Inquiry was the first opportunity
we have had in Aotearoa New Zealand to examine the care system as a
whole. No inquiry locally or overseas has had such a wide mandate. The
Inquiry found pervasive abuse and neglect everywhere it looked.

Survivors described many kinds of physical, sexual, psychological and
emotional abuse and neglect while they were in care. Some groups experienced
targeted abuse and neglect that was specific to who they were - including
Maori, Pacific Peoples, Deaf and disabled people, people who experience mental
distress, Takatapui, Rainbow, and MVPFAFF+, and women and girls. Some
survivors were subjected to solitary confinement and forced labour.

The harm and trauma suffered by children, young people and adults in State
and faith-based care has affected every part of their lives. Almost every
survivor who came forward to share their experience with the Inquiry has
endured irreparable damage to the quality of their lives.
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32.

For too long society in Aotearoa New Zealand has been unwilling to accept
that abuse and neglect in State and faith-based care was widespread
and systemic. It did not occur solely due to the actions of a few ‘bad
apples’ but was deeply rooted and enabled across all levels of the systems
responsible for providing care. Nor was it a small failure that solely affected
survivors. It was pervasive throughout the Inquiry period with devastating,
multigenerational effects for survivors, their whanau and society as a whole.

The abuse and neglect experienced by survivors has contributed to an
intergenerational transfer of inequities, including poorer physical health,
mental health, education and employment outcomes, family and intimate
partner violence, substance misuse and abuse, and fewer opportunities

for many. One of the greatest costs is the loss of generations of adults

who might otherwise have positively contributed to their whanau and
community. Abuse and neglect in care contributed to, and in many ways
created, the ‘care to custody’ pipeline and the formation and entrenchment
of gangs in Aotearoa New Zealand, costing society both in terms of
victimisation and the direct costs of policing and imprisonment.
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33. The Inquiry has found that around 200,000 people were abused in care

between 1950 and 2019. However, the true number of survivors could be
much higher. The estimated total economic cost of this abuse and neglect
is around S200 billion.** This amount is:

a. over three times what the New Zealand government spent on war and
rehabilitation during World War Two (£615 million in 1946, which, adjusted
for inflation, is $63.2 billion in 2023)*

b. over three times the cost of the government’s COVID-19 Response and
Recovery Fund ($61.6 billion in 2022, or $67.9 hillion in 2023 adjusted
for inflation)?®

c. almost four times the cost of the 2010-2011 Canterbury earthquakes
response and recovery ($57 billion, adjusted for inflation for 2023), based on:

i. total estimated insurance claim costs, including private insurers and
the Earthquake Commission ($38 billion in 2021, or $44.8 billion in
2023 adjusted for inflation)”

ii. core Crown Canterbury Earthquake Recovery costs, excluding the
Earthquake Commission ($7.6 billion in 2014, or $9.8 billion in 2023,
adjusted for inflation)*®

iii. Christchurch City Council earthquake costs to date ($1.9 billion as at
2017, or $2.4 hillion in 2023, adjusted for inflation)*®

d. 100 times the cost of the 2023 Auckland Anniversary Day floods and
Cyclone Gabrielle response and recovery ($2.021 billion).2°

34. In fact, the estimated cost of abuse and neglect in care is more than the total

of all of the above events combined.

14

15

16

17

18

19

20

Based on $857,000 estimated lifetime individual economic costs per survivor, adjusted for inflation to $1.05 million in
2023. See MartinJenkins, Economic cost of abuse in care (2020); Reserve Bank of New Zealand website, Inflation calculator
(accessed 20 March 2024), https://www.rbnz.govt.nz/monetary-policy/about-monetary-policy/inflation-calculator.

An Encyclopaedia of New Zealand, Second World War, AH McLintock (ed) (1966); Baker, JVT, War Economy; in Official History
of NZ in the Second World War 1939-45 (Department of Internal Affairs, 1965, pages 256-258).

The Treasury website, Overview of the COVID-19 Response and Recovery Fund (CRRF), accessed 20 March 2024,
https://www.treasury.govt.nz/information-and-services/nz-economy/covid-19-economic-response/overview-covid-19-
response-and-recovery-fund-crrf.

Cole, R, Finding and reserving Canterbury earthquake insurance claims (Reserve Bank of New Zealand, February 2021),
https://www.rbnz.govt.nz/-/media/project/sites/rbnz/files/publications/analytical-notes/2021/an2021-2.pdlf.

The Treasury, Report to the Minister of Finance: Canterbury Earthquake Fiscal Update May 2014 (26 May 2014),
https://www.treasury.govt.nz/sites/default/files/2018-02/b14-2913046.pdf.

Deloitte, Christchurch City Council: Cost of the Earthquake to Council (13 December 2017), https://www.ccc.govt.nz/assets/
Documents/The-Council/Plans-Strategies-Policies-Bylaws/Strategies/Global-Settlement/Cost-of-the-earthquakes-
Deloitte-Report-Final.pdf.

The Treasury website, North Island Weather Events Response and Recovery Funding (accessed 21 March 2024),
https://www.treasury.govt.nz/information-and-services/nz-economy/climate-change/north-island-weather-events-
response-and-recovery-funding.
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He karonga te eke noa
An avoidable failure

35.

36.

37.

38.

Survivors, their whanau and communities, and our whole society have

paid the price for this avoidable failure. Although a significant amount of
resourcing has gone into providing care, for many people in care the money
spent has not translated to better outcomes. At the same time, faith-based
institutions continue to receive the financial benefits of tax-exempt status,
despite the significant abuse and neglect that was perpetrated in their care.

Decision-makers have been told multiple times over the last 40 years about
the deficiencies with our country’s care systems but their responses have
not matched the magnitude of the issues. The Puao-te-Ata-Tu report pointed
this out in 1988:

“We need the co-ordinated approach that has been used to

deal with civil emergencies because we are under no illusions
that New Zealand is facing a major social crisis. The solutions

to social problems lie in a co-ordinated attack on the problems,
involving the resources of the private sector as well as the public
and particularly of the people themselves.”*

The State continues to make incremental and disconnected attempts to
improve care systems despite the increasing calls for urgent radical change.
Continuing to tweak the status quo will not answer those calls. For the

last 70 years, the State has taken responsibility for children, young people
and adults who need care, but decisions about that care have largely been
made by people with little connection to those going into care and their
communities. This State-led model of care cannot be described as anything
less than a dismal failure. Peter Whitcombe, Chief Social Worker, told the
Inquiry that Oranga Tamariki staff sometimes refer to their residential care
facility model as a “fully funded failure model" .2

Aotearoa New Zealand's systems of care - in social welfare, disability, mental
health, education and transitional settings — need a total overhaul and
fundamental change. The ultimate outcome the Inquiry wants to seeisa
country where no child, young person or adult experiences abuse or neglect,
and where every whanau who needs support is safe, is loved, and receives
the supports it needs, when it needs them and for as long as it needs them,
so that whanau members can realise their full potential and rights and live a
good life as they define it. All the Inquiry’s recommendations must be fully
implemented to improve the lives of survivors and of all New Zealanders.

21 Department of Social Welfare, Maori Perspective Advisory Committee. Puao-te-Ata-tu (Day Break): The Report of the
Ministerial Advisory Committee on a Maori Perspective for the Department of Social Welfare(1988, page 44).
22 Transcript of evidence of Chief Social Worker Peter Whitcombe for Oranga Tamariki at the Inquiry’s State Institutional

Response Hearing (24 August 2022, page 876).
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Ko te mahi tukino i nga pitinaha taurima, e pa ana ki
a tatou katoa
Abuse and neglect in care affects everyone

39. Aotearoa New Zealand has a reputation for being a safe place to grow up,
raise a family, and grow old, but there is a dark side to our society that we
must confront and address - the abuse and neglect that around 200,000
people experienced while in State and faith-based care.

40. Many of the factors that contributed to abuse and neglect during the Inquiry
period are not confined to the past. They are present today and continue
to put people at risk of harm. Settings outside the Inquiry’s scope, such as
rest homes or aged care facilities, sports clubs, community organisations
and youth groups, have been the subject of international investigations
and inquiries into abuse and neglect. It is highly likely that people in these
settings in Aotearoa New Zealand have experienced abuse and /or neglect.

41. In Part 4, the Inquiry found that the 1970s had the highest rates and incidents
of abuse and neglect, followed by the 1960s and then the 1980s.2° The two
generations born between 1946 and 1976 are therefore likely to know
someone who was abused or neglected in care or to have experienced it
themselves. The oldest of these generations are now increasingly requiring
care and supports as they age. By 2028, over 1 million New Zealanders will
be aged over 65.24

42, Internationally, Aotearoa New Zealand is often seen as a beacon of human
rights and liberal progress. New Zealanders are proud of our country’s
worldwide reputation for fairness, justice, and the protection of individual
freedoms. However, this image contrasts starkly with our domestic
reality, where we have a terrible track record of abuse and neglect in care
settings. The Inquiry urges New Zealanders to consider its findings and
recommendations and apply them more broadly than the scope of its
investigation allowed.

23 DOT loves data consulting, Final report - Quantitative Analysis of Abuse in Care (Royal Commission of Inquiry into Abuse in
Care, September 2023 p 74).
24 https://www.stats.govt.nz/.
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He papa whainga e hua ai ko te Mara Tipu
A fundamental shift is needed to reach he
Mara Tipu

43. The Inquiry's vision for the future includes one of the most fundamental
changes to systems of care this country has ever seen. It would see the
State handing over power, funding and control of supports and services to
individuals, groups and organisations chosen by collectives and / or local
communities. Current systems of care will never truly serve or meet people’s
needs until people and communities are enabled and empowered to design,
innovate, implement and control how the care systems operate. The Inquiry
sees collectives and local communities defining themselves and grouping
together to design and deliver supports and services according to shared
values, goals, experiences, needs, location, interests, ancestry, whakapapa,
ethnicity, religion and [ or culture. This is consistent with international
practice, which has seen a shift towards the use of community-based
services where possible, and consideration being given to how to best
address the needs of and improve outcomes for whanau and communities
more broadly.

44, Devolving power, funding and control from the State will take time. It will
require several stepping stones along the pathway to get there. The Inquiry
envisages that the first steps will include the care settings within the
Inquiry’s scope - social welfare, disability, mental health, education and
transitional settings - but that, over time, other social services could be
devolved to communities. At the same time, the Inquiry pictures significant
downsizing and / or disestablishment of government agencies currently
designing and delivering care. The Inquiry does not foresee Oranga Tamariki
as part of he Mara Tipu. The Inquiry would expect to see other agencies
involved in the care system, such as the Ministry of Health, Whaikaha and
the Ministry of Education, reducing in size and shifting focus to supporting
collectives and local communities.

45, Some collectives and /or local communities will be ready for the State
to devolve power, funding and control now, so the first steps towards he
Mara Tipu can be taken immediately. Others will need extra support and
investment before they can take on new or expanded roles in providing
services and supports. Most significantly, the State will need to radically
change its attitude and practices relating to care decision-making and
investment, which are characterised by low trust and a focus on value for
money rather than empowering collectives and /or local communities to
look after their own.
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46.

47.

48.

49.

The Inquiry’s vision is for Maori to exercise tino rangatiratanga over kainga
and to care for their mokopuna, uri and whanau in line with te Tiriti o
Waitangi. Alongside the transformation in the provision of care, there is a
need for a mature and fair conversation and process about New Zealand's
constitutional arrangements and how to give effect to the vision in te Tiriti
o Waitangi of a true partnership between two peoples.

The Inquiry’s vision for the future includes human rights being fully realised
for all. This would include the rights guaranteed to women, children, Maori
(as an indigenous people under the United Nations Declaration on the
rights of Indigenous Peoples), Deaf and disabled people and people who
experience mental distress.

As the Inquiry noted in Part 1, in Aotearoa New Zealand our te Tiriti o Waitangi
and human rights protections, including those contained in the United
Nations Declaration on the Rights of Indigenous Peoples, are set outina
variety of statutes and the common (court-made) law.?® This means they
are not all in one place and not all rights have been incorporated into our
domestic law. In the future, the Inquiry envisages the rights guaranteed by

te Tiriti o Waitangi and economic, social and cultural rights being enshrined
in legislation alongside civil and political rights. These new statutory rights
should be subject to a supermajority of 75 percent of all members of
Parliament being necessary to change or repeal it. This will protect the
legislation from the influence of our comparatively short Parliamentary terms
and help maintain their long-term integrity. These changes will also form part
of the constitutional conversation that Aotearoa New Zealand needs to have.

Again, these ideas are not new. For example, more than 35 years ago the
PUao-te-Ata-Tu report called for government to “harness the initiatives

of the Maori people and the community at large to help address the

[social] problems” and “...poromote and sustain community responses”.?®
Other jurisdictions, including the United States and Australia, made
significant shifts towards devolving child protection decision-making to
indigenous communities in the 1970s and 1980s.%” Australia also made a
transformational shift in the provision of disability services and supports in
2013 using a person-centred insurance model under the National Disability
Insurance Scheme, enabling disabled people to choose and control who
provides their support. In 2019, Canada passed legislation affirming the right
of indigenous peoples to self-determination, including jurisdiction in relation
to child and family services.?®

25 Glazebrook, S, Baird, N & Holden, S, New Zealand: Country Report on Human Rights, Victoria University of Wellington Law
Review, Volume 40 (2009, page 58).

26 Department of Social Welfare, Maori Perspective Advisory Committee. Puao-te-Ata-tu (Day Break): The Report of the
Ministerial Advisory Committee on a Maori Perspective for the Department of Social Welfare (1988, pages 44-45).

27 Indian Child Welfare Act, PL 95-608, Approved November 8, 1978 (92 Stat. 3069); Secretariat of National Aboriginal and Islander
Child Care, Aboriginal and Torres Strait Islander Child Placement Principle: Aims and Core Elements (June 2013, page 2).

28 An Act respecting First Nations, Inuit and Métis children, youth and families (S.C. 2019, c. 24), Assented to 2019-06-21.
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50. The Inquiry sees a future where there is minimal, if any, need for any child,
young person or adult who needs support to be placed in out-of-whanau
care. Individuals and whanau will have everything they need to flourish and
their mana will be enhanced. In he Mara Tipu, survivors will have the supports
and tools they need to heal and thrive and live a fulfilling and productive
life. In he Mara Tipu, Maori and the Crown will be genuinely partnering to
realise the promise of te Tiriti o Waitangi. Whanau, hapt and iwi will exercise
tino rangatiratanga over their kdinga and be empowered to care for their
tamariki, rangatahi, pakeke Maori and whanau according to their tikanga
and matauranga.

51 The Inquiry cannot map the full extent of the pathway to achieve its vision of
he Mara Tipu. The Inquiry can provide navigation lights based on its findings
and observations. Once its recommendations have been implemented,
survivors, people receiving supports and services, whanau, collectives and
local communities, the State and faith-based entities should review how far
they have come, how much progress has been made, and together, map out
the steps they need to take to achieve the vision.

He Mara Tipu — He piinaha taurima mo tuawhakarere
He Mara Tipu — what will the future care system
look like?

52. In this Part, the Inquiry uses “faith-based entities” to refer to organisations
with a faith-based interest involved in providing care supports and services.
The Inquiry does this to distinguish between the “faith-based institutions”
as defined in its Inquiry’s Terms of Reference, which were the subject of its
investigations into abuse and neglect of people in their care between 1950
and 1999. The Inquiry envisages that a broader range of denominations and
religious groups may be involved in providing care in the future.
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Nga mahi & ngd momo hinonga o te plinaha taurima
Functions of different entities in future care system

Independent
entities

Core Public Service







53.
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The diagram above describes the functions of the different entities in the

care system:

a. Individuals and whanau who need support can:

access the supports and services they need from care providers and/or
other providers (such as hospitals and schools) in their local communities

raise concerns (about the individual's wellbeing or care providers’

practice) or make complaints directly to care providers or other providers,
to the Care Safe Agency, and/or to Independent Oversight Bodies.

b. Collectives and [ or local communities: will be allocated funding by the

Commissioning Agency to procure supports and services tailored to meet

community needs from care providers, and to invest in community and

care provider capacity and capability building. Collectives could include

individuals, ropt, NGOs, faith-based entities, organisations, hapd, iwi, etc.

c. Care providers: collectives and/or local communities will procure

supports and services from care providers. Care providers could include

individuals, ropl, NGOs, faith-based entities, organisations, hapd, iwi, etc.

They will be responsible for:

providing preventative and holistic supports and services tailored to
meet community needs (including care and protection, youth justice,
disability and community mental health services)

complying with the National Care Safety Strategy and the rules,
standards and guidelines set by the Care Safe Agency, including
implementing safeguarding policies and procedure, being accredited
entities, having staff who are registered, screened, vetted and trained,
collecting full and accurate records, investigating and reporting
on complaints received by users of supports and services, and
undertaking mandatory reporting.

d. Other providers: schools and hospitals will be responsible for:

providing inpatient mental health and education supports and services

complying with the National Care Safety Strategy and the rules,
standards and guidelines set by the Care Safe Agency, including
implementing safeguarding policies and procedure, being accredited
entities, having staff who are registered, screened, vetted and trained,
collecting full and accurate records, investigating and reporting

on complaints received by users of supports and services, and
undertaking mandatory reporting.



e. Indepencdent Entities:

Puretumu Torowhanui Agency: an independent Crown entity with

a board, responsible for implementing the puretumu torowhanui

system and scheme

Care Safe Agency: an independent Crown entity with a board, the

primary regulatory agency for the new national care safety regulatory

system, with responsibility for:

>

whole of system leadership on preventing and responding to abuse
incare

developing the National Care Safety Strategy and its supporting
action plan to prevent and respond to abuse and neglect in care
setting, monitoring and reporting on care safety rules and standards
investigating breaches of rules and standards and enforcing a
range of sanctions and penalties against care providers, staff and
care workers

investigating and reporting on complaints received directly from
users of supports and services

collating and keeping a national register of complaints and the
outcomes of investigations from State and faith-based care
providers, other providers of supports and services, professional
registration bodies and Independent Oversight Bodies

accrediting care providers and other providers of supports

and services

registering staff and care workers who are not already covered by
existing professional registration regimes

setting training and education standards and developing
curriculums for staff and care workers

workforce development and career pathways for staff and

care workers

leading public awareness, education and prevention initiatives
undertaking research, data analysis and horizon-scanning

advising government on prevention and responding to abuse and
neglect in care, including where systemic deficiencies are identified.

Commissioning Agency: an independent Crown entity with a board,

responsible for:

>

allocating funding to collectives and [ or local communities so they
can procure supports and services from care providers

allocating funding to collectives and / or local communities to
invest in capability and capacity building

contracting delivery of inpatient mental health and education
supports and services from hospitals and schools.
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iv. Independent Oversight Bodies (the Ombudsman, Te Kahui Tika Tangata

Human Rights Commission, Health and Disability Commissioner,
Mana Mokopuna): work collaboratively to proactively investigate
care providers, hospitals and schools, and investigate and report on
complaints brought by users of supports and services.

f. Departments of State:

Care System Office: a departmental agency with its own chief
executive and advisory board, responsible for implementing the
Inquiry’s recommendations. It will: facilitate effective participation of
Maori in accordance with te Tiriti o Waitangi and public engagement
and co-design to implement the Inquiry’s recommendations; report
publicly on implementation progress, coordinate advice to Ministers
on the total amount of funding for the Commissioning Agency;
monitor the organisational performance of the Care Safe Agency,
Commissioning Agency and Puretumu Torowhanui Redress Agency;
provide policy advice to Ministers on the care system as a whole; and
administer the Care Safety Act.

Other government departments: would continue to provide policy

and funding advice to Ministers responsible for the care system and
administer relevant legislation (other than the Care Safety Act).

In he Mara Tipu, the State’s role in the care system will be focused on:

a. providing sufficient and sustainable investment in the care system,

including investment in capacity and capability building, and design and

delivery of care and support services, to realise he Mara Tipu

b. reporting to government, Parliament and the public on the use of public

monies to invest in the care system

c. administration of legislation relevant to the care system, including

legislation that upholds the rights of children, Deaf and disabled people,

and people experiencing mental distress

d. collaborating with people in care, survivors, whanau and communities on new

legislation or amendments to existing legislation relevant to the care system.

In he Mara Tipu, power, investment and decision-making about care services

have been devolved from the State to collectives and local communities. The

new arrangements for procuring preventative supports and services (through

the Commissioning Agency and collectives and / or local communities) will

drive strong, evidence-based investment approaches that will:

meet the aspirations and needs of people and whanau in need

a.
b. achieve the best possible outcomes for people in need

c. achieve fair outcomes for all people in need

d. enable early investment to prevent, reduce and delay the need for

out-of-whanau care.



Nga hua Mara Tipu
He Mara Tipu outcomes

56.

The Inquiry’s vision for the future — he Mara Tipu — will be realised when the
following outcomes are in place:

a. survivors of abuse and/or neglect in care have the supports and tools
they need to heal, thrive and live a fulfilling and productive life

b. the mana and mauri of every child, young person or adult in care is
recognised, upheld and enhanced

¢. no child, young person or adult experiences abuse or neglect
d. all individuals and whanau have everything they need to flourish

e. any individuals or whanau who need support are safe, are loved, receive
the supports they need, when they need them and for as long as they need
them, to realise their full potential and live a good life as they define it

f. te Tiriti o Waitangi rights and human rights protections, including those in
the United Nations Declaration on the Rights of Indigenous Peoples, and
economic, cultural and social rights, are given effect through incorporation
into domestic law that is subject to a supermajority to change or repeal it

g. whanau, hapu and iwi can exercise tino rangatiratanga over their kdinga and
to care for their mokopuna, uri and whanau

h. the human rights of Deaf and disabled people, and people who experience
mental distress, are fully realised through standalone legislation that
protects and strengthens these rights, including through giving effect to the
United Nations Convention on the Rights of Persons with Disabilities

i. few, if any, children, young people or adults need out-of-whanau care

j. collectives and local communities have the investment, capability and
capacity to proactively prevent and reduce harm in their communities,
and are empowered to design, implement and deliver locally led supports
and services for people who need them

k. entities and people providing supports and services are safe, highly
trained, skilled and well paid, and representative of those in care.
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Te parau Mara Tipu
The pathway to he Mara Tipu

57.

58.

59.

60.

61.

The Inquiry foresees at least three phases of work on the pathway to realising
he Mara Tipu between now and 2040:

a. Phase 1 (2024-2030): Implementing the Inquiry’s recommendations and
consolidating change

b. Phase 2 (2031): Review Phase 1 and implement next steps towards he
Mara Tipu

c. Phase 3 (2032-2040): Review Phase 2 and implement final next steps
towards he Mara Tipu

There is a significant programme of work involved in implementing the
Inquiry’s recommendations and realising he Mara Tipu. This will involve many
stakeholders and parties working together to achieve this shared vision.
Government, faith-based entities, hapd, iwi, communities and organisations
each have a critical role.

Embarking on the pathway to he Mara Tipu includes a significant shift in how
government and faith-based institutions work with communities. It is critical
that all voices are heard and have opportunities to participate, make shared
decisions and have ownership over the changes that will occur.

The process for implementing recommendations must give effect to te Tiriti
o Waitangi and the United Nations Declaration on the Rights of Indigenous
Peoples and enable Maori-led approaches. There must also be a process of
co-design with affected communities, including children, young people and
adults in care, survivors, Maori, Pacific peoples, culturally and linguistically
diverse communities, Deaf and disabled people, people who experience
mental distress, and Takatapui, Rainbow and MVPFAFF+. This is discussed
further in Recommendations 131-132.

The Inquiry envisages that community participation in the implementation
of recommendations and the care system generally will shift over time.
The Inquiry has identified three key phases, using the IAP2 Spectrum of
Public Participation.?®

29 International Association for Public Participation, IAP2 Spectrum of Public Participation (2018), https://iap2.org.au/resources/
spectrum/. Involve means “to work directly with the public throughout the process to ensure that public concerns and
aspirations are consistently understood and considered”, collaborate means “to partner with the public in each aspect of the
decision including the development of alternatives and the identification of a preferred solution” and empower means “to
place final decision making in the hands of the public”.
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Whainga 1 (2024—-2030): Te whakatinana i nga whakatau o te
Pakirehua me te whakatoka i nga mea ka hua

Phase 1(2024-2030): Implementing the Inquiry's
recommendations and consolidating change

62.

63.

The work during this phase would be initially led by the State and faith-based
entities, increasingly involving people in care, survivors, whanau and
communities in design and implementation.

The Inquiry envisages public participation in the design and implementation
of these recommendations operating at the “collaborate / co-design” level
on the IAP2 Spectrum of Public Participation. This means that the State

and faith-based entities would partner with communities in every aspect
of decision-making, including determining the issue [ problem, developing
solutions, assessing options and making choices.

Whainga 2 (2031): Te arotake me te whakarite ahunga ki he Mara Tipu

Phase 2 (2031): Reviewing and deciding on next steps towards
he Mara Tipu

64.

65.

66.

The State, Maori, faith-based entities, people in care, whanau and

communities jointly consider the outcome of the independent review into
the implementation of the Inquiry’s recommendations (Recommendation
136) and identify the next steps needed to continue towards he Mara Tipu.

During this stage, there will be some activities that are occurring at the
“collaborate [ co-design” level on the IAP2 Spectrum of Public Participation,
as discussed above. However, a key component of the review will be to
identify the remaining steps to reach he Mara Tipu, where communities are
empowered to make key decisions to minimise the need for out-of-whanau
care (Recommendations 111-115) and in relation to provision of services
for whanau in need of additional support. This would reflect the “empower”
level of the IAP2 Spectrum of Public Participation.

For transparency and accountability, the State and faith-based entities
would formally respond to the independent review by 31 December 2031,
including on the next steps and the timelines for implementation of these
(Recommendation 138).
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Whainga 3 (2032—2040): Te whakatinana i te ara whainga
ki he Mara Tipu

Phase 3 (2032-2040): Implement the next steps towards
he Mara Tipu

67. The Stateg, faith-based entities, people in care, whanau and communities partner
to implement the next steps they have collaboratively identified following the
independent review. By 2040, the care system reflects the vision — he Mara Tipu.
In he Mara Tipu, power, investment and decision-making about care services
have been devolved from the State to collectives and local communities.
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“Iremember that
staff members would
sometimes make jokes
about Samoans, and that other
staff members did not even
know | was Samoan and would
assume | was Maori.”

MR GU
Samoan



“My time in care
has fucked up
my whole life”

MRRA
Maori (Rongomaiwahine)




NGA WHEAKO O TE PURAPURA ORA
SURVIVOR EXPERIENCE

¥

Hometown: Kirikiriroa Hamilton Age when entered care: 12 years old
Year of hirth: 1988

Type of care facility: Foster homes; family homes — Melville Family Home, Silverdale
Family Home, Fairfield Family Home; specialist schools — Amber Centre Classroom;
residential specialist schools — Waimokoia Residential School in Tamaki Makaurau
Auckland; residential care - Weymouth in Te Tonga o Tamaki Makaurau South

Auck; trust programmes — Piako Whanau Trust programme, Te Whakapakari Youth
Trust Programme on Aotea Great Barrier Island.

Ethnicity: Maori (Rongomaiwahine)

Whanau background: Mr RA has two younger siblings with the same parents, two
half-sisters from his mother, and one half-brother and four half-sisters from his
father. His parents separated when he was young but lived together in the same
house a lot of the time.

Currently: Mr RA has spent time in prison. His children, whom he loves, were going
to be taken into State care, but Mr RA opposed that, so they remained with whanau.
Nevertheless, he feels he's passed on intergenerational trauma. He doesn't believe
Oranga Tamariki can keep his kids safe, so he's always made sure they stay with

whanau while in care.

When | was young, | was neglected at home ancl exposed to

gang culture. My mother was verbally abusive and rough on
me, and often violent to my dad. When | was 5 years old, there were
concerns about violence and neglect at home and Child, Youth and
Family Services (CYFS) got involved for a few months.

When | was 9 years old, my principal referred me to Special Education Services
(SES) because | was playing up at school and getting aggressive. | worked with a
psychologist who believed my behaviour at school was learned from home. She told
CYFS she was worried | was being beaten at home or not being looked after properly.
CYFS did nothing.
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| was sexually abused by a teacher aide when | was 9 or 10 years old. At first, | felt
he was genuine and looked up to him. He would praise me, encourage me with my
schoolwork and buy me lunch. My mum trusted him too and let me go to his place
for the weekend, where we played Nintendo and smoked fish. | slept on a mattress
in his lounge. When | woke in the morning, he had his hand on my penis and was

masturbating me. | automatically knew it was wrong and told him | wanted to go home.

| couldn’t tell my mum what had happened, and | had to deal with that man over the

next seven years as he went on to work in Youth Justice.

In late 1998 | went to the Amber Centre Classroom at SES - it was mostly good but
staff would restrain me and I'd get into arguments with other kids. Staff and my
psychologist were worried about my wellbeing at home because | would beg not to go
back there. CYFS didn't do much to look out for me, but my psychologist referred me
to Waimokoia, and | went there for a year. But the staff there sometimes restrained
me because I'd been aggressive or abusive, or fighting with other kids. They'd twist my
arms and pull my wrist back so it touched the back of my head. | was assaulted there
by a staff member and | would get into fights with other kids. I'd often end up in the

Time Out room.

After Waimokoia, my psychologist continued to monitor my schooling. | was still
acting out and was suspended a few times. Then | met with a psychiatrist for an
assessment. They thought | was constantly in stressed mode, needed therapeutic
input and whanau involvement in therapy. But my mum didn’t engage with mental

health services on my behalf so nothing happened.

Over the next few years, | came to police notice for offending and not showing up for
school. | was 12 years old and getting into serious crime. | didn’t show up to a family
group conference because | had run away. My parents said they had no control over
me, couldn’t stop me offending and didn’t want me back home. \When police found
me, | was placed in CYFS custody and sent to the Melville Family Home. | took off

within nine minutes of getting there. Each time | went back there I'd run away again.

Between the ages of 12 to 14 years old, when | ran away | would often stay at a
halfway house run by two women in their late teens/ early twenties. While | was there
I'd do sexual favours for them. There were no other adults supervising or caring for
me, and | didn’t go to school. | supported myself by dealing cannabis and stealing.

| was in CYFS custody a lot of that time - they knew | went back on the streets and to
the halfway house but didn’t do enough to keep me safe.
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Once, after being sent back to the Melville Family Home, | told a social worker that

some family friends were keen to look after me. | was formally placed with this family,
and I'm still close to them now. My foster mother told CYFS the women at the halfway
house had forced me to burgle houses to earn my keep, got me stoned and forced me
to have sex with them. My social worker told her to keep me safe and tell me it wasn't

my fault. But CYFS never spoke to me about it and | was never offered any counselling.

One weekend, | went to stay with my parents, and they wouldn't let me go back to

my foster family. Being back with my parents meant I didn’t go to school much and
got into trouble with police a few times — | ended up being referred to Youth Justice.
Over the next few months, | was placed in different family homes and ran away each
time. At one, | was appointed trackers and security guards from CYFS. | fought with
other boys at that home. The foster parents there would preach tikanga Maori to us
and try to incorporate Maori values. But at the same time, they'd allow all this violence
between us.

In mid-June 2002, when | was 13 years old, | ran away for a month. When | was found,

| said | wouldn’t run away again — but within two hours of being placed in a home, |
took off. When | was found a week later, CYFS had nowhere to place me so took me to
my father’s house. My social worker didn't try to contact me until | was picked up by

police in late August. | was placed in a family home and | took off again.

Later that year, my social worker did a wellbeing assessment that noted I'd
committed 80 offences since | was 11 years old, hadn’t attended any education
activity for some time, and most of my friends were engaged in criminal activity. |
was 14 years old and my parents didn’t know how to deal with me. A month later | was
arrested again and taken to Weymouth.

At Weymouth | was assaulted by staff members and excessively restrained —arm
locks, wrist locks, neck locks. | was always fighting with the other kids and staff didn’t
do anything to stop it. | got sent to Secure a lot, where you'd be locked down for 23
hours a day. | was also strip-searched by male staff. | had to take off all my clothes
and hold a towel around myself until they told me to show my arse. They had a metal
detector and if it picked up a lighter, I'd be made to squat or show my arse. | know a lot

of these searches didn't follow proper procedure.

In mid-2003, when | was 14 years old, | went to Whakapakari Youth Trust on Great
Barrier Island. The brochure said it was all about Maori integrity and connecting back
to your culture. One of my mates warned me not to go, and | wish I'd listened. We had
to do adult slave labour there - fishing, digging longdrops and woodcutting, which
was dangerous. We used chainsaws to cut giant trees. There was also a lot of violence
between the boys.
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We'd get punished for fighting, smoking or not working as hard as everyone else.
Punishment meant carting bags filled with rocks for a kilometre. It got to the point

where | was getting 50 bags at a time.

Every night we'd do over an hour of kapa haka, which was hard after a day of labour.
If we didn’t do something right, we'd get whacked with a long stick. If you showed
weakness after being hit, we'd have to stay longer and that frustrated everyone.

Once | found a stash of cannabis and took some - but a staff member worked out
I'd found it, tied me to a tree for two days and told me to think about what I'd done.
When | was untied, | had to go and see another staff member, a big guy. He told me
to lie about finding the cannabis. When | said | wouldn’t, he punched me in the face
and threatened me with more time on the island. Then he stood behind me and put
his hand on my penis, over my pants. | pushed away from him, then he told me to
stick his cock in my mouth. | said no, but he threatened to keep me on the island for
another six months. | was so scared and just about to do it when | spewed on the

floor, so he punched me in the side of the head.

When | left Whakapakari in September 2003, | went to my aunt’s place in Hastings.

It was cool living with her, although she was strict. However, | didn’t end up seeing

a social worker until October 2004, when | was 16 years old, and by that time | was
getting restless living with my aunt. She really tried with me but eventually she'd had

enough and | was removed from her care.

| ended up back at my dad's place — but mostly | was on the streets. Around this time,
the man who had sexually abused me was allocated as my Youth Justice co-ordinator.
He didn't do anything to me but it brought up all those old memories and | hated

seeing him again.

| had a few charges going through the Youth Court around then, and | was getting
into more trouble and getting arrested again. | ended up in Lower North Youth Justice
Residential Centre. There were lots of fights at Lower North. Once some of the other
kids tried to drown me. | smashed one in the face and had to go to Secure, which
seemed really unfair. | was strip-searched every time | went in there. I'd hold a towel
around me but then had to drop it down my legs to show them my butt and penis.

I had to squat too. It was always male staff who did the strip searches.

| was at Lower North until June 2005, when | was sent to Youth Justice North for a
few months. Some of the staff there were physically and verbally abusive. | ended
up in Secure about four times. In September, | ran away while being taken to court.

| was missing for a few weeks before | got picked up by police. | was convicted of
aggravated robbery and sentenced to two years’ imprisonment — and CYFS officially

closed my case in November 2005. | was 17 years old.
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My time in care has fucked up my whole life. | never understood its impact until | met
a counsellor who helped me identify why | act and think the way | do and how that

goes back to childhood trauma.

| have flashbacks and sleepless nights. | disassociate myself from the memories.
Sometimes | have internal rage and other times humbness. For years, | wasn't able
to connect with my Maoritanga because of a lot of the people who abused me were
Maori. But the biggest thing for me is the impact it's had on my kids. | was in prison
a lot of the time when they were growing up and, just like me, they've been taken
into State care.

In 2022, my lawyers sent my claim to the education and social development
ministries — it's not clear which part of the State is responsible for the abuse. My
lawyers tried to get information from Oranga Tamariki to help sort it out but they

refused to hand anything over because it was too hard to gather.

| don't trust the State or the care system. That started when | trusted someone who
abused me. | let my defences down and he betrayed me. | put my walls up and haven't
let them down since. | still get flashbacks about what he did to me, and yuck feelings.

| feel | am owed more than an apology but what can they provide? What's the price

of childhood?

I've done some serious offending and spent a lot of time in prison, and | don't want
evil to ruin me. Bringing my legal claim and seeking counselling is part of my quest

for closure, because | need to focus on moving forward.*°

30 Witness statement of Mr RA, WITNO712001 (Royal Commission of Inquiry into Abuse in Care, 15 August 2022).
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"Priests,
teachers and the
school nurse knew
about the abuse
but did nothing.”

MS NT
Pakeha




NGA WHEAKO O TE PURAPURA ORA
SURVIVOR EXPERIENCE

Mis NT

Hometown: Aorangi Feilding Year of birth: 1974

Type of care facility: Psychiatric hospital — Te Whare Ahuru Mental Health Ward in

Te Awa Kairangi ki Tai Lower Hutt
Ethnicity: Pakeha

Whanau background: Ms NT has two younger siblings. Growing up, her family

attended church regularly and she was an altar boy.

Currently: Ms NT has a partner and they have a good relationship. However,
her biological family can't accept her for who she is. Ms NT has a child from a
previous relationship

When | was a child, there were times | thought | was a woman,
but I didn't really know what transgender was.

| don't remember much from my childhood, although | remember attending church
twice a week. | made friends with another boy at primary school, and sometime
between the ages of 8 and 11 years old, we went camping with another friend.

My friend threatened me with violence and they made me give them blowjobs.

The sexual activity, including rape, continued for a number of years and my friend
used intimidation, financial control and physical assault to control me.

Because of this, | became sexualised at an early age and thought this kind of activity

was normal.

I went to a Catholic boarding school when | was teenager. | think | may have been seen
as an effeminate child - | was skinny and vulnerable and got bullied. | was beaten up
by other boys many times, and | was often caned until | bled. Priests and teachers, and
the school nurse knew about the abuse, but no action was taken. At 14 years old, | was
caught sniffing glue so | ran away and got expelled.
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I ended up at a local high school and the same ‘friend’ started sexually abusing me
again. It was horrible and became quite violent — he was stronger and bigger than me.
One day | just walked away — | hadn’t known | could do that before then. | had never
told anyone | was being raped and abused and it was only later | realised it wasn't

normal behaviour.
| blocked out the trauma with solvent use and cannabis, which reduced the pain.

| was expelled in sixth form, due to my low attendance and drug use. After that, my
parents asked me to move out. | had an older girlfriend by then, so | moved in with
her and we had a child. After a couple of years, | moved, got a polytech qualification,
broke up with my girlfriend and started to view myself as bisexual. But although | was
working and had started studying for a degree, things weren’t going well for me and |

attempted suicide. | was then diagnosed as having an adjustment disorder.

| finished my degree in 2000 and over the next few years, | travelled overseas, then
moved to Wellington and started work there. About this time, | started to confirm in

my mind that | was a woman.

| stopped using solvents when | was 28 years old but started using cannabis to cope

with my anxiety. At work, | was sexually harassed so | left. That, plus being diagnosed

with a brain tumour, led to my breakdown. Following that, | told my partner about my
childhood abuse. She was the first person | ever told. She listened, she understood,

and she was supportive.

| still have the brain tumour, it's slow gro