Recycling Former Psychiatric Hospitals in New Zealand: Echoes of Deinstitutionalisation and Restructuring

Abstract

This paper addresses a gap in the understanding of the geography of deinstitutionalisation. Whereas a number of researchers have considered the effects of this major policy shift in mental health care on the lives of former patients or the configuration of services, our analysis turns attention to a hitherto neglected legacy: the re-use of former hospitals. Consistent with the argument that the closure of psychiatric hospitals was at once an exercise in deinstitutionalisation and welfare state restructuring, we examine discourses surrounding re-use for echoes of both processes. We address our objectives through case studies of two former psychiatric hospitals in New Zealand - Seaview in Hokitika and Kingseat near Auckland - drawing in each case on an analysis of media coverage and field visits. We consider former asylums as sites of celebrity and find the shadow of stigma to be prominent, and manifested directly in suggestions that the former hospitals be used as prisons and in the partial redevelopment of one as a ‘horror theme park’. Indirectly, we see stigma reflected in the decision to allow the hospitals to deteriorate physically prior to the announcement of closure. While this stigmatising is attributable in the first instance to the imperatives of deinstitutionalisation, the evidence suggests strongly that it was co-opted and exploited by the forces of restructuring.
1. Introduction
It is often observed that contemporary western society is obsessed with celebrity and that interest in celebrities can outlast their ‘fame’. In popular culture, this interest in ‘life after celebrity’ is encapsulated in the question: where are they now? It can also be argued that locations, institutions and buildings have celebrity, and that such celebrity can give rise to the question: what went on here? These ‘celebrity places’ may reflect both positive and negative dimensions.  Thus we commemorate the birthplaces of famous people and sites of national importance. At the same time we also memorialise the locations of disasters and tragedies, perhaps most starkly the sites of the twentieth century Jewish holocaust (Charlesworth 2002).

Health and health care provide numerous examples of celebrity. One small part of South West England is the location of both the memorial museum home of Edward Jenner, discoverer of inoculation and the Bristol Royal Infirmary, infamous for a failure of research governance. Broad Street, London is a site of perennial celebrity within public health for its place in the history of cholera prevention (McLeod 2002), while celebrity (together with heritage) has played an ongoing part in recent debates over the future of St Bartholemews Hospital, London (Moon and Brown 2002). In this paper we see large psychiatric hospitals as institutions that once occupied a prominent place in the built environment and which accumulated celebrity initially through the therapeutic effectiveness of asylum and progressive forms of treatment. Like many instances of personal celebrity, this fame became progressively tainted with notoriety, and ultimately psychiatric hospitals were vilified as outdated and undesirable places for the care and treatment of the mentally ill or mentally challenged (Dear and Wolch, 1987; Gleeson and Kearns, 2001). Closure followed, leaving places of infamy and dread. Our objective is to probe the shadows cast by past celebrity on the potentially complex and nuanced processes by which the re-use of former psychiatric hospitals is negotiated. 

A decade ago, we engaged with the convergence of the policy process of deinstitutionalisation and political ideology of restructuring apparent in the final stages of closure of Tokanui Hospital, a large state-funded psychiatric facility in New Zealand (Joseph and Kearns, 1996). In that work we observed how, in the discourse surrounding closure, the principles of deinstitutionalisation became subsumed within the neoliberal logic of restructuring, such that treatment modalities were reduced to their organisational and financial characteristics. Further, the prevalent logic of restructuring meant that the consequences of deinstitutionalisation for both patients and hospital sites were not fully anticipated and in large measure left to market forces or the voluntary sector. With respect to patients, in later work we examined the difficulties of establishing alternative, community-based residential and treatment facilities for those who had previously looked to large hospital settings (such as Tokanui) for care (Joseph and Kearns, 1999; Kearns and Joseph, 2000). However, like the health care system and the public at large, we afforded little attention to the ‘shell’ that remained as the material remnant of a discarded institution.  

Our paper seeks to address this gap in understanding the geography of deinstitutionalisation. Whereas a number of geographers and others have considered the effects of this major policy change on the lives of former patients (e.g., Dear et al., 1980;  Kearns et al., 1987; Kearns, 1990; Laws and Dear, 1988; Pinfold, 2000; Parr, 2000), our analysis turns attention to the inanimate legacy: the abandoned former psychiatric hospitals. The continued focus on the New Zealand case flows from our previous work and is also justified in a very practical sense by the fact that most psychiatric hospitals remained open well into the 1990s (Kearns and Joseph, 2000).  Local debates on the re-use of former psychiatric hospital sites and buildings are therefore recent and sometimes even ongoing, thereby making them more amenable to interrogation. Consistent with our earlier argument (Joseph and Kearns, 1996) concerning the closure of psychiatric hospitals being at once an exercise in deinstitutionalisation and restructuring, we examine discourse surrounding re-use for echoes of both processes. In terms of deinstitutionalisation, we are interested in how (if at all) the therapeutic as well as the stigmatised celebrity of places of psychiatric care is carried forward into debates about the re-use of buildings and sites. In terms of restructuring, we are interested in how public and private interests are set against each other within those same debates and how their discourses engage with the divergent aspects of celebrity manifest in (former) asylums. 

The remainder of the paper is organised in four major sections. First, we critically examine three bodies of literature that serve to frame the research: analyses of the convergence of deinstitutionalisation and restructuring in New Zealand; theorisations of landscape and memory, especially as they relate to the asylum; and discussions of the re-use of former psychiatric hospitals. Second, we present case studies of Kingseat Hospital near Auckland and Seaview Hospital in Hokitika, outlining the background to each facility and reviewing their post-asylum history. In a third section, we draw on these accounts of closure and post-closure debates to reflect on the discourses of therapy,  stigma and public-versus-private interest as they are manifest in the interplay between  market responses and community attitudes regarding the re-use of the former celebrity sites. A concluding section considers the conditional and transitional nature of the current use of many former psychiatric hospital sites, including those we highlight, and the broader implications of the re-use of such sites. It also suggests directions for further research.   

2. Framing the research

We frame our research through reference to three bodies of scholarship. The first of these relates to mental health ‘policy’ in New Zealand, which we see as the overarching determinant of a closure process that was responsive as much to welfare state restructuring as to the desire for deinstitutionalisation. The second body of scholarship casts former psychiatric hospitals as institutions memorialised or in some manner ‘remembered’ in the landscape. Our third theme considers forces in the built environment that dictate possible or desirable re-uses for asylums and examines the current history of re-use internationally.

2.1 Deinstitutionalisation and restructuring

In earlier work (Joseph and Kearns, 1996; 1999; Kearns and Joseph, 2000), we focussed on the 1990s as a critical decade in which psychiatric hospitals finally gave way to community-based care as the dominant modality for the treatment for mental illness in New Zealand. The fact that this transition had not occurred earlier, in the 1980s or even the 1970s, is attributable to the piecemeal approach of government to mental health care. Indeed, Hall and Joseph (1988) went as far as to label the government stance in those decades as ‘non-policy’; the lack of even a weak policy framework for deinstitutionalisation guaranteed an ad hoc approach to community care and the persistence of high levels of institutionalisation. In 1982, more than 7,000 people were housed in psychiatric hospitals and these institutions consumed the bulk of the mental health care budget.

The delays in pursuing deinstitutionalisation meant that the policy debate on the closure of established places of care in psychiatric hospitals and the opening of new spaces of care in the community was overtaken and engulfed by the ideologically-driven transformation of the New Zealand welfare state in the 1990s (Joseph and Kearns, 1996). The purposeful and rapid dismantling of the welfare state pursued by successive National (‘conservative’) Governments after 1990 affected all sectors (Kelsey, 1997), including mental health care. Of considerable importance was the adoption of a managerialist approach to government and the promotion of a ‘contract state’ (Kirkpatrick and Lucio, 1996) in which the separation of the funding and provision of services was presumed to promote better financial management and greater efficiency and accountability (Barnett and Barnett, 1997). 

Democratically-elected area health boards were abolished in 1993 and replaced by four appointed Regional Health Authorities (RHAs). The RHAs were charged with purchasing care from providers that included clusters of public hospitals operating as Crown Health Enterprises (CHEs) and a range of private and voluntary providers. It was assumed that cost savings would accrue from competitive contracting for services. This funding system served to pressure CHEs to accelerate plans for the closure of psychiatric hospitals labelled as ‘expensive’ as well as outmoded, even if plans for community care and its funding were incomplete. Thus, institutions that had once played a pivotal role in mental health care were ‘stigmatised’ as both expensive and ineffective. Little effort was made to calculate the real cost of the community care networks needed as replacements for discarded hospitals, and the innovations in therapy introduced in the 1980s and early1990s were marginalised in the rush to close hospitals and to re-allocate funds elsewhere (Joseph and Kearns, 1999). 
By the beginning of the new millennium, RHAs and CHEs had themselves been consigned to the history book of acronyms, but the primacy of financial factors (‘the best service at the best price’) and the elevation of private interest over public good remained enshrined in the New Zealand health care system (Kearns, et al., 2003). In the context of the present paper, our interest lies in how this legacy of ‘health care as business’ has permeated attitudes toward the recycling of former psychiatric hospitals and their sites. To this end, both the footprint of the sites (the land) and the vacant buildings, constitute a physical resource. The disposal of this resource, the (former) health care estate, entails policy and practice decisions in which a multiplicity of competing themes must be balanced. This balancing is confounded by the celebrity of asylum.
2.2 Remembering the asylum 

The built environment abounds with elements that evoke memories, whether personal or collective. While other people are likely to be oblivious to places that are sites of personal significance (due, for example, to instances of trauma or celebration in times past), sites of collective memory are more likely to be kept ‘on the map’ by various means. Sites of collective remembrance may be complete buildings or ruins on the ‘heritage circuit’ travelled by tourists, or the more strategically preserved - and often politically contested -- remnants of events or even purpose built memorials (Marshall, 2004). Indeed, the links between landscape and memory are pervasive (Schama, 1995). Symbols and signage lend authority to particular readings of places, with memory being consequently “reassigned and controlled” (Gough, 2004: 251).

Compared, for instance, to war memorials (McLean and Phillips, 1990), closed psychiatric hospitals are unlikely to be sufficiently prominent in the national consciousness to warrant systematic treatment or memorialisation in situ. Indeed, in the New Zealand context, the names of closed hospitals arguably loom larger in the collective memory than do the sites themselves. By way of example, names like ‘Tokanui’, ‘Sunnyside’, ‘Seacliff’, ‘Cherry Farm’, ‘Porirua’ and ‘Lake Alice’, which derive from locality names, are widely associated with now-closed facilities. (see Figure 1). Yet actually locating such abandoned sites is far from easy, with few signposts and minimal reference on maps. To an extent, therefore, we can say that institutional names are prominent markers in themselves.  In cases such as the former Carrington Hospital in Auckland (subsequently bought and rehabilitated as a tertiary educational institute in the 1990s) renaming (in this case from Carrington Technical Institute to Unitec) was, in effect, a re-branding that arguably attempted to sever the re-used buildings from their institutional heritage.      
[Figure 1 about here]

If the actual sites of discarded psychiatric hospitals remain largely uncelebrated, there is an increasing trend towards remembering them through other means. Scenes within the abandoned wards of Tokanui Hospital, for instance, are preserved in an on-line photo gallery [http://www.usefilm.com/photographer.asp?ID=64225&PF=8765] and through an oral history project [ http://www.teawamutu.co.nz/news/2003/08/04-museum.shtml]. Rather than strictly local expressions of memory, these efforts to remember comprise part of a broader trend in which the asylum is making a spectral return to public awareness through the efforts of artists who are seeking out abandoned hospitals (Adams A., 2004). Indeed, the aforementioned projects on Tokanui involved clandestine visits to a site otherwise rendered off-limits to visitors. In this sense, a geography of haunted places, a guerrilla psychogeography – however metaphorical – is kept alive by acts of insurgent exploration by individuals who consider the affects as well as effects of asylum worth saving from their abandoned sites. We see this highly-interpretive (and often speculative) exploration of abandoned sites as complementary to the detailed documentation of specific and often contested memories of those who experienced the asylum firsthand (see Parr et al., 2004: Philo, in press).
Not all former psychiatric hospital sites remain in a state of decrepitude however. Where old buildings, or at least their sites, have been put to new uses, efforts to remember the former use include the placement of heritage designation on certain buildings to prevent demolition (as in the case of the former Carrington Hospital) and the erection of memorials that, in words and symbols, speak to the lives of those who lived and worked there. This form of remembrance of past celebrity is the subject of separate research not reported here; suffice to say however that it is rare.
2.3 Re-cycling psychiatric hospitals

In our earlier work on the contemporary private asylum, we argued that it is as much the experience of a secluded, elite, and purportedly therapeutic landscape (including aspects such as comfortable accommodation) that underlies peoples’ desire to seek out such places and underwrites their financial survival, if not success (Moon et al., 2005: Moon et al., 2006). Here, we argue that the same underlying dimension of distancing that affords survival to the private asylum, often comprises an obstacle for the productive ‘recycling’ of larger stigmatised public facilities, particularly where distancing is marked. The impact of the distancing challenge is starkest  in more rural locations in the form of under-used or abandoned buildings that remain a number of years after their closure. While successfully rehabilitating (some) patients has not been easy, neither has rehabilitating the buildings they occupied. One explanation relates to the physical and symbolic distance of some asylums from centres of economic and social activity.

In one sense, we can see the cessation of asylum functions in largely rural areas as part of a continuum of closures associated with economic and service sector restructuring as well as population decline (Kearns and Joseph, 1997). In New Zealand, a range of elements of the service infrastructure have been ‘downsized’ or have even disappeared – the local bank, chemist and even post office have become a memory in many small rural towns (Britton, et al., 1992; Joseph and Chalmers, 1996). Instances of effective resistance have been few in number (Barnett & Barnett, 2003; Kearns, 1998). More recently, another ‘wave’ of closures has involved schools that have ceased operation through the Ministry of Education’s ‘Network Review’ process (Kearns et al., 2007). In each of these cases, rural communities have been left with closed, yet purpose-built, infrastructure – sites which were formerly places of employment, rich symbolism and community interaction. As such, closures have been variably resisted and re-uses (e.g. a bank as a community centre; a post office as a café) have involved a preservation of heritage. This ‘recycling’ amounts, in some cases, to a commercial gentrification in which the challenges presented by the location and design features of formerly public spaces such as schools and churches are overcome in their conversion to private use and profit. A parallel privatisation of the mental health care landscape is arguably more problematic, with the notable exception (see below) of suburban asylums swallowed up by urban expansion (Chaplin and Peters, 2003).
An extensive search identified just two studies of how former psychiatric hospitals have been used since closure. In a U.S. survey, Dolan (1987) sent questionnaires to 258 state hospitals, asking about changes to the size of grounds and buildings between 1970 and 1985. A particular concern was the re-use of property, defined as the sale, lease or rental of hospital property to new users.  Dolan found that 32% of hospitals had undertaken property transfers involving 370 buildings and 20,000 acres of land. Of the new uses, 26% were related to mental health, 11% involved correctional activities (e.g., prisons and juvenile detention facilities). Most of the other cases of re-use (53%) involved activities such as recreation, education and housing. Significant to our concerns is Dolan’s comment that “one might have expected that the stigma of mental illness would have limited the types of re-use activities to those related to corrections and to the provision of mental health services. However the large number of re-use activities associated with education, office space, recreation and housing …indicate that state hospital property offers a wide range of opportunity for reuse” (1987, 410).

Elsewhere, and more recently, Chaplin and Peters (2003) surveyed 71 hospitals in six areas of England to determine the proportion of hospitals still open and the fate of those that had closed. Of the 53 (75%) closed hospitals, 14 sites included derelict buildings. In a majority of cases, their ‘listed’ (i.e., heritage) status had resulted in the preservation of the buildings, often as ‘luxury’ housing developments. Indeed, the authors report than six developments were “entirely private with no public access, often guarded by security guards” (Chaplin and Peters, 2003: 227). Interestingly, property developers often deployed adjectives in their advertising - such as ‘seclusion’ and ‘sanctuary’ - that could be applied to earlier uses. Yet explicit reference to the former psychiatric uses was only made in a small minority of cases, “possibly reflecting the stigma of their former existence”. According to the authors, “paradoxically, asylum can now be bought in an ideal self-contained community, with security to keep society out” (Chaplin and Peters, 2003: 228). 

These two studies indicate how when located in, or engulfed by, urban development, the widespread surge in land values means that sites can readily be converted into prestige housing developments. These can have the distinction of a heritage appearance that can over-ride the stigma of direct association with psychiatric detention (Chaplin and Peters, 2003). In other words, accessibility to other amenities (including employment) and escalating land values have been the imperative for rapid recycling of urban hospital sites, not unlike other ‘brown field’ urban uses such as converted loft apartments in former warehouses and tourist markets in ‘heritage’ industrial buildings (Adams D., 2004; Cole, 1987; Zukin, 1989). Within a more rural institutional fabric, the comfortable ‘fit’ between a large residential facility and a sympathetic community grown used to its idiosyncrasies can unravel upon closure (Joseph and Kearns, 1996). The challenge is what to do with closed institutions that are relatively isolated from centres of employment and /or located in small settlements. In such situations an accumulated anxiety and stigma is associated with sprawling and often poorly maintained sites and buildings and this exacerbates the challenge of productively re-using such sites.

3. The case studies
3.1 Overview

In new Zealand, as noted above, former psychiatric hospitals like Carrington located in (now) suburban areas have been quickly re-cycled within the built environment, albeit not always without incident,. In contrast, we see Kingseat and Seaview as representative of locations replete with aspects of ‘otherness’. Kingseat is located in a transitional (farming, recreation and residential) rural area about 50km south west of central Auckland in New Zealand’s North Island. It is found in an area that has been characterised by relatively low levels of development and population within what is otherwise an aggressively expansive metropolitan region (Badcock, 2004). Seaview is located on a terrace overlooking the Tasman Sea in close proximity to the built-up area of Hokitika in Westland. Hokitika, population approximately 5,000 in 2006, is the second largest settlement on the sparsely populated west coast of New Zealand’s South Island. While Seaview’s setting may be suburban in its local context, on any other scale it is undeniably isolated.
3.2 Method

Our case studies are based on a blend of observation and interpretation of textual discourse. A series of visits to the Kingseat and Seaview sites by members of the research team in 2003 (Seaview), 2006 (Kingseat) and 2007 (Seaview) provided an opportunity to assess the current condition of sites and buildings. These visits also provided an opportunity to consider the degree of ‘remnant symbolism’ and evidence of re-use in each location. Access to local discourse on the re-use of sites and buildings was obtained via the analysis of media coverage and websites. Specifically, relevant articles were extracted from Newztext Plus, an on-line database of full text copy contributed to by the publishers of New Zealand’s major print media, supplemented by the use of microfiche archives to access more elusive sources. We use the media coverage to develop a narrative of the re-use debate, beginning from the point at which closure is announced, and to outline major threads in the discourse on re-use relating to memories of therapy and stigma, and the recognition of public and private interests. An important characteristic of this narrative is that it represents the views of actors as expressed at the time rather than through the hazy lens of recollection. 

We begin each of the two narratives with a brief history of each institution, paying particular attention to the ‘stories’ attached to closure.  We then present in more detail the evolution of discussions concerning re-use. We point to significant threads within the discourse and quotations are used liberally to anchor the narrative. Discussion and interpretation is reserved for the next major section of the paper.
3.3 Seaview Hospital

The establishment of the Seaview Lunatic Asylum in 1872 in Hokitika, the centre of the West Coast gold fields, was the result of a media-supported campaign for ‘civic improvement’ in which the West Coast Times repeatedly reported growing disquiet with the mixing of criminals and lunatics in the Hokitika Gaol. The site chosen for the new lunatic asylum was “Mount Pleasant” (Seaview Terrace) adjacent to the gaol reserve. The site was seen as both therapeutic and secure. In the words of F. Dermott the County Surgeon, the site would “…enable the lunatics to enjoy an uninterrupted sea view at the same time as they would be within the high fence necessary for their safe-keeping” (Brunton, 1997: 15). Unfortunately, the irony of choosing Mount Pleasant was not lost on the West Coast Times, which quickly dubbed the area “Misery Hill” when it learnt that the mad were to join the bad (gaol) and the dead (cemetery).

The subsequent history of Seaview, including the translation from lunatic asylum to mental hospital and finally to psychiatric hospital, parallels that of mental health care in New Zealand, but a few key observations are warranted following Brunton (1997) and Townsend (1998), two historians of the facility. First, the ‘association’ with the Hokitika Gaol persisted well into the 20th Century. The gaol, located between the hospital and the Hokitika Cemetery, remained open until 1909, and on closure its buildings were absorbed by the hospital. They remained in use until demolished in 1922/23 as part of a major re-build of the hospital. Second, the hospital was always peripheral geographically within New Zealand’s ‘network’ of lunatic asylums/mental hospitals and to its evolving population distribution. Indeed, as early as 1909 the Inspector-General for lunatic asylums suggested that, owing to the low demand for acute beds on the West Coast, Seaview could be closed as soon as the rail link with Canterbury was completed. However, despite the relatively small number of acute patients generated locally the hospital survived, in large part by accepting transfers of long-term chronic patients and intellectually handicapped residents from overcrowded institutions elsewhere. The ‘ageing in place’ of these transferees meant that in comparison with other hospitals in New Zealand, Seaview had an over-representation of older residents, often without any family support. Third, throughout its history Seaview appears to have maintained a reputation as a place of genuine asylum: “no record can be found of any formal inquiry into the neglect or abuse of patients or mismanagement at any stage in Seaview Hospital’s history” (Brunton, 1997: 76). Fourth, throughout its history the hospital was a major source of jobs for the local community, with employment levels peaking at over 200 in the early 1970s.

The number of patients resident in Seaview increased steadily over the years, rising to over 500 in most years in the 1950s, and declining only modestly through the 1960s and 1970s as new therapies were introduced. Numbers only began to decline more markedly (to below 200 by the early 1990s) as specific services were removed in line with a general policy of deinstitutionalisation.  Restructuring in the health sector also played an important role - the transfer of responsibility for mental hospitals from the Ministry of Health to regional hospital boards (1972), then to area health boards (1988), to crown health enterprises (CHEs) (1993) and most recently to district hospital boards (2001) set in motion moves to tie local expenditure on provisioning with local needs for services. The closures in 1992 of the Westland Hospital (located next to Seaview) and the Seaview Nursing School were emblematic of the piecemeal transfer of services, and important sources of employment and civic status, from Hokitika to neighbouring Greymouth approximately 45  km away (Brunton, 1997).

The announcement of the planned closure of Seaview coincided roughly with the celebration of the hospital’s 125th anniversary in 1997 and evoked considerable protest and ongoing opposition. On August 4, 1997 The Press reported that “the planned closure of Hokitika's Seaview Hospital has been condemned by West Coast public health watchdog Coalition for Public Health and intellectual disability support group Rescare New Zealand.” Rescare national president Bill McElhinney was quoted as saying: “To close the doors of another psychiatric hospital is reprehensible and there will be a price for such high-handed action. The Seaview Hospital Action Group was formed in late 1997 to question (and oppose) the closure. The Action Group submitted a 2600-signature petition – impressive given that Hokitika has only 5000 residents - opposing the closure of Seaview to the Health Minister in 1998 (The Press, 26-5-98) and, through its spokesperson, David Tranter, pushed hard for an inquiry into the closure, citing public concern with the state of mental health services on the West Coast: "There are patient assaults on staff taking place, staff shortages, staff summarily dismissed for speaking out, and there could well be problems with community caregivers," … "It's a shambles and it needs sorting out" (The Press, 22-11-99). 

Notwithstanding these protestations, in May, 2000 Coast Health Care (the local CHE) announced that “acute psychiatric services at Seaview Hospital will be relocated to Greymouth by November [and that] talks are advanced with Ngai Tahu (the dominant Maori iwi [‘tribe’] on the South Island)  to buy the 30h hospital site for a possible marae (meeting area)  development” …“the site has been declared surplus and the tribe has first option to buy under the Ngai Tahu Claims Settlement Act” (The Press, 2-5-00). In the same article, it was reported that Westland District Council was to approach the government with a plan to turn Seaview into a medium-security prison. This proposal elicited an irony-laden response from David Tranter of the Seaview Hospital Action Group: “If a Seaview prison did eventuate, it could be housing people who in the past may have been cared for in Seaview’s specialist mental health facility by experienced professionals” (The Press, 2-5-00).  The planned sale of the Seaview site to Ngai Tahu received ministerial consent in March 2001 (The Press, 20-3-01). In the same article, it was noted that the sale would become unconditional on April 12 and that the 40h grounds (The Seaview site plus the former Westland Hospital Site) “contain several closed villas, a nurses home, a number of houses, a modern administration block, large community hall, former laundry, and the Chapel of the Holy Spirit, which was built about 30 years ago from funds raised in Hokitika.” Remaining acute services would migrate to the Grey Base Hospital in Greymouth on April 2, while the two villas housing long-stay psychogeriatric patients would be leased back by the West Coast District Health Board. 

The next day it was reported that “angry West Cast Maoris are threatening legal action to stop the leaders of the Katiwaewae runanga (the local governing body of Ngai Tahu) from buying Seaview Hospital” and that “the row erupted on the day the Hokitika community bid farewell to Seaview Hospital in an official function in the hospital chapel” (The Press, 21-3-01). Opposition spokesperson Ned Tauwhare noted that “from a Maori point of view, do we really want to build a whare tupuna (meeting house) up there knowing the wairua (spirituality) of that site…We’ve had our own people up there who have been mentally sick and died up there as well.” He also noted that the costs of developing the site went way beyond the $900,000 purchase price – “we’re probably talking about $4 million for the full development of the site. What right have we to saddle our future with that debt?” (The Press, 21-3-01). In April, it was announced that the West Coast District Health Board, which was relying on the proceeds of the sale to help finance the recent upgrade of the Grey Base Hospital, was seeking clarification of Ngai Tahu intentions (The Press, 19-4-01). In May, following a four week extension allowed by the government, it was announced that Ngai Tahu had “collapsed” the deal to buy Seaview: “Katiwaewae runanga manager James Mason Russell said the protest by a few runanga members had no bearing on the outcome – the runanga believed the negotiated price was too high” (The Press, 23-5-01).  

The implications for the West Coast District Health Board of not selling quickly were noted in the same article: “…the collapse of the Seaview deal meant the Board was now faced with paying the Government extra finance charges, as well as the ongoing costs of maintaining the Seaview property…” The latter were estimated to be in the order of $270,000 per year (The Press, 29-6-01). The Board was also faced with an assertion of the community interest: “The Westland District Council wants to partition off parts of the former Seaview Hospital…to ensure community ownership…it has earmarked the Chapel of the Holy Spirit, Hokitika Glow Worm Dell, the historic Seaview lighthouse and an area for the future expansion of the Hokitika Cemetery” (The Press, 23-7-01). The role of the Hokitika community in raising funds for the chapel was highlighted.

 In November, 2001 fresh interest in “buying the disused Seaview Hospital property” was reported (The Press, 28-11-01). This was good news for the District Hospital Board, which was reported to be technically insolvent; “the board is keen to sell Seaview lock, stock and barrel to help clear some of its debts” (The Press, 1-12-01). Early in September of 2002 the media reported the sale of Seaview, but noted that the District Hospital Board expects to spend $50,000 to upgrade sewerage to meet the conditions of the original resource consent (The Press, 3-09-02)  

The new owners’ ambitious plans for the Seaview (and former Westland Hospital) site were revealed by The Press on March 25, 2005: “A restaurant, bar, art gallery, backpackers' accommodation and pre-school will be developed over part of the old Seaview psychiatric hospital site. At the adjoining Westland Hospital site, the bulldozers will move in soon to clear the site to make way for a ‘gated’ 25-section housing subdivision [Seaview Terrace Estates].” It was noted that “they [the developers] were being careful to not develop a block subdivision, choosing instead to maximise the sea outlook while retaining the historical and aesthetic amenities of the area and recognising the personal and family connections to both hospital sites over the past 130 years”. It was acknowledged that the subdivision would later be extended along the terrace into the Seaview grounds. In the same article, it was reported that “an interim development is already underway at Seaview to start generating revenue from the existing infrastructure”….and that this plan “includes converting the former hospital administration block into quality accommodation for up to 30 people, and the Kotuku nurses' hostel into budget accommodation for up to 60 backpackers. Next to the administration block, the hospital admission ward Kiwi Villa will become a restaurant and bar overlooking the coastline, with the whole of Sefton wing devoted to art studios and a gallery” (The Press, 24-3-05). As a footnote to the closure of Seaview, it was noted that “the only interest the West Coast District Health Board retains in either hospital site is a month-by- month lease of Ruru Villa as home to 20 psycho-geriatric patients until a new dementia unit is built at Grey Base Hospital, in Greymouth”. It was announced in mid-2006 that the dementia unit in Greymouth would be completed at the end of 2006 (Greymouth Star, 17-8-06). At the time of the February 2007 site visit the psychogeriatric unit was still on the Seaview site – a reminder of past service.

3.4 Kingseat Hospital

Kingseat (Mental) Hospital was a major expression of the expansion of New Zealand’s mental health treatment capacity in the inter-war period, although its location in a rural setting south of Auckland reflected the desire to provide a balance between seclusion and accessibility that was reminiscent of earlier (Victorian) ideals. Kingseat was officially opened in 1932 and named in honour of a progressive Scottish institution. Below we draw on Thompson (1982) to highlight important moments in its pre-closure history. Small groups of patients were housed temporarily on the site during its development. In accordance with the standards of the time, the hospital was built as a series of villas catering to different patient groups (by sex and diagnosis, and eventually also by age).  The villas were markedly larger than those built in the same period at Seaview, and the location of the hospital in a prosperous agricultural area and its large estate meant that the hospital’s staff and patients produced much of their own food.  By the outbreak of WW II, the hospital had eight villas and a total patient capacity of 400 and by 1946 patient numbers approached 900. Employment levels increased along with patient numbers, approaching 200 by the early 1950s, a markedly higher staff to patient ratio than at Seaview.  

The hospital campus was expanded and modified through the 1950s, 1960s and 1970s as expectations concerning the provision of social activities and various (traditional and innovative) therapies evolved, with the change in mindset signalled in part by the change in name from ‘mental hospital’ to ‘psychiatric hospital’ in 1961. In contrast to Seaview, where the majority of patients were from distant centres, Kingseat’s resident population was drawn primarily from the expanding urban area of Auckland. This meant that a full range of services had to be offered and that beds were not left empty for long. Additionally, the population was younger than at Seaview, and included intellectually handicapped children after1943. It also included more patients under active treatment, including those for whom periodic restraint was deemed necessary. In 1967, on instructions from the Ministry of Health, the hospital gave up its 660 acre farm as part of its ‘modernisation’, thereby distancing itself from Victorian forebears and launching the hospital into its last decade of ‘comfort’ and ‘self-assurance’.

In the 1970s, Kingseat responded to the calls for greater community outreach and for fuller integration with other components of the health care system, but by the 1980s the hospital was witnessing the progressive restriction of its mandate and a decline of resident numbers. By 1995, the capacity of Kingseat had been reduced to 110 beds (or about 10% of its peak capacity) and South Auckland Health announced that it would be closed and the site and buildings sold (Truth, 5-01-96). Soon after, the purchase of the 60 hectare site by the Tainui (a Maori iwi based in the Waikato region) Development Corporation was announced. The reaction to the announced price was one of surprise: “The decision to sell this 60ha psychiatric facility at a bargain-basement price of $6.8 million--soon after spending $10 million on its upgrading--ranks among the most stupid and unforgivable made by this Government” (Truth, 5-01-96).  In the same article, opposition based on the loss of services (and a treatment modality) along the same lines as noted earlier for Seaview was voiced: “More and more people in urgent need of help will be turned away... Public pressure will eventually force an end to this heartless policy of attrition. Some future government will be made to recognise the need for more places such as Kingseat.” Further opposition to closure crystallised around concerns voiced by the police for public safety stemming from the loss of a secure treatment site (New Zealand Herald, 10-11-95).

Within a year, Tainui had put Kingseat back on the market: “Tainui Development Ltd executive director Greg Parker said Tainui bought the property from South Auckland Health with the intention of establishing an Auckland-based postgraduate residential college …[but]… the college would now be in central Auckland close to the university” (Waikato Times, 31-5-97). It was noted that “The Kingseat property contains more than 50 buildings, 14 two-level brick and tile villas, an administration complex, 107-room nurses home, lecture theatre and kitchen. Recreational facilities include sports fields, bowling green, swimming pool and tennis courts.” Possible uses were noted to be “as an education or health facility, retirement village, equestrian centre, horticultural centre or rural lifestyle subdivision” (Waikato Times, 31-5-97). Tainui accepted an offer to purchase from the The Prince Corporation (a Korean-based investment group), but the Corporation subsequently sought to set aside the agreement on the “grounds of alleged misrepresentation as to the state of the property” (Waikato Raupatu Lands Trust, 2002). Pending the result of litigation, Tainui retained control of the property, renting part of it back to South Auckland Health until it was reported that “today, Kingseat Hospital will be officially closed. The last patients held in the former mental institution will be moved off the rural complex and transported to a newly refurbished secure mental health unit” (Scoop Auckland, 28-07-99). In the same year the headline “Kingseat looks likely as new 600 inmate prison” (Scoop Auckland, 16-08-99) announced another parallel with the Seaview experience. The prison proposal was dropped, in part because of opposition from nearby residents and their local governments: “Delays and uncertainty they say are stalling land sales in the area and causing suspicion between residents” (Scoop Auckland, 16-08-99). 
In 2003, it was announced that “Tainui's sale of Kingseat Hospital is complete -- almost six years after the deal was done. An out-of-court settlement has been reached with Auckland-based Prince Corporation, which agreed to buy the 60ha former psychiatric facility in South Auckland for an undisclosed sum in 1997” (Waikato Times, 30-01-03). In the same article a Tainui spokesperson was quoted as saying “We are glad to see the back of this headache.” The Prince Corporation has yet to release a comprehensive plan for the site, but parts of the property have been rented out.  One particular leasing arrangement is worthy of note. In October, 2005 it was announced that “One of New Zealand's notorious former psychiatric hospitals will become the home of a horror show. 
A haunted house is set to open next week in the old nurses' home at the former Kingseat Hospital at Karaka, south of Auckland” (New Zealand Herald, 22-10-05). The same article went on to note that “The company is aware of the potential for accusations of bad taste by choosing a former psychiatric hospital, where many experienced mental suffering and some patients say they were mistreated. ‘That's why we've got it in the nurses' home and not the actual hospital itself.,’ ‘Spookers’ manager Julia Watson said ‘We also will be having absolutely nothing to do with a mental asylum’.” Other views have been aired. In her regular column in Canvas magazine, Daya Willis (2005, 10) wrote that “while there are undoubtedly excellent arguments for the old Kingseat Hospital grounds being put to use after all these years, there’s also something creepy –something downright disrespectful, methinks – about running a fake scare-athon out of a property that saw so many people live through real horrors.” Clearly, as these comments suggest, commercial exploitation of stigma raises important questions about the ease by which selectivity in the collective memory can be fostered.   


4. Reflecting on the legacies of deinstitutionalisation and restructuring

In outlining the narratives for Seaview and Kingseat we are interested primarily in the echoes of deinstitutionalisation and restructuring evident in the re-use of the sites. We cannot however ignore the dynamics established within the process of closure. For both hospitals there was a ‘run down’ of capacity that began more than a decade prior to the actual announcement of closure, such that in their final years both hospitals were mere shadows of their former selves – in terms of the range of services provided and number of patients in residence. Kingseat, for instance, had a capacity of only 110 beds when closure was announced in 1995, and these residents would have been almost ‘lost’ amongst its 50 buildings spread over a 60 hectare campus. 

The protracted nature of the ‘real’ as opposed to ‘formal’ closure process served to dilute and deflect public debate (and media interest) in the demise of these previously-prominent institutions. It is also evident from the narratives that the physical condition of buildings was allowed to decline in the ‘decade of closure’: why invest in a facility that is regarded as outmoded? The poor condition of Seaview was cited as one of the reasons for opposition to its purchase by members of Ngai Tahu, while litigation over the sale of Kingseat focussed on the failure (or otherwise) of its Tainui owners to provide a true account of its condition to the Prince Corporation. We see this condition issue as an indirect but very important reflection of the stigmatising of psychiatric hospitals within the health care system, although we acknowledge that the increasing cost of maintaining ageing infrastructure pre-dated discussions of deinstitutionalisation. This physical neglect (mirrored presumably by reluctance to resource new therapies) compounded the impact of the compelling arguments mounted in favour of deinstitutionalisation. 
More directly the stigma attached to these sites of treatment also had a direct effect on post-closure re-use. First, the predilection towards suggesting prisons as appropriate uses both for Kingseat and Seaview suggests an easy association between one type of confinement and another that is echoed in evidence from the US (Dolan, 1987). It is also strongly redolent of Foucauldian analyses of carceral regimes in that there is ready interchange between desires for the surveillance and confinement of different socially-stigmatized populations. Second, in a very real sense, stigma is also the filter that circumscribes the possibilities that enter the discourse on re-use.  In the Seaview case, stigma in the form of negative wairua for Maori contributed to the collapse of the initial sale of the hospital.  Ironically, it could be argued that this same stigma helped attract Spookers to the Kingseat site. In the newspaper article describing the arrival of Spookers, Kingseat is described as a “notorious former psychiatric hospital.” This notoriety was fuelled by the media’s close coverage of accusations of abuse and inappropriate treatment at the hospital and of the ongoing litigation associated with those accusations. Headlines such as “Abuse complaints ‘should be believed’” (New Zealand Herald, 21-06-04) and “Bad medicine” (Sunday Star Times, 3-04.05) serve to overshadow the legacy of therapy and epitomise the souring of celebrity alluded to early in the paper. 
We also detect in the two narratives strong echoes of restructuring, in its own right and intertwined with the legacy of stigma and therapy. Considering the latter first, we have already noted the under-resourcing that resulted in the steady deterioration of buildings in the decade preceding formal closure. While attributable in part to the characterisation of the hospitals as outmoded, the spectacular nature of neglect is also attributable to the financial ‘squeeze’ put on health care providers throughout the 1990s. As noted in the Seaview case, district health boards were anxious to divest themselves of salaries and running costs of public facilities and eager to contract services from supposedly more efficient private or voluntary providers. In both the Seaview and Kingseat cases, sales were pursued even though alternate facilities were not in place, with the consequent need to rent back space from the new owners.
For both hospitals, opposition to closure picked up on the restructuring-driven haste in which closure was pursued. Thus, as noted for Tokanui Hospital (Joseph and Kearns, 1996), opposition to closing traditional bastions of care for the mentally ill was expressed as critique of what were often very tentative efforts to set up networks of care in the community. There was also direct and forceful criticism of the perceived sale of public assets at ‘bargain basement’ prices. However, and in contrast to the above, in both the Seaview and especially the Kingseat case, it was evident to new owners that government valuations had been inflated. Indeed, Tainui’s relief at finally getting rid of Kingseat, its ‘headache’, underscores this. 

A second aspect of ‘privatisation’ relates to the broader meaning of the two hospitals for their local communities, and allows us to make a link back to the legacy of (asylum and) at least intended therapy that was so effectively eclipsed by stigma and financial imperative within the closure and re-use debates. In the Seaview case, where there had  been a lack of recorded cases of abuse, there lingers within the discourse of closure and re-use a recollection of things well done. These feelings were expressed most clearly in Hokitika’s farewelling of its largest public institution in 2001. As the organiser, Lynnette Moore, put it: “We just felt the town should be able to say goodbye, seeing that Seaview has been such a big part of Hokitika” She also voiced her hopes about the community’s ability to remember their hospital: “I’m sure we’ll still call it Seaview Hospital and even if we don’t, it will still be Seaview to everyone else” (The Press, 15-3-01).  By the time of our site visit in early 2007, signage for ‘Seaview Terrace’ had replaced that for ‘Seaview Hospital’ and claims for the return of the chapel to the community had been rebuffed, but nonetheless Seaview illustrates the continuing importance of community positioning. In smaller communities the celebrity of asylums is intertwined with their role as major employers and highly visible components of the local scene.
5. Conclusion

Our research uncovered echoes of both deinstitutionalisation and restructuring in the discourses of closure and re-use associated with Seaview and Kingseat Hospitals. While the stigmatising of former sites of asylum and therapy is attributable in the first instance to deinstitutionalisation, we see it as being underlain and exploited by the restructuring imperative. The latter was so strong and so pervasive in New Zealand in the 1990s that opposition to the alienation of public property (and indeed of the communal history associated with it) was fragmented, easily marginalised (in local enclaves) and eventually left behind by the sheer scale and pace of the government’s retreat from the care of its most vulnerable citizens (Kearns and Joseph, 2000; Kelsey, 1997). 

The long-term complexion of the Seaview and Kingseat sites remains unclear, as the current owners of both former hospitals maintain that some (if not all) current uses are transitional ones. However, we detect a trend toward the dis-placing of former uses and the re-branding of the sites. At Seaview, for example, this could progress along the lines described by Chaplin and Peters (2003) in the UK.  What is now Seaview Terrace will attract those interested in ‘seclusion’, ‘sanctuary’ and ‘a secure private and environment’ but, counter to the claims of the developer, there will probably be little interest in preserving what remains of the largely decrepit fabric of what is unmistakeably an old hospital. Conversions of existing ‘heritage’ buildings only work when the buildings in question are in relatively good repair and when traces of former stigmatised uses can be designed out. Even those better buildings that currently house transitory uses are likely to be at risk; owners of luxury housing with a commanding view of the Tasman Sea are not likely to regard a backpackers hostel as a suitable neighbour on the former ‘Misery Hill’. 
In looking forward in this way we must acknowledge that the impact of the confluence of deinstitutionalisation and restructuring is now waning. In recent discourse, a strong desire by current owners to re-brand their purchases - to sanitise them and hold them safe from their past – seems to be emerging. In this sense the existence of Spookers at Kingseat may be an anomaly, reflective perhaps of the fact that the current (and reluctant) owners have not yet generated a coherent vision for the site and are content to exploit the proximity of a large metropolitan market for novelty and spectacle. Significantly, also, neither of our case sites are urban per se. In terms of the space-economy, this, perhaps, helps explain the gradual pace of land-use conversion that has allowed an enduring expression of deep-rooted values that (to a diminishing extent) bind individuals, community and institutions through the matrix of landscape. 
Save in situations where buildings are officially preserved for their heritage value or capable of sensitive conversion for a ready residential market, we may thus conclude,  at least for our case studies, that the longer-term imprint of former asylums may thus lie more securely in the retention of their relict landscapes and street plans. In an (urban) planning context, former asylums are valued as serviced spaces: semi-prepared landscapes, often of some quality, that can readily be converted to other uses. We may still be left with a site, possibly even buildings, but psychiatry and mental illness are often erased or reduced to vicarious, voyeuristic allusions to the former use. What is left is a site of commercial opportunity that can be repackaged as ‘old’. Grounds that once provided exclusion now provide exclusivity.  In cases, such as Seaview, where communities experienced relatively positive relationships with a local asylum and where a recursive sense of ownership and belonging developed over time, memories may persist. Where this is not the case, the post-Spookers Kingseat, the site becomes one where future land-uses appropriate a suitable landscape with little reference to its former use.

Our paper has argued for an expansion of cultural-geographic interest in the place of memory in the built environment to include abandoned sites of psychiatric treatment. Evidence of this gap and opportunity is highlighted by the fact that the only two cross-sectional surveys of closed facilities we identified were in psychiatric journals (Dolan, 1987; Chaplin and Peters, 2003). While two of the key concepts that have informed this paper (stigma and therapy) are common property within the social and health sciences, both terms are inherently geographical, and their implications have been considered separately by other health geographers (Gesler, 1991; Dear and Wolch, 1987). We contend that further work employing these concepts in research on former asylums is warranted. How do planning processes aid the ‘recycling’ of sites and thus influence the retention of collective community memory and the direction of local economic development? How can the community aspirations and memories inscribed at former hospital sites be valued?  Future work might also examine the conversion of former psychiatric hospitals into either educational facilities or luxury housing developments. We see in the former, epitomised by the Unitec students’ branding of their (former Carrington Hospital) campus as ‘Looneytec’ (McKechnie, 2004), the potential for the active re-imagining of the mental hospital. In the latter, we detect the re-exploitation of the therapeutic values of asylum and isolation – in keeping a troubling world at bay and mimicking the contemporary phenomenon of gated communities.
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Caption for Figure 1: Location of case study sites in context of psychiatric hospitals remaining in 1990s
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