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Foreword

Welcome to the fourth edition of the Office of the Director of Mental Health 
Annual Report. This report is a summary of the legislative activities of 
the Mental Health Group and others, as stipulated in the Mental Health 
(Compulsory Assessment and Treatment) Act 1992. We publish this report 
annually to demonstrate our commitment to ensuring transparency, 
accountability and trust in government and its agencies. 

To streamline the 2008 annual report the amount of descriptive 
information repeated from previous reports has been reduced. For people 
wishing to access this information, all of the previous reports are available 
on the Ministry of Health website www.moh.govt.nz

When reading the 2008 annual report it is important to note that, as in previous years, the report 
does not attempt to interpret data variations between District Health Boards, as these could be due 
to a number of variables, including practice, size, location, population and configuration. 

The compilation of the report has required the work of many people. Data collection relies on the 
willingness of mental health services to collect information meaningfully and forward it to the 
Ministry. Compiling the data into a form suitable for publication depends on the work of people 
throughout the Ministry. I am grateful to the many people who made this report possible.

David Chaplow (Dr)
Director of Mental Health 
Chief Advisor (Mental Health)
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Introduction

Objectives
The objectives of this report are to:

• provide information about specific clinical activities that must be reported to the Director of 
Mental Health under the Mental Health (Compulsory Assessment and Treatment) Act 1992

•  report on some of the activities of District Inspectors

•  report on the activities of the Mental Health Review Tribunal

•  contribute to the improvement of standards of care and treatment for people with a mental 
illness

• inform mental health service users, their families and whānau, service providers and 
members of the public about the role, functions and activities of the Office of the Director of 
Mental Health (the Office) and the Chief Advisor, Mental Health.

Structure
The report is divided into three main sections. Following the introduction, the first section 
provides an overview of the legislative and service delivery contexts in which the Office 
operates. The second section describes the work carried out by the Office in 2008. This includes 
ongoing functions, as well as special projects that will not be repeated. The final section 
provides statistical information, which covers the use of compulsion, seclusion, reportable 
deaths and electroconvulsive therapy. The appendix contains a chart mapping out the Ministry’s 
position in the New Zealand health system. 
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Context

This first section describes the context in which the Office operates, including the roles of the 
various statutory positions, the context in which the mental health sector operates and the guiding 
legislation.

The Mental Health (Compulsory Assessment and Treatment) 
Act 1992
The Mental Health (Compulsory Assessment and Treatment) Act 1992, here referred to as the 
MH(CAT) Act, provides a framework for balancing public and personal rights and defines the 
circumstances under which people may be subject to compulsory psychiatric assessment and 
treatment. The MH(CAT) Act also makes provisions for respecting human rights.

The role of the MH(CAT) Act, as set out in the Act is to:

redefine the circumstances in which and the conditions under which persons may be 
subjected to compulsory psychiatric assessment and treatment, to define the rights of 
such persons and to provide better protection for those rights, and generally to reform and 
consolidate the law relating to the assessment and treatment of persons suffering from 
mental disorder.

The MH(CAT) Act provides for the treatment of up to 4000 people at any one time. Treatment for 
most of these people is managed in the community. 

Statutory positions under the Mental Health (Compulsory 
Assessment and Treatment) Act 1992
The MH(CAT) Act is administered by a number of statutory roles. 

• The Director and Deputy Director of Mental Health: Section 91 of the MH(CAT) Act provides 
for the appointment of a Director and Deputy Director of Mental Health. The Director of Mental 
Health is responsible for the general administration of the MH(CAT) Act under the direction of 
the Minister of Health and Director-General of Health. The Director is also the Chief Advisor, 
Mental Health, within the Ministry of Health. Fulfilling these roles requires the Director to 
undertake a range of statutory and quality-monitoring functions.

• Directors of Area Mental Health Services: Under section 92 of the MH(CAT) Act, Directors of 
Area Mental Health Services are appointed by the Director-General of Health. Directors of Area 
Mental Health Services are employed by and function within the respective District Health 
Boards. They must report to the Director of Mental Health every three months regarding the 
exercise of their powers, duties and functions. 

• Responsible clinicians: Under the MH(CAT) Act, the Directors of Area Mental Health Services 
appoint responsible clinicians to the care of each and every patient, defined in the MH(CAT) 
Act as a person required to undergo assessment or to be subject to compulsory treatment. 
Responsible clinicians are accountable to the Directors of Area Mental Health Services for the 
assessment, treatment and care of patients under their responsibility, within both the inpatient 
setting and the community.
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• District Inspectors: Part six of the MH(CAT) Act sets out the rights of patients. District Inspectors 
are essential to the monitoring of these rights. The Minister of Health is responsible for 
appointing District Inspectors, who operate independently from mental health services. They 
receive and may inquire into complaints by or on behalf of patients. District Inspectors are 
also required to inspect services regularly. The Director of Mental Health can initiate a District 
Inspector-led inquiry into a wide range of issues relating to the care and treatment of service 
users and the management of services.

 District Inspectors must report to the Director of Mental Health on the exercise of their 
powers, duties and functions on a monthly basis. More information about District Inspectors 
is contained in sections 94 to 99A of the MH(CAT) Act, and in the Guidelines for the Role and 
Function of District Inspectors Appointed under the Mental Health (Compulsory Assessment and 
Treatment) Act 1992 (Ministry of Health 2003).

Staff of the Office of the Director of Mental Health
The Office of the Director of Mental Health is a small team. Early in 2008 it merged with the Rights 
and Protection Team in the Mental Health Group. Together the two groups form the Office of the 
Director of Mental Health. Its members work closely with, and are heavily reliant on, other sections 
within the Mental Health Group at the Ministry of Health. During the 2008 calendar year the staff 
comprised:

• Dr David Chaplow, QSO, MB ChB, FRANZCP; Director of Mental Health and Chief Advisor, 
Mental Health

•  Dr Charles Hornabrook, MB ChB, FRANZCP; Deputy Director of Mental Health and Senior 
Advisor, Mental Health 

• Dr Frances Hughes, ONZM, RN, PhD, FANZCMHN, Principal Advisor, Mental Health

•  Ms Penny Ellison, Personal Assistant to the Director and Deputy Director of Mental Health

• Mr Stephen Enright, Team Leader

• Mrs Sue Green, Senior Analyst

• Ms Claire Tennent, Policy Analyst

• Miss Freya Smith, Policy Analyst

• Mr Chris McIlroy, Policy Analyst

• Mrs Helen Wong, Support Officer.

In December 2008 the team welcomed Penelope Bailey, who has replaced Penny Ellison in the 
position of Personal Assistant to the Director and Deputy Director of Mental Health.  

The strategic environment
Mental health operates within the same broad legislative, organisational, strategic and funding 
frameworks as the rest of health. Features that make mental health care different are:

• statutory framework for compulsory treatment

• the Mental Health Commission

• the cross-directorate responsibilities within the Ministry and the sector

• the number of non-governmental organisations involved in service delivery

• the Blueprint funding stream (Mental Health Commission 1998).
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Strategic directions for mental health sit within the context of both the New Zealand Health 
Strategy and the New Zealand Disability Strategy. The New Zealand Health Strategy includes 
improving the health status of people with severe mental illness as one of 13 priority areas, along 
with suicide prevention, alcohol harm minimisation and reduction in violence. The New Zealand 
Disability Strategy covers people with a psychiatric disability. Within He Korowai Oranga: Māori 
Health Strategy (Minister of Health and Associate Minister of Health 2002) mental health is one of 
the identified priority areas for Māori.

Mental Health Strategy
The development of the first national Mental Health Strategy, comprising Looking Forward: 
Strategic directions for the mental health services (Ministry of Health 1994), Moving Forward: 
The National Mental Health Plan for More and Better Services (Ministry of Health 1997), and the 
Blueprint for Mental Health Services: How things need to be (Mental Health Commission 1998), 
was fundamental to the growth and quality improvement seen in the decade to 2005. Te Tāhuhu – 
Improving Mental Health 2005–2015: The second New Zealand Mental Health and Addiction Plan 
(Minister of Health 2005) now joins Looking Forward and Moving Forward. Together with its action 
plan, Te Kōkiri: The Mental Health and Addiction Action Plan 2006–2015 (Minister of Health 2006), 
this will provide the vision and actions needed for growth and quality improvements in mental 
health for the next decade.

Agencies
The Ministry of Health is the government health agency concerned with policy, regulation, 
monitoring, acting as the Government’s agent, some direct contracting, and payments. It has 
a facilitation role and is expected to provide leadership within the sector and advice to the 
Government. 

District Health Boards (DHBs) were set up under the New Zealand Public Health and Disability Act 
2000. They are responsible for funding, planning and direct or indirect health service provision 
for their respective populations. DHBs receive government money on a population-based funding 
formula. They contract with the Minister of Health in the Crown Funding Agreement for agreed 
outputs to ensure the provision of health and disability services to their resident populations.

The non-governmental organisation (NGO) sector is a major player in the delivery of mental 
health and addiction services, with about a third of all funding going to approximately 500 NGOs 
providing mental health services. The services range in size from small consumer-run drop-in 
centres, to multi-million-dollar providers of residential and home-based support. Eighty percent of 
the NGOs have fewer than 11 full-time positions. NGOs provide a significant level of service in the 
areas of alcohol and other drug treatment (especially residential treatment), problem gambling, 
kaupapa Māori, family support, and residential and home-based support.

Mental health services
Specialist services are still expanding, with a focus on recovery. Mental health has central funding 
for workforce initiatives, which supplement regional and local initiatives. Contrary to common 
perceptions, most people who require mental health treatment receive it in the community. Around 
90 percent of service users access only community services (including residential care), according 
to the Mental Health Information National Collection. The remaining 10 percent of people receive a 
mixture of community and inpatient services. 

Inpatient care is expensive, accounting for 30 percent of the cost of services, and a large 
proportion of the cost of acute inpatient care goes on a small proportion of service users with 
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repeat admissions. Evidence suggests that a number of these admissions could be avoided with 
better community care, thus reducing cost as well as improving outcomes for service users.

Other legislation

Criminal Procedure (Mentally Impaired Persons) Act 2003
The purpose of the Criminal Procedure (Mentally Impaired Persons) Act is to:

‘restate the law . . . relating to mentally disordered persons who are involved in criminal 
proceedings, and to make a number of changes to that law’, including changes to:

• provide the courts with appropriate options for the detention, assessment and care of 
defendants and offenders with an intellectual disability

• provide that a defendant may not be found unfit to stand trial for an offence unless the 
evidence against the defendant is sufficient to establish that the defendant caused the act or 
omission that forms the basis of the offence 

• provide for a number of related matters, including processes for the treatment, detention and 
care of defendants who are convicted. 

In 2003 the Criminal Procedure (Mentally Impaired Persons) Act 2003 replaced part five of the 
Criminal Justice Act 1985.

Land Transport Act 1998
The key areas of relevance in this Act are the provisions concerning drivers’ licences for patients 
under the MH(CAT) Act. Directors of Area Mental Health Services are responsible for retaining 
the suspended drivers’ licences of special patients and patients subject to compulsory inpatient 
orders, under section 19 of the Land Transport Act 1998. Directors of Area Mental Health Services 
are also responsible for returning licences to patients and for forwarding licences to the Director of 
Land Transport when a patient ceases to be a special patient or subject to a compulsory inpatient 
order. Licences are returned by Directors of Area Mental Health Services temporarily where patients 
are certified fit to drive while on leave.

Section 65 of the Act relates to the mandatory penalties for repeat offences involving the use of 
alcohol or drugs.  A person sentenced under section 65 of the Act will be ordered to attend an 
assessment centre and will be disqualified from holding or obtaining a driver licence until the 
Director of Land Transport removes that disqualification under section 100 of the Act. The Act 
defines an assessment centre as an establishment approved for the purposes of the Act by the 
Chief Executive of the Ministry of Health.

Misuse of Drugs Act 1975
Section 24 of this Act relates to the treatment of people who are dependent on controlled drugs.

Alcoholism and Drug Addiction Act 1966
This Act ensures provision for the care and treatment of alcoholics and drug addicts.

Victims’ Rights Act 2002
Under the Victims’ Rights Act 2002, section 37 concerns giving notice to registered victims of the 
discharge, leave, escape or death of an accused or offender who is compulsorily detained in a 
hospital. 
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Activities for 2008

This section describes the work of the Office of the Director of Mental Health in fulfilling its 
statutory and other functions, and reports on the special projects carried out by the Office during 
the 2008 calendar year. 

The mental health target
The Director-General of Health, Stephen McKernan, introduced 10 sector-wide health targets in 
2007. The Director of Mental Health, in his Chief Advisor role, was appointed ‘target champion’ for 
the mental health target. The target stipulates that at least 90 percent of people who have been 
service users of mental health and addiction services for two years or more must have a relapse 
prevention plan. 

Figure 1 shows the results of DHBs’ quarterly reporting for the 2008 year. Nationally, for 2008 
the rate of relapse prevention plans increased from 60 to 76 percent, and this coincided with a 
decrease in acute bed use of 11 percent per 100,000 population (more up-to-date data was not 
available for this report). 

Two DHBs were unable to report accurately in the fourth quarter because of changes to their 
information systems. Seven DHBs met the 90 percent target at the end of 2008. On average, 
79 percent of long-term mental health service users had relapse prevention plans at the end of 
2008, representing a 19 percent increase in service users with plans since the health target was 
introduced.

Figure 1: Percentage of service users with a relapse prevention plan, by DHB, 2008
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Sector visits (to DHB and NGO mental health services)
During 2008 the Director of Mental Health made a number of visits to DHBs and NGOs, as shown in 
Table 1. The reason for these visits is to:

• promote mental health target compliance

• communicate and explain government policy

• assist in problem solving

• gain awareness of innovation and achievements in the sector

• assist in planning

• make presentations to groups of people

• support the statutory officers (eg, the directors of area mental health services). 

Many of the visits are by invitation.

Table 1: Sector visits by the Director of Mental Health, 2008

DHB Date of visit

Whanganui 20/02

06/08

Southland 01/05

Auckland 11/06

04/07

20/11

Te Waiponamu Addiction Unit 
(Canterbury)

26/06

Bay of Plenty 08/08

Taranaki 12/08

Canterbury 27/11
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Sector meetings
In 2008 the Director attended a number of meetings, as shown in Table 2. The Director’s statutory 
and advisory roles involve close collaboration with statutory officers. Most of the meetings listed 
are Ministry-sponsored but sector-led. For practical reasons, most are convened in Wellington.

Table 2: Meetings attended by the Director of Mental Health, 2008

Meeting Date of visit

Christchurch District Inspectors 30/01

National Directors of Area Mental Health Services 19/02

20/05

19/08

18/11

National Directors of Area Mental Health Services, 
Managers and Clinical Directors

20/02

21/05

20/11

Directors of Mental Health Nursing 27/03

27/06

District Inspector National Caucus 27/03

28/08

National Association of Opioid Treatment Providers 19/06

Mental Health Review Tribunal 09/10

Pacific Island Mental Health Network Annual Report
The World Health Organization’s Pacific Island Mental Health Network (PIMHnet) is in its third 
year of activity. PIMHnet incorporates 18 countries from around the Pacific region, and is 
funded through Overseas Development Aid Funding from New Zealand’s International Aid and 
Development Agency. New Zealand is an active member, and the Director of Mental Health is the 
national focal contact in New Zealand. 

PIMHNet has been very active in the last year. The following activities were developed to improve 
outcomes for people with mental illness in Pacific Island countries. 

• In February 2008 PIMHNet met with a number of NGOs from around the Pacific region. The aim 
of the meeting was to talk about mental health initiatives and to forge links between Pacific 
Island countries to support the further development of mental health, and to provide a forum 
for sharing information and resources.

• An information resource kit for health professionals and social service agencies in the Pacific 
was developed in 2007, and in 2008 the kit was published and distributed. The resource 
provides information and education for people experiencing mental illness and their families. 

• During 2008 the World Health Organization and PIMHnet worked with the World Organization of 
Family Doctors to launch a publication on primary mental health. 
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The growth of sustainable processes for engagement and development will take time. As Pacific 
countries develop policies and plans for addressing mental health, the advantages of PIMHnet are 
becoming more apparent. The opportunity for Pacific countries to work collaboratively with World 
Health Organization countries has ensured that Pacific countries are starting to receive the support 
they need, and the commitment of individual governments to the mental health of their peoples is 
developing so that improvements can begin.

District Inspectors
The Office of the Director of Mental Health’s responsibilities in relation to the District Inspectors 
include:

• co-ordinating the appointment and reappointment of District Inspectors by the Minister of 
Health

• managing District Inspector remuneration

• receiving and, where appropriate, responding to monthly reports from the District Inspectors

• facilitating twice-yearly national meetings of District Inspectors

• setting up inquiries under section 95 of the MH(CAT) Act

• implementing the findings of section 95 inquiries by District Inspectors.

The role of district inspectors
District inspectors are required to report regularly to the Directors of Area Mental Health Services 
after their visits to mental health services. They are also required to report monthly to the Director 
of Mental Health on the exercise of their powers, duties and functions. These reports provide the 
Director with support for the approval of invoices for services, as well as an overview of mental 
health services and problems with services. In the current reporting year District Inspectors have 
continued to provide valuable feedback on services.

Section 95 reports completed by 31 December 2008
The Director of Mental Health will occasionally, under section 95 of the MH(CAT) Act, require an 
inquiry to be undertaken by a District Inspector. These inquiries typically also involve an audit 
process for implementing the recommendations that flow from the inquiry. During 2008 one 
section 95 inquiry was initiated. It is currently ongoing. Table 3 shows the number of completed 
section 95 inquiry reports received by the Director under section 95 of the Act over the past seven 
years.

Table 3:  Number of completed section 95 inquiry reports received by the  
Director of Mental Health, 2002 to 2008

2002 2003 2004 2005 2006 2007 2008

0 1 2 1 4 1 1
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Number of District Inspectors at 31 December 2008
As at 31 December 2008 there were 35 District Inspectors appointed to specific regions throughout 
New Zealand. One senior advisory district inspector oversees all of the District Inspectors. A list of 
current District Inspectors is available on the Ministry of Health website http://www.moh.govt.nz 

Appointment of district inspectors
In the year from 1 January 2008 to 31 December 2008, 24 District Inspector positions expired, and 
each vacant position was filled. No District Inspectors resigned or had their warrant revoked during 
the reporting period. 

Special patients and restricted patients
Special patients and restricted patients are covered by part four of the MH(CAT) Act. Their care is 
provided in accordance with either the MH(CAT) Act or the Criminal Procedure (Mentally Impaired 
Persons) Act 2003. Special patients include:

• persons charged with, or convicted of, a criminal offence and remanded to a secure hospital for 
a psychiatric report 

• remanded or sentenced prisoners transferred from prison to a secure hospital

• defendants found not guilty by reason of insanity 

• defendants unfit to stand trial 

• persons who have been convicted of a criminal offence and both sentenced to a term of 
imprisonment and placed under a compulsory treatment order 

• people designated as restricted patients because of the special difficulties they present and 
the danger they pose to others. 

The Director of Mental Health has a central role in the management of special patients and 
restricted patients. The Director may direct transfer (section 49 of the MH(CAT) Act), or grant leave 
for any period not exceeding seven days for certain special and restricted patients (section 52).  
Longer leave requires Ministerial assent (section 50), but is not available to special patients 
unfit to stand trial. The Director provides briefings to the Minister when requests for leave or 
reclassification are made. The Director must also be notified of the admission, discharge and 
transfer of special and restricted patients, and certain incidents involving these patients  
(section 43). The process for reclassifying special and restricted patients differs depending on the 
patient’s particular status, but usually requires Ministerial involvement. 

The following section 50 long-leave applications, revocations or change of status applications were 
processed by the Office of the Director of Mental Health during 2008 (see Table 4).  
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Table 4: Long-leave, revocation and reclassification requests for special and 
 restricted patients, 2008

Type of request Acquitted due 
to insanity

Unfit to stand 
trial

Restricted 
patients

Initial Ministerial s. 50 leave applications 12 − 1

Ministerial s. 50 leave revocations 3 − −

Further Ministerial s. 50 leave applications 13 − 2

Change of legal status applications 17 − 1

Change of legal status applications approved 14 − 1

Prisoner transfers to hospital
Once a person has been sentenced to a term of imprisonment, a compulsory treatment order 
relating to the prisoner ceases to have effect. Remand prisoners may remain on a pre-existing 
compulsory treatment order, but it is considered ethically inappropriate to enforce compulsory 
treatment in the prison environment. If compulsory assessment and/or treatment is required, 
section 45 of the MH(CAT) Act provides for the transfer to hospital of mentally disordered prisoners.  
Section 46 allows for voluntary admission to hospital with the consent of the prisoner and approval 
of the prison superintendent. 

Table 5 records the number of prisoners transferred to hospital from 2001 to 2008. All such 
admissions must be notified to the Director of Mental Health, although historical records are 
incomplete. The average duration of admission was only calculated where both the admission and 
discharge dates were known (approximately 31 percent of cases). 

Table 5:  Prisoners transferred to hospital, 2001 to 2008

Year Prisoners transferred to hospital 
under committal (s. 45)

Average duration of s. 45 
admission (days)

Prisoners transferred to 
hospital voluntarily (s. 46)

2001 134 62 4

2002 96 29 0

2003 113 38 2

2004 121 52 1

2005 117 48 8

2006 128 49 16

2007 98 33 2

2008 80 51 2
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Hybrid special patients
The introduction of the Criminal Procedure (Mentally Impaired Persons) Act 2003 allowed the court 
to sentence a convicted offender to a term of imprisonment while also ordering their detention in 
hospital as a special patient (if mentally disordered). These special patient orders are referred to as 
hybrid orders because they combine aspects of compulsory treatment and imprisonment. In 2008 
there were six hybrid orders made under section 34(1)(a)(i) of the Criminal Procedure (Mentally 
Impaired Persons) Act 2003.  

Report of the Mental Health Review Tribunal
The Mental Health Review Tribunal (the Tribunal) is an independent body established under section 
101 of the MH(CAT) Act. It comprises three members, one of whom must be a lawyer and one 
a psychiatrist; by convention the third member is a community member. Although the Tribunal 
comes under the auspices of the Ministry of Health, it is independent of both the Ministry and the 
Minister.   

Functions of the Tribunal
The principal function of the Tribunal is to review the condition of patients pursuant to sections 79 
and 80 of the MH(CAT)Act. Section 79 relates to people who are subject to ordinary compulsory 
treatment orders, and section 80 relates to the status of special patients.

The Tribunal has a number of other functions under the MH(CAT) Act, including reviewing the 
condition of restricted patients (section 81), considering complaints (section 75), appointing 
psychiatrists authorised to carry out certain functions (sections 59–61) and considering brain 
surgery cases (section 61).

Powers of the Tribunal
Under section 79 of the MH(CAT) Act the Tribunal decides whether or not patients subject to 
ordinary compulsory treatment orders are fit to be released from compulsory status. If the Tribunal 
decides they are, the patient is released from compulsory status with immediate effect. 

Under section 79 of the MH(CAT) Act, the crucial issue is whether or not the patient is ‘mentally 
disordered’ as that term is defined in section 2 of that Act. If the patient is found not to be mentally 
disordered by the Tribunal, then it follows as a matter of law that the patient is fit to be released 
from compulsory status. Conversely, if the patient is found to be mentally disordered, then as a 
matter of law the patient is not fit to be released from compulsory status.

Under section 80 of the MH(CAT) Act, in relation to special patients, the Tribunal makes 
recommendations to the Minister of Health or the Attorney-General.  It is for the Minister or 
Attorney-General, not the Tribunal, to determine whether there should be a change of status.

The Tribunal also investigates complaints. If the Tribunal decides a complaint has substance, it 
must report the matter to the director of area mental services, with appropriate recommendations.
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Tribunal statistics
During the year ended 30 June 2008 the Tribunal received 226 applications. Table 6 presents the 
types of applications received for the year ending June 2008. Table 7 shows the outcome of those 
applications. 

Table 6: Number of MH(CAT) Act applications received by the Tribunal, 
for the year ending June 2008

MH(CAT) Act applications Number of cases

Section 79 213

Section 80 11

Section 81 1

Section 75 1

Total cases 226

Table 7: Outcome of MH(CAT) Act applications received by the Tribunal  
for the year ending June 2008

Case outcome Section 79 Section 80 Section 81 Section 75 Total

Deemed ineligible 4 0 0 0 4

Withdrawn 91 3 0 0 94

Held over to the next report year 24 0 0 1 25

Heard in the report  year 94 8 1 0 103

Total cases 213 11 1 1 226

During the year ended 30 June 2008 the Tribunal heard 94 cases under section 79 of the MH(CAT) 
Act (relating to ordinary patients). The results of those cases are reported in Table 8.

Table 8:  Results of inquiries under section 79 of the MH(CAT) Act held by the Tribunal, 
for the year ending 30 June 2008

Results of section 79 of MH(CAT) Act inquiries
Number of 

Cases

Not fit to be released from compulsory status 87

Fit to be released from compulsory status 7

Total 94
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Table 9 shows the ethnicity of the 164 patients in the year ended 30 June 2008 (for whom ethnicity 
was identified).

Table 9:  Ethnicity of Tribunal applications, for the year ending 30 June 2008

Ethnicity Number Percentage Ethnicity of Tribunal 
applicants*

New Zealand European 95 57.9 68

Māori 47 28.7 15

Pacific  5 3.0 6.5

Asian 7 4.3 9.5

Other 10 6.1 1

Total 164 100 100

* Of patients who identified their ethnicity.

Of the 226 MH(CAT) Act applications received by the Tribunal during the year ended 30 June 2008, 
150 were from male patients and 76 were from female patients. These gender figures are broken 
down in Table 10.

Table 10:  Gender of Tribunal applications, for the year ending June 2008

Type of application submitted to the Tribunal Gender Number

Applications by patients subject to community treatment orders
Female 46

Male 67

Applications by patients subject to inpatient treatment orders
Female 30

Male 71

Applications by patients subject to special treatment orders
Female 0

Male 11

Applications by patients subject to restricted orders Female 0

Male 1
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Statistics

Introduction
Although the Director of Mental Health is not responsible for clinical or committal processes 
relating to individual patients, the Office of the Director of Mental Health collects consolidated 
information as a way of monitoring how individual DHBs are functioning in relation to the MH(CAT) 
Act and to promote best practice. The aim of this section of the report is to provide information that 
will help to improve service quality and inform public debate. 

Compulsory assessment and application for compulsory 
treatment orders
Information in the following two subsections is sourced from data in the quarterly reports from the 
directors of area mental health services. 

The first assessment period under section 11 of the MH(CAT) Act is for up to five days. It can then 
be extended for a second period of up to a further 14 days (section 13). If a further extension to the 
period of assessment is required, an application to the court is made for a compulsory treatment 
order (section 14[4]). 

There are a number of factors complicating the interpretation of this data, including:

• patients are rarely assessed on more than one occasion in a month

• some patients will receive certificates in relation to more than one section of the MH(CAT) Act in 
a month. 

It is also apparent that the data does not easily allow calculation of the duration of compulsory 
assessment because certificates are often completed before the expiry of the maximum period 
allowed.

Figure 2:  Average number of patients required to undergo assessment under sections 11, 13 and 
14(4) of the MH(CAT) Act, per month, per 100,000 population, 2008
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Table 11:  Average number of patients required to undergo assessment under sections 11, 13 and 
14(4) of the MH(CAT) Act, per month, per 100,000 population, 2008

DHB S11 S13 S14(4)

Auckland 11 9 7

Bay of Plenty 9 6 3

Canterbury 12 12 8

Capital & Coast 11 10 6

Counties Manukau 9 8 5

Hawke’s Bay 9 6 4

Hutt 9 9 5

Lakes 8 5 3

MidCentral 10 7 3

Nelson Marlborough 8 6 4

Northland 11 10 8

Otago 12 10 6

South Canterbury 9 7 3

Southland 6 5 3

Tairawhiti 12 9 5

Taranaki 10 6 6

Waikato 11 7 5

Wairarapa 4 0 2

Waitemata 8 8 6

West Coast 7 6 3

Whanganui 13 9 4

National Average 10 8 5

Nationally, for every 100,000 people:

• there are 10 committals under the first five-day period of assessment each month

• 80 percent of the initial assessments progress to the second assessment period

• 50 percent of the initial assessments progress beyond the second assessment period.

Patients can have their compulsory status reviewed by a Family Court or District Court judge during 
the assessment period under section 16 of the MH(CAT) Act. Following application, a judge must 
examine the patient as soon as practicable, and consult with the responsible clinician and at least 
one other health professional involved in the case. If the judge is satisfied that the patient is fit to 
be released from compulsory status, the judge orders that the patient be released from that status 
immediately.  

During 2008 there were approximately 987 section 16 applications, 356 of which were 
subsequently withdrawn. The remaining 631 hearings resulted in an order for release of the patient 
from compulsory status in 53 cases (8.4 percent).  
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Compulsory treatment orders
The Ministry of Justice statistics for MH(CAT) Act hearings in respect of compulsory treatment 
orders are available from 2004 onwards. Statistics for previous years are not available because of 
a change in systems in 2003 and the unreliability of earlier reporting systems. Table 12 presents 
data on applications for a compulsory treatment order from 2004 through to 2008. Table 13 shows 
the types of orders granted over the same time period.

Table 12:  Applications for compulsory treatment orders (or extensions), 2004 to 2008

Year
Applications for a 
CTO, or extension 

to a CTO

Applications 
granted or granted 

with consent

Applications 
dismissed or 

struck out

Applications 
withdrawn, lapsed 

or discontinued

2004 4443 3863 101 479

2005 4297 3683 96 518

2006 4248 3635 107 505

2007 4486 3866 94 526

2008 4489 3921 102 466

Note: CTO = compulsory treatment order

Table 13: Types of compulsory treatment order made on granted applications, 2004 to 2008

Year
Granted 

applications 
for orders 

Compulsory 
community 
treatment 

orders 

Compulsory 
inpatient 
treatment 

orders 

Both compulsory 
community 

and inpatient 
treatment orders

Type of order 
not recorded 

2004 3863 1839 1561 87 376

2005 3683 1578 1442 67 596

2006 3635 1614 1396 70 555

2007 3866 1687 1312 96 771

2008 3921 1808 1397 99 617

As can be seen in Table 11, during the 2008 calendar year 4489 applications for a compulsory 
treatment order or extension to a compulsory treatment order were made in the Family Court. Of 
these applications, 3921 were granted, 102 were dismissed and 466 were withdrawn. Table 13 
shows that of the 3921 applications granted, a resulting compulsory community treatment order 
has been recorded on 1808, and a compulsory inpatient treatment order on a further 1397. A 
combination of compulsory community and compulsory inpatient treatment orders were made 
for 99 cases. The remaining 617 applications do not have the type of compulsory treatment order 
recorded in the case management system.

Compulsory treatment orders are determined by the court, as noted above. The number of 
compulsory treatment orders at month’s end is recorded and sent to the Office of the Director of 
Mental Health. In 2008, at any given time, 63 persons per 100,000 population were detained 
under a compulsory community treatment order (section 29), 13 under a compulsory inpatient 
treatment order (section 30), and five under a compulsory inpatient treatment order but on leave 
(section 31). Figure 3 and Table 14 show the numbers of compulsory treatment orders granted for 
2008, by DHB. 
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Figure 3:  Average number of compulsory treatment orders (sections 29, 30 and 31) per 100,000 
population, 2008
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Table 14:  Average number of compulsory treatment orders per 100,000 population, 2008

DHB S29 S30 S31

Auckland 72 14 1

Bay of Plenty 39 6 3

Canterbury 48 27 7

Capital & Coast 82 5 11

Counties Manukau 71 21 8

Hawke’s Bay 56 3 2

Hutt 47 7 2

Lakes 59 7 9

MidCentral 40 4 8

Nelson Marlborough 47 7 3

Northland 89 13 3

Otago 64 15 3

South Canterbury 44 4 3

Southland 40 13 8

Tairawhiti 91 2 4

Taranaki 44 6 1

Waikato 98 10 0

Wairarapa 61 0 2

Waitemata 53 13 5

West Coast 52 17 7

Whanganui 72 30 4

National Average 63 13 5
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Figure 4:  Compulsory treatment order applications (including extensions), by age group,  
2004 to 2008

Figure 5:  Compulsory treatment order applications (including extensions), by gender,  
2004 to 2008

Seclusion
Seclusion is provided for in section 71 of the MH(CAT) Act. Seclusion can only occur where, and 
for as long as, it is necessary for the care or treatment of the patient, or for the protection of other 
patients.  Seclusion rooms must be designated for this purpose by the directors of area mental 
health services, and can be used only with the authority of the responsible clinician. 

Seclusion should be an uncommon event, and should be used only when there is an imminent 
risk of danger to the individual or others, and no other safe and effective alternative is possible. 
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The Restraint Minimisation and Safe Practice Standard (2008)) defines seclusion as ‘the placing 
of a person at any time, and for any duration, alone in an area where he/she cannot freely exit’. 
The duration and circumstances of each episode of seclusion must be recorded in a register, which 
must be available for inspection by district inspectors. 

Seclusion in New Zealand mental health services, January to December 2008
Seclusion data from 1 January to 31 December 2008 are presented below. Some data from the 
Bay of Plenty, Capital and Coast, Waikato and West Coast DHBs has been excluded because it was 
incomplete. The data in this report covers the year 2008, reducing the effect of seasonal variation. 
Individuals over 65 years of age have been excluded from this analysis because in the Central 
and Southern regions older people’s mental health treatment is provided by disability services 
rather than mental health services, and is not recorded in the Mental Health Information National 
Collection.

Between 1 January 2008 and 31 December 2008, 6424 patients spent time in New Zealand adult 
mental health units (excluding forensic and other regional rehabilitation services). These generated 
a total of 201,657 bed nights (excluding some data from Capital and Coast, Whanganui and Lakes 
DHBs). Of these patients, 1023 were secluded during the reporting period (16.0 percent). There 
were 2946 seclusion events in adult services, as the same people were often secluded more than 
once (on average 2.82 times). Across all services, including forensic and youth services, 1395 
patients experienced a seclusion episode; 61 percent of secluded patients were male and  
37 percent female. 

Most patients who were secluded were aged between 20 and 49 (see Figure 6). In the country’s 
specialist children and young person’s facilities (in Christchurch, Auckland and Wellington) a total 
of 65 young people were secluded, generating 200 seclusion events. 

Figure 6: Number of people secluded in all mental health units, by age group,  
1 January to 31 December 2008
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 Māori were statistically more likely to be secluded than Pacific people or those from other  
ethnic groups (see Figure 7). Of the 1075 adults (aged 20−64 years) secluded in adult services, 
387 were Māori, 72 identified as Pacific peoples and 616 were from other ethnic groups.
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Figure 7:  Seclusion indicators for adults (aged 20–64 years) in all mental health units, by 
ethnicity, 1 January to 31 December 2008
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The percentage of inpatients secluded in acute adult services was also calculated for different 
ethnic groups to control for differences in admission rates between the groups (see Figure 8).

Figure 8:  Proportion of adult (aged 20–64 years) inpatients secluded in adult units, by ethnicity, 
1 January to 31 December 2008

30

25

20

15

10

5

0

Ethnicity and Gender
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The length of time spent in seclusion varied considerably. The shortest time recorded was three 
minutes and the longest time was 365 days. Most periods (82 percent) were shorter than one day. 
The distribution of time periods less than one day is shown in Figure 9.

Figure 9:  Distribution of time spent in seclusion, 1 January to 31 December 2008
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Seclusion statistics, by DHB
All DHBs (except for Wairarapa) use seclusion. If patients in Wairarapa require admission, they 
are transported to Hutt Valley or MidCentral DHB, and any seclusion statistics in relation to these 
patients appear on the corresponding DHB’s database.

There was wide variation in seclusion data across DHBs. This is likely to be due to a number of 
factors, including:

• differences in seclusion practice

• geographical variations in the prevalence and acuity of mental illness

• ward design factors, such as the availability of intensive care and low-stimulus facilities

• staff numbers, experience and training

• use of sedating psychotropic medication

• frequent or prolonged seclusion of one patient distorting seclusion figures over the 12-month 
period.

Because it is difficult to measure and adjust for these factors, it may be more useful to compare an 
individual DHB’s performance over time rather than to make adjusted comparisons between DHBs.
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Figure 10:  Seclusion indicators, by DHB adult services (ages 20–64 years),  
1 January to 31 December 2008

Note: Population figures are from Statistics New Zealand DHB projections for people aged 20–64 years as at the end of 2008.

Seclusion in forensic units
Specialist inpatient forensic services are provided in five centres: Northern, Midland, Central, 
Canterbury and Otago. In total, 179 people were secluded in forensic units in the year 2008, 
contributing to a total of 1366 seclusion events.

Table 15:  Seclusion indicators for forensic services, by DHB, for 2008

DHB People secluded per 
100,000 population

Seclusion events per 
100,000 population

Average duration 
(hours)

Canterbury 10.5 88.6 29.1

Capital & Coast 5.0 10.5 50.1

Otago 19.0 298.8 38.1

Waikato 22.6 47.1 50.7

Waitemata 23.6 210.3 21.8

National 7.2 54.1 29.6

These indicators cannot be compared with adult service indicators because they do not reflect the 
same client base, but it is clear there is wide variation across all these indicators. In particular,  
30 individuals accounted for 1012 out of 1366 seclusion events, and four individuals had over  
50 seclusion events each. The duration of events ranged from two minutes to 365 days.
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Electroconvulsive therapy
Electroconvulsive therapy (ECT) is a therapeutic procedure in which a brief pulse of electricity is 
delivered to a patient’s brain in order to produce a seizure. ECT is an effective treatment for various 
types of mental illness, including depressive illness, mania, schizophrenia, catatonia and other 
neuropsychiatric conditions.  It is often effective in cases where medication is contraindicated or is 
not providing sufficient relief of symptoms.

ECT is administered under anaesthesia and with muscle relaxants, by medical staff in an operating 
theatre.  The end result is that the patient drifts off to sleep and wakes up a short time later unable 
to recall the details of the procedure.  The most common side-effects of ECT are confusion and 
memory loss for events surrounding the period of ECT treatment. This confusion and disorientation 
typically clear within an hour. 

ECT has been used in the treatment of mental illness for over 60 years. Despite its continued use 
it remains a controversial treatment. In 2003 the Health Select Committee recommended that a 
comprehensive review be undertaken, independently of the Ministry of Health, on the safety and 
efficacy of ECT and the adequacy of regulatory controls on its use in New Zealand. The review 
concluded that ECT continues to have a place as a treatment option for consumers of mental health 
services in New Zealand, and that banning its use would deprive some seriously ill patients of a 
potentially effective and sometimes life-saving means of treatment. The report of the independent 
review is available on the Ministry of Health website http://www.moh.govt.nz/publications 

Number of patients treated with ECT
Table 16 shows the total number of patients who received ECT from 1 July 2007 to 30 June 2008, 
by DHB. A total of 203 people received ECT during the year ending June 2008 (5 per 100,000 
population). This represents a continued reduction from 2005 and 2006.
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Table 16: Total number of patients treated with ECT, by DHB, 1 July 2007 to 30 June 2008

DHB
Number of 

patients 
treated with ECT

Auckland 5

Bay of Plenty 18

Canterbury 38

Capital & Coast 10

Counties Manukau 13

Hawke’s Bay* 0

Hutt 1

Lakes 9

MidCentral 5

Nelson Marlborough 17

Northland 2

Otago 37

South Canterbury* 0

Southland 0

Tairawhiti 5

Taranaki* 0

Waikato 24

Wairarapa* 0

Waitemata 19

West Coast* 0

Whanganui* 0

Total 203

* DHB does not have an ECT machine.
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The graph in figure 11 shows the number of people treated with ECT for the year ending  
30 June 2008. 

Figure 11: Number of patients treated with ECT per 100,000 population, 
1 July 2007 to 30 June 2008

Regional variations in the number of ECT treatments given
Regions with smaller populations will be more vulnerable to annual variations (according to the 
needs of the population at any time). Patients receiving continuous or maintenance treatment 
will typically receive more treatments in a year than those treated with an acute course. The age 
of a DHB’s population may also be a factor, as ECT is more commonly the treatment of choice in 
older populations because associated medical problems may rule out antidepressant or other 
medication. Finally, populations in some DHBs have better access to ECT services than others, and 
this factor is likely to influence the rates of use.

ECT treatments per acute course
A series of ECT treatments is necessary to produce a lasting effect. This is known as an acute course 
of ECT.  To sustain the response to ECT, continuation treatment, often in the form of antidepressant 
and/or mood stabiliser medication, may be prescribed. Some individuals require maintenance ECT, 
which is delivered on an outpatient basis, usually at a rate of one treatment weekly, tapering off to 
bi-weekly to monthly for up to one year. 
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Table 17 shows the average number and range of ECT treatments per course, by DHB. The national 
average was 4.6 ECT treatments per acute course of ECT during the 2007/08 reporting period. 

Table 17: ECT treatments per acute course, by DHB, 1 July 2007 to 30 June 2008

DHB
Number of 

courses
Number of  
treatments

Number of treatments 
per acute course: mean 

(range)

Auckland 11 38 3.45 (1–6)

Bay of Plenty 22 95 4.32 (1–14)

Canterbury 50 261 4.96 (1–16)

Capital & Coast 16 88 5.5 (1–14)

Counties Manukau 24 110 4.58 (1–10)

Hawke’s Bay 0 0

Hutt 5 9 1.8 (1–3)

Lakes 12 51 4.25 (1–8)

MidCentral 4 36 9 (6–17)

Nelson Marlborough 33 132 4 (1–15)

Northland 2 10 5 (4–6)

Otago 77 265 3 (1–11)

South Canterbury 0 0

Southland 0 0

Tairawhiti 9 39 4 (1–9)

Taranaki 0 0

Waikato 28 134 4.79 (1–12)

Wairarapa 0 0

Waitemata 36 191 5.39 (1–5)

West Coast 0 0

Whanganui 0 0

Consent to treatment
Section 60 of the MH(CAT) Act describes the process for obtaining consent for ECT.  Either the 
patient’s consent or a second opinion from a psychiatrist appointed by the Mental Health Review 
Tribunal is required.  In the latter case, the treatment must be considered to be in the interests of 
the patient. This process allows for the treatment of patients too unwell to consent to treatment.  
Clinicians are advised to make the decision about whether ECT is in the interests of the patient 
after discussing the options with family/whānau and considering any advance directives by the 
patient that may be relevant (see the section 60 guideline, issued by the Director-General of Health 
on 17 February 2006).

During the 2007/08 reporting period no patient was treated with ECT if they retained decision-
making capacity and refused consent. Table 18 shows the number of treatments not consented to 
during 2007/08. 
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Table 18:  ECT treatments not able to be consented to during the period 
1 July 2007 to 30 June 2008

DHB
Number of 

patients 
treated with ECT

Auckland 0 (0%)

Bay of Plenty 38 (27%)

Canterbury 15 (5%)

Capital & Coast 46 (34%)

Counties Manukau 32 (29%)

Hawke’s Bay 0 (0%)

Hutt 0 (0%)

Lakes 6 (10%)

MidCentral 17 (35%)

Nelson Marlborough 13 (9%)

Northland 0 (0%)

Otago 31 (10%)

South Canterbury 0 (0%)

Southland 0 (0%)

Tairawhiti 12 (31%)

Taranaki 0 (0%)

Waikato 72 (36%)

Wairarapa 0 (0%)

Waitemata 30 (15%)

West Coast 0 (0%)

Whanganui 0 (0%)

Total 312 (18%)

Age and sex of patients treated with ECT
Table 19 shows the age and sex of people who were treated with ECT during the period 1 July 
2007 to 30 June 2008. Not all notifications of ECT treatment included patient information. Of the 
information included, age group was determined by the individual’s age at the beginning of their 
treatment.  The majority of people treated with ECT were aged over 55 years. Of the 203 people 
who were treated with ECT during 2007/08, nine people have been excluded from the following 
figures because no information was recorded relating age, sex, or ethnicity.

Of the 194 people for whom there is information about age and sex, 129 (67 percent) were women 
and 65 (33 percent) were men. These percentages are similar to those from last year (64 percent 
women and 31 percent men). The majority of the difference is attributable to the fact that more 
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women present to mental health services with depressive disorders. This ratio is similar to that 
reported in other countries.

Table 19: Age and sex of patients treated with ECT, 1 July 2007 to 30 June 2008

Age of patients 
(years)

Female Male

15-19 0 1

20–24 1 3

25–29 4 2

30–34 4 3

35–39 11 4

40–44 8 3

45–49 11 4

50–54 7 6

55–59 14 7

60–64 16 7

65–69 12 10

70–74 9 7

75–79 10 1

80–84 15 6

85–89 7 1

90–94 0 0

Total 129 65

Figure 12: Age and sex of patients treated with ECT, 1 July 2007 to 30 June 2008
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Ethnicity of patients treated with ECT
The ethnic spread suggests Asian people, Māori and Pacific peoples are under-represented for 
their population demography. However one explanation for this is the younger age of the Māori 
and Pacific Island population, and the prevalence of ECT treatment in older people. Currently the 
numbers are so small that it is not statistically appropriate to show how the percentages relate to 
the proportion of each ethnic group in the total population.

Table 20: Ethnicity of people treated with ECT, 1 July 2006 to 30 June 2007

Ethnicity No. of patients

Asian 7 (3%)

European 191 (86%)

Māori 5 (2%)

Pacific 6 (3%)

Other 3 (1%)

Unknown 11 (5%)

Reportable deaths
Section 132 of the MH(CAT) Act requires notification to the Director of Mental Health within 14 days 
of any death of a patient or special patient under the Act, including the apparent cause of death. 

If the circumstances surrounding a death cause concern, the DHB may initiate an inquiry. The 
Director of Mental Health can also initiate an investigation under section 95 of the MH(CAT) Act, 
and in rare cases the Minister or Director-General of Health can initiate an inquiry under section 
72 of the New Zealand Public Health and Disability Act 2000. In these cases, the Ministry of Health 
also expects details of the proposed inquiry, including timeframes, and it is expected that the 
inquiry findings will be forwarded to the Ministry of Health when they become available.

The Director is involved to ensure that recommendations flowing from inquiry processes are 
implemented, and follows up on these issues with Directors of Area Mental Health Services. 
Recommendations from inquiries of national significance are disseminated through the Office of 
the Director of Mental Health.  

Mental health reportable events (including all serious and sentinel events) are now collected by 
the Ministry of Health’s national incident management system. The Office of the Director of Mental 
Health no longer collects information on reportable events. As a result, this report only records 
information about reportable deaths in mental health services, in accordance with the statutory 
requirement of the Director of Mental Health.

Table 21: Outcomes of reportable death notifications, 2008

Suicide Other 
death

File pending, 
further information 

requested

Total 
events

Under the MH(CAT) Act 9 41 1 51

File pending, further information requested 4 6 10 20

Total 13 47 11 71
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Table 21 records the number of deaths of people receiving care under the MH(CAT) Act. In 2008 
the Director of Mental Health received notification of 71 deaths of people who were under the care 
of the MH(CAT) Act at the time of death. Thirteen people are reported to have died by suicide, and 
47 are reported to have died by other means, including natural causes and illness unrelated to the 
individual’s mental health status.

Of the 71 reported deaths, 20 are still under investigation and cause of death has yet to be 
established. For these deaths, Table 21 records the suspected cause of death; this includes four 
suspected suicides, six deaths through other means, and 10 where the cause of death is currently 
unknown. Of the 51 reported deaths that have been confirmed, nine were the result of suicide. 

Death by suicide      
This section provides a brief overview of suicide and intentional self-harm among specialist mental 
health service users for 2006, as recorded in the Mental Health Information National Collection.1  
Specifically, the focus is on people who die by suicide who have a history of contact with specialist 
mental health (including alcohol and other drug) services in the year prior to their death. People 
with no history of mental health service use in the year prior to death are referred to as ‘non-service 
users’, although it is acknowledged that some non-service users may have used mental health or 
alcohol and other drug services at some point in their lives. 

The suicide data in this section includes deaths by intentional self-harm and self-harm of 
undetermined intent. These are both grouped together under the term ‘suicide’ for the purposes 
of this section. The statistics discussed here cover only people aged under 65 years. This is 
because in 2006 in the Central and Southern regions, older people’s mental health treatment 
was provided by disability services rather than mental health services, and is not recorded in the 
Mental Health Information National Collection. ‘Year of suicide’ refers to the year in which the 
death was registered, unless otherwise specified. The data was drawn from information provided 
to New Zealand Health Information Service databases: the Mortality Database, the Mental Health 
Information National Collection and the National Minimum Dataset. 

Prevalence of suicide in the population     
There were 525 suicides recorded in the Mortality Database for the year 2006, and a further  
23 deaths of undetermined intent.2 Of these 548, 49 occurred in people aged 65 and over. Of the 
remaining 499 suicides, 163 (or 33 percent) had been in contact with specialist mental health 
services in the year prior to the date of death. Service users have about 20 times the rate of suicide 
compared to non-service users.

Table 22: Number and rate of suicide, 2006

Number of 
suicides

Rate 

(unadjusted)

Rate 

(standardised)

Service users 163 195 199

Non-service users 336 10 10

Total 499 14 14

Notes: Rates per 100,000 standardised to total SEGI’s world population; aged under 65 years.   

1 This may be an understatement of the true number of services users, as not all providers reported, or reported fully, to 
the Mental Health Information National Collection in this period. 

2  As at 14 November 2007.
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Changes in suicide numbers over time 
There was little change in the number of suicides recorded between 2001 and 2006  
(see Figure 13). However, there was a 7 percent increase in the total population and a 12 percent 
increase in the number of mental health clients for the same period.

Figure 13: Number of suicides, by service use, 2001 to 2006

Sex and age in relation to suicide     
Male suicides continue to outnumber female suicides by three to one. Among service users there 
were twice as many male suicides as there were female suicides. However, female service users are 
more likely than male service users to commit suicide. A higher percentage of female suicides  
(44 percent) were service users than male suicides (28 percent) (see Table 23).

Table 23:  Rates of suicide, by gender and service use, 2006

Sex Service users Non-service users Total

 Number Rate Number Rate Number Rate

Male 109 321 268 15 377 21

Female 54 104 68 4 122 7

Total 163 199 336 10 499 14

Notes:  Rates per 100,000 standardised to total SEGI’s world population; aged under 65 years. 

People aged under 20 years who commit suicide were least likely to have been service users, and 
their rate of service use per head of population was the lowest overall. For any age group, suicides 
were more likely to occur among service users (see Figure 14).    
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Figure 14:  Rates of suicide, by age, sex and service use, 2006

Ethnicity and suicide      
Table 24 shows that Māori who are non-service users have higher rates of suicide than non-Māori. 
Rates for Māori non-service users are more than twice those of other ethnic groups. Among service 
users, the rate of suicide is higher for people of other ethnicities than for Māori.

Table 24: Number and rate of suicides, by ethnicity and service use, 2006 

Service users  Non-service users

 Ethnicity Number of suicides Rate Number of suicides Rate 

Māori 31 146 76 14

Pacific 7 93 22 8

Other 125 161 238 8

Total 163 191 336 10

Notes: Rates per 100,000 standardised to total SEGI’s world population; aged under 65 years.

Service use    
In 2006, 59 people who died by suicide had been admitted to mental health acute inpatient units in 
the 12 months prior to death. Half of them (31, or 53 percent) were within two months of discharge 
and 13 (22 percent) were within a week of discharge from a mental health inpatient unit. 

For people who complete suicide within a short period of discharge from a mental health service, it is 
difficult to ascertain whether any community care was provided in the intervening period.  Contacts 
in the calendar month of death may have been before or after the inpatient admission. Of the 159 
mental health service users who died by suicide while living in the community, 55 (35 percent) had 
previous inpatient admissions and 151 (95 percent) had community contacts within the 12 months 
prior to death. For nine people (6 percent), the only contact had been with alcohol and other drug 
(AOD) services, 25 people had contact with both mental health and AOD services, and the remaining 
125 people (79 percent) had contact with mental health services only. 
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The majority of mental health service users who died by suicide while living in the community  
had had a contact with a mental health (96, or 60 percent) or AOD team nine (6 percent), or both 
(6 percent) within the calendar month of death. A further eight people had contact within the two 
calendar months prior to their death.  

Further information on suicide and intentional self-harm hospitalisations can be found in the 
following Ministry of Health publications: Suicide Facts: 2005−2006 data and New Zealand Suicide 
Trends: Mortality 1921−2003 Hospitalisations for intentional self-harm 1978−2004.

Alcoholism and Drug Addiction Act 1996 detentions  
and committals
The Ministry of Justice keeps statistics on applications to the Family Court under the Alcoholism 
and Drug Addiction Act 1966 (ADA Act). Section 8 of the ADA Act allows an alcohol- or drug-
dependent person to voluntarily apply to the Family Court for detention in a specified institution 
that is certified under the ADA Act. Section 9 of the Act applies when another person, such as 
a relative or the Police, makes application to the Family Court for the person to be committed 
to a specified institution that is certified under the ADA Act. Section 9 applications must be 
accompanied by two medical certificates.

As with committal orders under the MH(CAT) Act, Ministry of Justice statistics on the use of the ADA 
Act are only available from the beginning of 2004. Table 25 details the disposal of applications 
under the ADA Act to the Family Court. Table 26 then identifies the number of orders granted for 
detention under section 8, and for committal under section 9 of the ADA Act.

Table 25: Number and outcomes of applications for detention and committal, 2004 to 2008

Year Total applications for 
s. 8 and s. 9 orders

Applications 
granted*

Applications 
dismissed

Applications withdrawn, 
struck out or lapsed

2004 81 73 4 4

2005 91 79 4 8

2006 83 77 3 3

2007 77 70 1 6

2008 77 74 2 1

* Includes applications granted by consent.

Table 26: Outcomes of applications for granted orders for detention and committal, 2004 to 2008

Year S. 8 applications 
granted for detention

S. 9 applications 
granted for committal

Total applications 
granted

2004 45   (62%) 28   (38%) 73

2005 49   (62%) 30   (38%) 79

2006 60   (73%) 17   (22%) 77

2007 51   (73%) 19   (27%) 70

2008 63   (85%) 11   (15%) 74
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Table 25 shows that during 2008, 77 ADA Act applications for detention or committal were 
disposed of by the Family Court. The result was 74 applications being granted, two applications 
being dismissed, and one withdrawn. Table 26 shows that of the 74 applications granted in 2008, 
63 (85 percent) were as a result of voluntary application for detention, with the remaining  
11 (15 percent) the result of a relative or other person making application for committal. 

Opioid substitution treatment services
The Director of Mental Health is responsible for approvals relating to the prescription, 
administration or supply of controlled drugs for the purposes of treating people with drug 
dependence, and for overseeing section 24 of the Misuse of Drugs Act 1975. Opioid substitution 
treatment is a well-established treatment, which involves the prescribing of opioids such as 
methadone and suboxone (buprenorphine) as a substitute for illicit opioids.

The Director of Mental Health undertakes regular site visits to opioid substitution services, meets 
quarterly with Medsafe, and oversees the evaluation of service compliance with sector standards. 
In addition, a six-monthly report cycle was initiated in 2007 to provide an overview of key 
information that informs and affects the provision of opioid substitution treatment services.  

There are 17 DHBs, one gazetted primary health organisation, and one NGO enrolled to 
provide opioid substitution services. In the July 2008 to December 2008 reporting period these 
organisations catered for 4221 clients. This is estimated to be just under half of the opioid-
dependent population nationally.

Although the majority of people in receipt of opioid substitution treatment are aged 30 to 44 
years, there are 1488 people in the 45 to 59 years age group and 40 people aged over 60 years, 
showing that treatment is often long term. Over 127 people were voluntarily withdrawn from opioid 
substitution treatment in the last six months, showing that many people actively seek to change 
their lifestyle.

Six-monthly reports
Opioid substitution treatment services provide six-monthly reports to the Ministry of Health.  
The reports covering the period 1 July 2008 to 31 December 2008 show the following trends.

Waiting lists
At the end of the reporting period waiting lists for treatment across all services were substantially 
reduced: there were 48 people wait-listed, compared with over 100 people in the previous period.

Primary health care
There are steady increases in the number of people being treated for opioid dependence in primary 
health care. There is also an increase in the number of general practitioners (GPs) authorised to 
treat opioid dependence. Currently there are 584 authorised GPs, compared with 562 and 415 in 
the last two reporting periods.

Prisoners
The number of people in receipt of treatment for opioid dependence transferred to prison remains 
steady at between 80 and 90. The number of prisoners being treated for opioid dependence has 
reduced from approximately 120 throughout 2007 to 91 in 2008. 
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Revised guidelines
The revised Practice Guidelines for Opioid Substitution Treatment in New Zealand 2008 were 
published in December 2008 and widely distributed to providers of opioid substitution treatment 
services, GPs and pharmacies.  The guidelines provide practical and evidence-based advice on 
best practice for clinically assessing, treating and providing psychosocial support.

Issues
Over the past two years the Ministry of Health has become aware of two fatal incidents relating to 
methadone and driving. In response, the Ministry issued an urgent notice to opioid substitution 
treatment providers regarding the need to advise methadone clients of the risks and dangers to 
themselves and others if they combine driving and poly-drug use, and the circumstances in which 
a service should notify the Director of Land Transport Safety or the police about concerns. 
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Appendix 1:  
An Overview of the New Zealand Health System
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