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Foreword 

The third Annual Report of the Office of the Director of Mental Health 
covers the activities of the Office for the year 2007. The report is a 
summary of the year’s statutory activities, not only those of the mental 
health team in the Ministry, but also those of the wider mental health 
sector. As in previous years, the report reflects the importance of 
transparency, accountability and trust in government and its agencies. 

The report is divided into four sections. The first describes the statutory environment for mental 
health in New Zealand, the second describes the work of the Office, the third describes the data 
collected and collated, and the fourth comprises various informative appendices. 

The 2007 annual report contains a number of additions. One is the inclusion of target information 
from the first and second quarter of 2007/08, in response to a new sector-wide mental health 
target for the development of relapse prevention plans. The report also includes ‘sentinel event’ 
data, suicide data, and the first full year of seclusion data for mental health services. Other new 
features include the annual report of the Pacific Island Mental Health Network (PHIMNet) and the 
abbreviated annual report of the Mental Health Review Tribunal. 

An interesting historic perspective is provided in Appendix 2, a segment of the 1871 report of the 
Inspector-General of Health. 

The end of the 2007 calendar year saw the resignation of the Deputy Director, Dr Jeremy Skipworth, 
and the pending secondment of Dr Charles Hornabrook to that role from Capital Coast DHB. 
Dr Hornabrook began with the Office in March 2008. Changes within the Ministry structure led 
to the addition of the Rights and Protection Team to the Office, to form one team led by myself and 
Mr Stephen Enright. 

A report of this size and scope means work for many people. Data collection depends on the 
willingness of mental health services to collect information meaningfully and furnish it to the 
Ministry. The ‘league tables’ follow changes in DHB services from year to year and also enable 
comparisons between DHBs.  This report does not attempt to interpret data that will vary between 
DHBs because of practice, size and configuration. 

This report will provide a record as well as insight into the activities of the Office. My thanks to the 
many people who make this possible. 

DG Chaplow (Dr)
 
Director of Mental Health and Chief Advisor (Mental Health)
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Introduct�on
 

Object�ves 
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 of mental health 

•	 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/whānau, service providers and members of 
the public about the role, functions and activities of the Office of the Director of Mental Health 
and Chief Advisor, Mental Health. 

Structure 
This report is split into four sections. Section 1 provides an overview of the legislative and service 
delivery contexts in which the Office of the Director of Mental Health operates. Section 2 describes 
the work that was carried out by the Office in 2007. This includes ongoing functions, as well as 
special projects that will not be repeated. Section 3 provides statistical information, which covers 
the use of compulsion, seclusion, reportable deaths, and electroconvulsive therapy. Section 4 
comprises various appendices. 
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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. 

Statutory pos�t�ons under the Mental Health (Compulsory 
Assessment and Treatment) Act 1992 
Section 91 of the Mental Health (Compulsory Assessment and Treatment) Act 1992 

(the MH(CAT) Act) provides for the appointment of a Director and Deputy Director of Mental Health. 

The Director of Mental Health (the Director) is responsible for the general administration of the Act
 
under the direction of the Minister 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 (DAMHS) are employed by and function within the 

respective District Health Boards (DHBs). They are appointed by the Director-General of Health 

and must report to the Director every three months on the exercise of their powers, duties and 

functions.
 

Under the MH(CAT) Act, the DAMHS appoint responsible clinicians to the care of each and every
 
‘patient’ (defined in the Act as a person required to undergo assessment or to be subject to 

compulsory treatment). Responsible clinicians are accountable to the DAMHS for the assessment, 

treatment and care of patients under their responsibility, within both the inpatient setting and the 

community.
 

Part 6 of the MH(CAT) Act sets out patients’ rights. Essential to the monitoring of these rights
 
are district inspectors. The Minister of Health is responsible for appointing district inspectors. 

District inspectors (DIs) operate independently from 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 can initiate a DI-led inquiry into a wide range of issues relating to the care 

and treatment of patients and the management of services.
 

District inspectors must report to the Director on the exercise of their powers, duties and functions
 
on a monthly basis. More information about DIs 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).
 

Role of the D�rector and Deputy D�rector under the MH(CAT) Act 
In fulfilling the statutory responsibilities described, the Director and staff of the Office of the 
Director of Mental Health: 

•	 facilitate the development of guidelines to the MH(CAT) Act, issued by the Director-General, 
pursuant to section 130 of the MH(CAT) Act 

•	 facilitate the development and specification of forms relating to section 133A of the 
MH(CAT) Act 
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•	 initiate inquiries relating to section 95 of the MH(CAT) Act 

•	 facilitate the appointment and administration of DIs 

•	 receive and respond to monthly reports from DIs 

•	 receive, analyse and respond to quarterly reports from DAMHs 

•	 facilitate the appointment and administration of the Mental Health Review Tribunal 

•	 approve section 52 leave and section 49 transfer of special and restricted patients 

•	 facilitate ministerial approval of section 50 leave and reclassification of special and restricted 
patients 

•	 receive notification of a patient’s death pursuant to section 132 of the MH(CAT) Act 

•	 facilitate removal from New Zealand of certain patients under section 128 of the MH(CAT) Act 

•	 manage the interface between the Intellectual Disability (Compulsory Care and Rehabilitation) 
Act 2003 and the MH(CAT) Act 

•	 apply to the District Court for a restricted patient order under section 55 of the MH(CAT) Act 

•	 direct that patients be transferred between services 

•	 inspect any aspect of a mental health service. 

Related funct�ons of the D�rector of Mental Health and Ch�ef Adv�sor, 
Mental Health 
In addition to the broad statutory functions described above, the Director and Chief Advisor has a 
number of further responsibilities, including: 

•	 receiving notification of and reports on all reportable deaths and serious incidents in mental 
health services 

•	 managing enquiries and correspondence from Ministers, Members of Parliament, mental health 
services, patients, families/whānau and members of the public 

•	 responding to certain select committee inquiries (including those relating to electroconvulsive 
therapy) 

•	 providing expert advice and consultation to mental health services and other government 
departments and agencies, such as the Mental Health Commission, the Department of 
Corrections, the New Zealand Police, the Ministry of Foreign Affairs and Trade, the Health and 
Disability Commissioner, coroners, and medical, nursing and psychiatric colleagues 

•	 participating on working parties and committees related to the welfare of persons receiving 
treatment or care for a mental illness 

•	 facilitating nationwide meetings (eg, of DIs, DAMHS, or special project groups) 

•	 taking a national leadership role (eg, by visiting services, providing support on official 
occasions, or attending speaking engagements) 

•	 engaging with the media and representing the mental health sector on issues of national 
interest 

•	 contributing to policy and service development within the Mental Health Group and the 
Population Health Directorate, and more widely across the Ministry of Health 

•	 involvement in the International Initiative of Mental Health Leaders 
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•	 national focal person for the  World Health Organization Pacific Island Mental Health Network 

•	 carrying out responsibilities relating to parts of other Acts, namely the: 

– 	 Misuse of Drugs Act 1975 (section 24) 

– 	 Alcoholism and Drug Addiction Act 1966 

– 	 Land Transport Act (section 19). 

Staff of the Office of the D�rector of Mental Health 
The Office of the Director of Mental Health is a small team. Its members work closely with, and are 
heavily reliant on, other sections within the Mental Health Group at the Ministry of Health. During 
the 2007 calendar year the staff comprised: 

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

•	 Dr Jeremy Skipworth MB ChB, MMed Sci (Hons), FRANZCP; Deputy Director of Mental Health and Senior 
Advisor, Mental Health 

•	 Ms Penny Ellison, personal assistant to the Director and Deputy Director of Mental Health 

•	 Dr Susanna James MBChB; advanced trainee in psychiatry. 

Budget for personnel 
The Office of the Director of Mental Health’s personnel expenses for the 2007 year were $590,980 
(excluding GST), including overhead expenses of $81,978 (excluding GST). 

Strateg�c env�ronment 
Mental health operates within the same broad legislative, organisational, strategic and funding 
frameworks as the rest of health. Things that make mental health different are: 

•	 statutory permission 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). 

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 priorities 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 (Ministry 
of Health 1994), Moving Forward (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) 
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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. 

The agenda for action over the next 10 years is set out in the 10 leading challenges contained in 
Te Tāhuhu. These cover: 

• promotion and prevention 

• building mental health services 

• responsiveness 

• workforce and a culture for recovery 

• Māori mental health 

• primary health care 

• addiction 

• funding mechanisms for recovery 

• transparency and trust 

• working together. 

Te Tāhuhu acknowledges that detailing the actions necessary to tackle these challenges is 
an exacting task. DHBs and the Ministry of Health have jointly taken responsibility for this in 
producing the action plan, Te Kōkiri. Progress on the action plan will be reported to Cabinet on a 
regular basis. 

Agenc�es 
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 government. 
The Mental Health Directorate merged with the Population Health Directorate in 2007 and is now 
the Mental Health Group, part of the Population Health Directorate. 

District Health Boards 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. District Health Boards 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 over 400 NGOs. The services range 
in size from small consumer-run drop-in centres, to multi-million-dollar providers of residential and 
home-based support. Non-governmental organisations 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. 
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Fund�ng 
Overall, funding for specialist mental health services has remained at around 10 percent of Vote 
Health funding (excluding capital contributions) in 2006/07. Mental health expenditure for 
2006/07 was $1.0218 billion (excluding GST).  

Measur�ng mental health 
There is a strong focus on improving information use in mental health. This will ensure better-
quality services and an increased ability to demonstrate the value of services. 

It is difficult to measure mental health objectively, and until recently our rates of mental illness 
had not been comprehensively measured. New Zealand has recently published an extensive 
epidemiological survey, Te Rau Hinengaro: The New Zealand Mental Health Survey (Oakley Browne et 
al 2006), as part of a wider World Health Organization initiative. This survey provides internationally 
comparable information on the rates and severity of mental illness (including substance disorder) 
and treatment received among those aged 16 and over living in the community. 

Suicide is also sometimes used as an indicator of the mental health and wellbeing of a population. 
Research shows that mood disorders, in particular depression, are a key risk factor for suicide. 
Although international comparisons are problematic, using the latest data available New Zealand’s 
male suicide rate was fourth highest among 13 selected OECD countries with comparable data. 
New Zealand’s female suicide rate was fifth highest. Amongst young people aged 15–24, New 
Zealand had the second-highest rate for males and third-highest rate for females.  

In recent years the suicide rate has been trending downwards. The three year moving average rate 
of suicide for 2003–2005 was 19 percent lower than the peak recorded in 1996–1998. The sub
groups with the highest rates were males, Māori, those in the 15–44-year age group, and those 
residing in the most deprived areas (Ministry of Health 2007). 

Mental health serv�ces 
Serv�ce use 
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. 

In fact, 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 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. 

Leg�slat�on 
The Mental Health (Compulsory Assessment and Treatment) Act 1992 
The Office of the Director of Mental Health is responsible for administering the MH(CAT) Act. Over 
the years, New Zealand’s mental health legislation has undergone significant change. Appendix 1 
of the Office of the Director of Mental Health Annual Report 2005 provided a history of legislation 
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from the 1880s to the present. Appendix 2 of that annual report discussed the main issues that led 
to the development of the present MH(CAT) Act, and issues that arose following its enactment. 

The MH(CAT) Act is defined as: 

… an Act 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. 

A guide to the MH(CAT) Act (a chapter from the book Mental Health and the Law published 
by the Wellington Community Law Centre and the Legal Services Agency) is available for 
reference under Mental Health Guidelines on the Ministry of Health’s website 
http://www.moh.govt.nz/publications 

Cr�m�nal Procedure (Mentally Impa�red Persons) Act 200� 
The purpose of the Criminal Procedure (Mentally Impaired Persons) Act 2003 is to ‘restate the law 
formerly set out in Part 7 of the Criminal Justice Act 1985 relating to mentally disordered persons 
who are involved in criminal proceedings, and to make a number of changes to that law’, including 
changes to: 

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

b.	 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 

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

Intellectual D�sab�l�ty (Compulsory Care and Rehab�l�tat�on) Act 200� 
The purposes of this Act are: 

a.	 to provide courts with appropriate compulsory care and rehabilitation options for persons who 
have an intellectual disability and who are charged with, or convicted of, an offence 

b.	 to recognise and safeguard the special rights of individuals subject to this Act 

c.	 to provide for the appropriate use of different levels of care for individuals who, while no longer 
subject to the criminal justice system, remain subject to this Act. 

Land Transport Act 1998 
The key areas of relevance in the Land Transport Act 1998 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. 
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Cr�mes Act 19�1 
Section 23 of this Act sets out the conditions that apply to a legal defence of insanity. 

M�suse of Drugs Act 1975 
Section 24 of this Act relates to the treatment of people dependent on controlled drugs. 

Alcohol�sm and Drug Add�ct�on Act 19�� 
The aim of this Act is to consolidate and amend the Reformatory Institutions Act 1909 and to make 
better provision for the care and treatment of alcoholics and drug addicts. 

V�ct�ms’ R�ghts Act 2002 
Section 37 of this Act concerns giving notice to registered victims of the discharge, leave, escape or 
death of an accused person or offender who is compulsorily detained in a hospital. 

Leg�slat�ve context for serv�ce del�very 
New Zealand Publ�c Health and D�sab�l�ty Act 2000 
The aim of the New Zealand Public Health and Disability Act 2000 is to provide for the public 
funding and provision of personal health services, public health services and disability support 
services, and to establish new publicly owned health and disability organisations. The funding and 
provision of these services is required to pursue the following objectives: 

a.	 to achieve for New Zealanders 

i. the improvement, promotion, and protection of their health 

ii. the promotion of the inclusion and participation in society and independence of people 
with disabilities 

iii. the best care or support for those in need of services 

b.	 to reduce health disparities by improving the health outcomes of Māori and other population 
groups 

c.	 to provide a community voice in matters relating to personal health services, public health 
services, and disability support services 

i. by providing for elected board members of DHBs 

ii. by providing for board meetings and certain committee meetings to be open to the public 

iii. by providing for consultation on strategic planning 

d.	 to facilitate access to, and the dissemination of information to deliver appropriate, effective, 
and timely health services, public health services and programmes. This includes the 
protection and the promotion of public health, and disability support services. 
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Health and D�sab�l�ty Serv�ces (Safety) Act 2001 
The purpose of this Act is to: 

a.	 promote the safe provision of health and disability services to the public 

b.	 enable the establishment of consistent and reasonable standards for providing health and 
disability services to the public safely 

c.	 encourage providers of health and disability services to take responsibility for providing those 
services to the public safely 

d.	 encourage providers of health and disability services to continuously improve the quality of 
those services. 
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Act�v�t�es for 2007
 

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 year. The Office is assisted by other staff members of the Mental Health Group, in carrying out 
this work. 

The Mental Health Target 
The Director-General of Health, Stephen McKernan, introduced 10 sector-wide Health Targets in 
2007/08. The Director of Mental Health (The Director) in his Chief Advisor role is responsible for 
championing the Mental Health Target. The target stipulates that at least 90 percent of people 
who have been clients of mental health and addiction services for two years or more must have a 
relapse prevention plan. This target does not mean that other clients are not required to have such 
plans. 

Relapse prevention plans identify services users’ early relapse warning signs. They identify what 
the service-user can do for themselves and what the service will provide to support the service-
user. Each plan will have varying degrees of complexity depending on the individual and their 
issues. Ideally, each plan will be developed with the involvement of clinicians, service-users and 
their significant others (eg, family members). A relapse prevention plan represents an agreement 
between parties and ownership by those parties. Each plan will have varying degrees of complexity 
depending on the individual and their issues. Each service-user will know of (and ideally have 
a copy of) their plan. Relapse prevention plans are a requirement in the National Mental Health 
Sector Standard, criteria 16.4.  

The target was chosen because implementation of the Knowing the People Planning strategy found 
that 50 percent of long-term clients did not have treatment and relapse prevention plans. There 
was also an inverse correlation between higher acute bed use and low rates of clients with plans.  

Figure 1 shows the respective DHBs’ first- and second-quarter health target reports. The first-
quarter report demonstrated that only two DHBs could not report the percentage of clients with 
relapse prevention plans. Many DHBs are making good progress in meeting the expected 
90 percent threshold. Eight DHBs met the 90 percent threshold in quarter one and/or quarter two. 
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Figure 1:  Percentage of people with a relapse prevention plan per DHB 
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Adult percentage Qtr1 07/08 
Adult percentage Qtr2 07/08 
Ministry target 07/08 

Sector v�s�ts (to D�str�ct Health Board and 
non-governmental organ�sat�on mental health serv�ces) 
During 2007 the Director made a number of visits to DHBs and NGOs as depicted in Table 1. These 
occur for a variety of reasons: 

• to promote Mental Health Target compliance 

• to communicate and explain government policy 

• to assist in problem solving 

• to gain awareness of innovation and achievements in the sector 

• to assist in planning 

• to present to groups of people 

• to support the statutory officers (eg, the DAMHS). Many of the visits are by invitation. 
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Table 1: Sector visits by the Director of Mental Health, 2007 

DHB Date of v�s�t 

Waikato 16/01 

Pegasus (Canterbury NGO) 02/03 

Taranaki 07/03 

Child Adolescent and Family Service (Hutt Valley) 29/03 

Bay of Plenty 10/05 

Lakes 11/05 

West Coast 16/05 

Northland (and NGOs) 31/05 01/06 

Canterbury 23/06 

Ashburn Clinic (Otago) 10/09 

Otago 21/09 

South Island Shared Services Agency Ltd (Otago) 21/10 

Facility Design Seminar (Auckland) 01/11 

Whakatane NGO (Bay of Plenty) 30/11 

Sector meet�ngs 
In 2007 the Director attended a number of meetings depicted in Table 2. The Director’s statutory 
and advisory roles involve close collaboration with statutory officers. Most of the meetings listed 
are Ministry of Health-sponsored but sector led. For practical reasons most are convened in 
Wellington. 

Table 2: Meetings attended by the Director of Mental Health, 2007 

Date of v�s�t 

Auckland DIs 08/02 17/10 

New Zealand Forensic Psychiatry Advisory Group 19/02 31/07 04/12 

National DAMHS 27/02 29/05 14/08 20/11 

National DAMHS, managers and clinical directors 28/02 30/05 15/08 21/11 

District Inspector National Caucus 23/03 14/09 

National Association of Opioid Treatment Providers 28/03 13/09 

Eating disorders sector 30/03 

National Consumers 18/04 

Child and Adolescent Mental Health Caucus 15/06 

Directors of mental health nursing 05/07 30/11 

Mental Health Review Tribunal 02/11 
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Pac�fic Island Mental Health Network Annual Report 
The Pacific Island Mental Health Network (PIMHNet) is moving into its second year of activity. 

It continues to be funded through Overseas Development Aid funding from New Zealand’s
 
International Aid and Development Agency. New Zealand is an active member of the Network and 

the Director is the national focal contact.
 

The Network originated with 12 member countries. This has grown to 18 countries within two 

years. This growth has brought increased complexity as well as the richness of new perspectives
 
to mental health in the Pacific. The mixture of Micronesian, Melanesian and Polynesian cultural
 
perspectives is unique.
 

Every day there are challenges in terms of communication, political unrest, and changes of national
 
focal contacts for the Network. Sustained support processes have been designed to maintain 

the achievement of positive outcomes in mental health for Pacific Island countries. The PIMHNet
 
relationship with different regional and national non-government organisations is now developing 

and will provide greater inter-country and regional support.
 

The World Health Organization 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.
 

•	 Developing an information resource kit for all health professionals and social services to 
provide ongoing information and education about mental illness and appropriate actions and 
treatment for people who are experiencing mental illness. 

•	 Improving access to a wide range of support services through the World Health Organization. 

•	 Facilitating a three-day workshop and ongoing technical assistance to develop mental health 
policies, human resources plans and legislation. 

•	 Providing ongoing access to information and support in relation to information and resources 
on mental health activities. 

•	 Co-ordinating the first meeting of Pacific NGOs in February, with a focus on building 
partnerships to improve mental health. Through this type of collaborative partnership, PIMHNet 
members will be able to have greater support locally, regionally and internationally. 

PIMHNet is aware that the violation of human rights of people with mental illness is a significant 
issue in some parts of the Pacific region.  In some cases, people with mental illnesses are 
imprisoned or treated in institutional settings with no access to treatment in the primary health 
care setting. Part of the work of the Network seeks to address these human rights violations by 
educating countries about the appropriate treatment of mental illness and helping them develop 
human rights-oriented mental health legislation. It is envisaged that the work of PIMHNet will have 
a significant positive effect on the human rights of people with mental illness in the Pacific region. 
For example, as a result of in-country support to Kiribati earlier this year, their government agreed 
to re-enact a visiting committee to protect human rights for patients in the mental health ward. 
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D�rectors of area mental health serv�ces 
Under section 92 of the MH(CAT) Act, DAMHS are required to report quarterly to the Director. In 
2005 the Office of the Director of Mental Health instituted standardised reporting formats. These 
reports now include the provision of statistical information that was previously provided to the 
Office independently, as well as some new statistical information on the use of seclusion. The 
Office follows up on issues raised by these reports, and during the year directed special effort to 
ensure the statistics were complete and accurate. The Office also facilitates quarterly meetings of 
the DAMHS, which provide a forum for addressing current issues. 

D�str�ct �nspectors 
The Office’s responsibilities in relation to the DIs include: 

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

• managing DI remuneration 

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

• facilitating twice-yearly national meetings of DIs 

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

• implementing the findings of section 95 inquiries by the DIs. 

Report�ng by d�str�ct �nspectors 
District inspectors are required to report regularly to the DAMHS after their visits to mental health 
services. They are also required to report monthly to the Director on the exercise of their powers, 
duties and functions. These reports provide the Director with support for the approval of invoices 
for service, as well as an overview of mental health services and problems with services. In the 
current reporting year, DIs have continued to provide valuable feedback on services. 

Sect�on 95 reports completed by �1 December 2007 
The Director will occasionally (under section 95 of the MH(CAT) Act) require an inquiry to be 
undertaken by a DI. These inquiries typically also involve an audit process for implementing the 
recommendations that flow from the inquiry. During 2007 one section 95 inquiry was completed. 
It did not result in major findings of significance for the mental health sector as a whole.  Table 3 
shows the number of completed section 95 inquiry reports received by the Director under section 
95 of the Act over the past six years. 

Table 3:  	 Number of completed section 95 inquiry reports received by the Director of Mental 
Health, 2002–2007 

2002 200� 2004 2005 200� 2007 

0 1 2 1 4 1 
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Number of d�str�ct �nspectors at �1 December 2007 
As at 31 December 2007 there were 29 DIs appointed to specific regions throughout New Zealand. 
One senior advisory DI oversees all of the DIs. In 2007 there were also six deputy DIs. Deputy 
district inspectors’ duties are essentially the same as those of the DIs, but they are assigned their 
work via DIs in their region or via the Director. A list of current district inspectors and deputy DIs is 
available on the Ministry of Health website http://www.moh.govt.nz. 

Appo�ntment of d�str�ct �nspectors 
In the year from 1 January 2007 to 31 December 2007, four DIs were appointed. Three DIs resigned 
during the reporting period and one DI’s warrant was revoked. 

Budget for d�str�ct �nspectors 
The total cost of DIs for the year 2007 was $1,832,581 (excluding GST). 

Reportable deaths 
Section 132 of the MH(CAT) Act requires notification to the Director within 14 days of any death of 
a patient or special patient under the Act, including the apparent cause of death. Section 31(5)(c) 
of the Health and Disability Services (Safety) Act 2001 requires that: 

... a person certified to provide health care services of any kind must promptly give the 
Director-General written notice of any death of a person to whom the person was providing 
the services, or occurring in any premises in which they were provided, that is required to be 
reported to a coroner under the Coroners Act 1988. 

This means that deaths of other patients resident in certified facilities and in receipt of mental 
health services must be reported to the Director-General if a coronial inquiry is undertaken. On 
receipt of notification the Director reviews the information and may seek further clarification from 
the service. 

If the circumstances surrounding a death cause concern, DHBs may initiate an inquiry. The Director 
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 DAMHS. Recommendations from inquiries 
of national significance are disseminated through the Office. (See section 3 for statistics on 
reportable deaths.) 
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Spec�al pat�ents and restr�cted pat�ents 
Special patients and restricted patients are covered by part 4 of the MH(CAT) Act. They fall into 
several distinct categories described in either the MH(CAT) Act or the Criminal Procedure (Mentally 
Impaired Persons) Act 2003 (CP(MIP) Act): 

•	 persons charged with, or convicted of, a criminal offence and remanded to a secure hospital for 
a psychiatric report, usually involving relatively brief admissions (sections 23, 35, 38, 44 of the 
CP(MIP) Act) 

•	 remanded or sentenced prisoners transferred from prison to a secure hospital, either as 
informal admissions (section 46 of the MH(CAT) Act) or as compulsory admissions (section 45 
of the MH(CAT) Act) 

•	 defendants found not guilty by reason of insanity (section 24(2)(a) of the CP(MIP)Act) 

•	 defendants unfit to stand trial (section 24(2)(a) of the CP(MIP)Act) 

•	 persons who have been convicted of a criminal offence and both sentenced to a term of 
imprisonment and placed under a compulsory treatment order (section 34(1)(a)(i) of the 
CP(MIP)Act) 

•	 people designated as restricted patients because of the special difficulties they present and 
the danger they pose to others (section 55 of the MH(CAT) Act). These patients are civilly 
committed, but are managed in a similar way to special patients. 

The Director 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 of Health 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 during 2007 (see Table 4). All section 50 leave applications were approved 
by the Minister of Health. All of the applications for a change of legal status for special patients 
acquitted due to insanity or found unfit to stand trial were granted. 

Table 4: Long leave, revocation and reclassification requests for special and restricted 
patients, 2007 

Type of request Acqu�tted due 
to �nsan�ty 

Unfit to 
stand tr�al 

Restr�cted 
pat�ents 

Initial Ministerial s. 50 leave applications 5 0 0 

Ministerial s. 50 leave revocations 6 0 0 

Ministerial s. 50 leave applications (following prior revocation) 4 0 0 

Further Ministerial s. 50 leave 22 0 1 

Change of legal status applications 10 2 1 

Change of legal status applications approved 9 2 0 
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Pr�soner transfers to hosp�tal 
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 2007. All such 
admissions must be notified to the Director, 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 2007 

Year Pr�soners transferred to hosp�tal 
under comm�ttal (s. 45) 

Average durat�on of 
s. 45 adm�ss�on (days) 

Pr�soners transferred to 
hosp�tal �nformally (s. 4�) 

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 

Spec�al pat�ents on hybr�d orders 
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 a 
practical sense, section 34(1)(a)(i) of the Criminal Procedure (Mentally Impaired Persons) Act 2003 
allows a judge to order the compulsory treatment of an offender with a mental disorder in a secure 
facility at the point of sentencing. The sentence continues to run while the offender is in hospital. 
The order ceases either when the person is no longer liable to be detained under any sentence (in 
which case they revert to patient status), or when they are no longer mentally disordered and are 
returned to prison. 

In 2007 there were six hybrid orders made under section 34(1)(a)(i). Offences ranged from serious 
violent offences (including wounding with intent to grievous bodily harm) to fraud. The terms of 
sentence ranged from six months to three years and six months. At the time of publication, one 
of these patients had been reclassified from special patient status by reversion to a compulsory 
treatment order after liability to detention ceased. 
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Effect�ve �ntervent�ons 
From October 2006 to May 2007, the Ministries of Health and Justice jointly led a review of the 
interface between mental health, alcohol and other drug services and the criminal justice system.  
The New Zealand Police and the Department of Corrections also contributed to this work. 

The objective of the review was to develop proposals to improve the way in which the mental 
health and alcohol and other drug treatment needs of people in the criminal justice system are 
met. The specific aims of the review were to: 

•	 enhance the social functioning and mental health of offenders 

•	 assist in reducing offenders’ rate of alcohol and other drug addiction and addiction-related 
harm 

•	 assist in reducing re-offending. 

In May 2007, Cabinet approved a package of proposals that have been titled First Steps 
Programme. An Effective Interventions Implementation Team was established within the Ministry 
of Health in July 2007 to implement the proposals. The Team has worked with the Office of the 
Director, other government agencies and DHBs to implement specific initiatives in the Justice, 
Police and Corrections settings. 

Particular emphasis has been placed on accelerating the alcohol and other drug workforce 
development programmes, as contracted through Te Rau Matatini – a Māori mental health 
workforce development organisation. Workforce development is the most significant element of 
the First Steps initiatives. This workforce development activity includes the following components: 

•	 scholarships/bursaries (100 scholarships granted in 2007/08) 

•	 field secondments 

•	 internships 

•	 review of Drug and Alcohol Practitioners Association Aotearoa-New Zealand core competencies 

•	 year one review 

•	 training – mobile workforce team basic 

•	 training – intermediate 

•	 training – specialist. 

The initiatives that have been put in place will increase alcohol and other drug capacity over time. 
The Ministry of Health is taking an incremental approach to extending the scope of other Effective 
Intervention services. 

Report of the Mental Health Rev�ew Tr�bunal 
Introduct�on 
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. The Tribunal also 
has deputy members, currently three lawyer deputies, seven psychiatrist deputies and three 
community deputies. The three Tribunal members and all the deputy members are appointed by 
the Minister of Health for three-year terms, sometimes successive terms. All members and deputy 
members work part time for the Tribunal. 
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The Tribunal is a judicial body. It is required therefore to exercise its functions in accordance with 
the rules of natural justice. While the Tribunal comes under the auspices of the Ministry of Health, 
it is independent of both the Ministry and the Minister.   

Funct�ons of the Tr�bunal 
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 persons who are subject to ordinary compulsory 
treatment orders.  Section 80 relates to special patients. 

Unless the Tribunal reviews on its own motion, eligibility for review only arises once a clinical 
review has taken place under section 77 or 78 of the MH(CAT) Act. Tribunal reviews of patients are 
not automatic. They only occur at the request of the patient concerned (or other persons on their 
behalf).   

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

Powers of the Tr�bunal 
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 that 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’ according to section 2 of the 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, 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 of Health 
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 DAMHS, with recommendations as appropriate. 

Tr�bunal procedure 
Review hearings take place at the hospital, community health centre or other facility where the 
patient is treated. Occasionally, hearings are conducted by video conference where the Tribunal 
members are in one locality and all other participants in another locality. 

Typically, each hearing is approximately 90 minutes in duration. The patient is present throughout 
the hearing. The process is inquisitorial rather than adversarial, although in virtually all cases 
the patients are represented by lawyers. Most of the hearings are taken up with the patients and 
members of their treatment team answering questions from the Tribunal. 

Usually, the Tribunal announces its decision immediately following the hearing. Some weeks later, 
the Tribunal issues full written reasons for its decision. 
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Tr�bunal stat�st�cs 
During the year ended 30 June 2007, the Tribunal received 134 applications as depicted in Table 6. 

Table 6: Number of MH(CAT) Act applications received by the Tribunal 

MH(CAT) Act appl�cat�ons Number of 
cases 

Section 79 12 

Section 80 3 

Section 81 1 

Section 75 1 

Deemed ineligible 7 

Withdrawn 50 

Held over the next report year 12 

Heard in the report year 65 

Total cases 1�4 

During the year ended 30 June 2007 the Tribunal heard 68 cases under section 79 of the MH(CAT) 
Act (relating to ordinary patients); three of those cases had been held over from the previous year.  
Results of those cases are reported in Table 7. 

Table 7: Results of inquiries under section 79 of the MH(CAT) Act  held by the Tribunal 

Results of sect�on 79 of the MH(CAT) Act �nqu�r�es 
Number of 

cases 

Not fit to be released from compulsory status 64 

Fit to be released from compulsory status 4 

Total �8 

It could be suggested that the Tribunal is unduly conservative in its decision-making, given that 
historically it has released, on average, less than six percent of patients from compulsory status. It 
is more likely, however, that these figures reflect the fact that responsible clinicians appropriately 
release or, as the case may be, decline to release patients from compulsory status. If clinicians 
exercise their power appropriately, then it should be expected that the Tribunal would release only 
a small proportion of patients from compulsory status. 

Since the MH(CAT) Act was introduced in November 1992, 82.3 percent of special patients 
reviewed were not recommended for a change of legal status by the Tribunal. There were 17.7 
percent of special patients who were recommended for a change of legal status. 

Of the 87 patients in the year ended 30 June 2007 for whom ethnicity was identified, the ethnic 
breakdown is depicted in Table 8. 
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Table 8: Tribunal applications that identified ethnicity: ethnic breakdown 

Ethn�c�ty Number Percentage % Populat�on 
compar�son % 

Caucasian/NZ European 59 67.80 68 

Mā ori 16 18.40 15 

Pacific Island 7 8 6.50 

Asian 3 3.50 9.50 

Other 2 2.30 1 

Total 87 100 100 

Of the 134 applications received during the year ended 30 June 2007, 91 were from male patients, 
and 43 were from female patients as illustrated in Figure 2. 

Figure 2: Gender breakdown of Tribunal applications 

68% 32% 

Female 
Male 

These gender figures can be further broken down as depicted in Table 9. 

Table 9: Gender breakdown of Tribunal applications 

Type of appl�cat�ons subm�tted to the Tr�bunal Gender Number 

Applications by patients subject to community treatment orders Female 34 

Male 45 

Applications by patients subject to inpatient treatment orders Female 9 

Male 42 

Applications by patients subject to special treatment orders Female 0 

Male 3 

Applications by patients subject to restricted orders Female 0 

Male 1 
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These figures are illustrated in the following three pie graphs. 

Figure 3: Breakdown of Tribunal applications by gender 

43% 
57% 

Community patient 
gender ratio 

18% 
82% 

Inpatient 
gender ratio 

0% 

100% 

Special patient 
gender ratio 

Male Female 

On a city basis, the number of cases heard or withdrawn over the year ended 30 June 2007 are 
illustrated in Figure 4. 

Figure 4: Applications to the Tribunal heard and withdrawn, according to region 
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The Land Transport Act 1998 
The DAMHS are responsible for retaining the suspended driver licences of patients subject to 
compulsory inpatient treatment orders, under section 19 of the Land Transport Act 1998 (LTA). 
The DAMHS are also responsible for returning driver licences to patients or forwarding them to the 
Director of Land Transport in certain circumstances.  
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Courts make orders, under section 65 of the LTA, that suspend the driver licences of certain recidivist 
drink drivers and require them to attend alcohol and drug assessment centres.  The Director of Land 
Transport may subsequently make an order removing the disqualification imposed, pursuant to 
section 100 of the LTA, if Land Transport New Zealand receives a favourable assessment from an 
assessment centre, after a mandatory disqualification period. 

Guidelines for Assessing Substance Dependence and Risk of Re-offending of People Sentenced 
under Section 65 of the Land Transport Act 1998 indicate preferred practice for assessing people 
with alcohol and other drug problems, worker competencies, and service standards. The guidelines 
have been published on the Ministry of Health website http://www.moh.govt.nz. 

The M�suse of Drugs Act 1975 
Under section 24(7)(a) of the Misuse of Drugs Act 1975, the Minister of Health may, by publication 
of a notice in the Gazette, specify any medical practitioner as a medical practitioner who may 
prescribe, administer, or supply controlled drugs for the treatment of dependence. The Minister 
of Health also has the power to specify, by gazettal, a hospital care institution, clinic, or other 
place where a specified medical practitioner works, as a place at which controlled drugs may be 
prescribed, administered, or supplied, pursuant to section 24(7)(b). These powers have been 
delegated by the Minister to the Director of Mental Health. No institutions or practitioners were 
gazetted for this purpose in the 2007 year.    

V�ct�ms’ R�ghts Act 2002 
Under the Victims’ Rights Act 2002 (VRA), the victim of an offence may in certain circumstances 
register with the New Zealand Police for notifications about an offender. Notifications typically 
relate to bail, parole hearings, release from prison, and deportation proceedings. They can also 
relate to other matters where a person has been detained in a forensic mental health service. 
Such people have usually been found not guilty by reason of insanity, have been unfit to stand 
trial, or have been transferred from prison. In these instances, the VRA gives victims the right to be 
informed when a patient: 

•	 receives unescorted short leave from hospital (under section 52 of the MH(CAT) Act) 

•	 receives long leave from hospital (under section 50 of the MH(CAT) Act) 

•	 is discharged by being granted a change of legal status (under sections 31 or 33 of the Criminal 
Procedure (Mentally Impaired Persons) Act). 

Further mandatory notifications are required where a patient goes absent without leave or dies. 

Responsibility for notifying victims was delegated to the DAMHS by the Director-General of Health 
in December 2002. The DAMHS ensure victim notification requirements are fulfilled with the 
assistance of DHB victim notification co-ordinators. A review of the victim notification system 
resulted in the publication of Victim Notification Guidelines for Directors of Area Mental Health 
Services and DHB Victim Notification Co-ordinators by the Ministry of Health in November 2007. 
The guidelines were developed to assist those fulfilling the notification requirements of the VRA. 
They were considered by the Justice and Electoral Select Committee during its inquiry into victims’ 
rights, and a subsequent report was published in December 2007. 

Office of the Director of Mental Health – Annual Report 2007	 2� 

http://www.moh.govt.nz


 

 
 

 

 

 

 

 

 

 

 

 

 

Stat�st�cs
 

Introduct�on 
Although the Director of Mental Health (the Director) 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. There are also a number of areas that attract public 
debate, including seclusion and electroconvulsive therapy (ECT). 

The aim of this section of the report is to provide information that will help both to improve service 
quality and to inform public debate. Statistics are provided − or are intended to be provided in 
future − for the following areas: 

• compulsory assessment and treatment under the MH(CAT) Act 

• special patients 

• reportable deaths 

• use of seclusion 

• use of ECT. 

Data on these areas are collected in a variety of ways. There have been problems in many of these 
data collections with the quality of data and/or the ability to extract information from the data. 
Each section specifies the source of data used, and any actions being taken to improve the data 
collection. 

Compulsory assessment and appl�cat�on 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 (DAMHS). The information is presented by DHB, using 
populations for individual DHBs. Note that differences between DHBs can arise for a variety of 
reasons, such as differences in the nature of the populations, service coverage or clinical practice. 

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)). The number of these in each region is recorded and sent to the Office of the 
Director of Mental Health on a monthly basis. Rarely, patients will be assessed on more than one 
occasion in a month. More commonly, some patients will receive certificates in relation to more 
than one section of the Act in a month. Both these factors complicate analysis. It is also apparent 
that the data do not easily allow calculation of the duration of compulsory assessment because 
certificates are often completed before the expiry of the maximum period allowed. 
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Figure 5: 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, in 2007
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Table 10: 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, in 2007
 

DHB S.11 S.13 S.14(4) 

Auckland 9 8 6 

Bay of Plenty 9 7 4 

Canterbury 12 12 6 

Capital and Coast 11 10 7 

Counties Manukau 9 9 5 

Hawke’s Bay 9 6 4 

Hutt 9 8 5 

Lakes 8 5 3 

MidCentral 9 7 3 

Nelson Marlborough 9 7 4 

Northland 11 10 7 

Otago 15 10 7 

South Canterbury 10 6 3 

Southland 6 3 2 

Tairawhiti 15 12 8 

Taranaki 12 8 4 

Waikato 12 9 5 

Wairarapa 5 1 1 

Waitemata 8 6 5 

West Coast 17 12 5 

Whanganui 16 11 5 

Nat�onal average 10 8 5 
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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. The judge may consult with such other persons 
as they think fit concerning the patient’s condition. The examination typically occurs within a week 
of application. 

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 the year 2007 there were approximately 991 section 16 applications, 331 of which were 
subsequently withdrawn. The remaining 660 hearings resulted in an order for release of the patient 
from compulsory status in approximately 83 cases (12.5 percent). This represents an increase 
compared to 2006, during which 9.5 percent of hearings resulted in an order for release of the 
patient from compulsory status. 

Compulsory treatment orders 
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 11 presents data on 
applications for a compulsory treatment order from 2004 through to 2007. Table 12 depicts the 
types of orders granted over the same time period. 

Table 11:  Applications for compulsory treatment orders (or extension), 2004 to 2007 

Year 
Appl�cat�ons for a 
CTO, or extens�on 

to a CTO 

Appl�cat�ons 
granted or granted 

w�th consent 

Appl�cat�ons 
d�sm�ssed or 

struck out 

Appl�cat�ons 
w�thdrawn, lapsed 

or d�scont�nued 

2004 4443 3863 101 479 

2005 4297 3683 96 518 

2006 4248 3635 107 505 

2007 4486 3866 94 526 

Table 12:  Types of compulsory treatment order made on granted applications, 2004 to 2007 

Year 
Granted 

appl�cat�ons 
for orders 

Compulsory 
commun�ty 

treatment orders 

Compulsory 
�npat�ent 

treatment orders 

Both compulsory 
commun�ty 

and �npat�ent 
treatment orders 

Type of order 
not recorded �n 

the system 

2004 3863 1839 1561 87 376 

2005 3683 1578 1442 67 596 

2006 3635 1614 1396 70 555 

2007 3866 1687 1312 96 771 
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As can be seen in Tables 11 and 12, during the 2007 calendar year 4486 applications for a 
compulsory treatment order or extension to a compulsory treatment order were resolved in the 
Family Court. Of those cases, 3866 were granted, 94 were dismissed and 526 were withdrawn. 
Of the 3866 applications granted, a resulting compulsory community treatment order has been 
recorded on 1687, and a compulsory inpatient treatment order on a further 1312. A combination 
of compulsory community and compulsory inpatient treatment orders were made for 96 cases. The 
remaining 771 applications do not have the type of compulsory treatment order recorded in the 
case management system. 

Based on the 4486 applications for a compulsory treatment order, or extension to a compulsory 
treatment order, in 2007 the following demographic profile was obtained from Ministry of Justice 
statistics. Unfortunately, ethnicity is not reliably reported in this database, nor are reliable legal 
status data available from the Mental Health Information National Collection database. 

Figure 6: Number of compulsory treatment orders, by age group, 2007 
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Figure 7: Number of compulsory treatment orders, by sex, 2007 
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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 2007, at any given time, 61 persons per 100,000 population were detained 

under a compulsory community treatment order (section 29), 15 under a compulsory inpatient
 
treatment order (section 30), and five under a compulsory inpatient treatment order but on leave 

(section 31).
 

Figure 8: 	 Average number of compulsory treatment orders (sections 29, 30 and 31) per 100,000 

population, in 2007
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Table 13:  Average number of compulsory treatment orders per 100,000 population, in 2007 

DHB S29 S30 S31 

Auckland 61 12 1 

Bay of Plenty 39 7 3 

Canterbury 49 28 7 

Capital and Coast 82 20 10 

Counties Manukau 77 29 15 

Hawke’s Bay 61 7 0 

Hutt 48 6 3 

Lakes 53 4 10 

MidCentral 36 3 5 

Nelson Marlborough 40 9 3 

Northland 85 13 9 

Otago 63 16 3 

South Canterbury 52 4 2 

Southland 38 13 4 

Tairawhiti 95 3 9 

Taranaki 44 9 2 

Waikato 86 11 0 

Wairarapa 57 0 3 

Waitemata 54 12 3 

West Coast 60 24 7 

Whanganui 99 50 7 

Nat�onal average �1 15 5 

Seclus�on 
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 DAMHS, and can be used 
only with the authority of the responsible clinician. 

Because of its intrusive nature, and the potential for misuse, there is an increasing focus on 
the use of seclusion both nationally and internationally. The physical and psychological risks of 
seclusion to consumers and staff are well established. Both the Mental Health Commission (Mental 
Health Commission 2004) and the Human Rights Commission (Human Rights Commission 2005) 
have advocated for increased scrutiny and a reduction in the use of seclusion, and the Ministry of 
Health has committed to reducing the use of seclusion in mental health services. In March 2006 
a workshop was held in collaboration with the Mental Health Commission to promote acceptable 
alternative approaches to managing patients who are at risk of seclusion. The Ministry of Health 
is mindful of the importance of not reducing seclusion at the cost of increasing other negative 
outcomes, such as assaults on other patients and staff in inpatient units, increased use of sedative 
medication, or recourse to other personal physical restraints which are generally not used in New 
Zealand mental health services. 
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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. 
Seclusion should never be used for the purposes of discipline, coercion, staff convenience, or as a 
substitute for adequate levels of staff or active treatment. 

Seclus�on use �n New Zealand 
The Key Performance Indicator Framework for New Zealand Mental Health Services proposes to use 
a measure of seclusion as a key performance indicator for the safety domain. The percentage of 
discharged patients who experienced seclusion during their admission is a measure that is readily 
understood and is therefore an attractive key performance indicator. The Ministry of Health has 
reported a similar statistic for the country as a whole: the proportion of all admitted patients in the 
time period who were secluded. However, at a DHB level these statistics are heavily influenced by 
the number and configuration of beds in each DHB.  DHBs with fewer inpatient beds per 100,000 
population that may be promoting intensive home-based care as an alternative to hospital-based 
care, for example, are likely to have a higher rate of seclusion. This is because those admitted 
are likely to be more unwell. At the DHB level we have reported seclusion rates as a proportion of 
the population to avoid this bias. Duration of seclusion is more easily compared, but is subject to 
definitional issues (discussed below). 

The Restraint Minimisation and Safe Practice Standard (2001) (the Standard) 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 (DIs). 

The Standard also requires that 10-minute and two-hourly observations be made and recorded to 
ensure the wellbeing of the secluded patient. The patient must be psychiatrically assessed at 
least once every eight hours. According to the definition of the Standard, an episode of seclusion 
does not end until a consumer has been free from the conditions of seclusion for two hours, 
or four hours in the case of a person secluded for 24 hours or longer. This has practical 
advantages, allowing for periods of trial assessment out of seclusion without the need for 
medical re-evaluation if the trial period ends with re-seclusion. However, it is not consistent with 
international definitions, in which seclusion is generally terminated when the consumer exits the 
conditions of seclusion. During 2007 Standards New Zealand reviewed the Standard, and a revised 
standard is due for release in 2008. 

Seclus�on �n New Zealand mental health serv�ces, January to December 2007 
Seclusion data from 1 January to 31 December 2007 are presented below. Some data from the 
Bay of Plenty, Capital and Coast, Waikato and West Coast DHBs have been excluded due to being 
incomplete. The data in this report cover the year 2007, reducing the potential effect of seasonal 
variation. Individuals over 65 years of age have been excluded from this analysis as, in 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 2007 and 31 December 2007, 6,425 patients spent time in New Zealand adult 
mental health units (excluding forensic and other regional rehabilitation services). These generated 
a total of 231,079 bed nights, excluding some data from Capital and Coast, Whanganui and Lakes 
DHBs. Of these patients, 1,143 were secluded during the reporting period (18.0 percent). There 
were a total of 3,148 seclusion events in adult services, as the same people were often secluded 
more than once (on average 2.75 times). Across all services, including forensic and youth services, 
1,294 patients experienced a seclusion episode. Sixty-six percent of secluded patients were male 
and 34 percent female. 
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Most patients who were secluded were aged between 20 and 49 years. In the country’s specialist 
child and young person’s facilities (in Christchurch, Auckland and Wellington), a total of 23 young 
people were secluded, generating 60 seclusion events. 

Figure 9: Number of people secluded in all mental health units, by age group, 1 January to 
31 December 2007 
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Māori were statistically more likely to be secluded than Pacific peoples or other ethnic groups. 

Of the total 1075 adults (aged 20–64) secluded in adult services, 387 were Māori, 72 were Pacific
 
peoples and 616 were of other ethnicities.
 

Figure 10: Seclusion indicators for adults (aged 20–64), by ethnicity, 1 January to 31 December 
2007 in all mental health units 
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Note: Population figures are from Statistics New Zealand DHB projections for people aged 20–64 as at the end of 2007. 

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. 
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Figure 11: Proportion of adult (aged 20–64) inpatients, by ethnicity, secluded in adult units, 
1 January to 31 December 2007 
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The length of time spent in seclusion varied considerably. The shortest time recorded was one 
minute, and the longest time was 180 days. Most periods (79 percent) were shorter than one day. 
The distribution of time periods less than one day is shown in Figure 13. 

Figure 12: Distribution of time spent in seclusion, 1 January to 31 December 2007 
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Seclus�on stat�st�cs by DHB 
All DHBs (except for Wairarapa which does not have an inpatient unit) 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 
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•	 use of sedating psychotropic medication 

•	 frequent or prolonged seclusion of one patient distorting seclusion figures over the twelve
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. 

Seclusion rates are presented in Figure 14 as the number of patients secluded per 100,000 
population. 

Figure 13: Seclusion indicators, by DHB adult services (ages 20–64), 1 January to 
31 December 2007 
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Note: Population figures are from Statistics New Zealand DHB projections for people aged 20–64 as at the end of 2007. 

Forens�c un�ts 
Specialist inpatient forensic services are provided in five centres: Northern, Midland, Central, 
Canterbury and Otago. In total, 147 people were secluded in forensic units in the year 2007, 
contributing to a total of 1,489 seclusion events. 

Table 14:   Seclusion indicators for forensic services, by DHB, 1 January to 31 December 2007 

DHB People secluded per 
100,000 populat�on 

Seclus�on events per 
100,000 populat�on 

Average durat�on 
(hours) 

Canterbury 16.3 177.9 17.5 

Capital and Coast 10.2 15.8 31.3 

Otago 18.5 247.9 17.9 

Waikato 4.1 21.5 24 

Waitemata 27 210.7 31.7 

New Zealand 1�.� 1�9 24.1 
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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, 
32 individuals accounted for 1,031 out of 1,489 seclusion events, and 4 individuals had over 
50 seclusion events each. The duration of events ranged from one minute to 25 days. 

Electroconvuls�ve 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. More persistent memory problems are variable and can be minimised 
with the use of modern treatment techniques, such as applying both stimulus electrodes to the 
right side of the head (unilateral ECT). 

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 live-saving means of treatment. The report of the independent 
review is available on the Ministry of Health website http://www.moh.govt.nz/publications 

The collection and publication of annual ECT data are also part of a programme of work carried out 
by the Ministry of Health following the Health Select Committee’s 2003 recommendations. In 2006 
the Ministry published a report showing data gathered for the 1 July 2003 to 30 June 2005 period, 
and explaining in detail the procedure and regulation of ECT in New Zealand. This publication 
(Ministry of Health 2006) is also available on the Ministry of Health’s website. ECT statistics are 
now included in the Director’s  annual report.  

Number of pat�ents treated w�th ECT 
Table 14 shows the total number of patients who received ECT from 1 July 2006 to 30 June 2007, 
by DHB.  A total of 223 people received ECT during the 2006/07 reporting period (5 per 100,000 
population). This represents a continued reduction from 2004 and 2005. 
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Table 15: Total number of patients treated with ECT, by DHB, 1 July 2006 to 30 June 2007 

D�str�ct Health Board Number of pat�ents treated w�th ECT 

Auckland 5 

Bay of Plenty 15 

Canterbury 55 

Capital and Coast 7 

Counties Manukau 16 

Hawkes Bay*^ 0 

Hutt Valley 3 

Lakes 8 

MidCentral 8 

Nelson Marlborough 6 

Northland 1 

Otago 35 

South Canterbury*^ 0 

Southland 0 

Tairawhiti 3 

Taranaki 3 

Waikato 34 

Wairarapa^ 0 

Waitemata 24 

West Coast^ 0 

Whanganui^ 0 

Total 223 

Notes: * ECT performed at another DHB 
^ DHB does not have an ECT machine 
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Figure 14: Number of patients treated with ECT per 100,000 population, 1 July 2006 to 
30 June 2007 
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Notes: + ECT performed at another DHB 

^ DHB does not have an ECT machine 

Reg�onal var�at�ons �n the number of ECT treatments g�ven 
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, tapered off to bi-weekly to monthly for up to one year. Since the 2004/05 reporting period, 
DHBs have been asked to define whether each ECT treatment was administered as part of an acute 
course or as maintenance treatment.  

Table 16 shows the average number and range of ECT treatments per course, by DHB. The national 
average was 7.6 ECT treatments per acute course of ECT during the 2006/07 reporting period. 
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Table 16:  ECT treatments per acute course, by DHB, 1 July 2006 to 30 June 2007 

D�str�ct Health Board No. of 
courses 

No. of 
treatments 

No. of treatments per acute 
course: mean (range) 

Auckland 5 17 3.4 (1–12) 

Bay of Plenty 15 16 1.1 (1–2) 

Canterbury 55 558 10.1 (3–31) 

Capital and Coast 7 36 5.1 (1–17) 

Counties Manukau 16 147 9.2 (1–33) 

Hawkes Bay*^ – – 

Hutt Valley 3 9 3 (1–5) 

Lakes 8 65 8.1 (1–14) 

MidCentral 8 118 14.8 (6–32) 

Nelson Marlborough 6 73 12.2 (4–32) 

Northland 1 1 1 (1–1) 

Otago 35 349 10 (1–42) 

South Canterbury*^ – – – 

Southland 0 0 – 

Tairawhiti 3 21 7 (3–12) 

Taranaki 3 33 11 (6–16) 

Waikato 34 383 11.3 (1–52) 

Wairarapa^ – – – 

Waitemata 24 164 6.8 (1–15) 

West Coast^ – – – 

Whanganui^ – – – 

Notes: * ECT performed at another DHB 
^ DHB does not have an ECT machine 

Consent to treatment 
Section 60 of the MH(CAT) Act describes the process of 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 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 section 60 guideline, issued by the Director-General of Health on 
17 February 2006). 

During the 2006/07 reporting period no patient was treated with ECT if they retained decision-
making capacity and refused consent. 
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Age, and sex, of pat�ents treated w�th ECT 
Table 16 shows the age and sex of people who were treated with ECT during the period 1 July 
2006 to 30 June 2007. 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 223 people who 
were treated with ECT during 2006/07, 142 (64 percent) were women and 70 (31 percent) were 
men. These percentages are almost identical to those from last year (69 percent female and 
31 percent male). The majority of the difference is attributable to the fact that more women present 
to mental health services with depressive disorders. This ratio is similar to that reported in other 
countries. 

Table 17:  Age, and sex, of patients treated with ECT, 1 July 2006 to 30 June 2007 

Age of pat�ents 
(years) 

Female Male 

20–24 3 0 

25–29 4 1 

30–34 10 4 

35–39 10 3 

40–44 14 2 

45–49 9 5 

50–54 6 8 

55–59 16 4 

60–64 13 7 

65–69 14 7 

70–74 13 9 

75–79 14 8 

80–84 10 10 

85–89 3 2 

90–94 3 0 

Total 142 70 
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Figure 15: Age, and sex, of patients treated with ECT, 1 July 2006 to 30 June 2007 
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Ethn�c�ty of pat�ents treated w�th 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 populations, 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 18:  Ethnicity of people treated with ECT, 1 July 2006 to 30 June 2007 

Ethn�c�ty No. of pat�ents 

Asian 7 (3%) 

European 191 (86%) 

Mā ori 5 (2%) 

Pacific 6 (3%) 

Other 3 (1%) 

Unknown 11 (5%) 

Reportable events 
Section 132 of the MH(CAT) Act 1992 states that any death of a ‘patient’ (ie, a person under the 
MH(CAT) Act) must be reported to the Director within 14 days. 

Other notified events (termed ‘serious’ or ‘sentinel’) are also notified to the Office of the Director of 
Mental Health by agreement with the respective DHBs. 

The reasons for these notifications are: 

• to be able to respond to media and public concern 

• to enable the Minister of Health to be adequately briefed 
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•	 to help the DHBs analyse and investigate these events 

•	 to share information gained within a learning environment. 

Sentinel events are partly defined by section 31 of the Health and Disability Services (Safety) Act 
2001 and include: 

a.	 any incident or situation (eg, fire, flood, or failure of equipment or facility) 

b.	 any police investigation into any aspect of a service or premises 

c.	 any death of a person receiving services, that is required to be reported to the Coroner under 
the Coroners Act 1988. 

The Ministry of Health’s mental health team has added the following to the definition of sentinel 
events: 

d.	 serious incidents involving special patients 

e.	 incidents with potential for media inquiry. 

A summary of the reportable events is initially provided to the Ministry of Health by email, letter or 
in a quarterly report (by the DAMHS). Summaries are entered into a database where details such 
as name, DHB, incident and recorded diagnoses are documented. If a sentinel event investigation 
is warranted, a more complete report with associated findings and action plan is forwarded to the 
Director. This is read and acknowledged with the expectation that the action plan be audited within 
a given timeframe. Upon receipt of the audited plan, the case is closed. 

During 2007, 183 serious or sentinel event notifications were reported to the Director. Twenty three 
percent of the notifications were closed after little or no investigation, because death was found 
to be due to natural causes or due to complications with a pre-existing medical condition, and 
unrelated to the care given by mental health services. 

Table 19: Outcome of sentinel event notifications 2007 

Outcome of sent�nel event not�ficat�on Number of cases 

Investigation resulting in a report 78 

Closed after little or no investigation 43 

Ongoing investigations 62 

Total 183 

Of the total number of notifications in 2007, 66 percent (120) related to events involving male 
patients and 34 percent (62) to events involving female patients.  While only 23 percent (42) of all 
patients were under the MH(CAT) Act at the time of the reportable event, 83 percent (152) of the 
events resulted in the death of the patient. 
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Death by su�c�de 
This section provides a brief overview of suicide among specialist mental health service-users 
for 2004. Specifically, the focus is on suicide by people with a history of community or inpatient 
service use from specialist mental health (including alcohol and other drug) services (service
users) in the year prior to death. The data provided does not cover emergency department 
presentations. It is acknowledged that the group identified as ‘non-service-users’ may have had 
earlier contact with specialist mental health services. Service use data was extracted from the 
Mental Health Information National Collection. 

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 central and southern regions, older people’s mental health treatment is provided by disability 
services, rather than mental health services. Therefore full data for people aged over 65 years is 
not recorded in the Mental Health Information National Collection. ‘Year of suicide’ refers to the 
year in which the death was registered. Data was drawn from information provided to New Zealand 
Health Information Service databases: the Mortality database, the Mental Health Information 
National Collection.  

Prevalence of su�c�de �n the populat�on 
There were 490 suicides recorded for 2004 within the Mortality database and a further 29 deaths 
of undetermined intent. Of both these groups, 58 deaths occurred in people aged 65 and over. Of 
the remaining 461 suicides, 169 suicides (or 37 percent) had been service-users in the year prior 
to death. For the year 2004, service-users had approximately 22 times the rate of suicide of non
service-users. 

Sex and age �n relat�on to su�c�de 
Of the 461 suicides, male suicides outnumbered female suicides three to one. Among service-
user suicides, however, there were a higher percentage of female suicides (46 percent) than male 
suicides (34 percent) (see Table 20). 

Table 20: Suicides by sex and service-use for 2004 

Sex Serv�ce-users Non-serv�ce-users Total 

Number % Number % Number 

Male 117 34 231 66 348 

Female 52 46 61 54 113 

Total 1�9 �7 292 �� 4�1 

Those aged under 20 who died by suicide were least likely to have been service-users than other 
age groups. Across all age groups male suicides were less likely than female suicides to have been 
service-users (see Figures 16 and 17).  Nearly 80 percent of female suicides aged 60–64 were 
service-users. Seventy percent of female suicides aged 30–34 were service-users.  In contrast, the 
age group with the highest percentage of service-users for male suicides was the 30–34 age group. 
Of this group approximately 50 percent of suicides were service-users. 
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Age groups (years) 
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Figure 17: Percentage of male suicides by age and service-use for 2004 
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Ethn�c�ty �n relat�on to su�c�de 
Māori have significantly higher rates of suicide than non-Māori (see Suicide Facts: 2005–2006 
data). Māori suicides were less likely than non-Māori to have been service-users (see Table 21). 

Table 21: Suicides by ethnicity and service-use for 2004 

Ethn�c�ty Serv�ce-users Non-serv�ce-users 

number % number % 

Non-Māori 139 40 210 60 

Mā ori 30 27 82 73 

Total 1�9 �7 292 �� 
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Figure 16: Percentage of female suicides by age and service-use for 2004 
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For people using mental health services, the rate of suicide is nearly the same for Māori 

(201 per 100,000 Māori service-users) as for non-Māori service-users (212 per 100,000 non-Māori 

service-users). Twenty-one of the 169 suicides among service-users were not born in New Zealand, 

but most had been here 15 or more years. 


Methods of su�c�de 
Table 22 shows methods of suicide by sex and service-use in 2004. Hanging was the most 
common methods of suicide irrespective of mental health service-use. For male and female non
service-users and for male service-users, poisoning by gas was the second most common method 
of suicide. For female service-users, however, poisoning by solid or liquid was the second most 
common method of suicide.  

Table 22:  Methods of suicide by sex and service-use in 2004 

Method of su�c�de Serv�ce-users 
males % 

Non-serv�ce-users 
males % 

Serv�ce-users 
females % 

Non-serv�ce-users 
females % 

Hanging 47 61 38 62 

Poisoning by gas 26 17 12 15 

Poisoning by solid or liquid 10 6 33 11 

Gunshot 8 9 2 2 

Drowning 3 3 2 2 

Other 6 4 13 8 

H�story of hosp�tal adm�ss�ons for �ntent�onal self-harm 
The National Minimum Dataset has records of hospital admissions since 1988.  Of the 461 people 
who died by suicide in 2004, 94 (or 20 percent) had a history of admission for intentional self-
harm since 1988. While most (64 or 68 percent) had only one prior admission, some had multiple 
admissions up to a maximum of 16 admissions.    

Over two-thirds (67) of the people with a history of previous admissions were mental health 
service-users. Most (46) had only one prior admission but some had multiple admissions up to a 
maximum of 16 admissions. Most of the people with histories of multiple admissions were mental 
health service-users in the 12 months prior to death (21 out of 30). 

H�story of mental health hosp�tal adm�ss�ons 
The following information relates to hospital admissions as recorded in the National Minimum 
Dataset where the primary diagnosis on discharge was a mental health diagnosis. Of the 169 
suicides among service-users, 100 people had had at least one hospital admission since 1988. 
The maximum number of hospital admissions was 36, as shown in Table 23. 
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Table 23:  Number of admissions for mental health diagnoses since 1998 

Number of adm�ss�ons Number of people 

1 21 

2 17 

3 15 

4 14 

5–9 15 

10–14 10 

15+ 8 

Total 100 

D�agnos�s 
Within the Mental Health Information National Collection, diagnosis is recorded on an ongoing 
basis, but recording diagnosis has been mandatory only since July 2004. As a consequence, 
clients discharged prior to 1 July 2004 may have no diagnoses recorded within the Mental Health 
Information National Collection. Of the 169 mental health service-user suicides, 137 had one or 
more diagnoses recorded. Many people have multiple primary and secondary diagnoses recorded 
over time. Table 24 shows all the mental health diagnoses recorded for the 137 service-user 
suicides with a recorded diagnosis over the history of the collection.  

Table 24: Diagnosis among service-user suicides 

DSM IV d�agnos�s Pr�mary d�agnos�s 
number 

Secondary d�agnos�s 
number 

Depression 38 17 

Schizophrenia 24 4 

Bipolar disorder 19 1 

Personality disorder 11 13 

Alcohol disorder 10 12 

Drug disorder 7 13 

Anxiety 7 12 

Adjustment 7 1 

Eating disorder 3 4 

Mental retardation 1 2 

Other 86 48 

Total 21� 127 

Serv�ce-use �n relat�on to su�c�de 
The following information was drawn from the Mental Health Information National Collection. 

In 2004, among the 169 suicides, four people died by suicide in mental health inpatient units. A 
further 56 people who died by suicide had been admitted within an inpatient unit in the previous 
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12-month period. Eleven of these suicides (20 percent) occurred within a week of discharge from a 
mental health inpatient unit, and most (32 suicides or 57 percent) occurred within three months of 
discharge.  

For the suicides that occur within a short period of discharge it is difficult to ascertain from this 
data whether any community care was provided in the intervening period. Of the 165 service-
user suicides in the community, 56 suicides had inpatient admissions and all 165 suicides 
had community contacts within the 12 months prior to death. For 19 of the suicides (including 
four methadone clients), contact had only been with alcohol and other drug services. Twenty-
one suicides had contact with both mental health and alcohol and other drug services, and the 
remaining 125 suicides had contact with mental health services only. 

There was considerable variation in the frequency of services received over the 12-month period, 
ranging from a single crisis contact to regular ongoing care. Table 25 shows the number of contacts 
or bed days provided in the 12 months preceding death. (Note this also includes a small number of 
family contacts provided after the date of death.) The maximum number of inpatient bed days and 
community contacts for one client was 372. 

Table 25: Services provided in year preceding death 

Number of days �n Inpat�ent Care 
Number of Contacts w�th 

Commun�ty Care 

Coverage ≤ 7 days ≤ 1 month > 1 month 
<10 

contacts 
10–50 

contacts 
>50 

contacts 

Inpatient Care Only 0 1 1 0 0 0 

Community Care Only 0 0 0 68 23 14 

Combined Inpatient and 
Community Care 

19 29 14 15 28 19 

DHB of serv�ce 
Because the number of suicides is small, statistics by DHB for 2004 are not presented. When 
a longer series of data from all of the collections is available, the Ministry may provide DHB 
comparisons. 

Op�o�d subst�tut�on treatment serv�ces 
There are 18 DHB providers of opioid subsitution treatment services (OST) plus a gazetted primary 
health organisation. These organisations catered for 4322 clients in the July to December 2007 
reporting period. 

Issues facing the provision of OST throughout 2007 centred around: 

•	 reducing waiting lists (including transfers between OST services) 

•	 transfer to general practitioner care 

•	 the registration of Buprenorphine (Suboxone with Naloxone) as an alternative to Methadone. It 
should be noted that there are benefits of Suboxone use compared with Methadone, providing 
greater flexibility for consumers. 
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Suboxone 
While Suboxone is registered for use in New Zealand for treatment of dependence, it is not 
currently subsidised by PHARMAC. Despite this, some services and clients currently arrange 
payment in order to access this medication. As at the reporting period of July to December 2007, 
a total of 13 people were receiving Suboxone compared with 11 for the same period in 2006. 

Wa�t�ng l�sts 
There has been no significant reduction nationally in the waiting time (captured in weeks) to 
access OST services (despite improvements made by some services). A strong signal was sent 
by the Ministry of Health early in 2008 calling for the minimisation of waiting lists.  Services are 
expected to work on a no-waiting list basis (defined as less than three months). It is also expected 
that services receive client transfers from another service within three months.  

Transfers to general pract�t�oner care 
With the requirement to minimise waiting lists, and to focus on streamlining the client pathway 
from specialist to GP care, a number of services have demonstrated that this transition can be 
successful. Nationally more than a three-fold increase (57 to 155) in transfers of clients from 
specialist services to community GPs was reported between the July to December reporting periods 
of 2006 and 2007. 

Correct�ons transfers 
Initially the Department of Corrections estimated there would be about 60 people in prison on 
methadone at any one time; this was prior to a change in policy to allow those already on OST 
services in the community to continue this whilst serving a prison sentence.  

Data from specialist services in the six months leading up to December 2006 (when the 
Department of Corrections changed its policy) showed approximately 74 clients having been 
transferred to prisons. The 2007 full-year specialist service returns data represent 139 clients 
transferred to prisons from community opioid treatment services. Department of Corrections figures 
(as at December 2007) portray the total number of prisoners receiving methadone treatment in 
prison throughout 2007 to be approximately 120.  

The Ministry of Health is exploring with the Department of Corrections the viability of initiating 
prisoners on OST. One case has occurred where a person who had ceased OST prior to prison has 
been re-established on methadone treatment. This demonstrates an exceptional situation where 
the OST service and the Department of Corrections have exercised flexibility around client need. 

Rev�ew of the M�suse of Drugs Act (1975) 
One of the significant workforce issues facing OST services is the availability of prescribers. 
Currently, prescribing is restricted to medical practitioners. The review of the Misuse of Drugs 
Act 1975 may incorporate future support for specialist nurse prescribing. 

Rev�ew of the Op�o�d Subst�tut�on Treatment New Zealand Pract�ce 
Gu�del�nes 200� 
Review of these guidelines was required as a result of: 

• the introduction of OST services for people in prison 

• the introduction of interim prescribing 
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• a stronger focus on access to psychosocial support 

• less time spent on OST overall. 

The OST specialist services, consumers and other key stakeholders are providing significant input 
to the review. The final document should be published and circulated by the end of 2008. 

Rev�ew of leg�slat�on 
Adm�n�strat�on rev�ew of the Alcohol�sm and Drug Add�ct�on Act 19�� 
Considerable work has been undertaken by the Ministry of Health in the last financial year in 
respect of the Alcoholism and Drug Addiction Act 1966 (the ADA Act). The work has mainly involved 
the administration and review of the ADA Act. These are discussed in turn.  

There are four institutions in New Zealand certified to admit people under the ADA Act, each of 
which has a supervising committee. Certified institutions admit people who are subject to the 
ADA Act, and who are ordered to undergo alcohol and drug addiction treatment by the Court. 
Supervising committees make decisions about a person’s ongoing detention and management, 
in particular matters to do with their leave, discharge or transfer. As part of its administration 
responsibilities under the ADA Act, the Ministry of Health facilitates the appointment of supervising 
committee members. Specifically, it facilitates the appointments of a District Court judge as 
chairperson and another person commonly referred to as the community member. In conjunction 
with each of the committees, the Ministry of Health has been working to ensure that the committee 
members noted above are duly appointed by the Minister of Health.  

The Ministry of Health has also been working on reviewing the ADA Act, with a view to repealing 
and replacing the current ADA Act. It is widely accepted (by the Ministry and the alcohol and drug 
sector and others) that the ADA Act is outdated and that it does not fulfil its stated purpose of 
making ‘better provision for the care and treatment of alcoholics and drug addicts’. 

The Ministry of Health’s progress to date includes convening and meeting with internal and 
external advisory groups and an expert advisory group, as well as commissioning a health 
technology assessment to help inform the review. Work with the advisory groups will continue 
as required throughout the review. The health technology assessment of the effectiveness 
of compulsory, residential treatment for addiction found a lack of evidence in respect of the 
non-offender population, although it also found no evidence of harm arising from compulsory 
treatment. The health technology assessment advised that the best available evidence in New 
Zealand as to the long-term effectiveness of compulsory treatment was likely to be provided by 
expert and anecdotal evidence and case studies. The report recommended that evaluative research 
be carried out to measure the costs and benefits of compulsory treatment. 

A draft discussion document for future consultation purposes is being compiled. Various 
information sources and forums have contributed to the discussion document. These include 
information gathered by the Ministry of Health over several years (such as work from 1999 and 
2002 that explored the need for review), and the recommendations of advisory groups such as 
the Legislation Design Committee. This committee has advised the Ministry of Health about the 
legislative implications of replacing the ADA Act.   

The next steps involved in the Ministry of Health’s review of the ADA Act involve completing the 
discussion document and seeking Cabinet approval to release it for consultation. The document 
will be distributed among stakeholders and the public and feedback sought in a number of ways 
including planned regional road-shows. The Ministry will report to the Minister of Health on the 
preferred policy option regarding the future of the ADA Act, by 30 June 2009. 
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Rev�ew of sect�on 9(2)(d) of the Mental Health (Compulsory Assessment and 
Treatment) Act 1992 
The Ministry of Health has been reviewing section 9(2)(d) of the MH(CAT) Act. The Ministry intends 
to amend the specified section. Currently section (9)(2)(d) requires that a family member or 
primary caregiver be present when the purpose and requirements of a compulsory mental health 
assessment are explained. Difficulties in complying with the section (9)(2)(d) have been identified. 
Occasionally it may not be safe or practicable, or in the best interests of the proposed patient to 
include their family or caregiver. Amending section (9)(2)(d) to include the presence of any family 
member unless it is not reasonably practicable to do so, or not in the best interests of the patient, 
will fulfill the intentions of the section and align it with other parts of the MH(CAT) Act. Currently 
this amendment is part of the 2008 legislative programme. 

Rev�ew of the Mental Health (Compulsory Assessment and Treatment) 
Act 1992 
Planning for a review of the MH(CAT) Act has commenced, and the preliminary steps will involve 
establishing an evidence base. This work will begin with an examination of the extent to which the 
Act reflects contemporary best practice. The issue of mental capacity and consent to treatment will 
be given particular consideration in the review of the Act. 
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Append�x One: Rev�ews of pat�ents, spec�al 
pat�ents and restr�cted pat�ents 

Figure A1: Reviews of special patients acquitted by reason of insanity 

Clinical review within 3 months of 
order as per s. 77(1) of the MH(CAT) 
Act and thereafter at intervals of not 
longer than 6 months. 

The MHRT may review certain special 
patients as per s. 80 of the MH(CAT) Act. 

If the MHRT considers that the patient 
no longer requires detention as a 
special patient, the MHRT sends their 
decision to the Minister of Health for 
the purposes of s. 33 of CP(MIP) Act. 

Note: the Minister is not bound by the 
MHRT decision. 

MHRT may be required 
to review patient’s condition 
as part of decision-making 
process. 

Copy of certificate to Minister 
of Health for purposes of 
s. 33 CP(MIP) Act. 

Special patient 
order not required. 

Yes 

S.77(4) MH(CAT) Act. 
Is there a requirement, 

either in the patient’s own 
interests or for public safety, 

to continue special 
patient order? 

Special patient 
order required. 

No 

Continued compulsory treatment. 
Further clinical review at no longer 
than 6-monthly intervals as per 
s. 77(1) MH(CAT) Act. 

Direction that 
the defendant 
be discharged. 

Direction that the 
defendant be held 
as a patient or care 
recipient. 

Note: MHRT – Mental Health Review Tribunal 
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Figure A2: Reviews of special patients unfit to stand trial 

The MHRT may review certain special 
patients as per s. 80 of the MH(CAT) Act. 

If the MHRT considers that the patient is 
no longer unfit to stand trial, or that the 
patient is still unfit to stand trial but it is 
no longer necessary to detain them as a 
special patient, the MHRT sends their 
decision to the Attorney-General for 
the purposes of s. 31 of CP(MIP) Act. 

Note: the Minister is not bound by the 
MHRT decision. 

S. 77(3) MH(CAT) Act 
evaluation of fitness 

to stand trial and 
necessity for special 

patient order. 

Clinical review within 3 months of 
order as per s. 77(1) of the MH(CAT) 
Act and thereafter at intervals of not 
longer than 6 months. 

Still unfit and 
should continue as 
a special patient. 

Copy of certificate 
sent to Attorney-General 
for purposes of s.31 
CP(MIP) Act. 

Copy of certificate sent  to 
Attorney-General and Minister 
of Health for purposes of 
s. 31 CP(MIP) Act. 

MHRT may be required 
to review patient’s 
condition as part of 
decision-making process. 

MHRT may be required 
to review patient’s 
condition as part of 
decision-making process. 

Continued compulsory treatment. 
Further clinical review at no longer 
than 6 monthly intervals as per 
s. 77(1) MH(CAT) Act. 

Decision to return 
defendant to court 
as per s. 31(2)(a) 
CP(MIP) Act. 

Decision that the 
defendant be held 
as a patient or care 
recipient. 

Patient continues 
as a special patient 
unfit to stand 
trial. 

Still unfit but not 
necessary to detain 
as special patient. 

No longer unfit 
to stand trial. 

Note: Once the maximum period 
of detention has expired, as 
specified in s. 30 of the CP(MIP) 
Act, the Attorney-General must 
direct that the defendant be 
held as a patient or a care 
recipient as per s. 31 CP(MIP) Act. 

Note: MHRT – Mental Health Review Tribunal 
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Figure A3: Reviews of special patients transferred from prison and under hybrid orders 

The MHRT may review any person 
subject to a CTO, as per s. 79 MH(CAT) Act. 

If the MHRT considers that the patient 
is fit to be released from compulsory 
status, and liability to detention has not 
ceased, the consent of the Director 
should be sought to direct that the 
special patient be taken to a penal 
institution and be thereafter released 
from the MH(CAT) Act. 

Clinical review within 3 months of 
order and thereafter at intervals of 
not longer than 6 months as per 
s. 76(1) of the MH(CAT) Act. 

Note: Patient ceases to be a 
special patient and is deemed 
subject to a compulsory 
treatment order as soon as 
liability to detention ceases. 

Remains 

Fit to be 
released from 
compulsory 

status? 

Continued compulsory treatment. 
Further clinical review at no longer 
than 6 monthly intervals as per 
s. 76(1) MH(CAT) Act. 

Patient ceases to be 
a special patient 
and is deemed 
subject to a CTO as 
soon as liability to 
detention ceases. 

detained under 
sentence? 

No 

No 

Yes 

liable to be 

Yes 
DAMHS seeks consent of 
Director to direct that the 
special patient be taken to 
a penal institution, and be 
thereafter released from 
the MH(CAT) Act. 

Note: MHRT – Mental Health Review Tribunal 
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Figure A4: Reviews of compulsory treatment order patients 

The MHRT may review any 
persons subject to CTO, as per 
s. 79 MH(CAT) Act. 

If the MHRT considers that the 
patient is fit to be released from 
compulsory status, the patient 
shall be released accordingly. 

Clinical review within 3 months of 
order and thereafter at intervals of 
not longer than 6 months as per 
s. 76(1) of the MH(CAT) Act. 

Clinical review within 
14 days of the expiry of 
the CTO as per s. 34(1). 

Yes 

Fit to be 
released from 
compulsory 

status? 

No 

Yes 

S. 34 application 
to extend the order. 

Court to 
consider whether 

mentally disordered 
and if so whether 
it is necessary to 

extend the CTO as 
per s. 27. 

No 

Yes 

Is this the
 
first extension
 

of the CTO?
 

No 

No 

Fit to be 
released from 
compulsory 

status? 

This extension of the CTO shall 
have effect indefinitely until 
the patient is released from 
compulsory status. The patient 
must be clinically reviewed at no 
longer than 6-monthly intervals 
as per s. 76(1) MH(CAT) Act. 

Patient released 
from compulsory 
status. 

Patient released 
from compulsory 
status. 

Note: MHRT – Mental Health Review Tribunal 
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Figure A5: Reviews of restricted patients 

The MHRT may review the 
condition of any restricted 
patient as per s. 81 MH(CAT) Act. 

The process followed thereafter 
mirrors referrals from the Director 
to the MHRT as depicted in this 
flowchart. 

Clinical review within 3 months of 
order and thereafter at intervals of 
not longer than 6 months as per 
s. 78(1) of the MH(CAT) Act. 

Director referral 
to MHRT? 

Yes 

MHRT 
Review condition 

of restricted 
patient as per 

s. 81 MH(CAT) Act. 

No 

Not fit to be released 
from compulsory status, 
but no longer necessary 
to be a restricted patient. 

Fit to be released from 
compulsory status. 

Not fit to be released 
and should continue to 
be declared a restricted 
patient. 

Continued compulsory 
treatment. Further clinical 
review at no longer than 
6 monthly intervals as 
per s. 78(1). 

Certificate sent to 
Minister of Health, 
who must consult with 
the Attorney-General. 

Revoke restricted 
patient status. 

Refer to MHRT. 

Patient released 
forthwith. 

Not fit to be released 
from compulsory status, 
but no longer necessary 
to be a restricted patient. 

Fit to be released from 
compulsory status. 

Not fit to be released 
and should continue to 
be declared a restricted 
patient. 

Revoke restricted 
patient status. 

Certificate sent to 
Minister of Health, 
who must consult with 
the Attorney-General. 

Decline to revoke 
restricted patient 
status. 

Note: MHRT – Mental Health Review Tribunal 
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Append�x Two: Report of the jo�nt comm�ttee 
upon lunat�c asylums (1871) 

The following report was issued during a parliamentary inquiry into the state of lunatic asylums in 
New Zealand. At the time concerns were raised at the high incurability rate in the asylums and lack 
of medical intervention. This report presents an authentic description of mental health care in the 
19th century. It highlights some of the concerns which initiated the parliamentary inquiry including 
the need for a more land, larger facilities, and more attendants. Also notable in the report is the 
prevalence of issues still faced by mental health services today, including, over-crowding, public 
misperception and, the desire for community integration. 

Report of the jo�nt comm�ttee upon lunat�c asylums (1871) 
Your Committee having considered the evidence hereto appended (evidence omitted here for 
brevity), have unanimously agreed to the following Report:

1.	 That the Asylums in the Colony have not (save in some localities) either proper or sufficient 
accommodation for the reception and care of Lunatics. 

2.	 That it is expedient that the General Government should take measures to cause proper 
provision to be made in those parts of the Colony where the present provision is insufficient. 

3.	 That a duly qualified Medical Officer from the United Kingdom, having special knowledge and 
experience in the treatment of the insane, be forthwith engaged and appointed, and who shall 
have the supervision and control of all the Lunatic Asylums in the Colony. 

4.	 That the question of a General Central Asylum be postponed until next Session, by which time 
information will have been obtained from Reports of the Inspecting Medical Officer, which will 
serve to guide the action of parliament. 

5.	 That whilst steps should be taken to improve all the Asylums of the Colony, the state of that at 
Karori, near Wellington, urgently requires immediate attention and reform. 

Buchanan, M.D.	                                            A. Chairman 

Append�x 
The CHAIRMAN read the following Report of a personal inspection he had made of the Lunatic 
Asylum at Karori. 

There are at present twenty-three inmates, twelve men and eleven women. All the females married 
but one. The  keeper said there is in the buildings accommodation for eighteen only; having regard 
to any degree of safety, as he added. The medical officer says there is room only for twelve. Two 
male attendants, and a cook, besides the keeper;  but no female attendant except the matron 
although there are eleven female patients. Thirteen bedrooms, two sitting rooms (exclusive of the 
private rooms of the keeper and matron), and four cells for those who are violent or of unclean 
habits. No bath room, or any other appliance for the cleansing of the skin, which is so essential 
to health, especially in persons who are labouring under disease of any kind. There is a large 
open cess-pool, close to the paling of the exercising yards, into which all the filth of the Asylum is 
discharged. 
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There is a good kitchen and wash-house. The premises are apparently kept very clean, and as far 
as I could observe, I believe the patients are kindly treated; I saw, however, a man walking about 
in the yard without shoes or stockings, and his feet looked very blue, as if covered with chilblains. 
I inquired of the keeper why this was so, and he answered that the man sometimes kicks violently. 
Three women, who were locked up in refractory cells, were also barefooted on the bare boards 
without fire, which on the cold day when I paid my visit, was painful to see. The keeper said the 
reason for this was that they would tear up and destroy any covering put upon their feet. On a 
formal visit I saw a female patient quite naked in a cell. They were well fed:  the following, as 
reported to me, being the daily ration of each – 12 oz. of meat without bone, bread and potatoes 
1 lb of each, 6 oz rice, ½ oz. tea, 1¾ oz. sugar, 1 gill of milk, they get besides soup five times a 
week, made out of the meat, and 10 lbs. of butter per week for the whole establishment. 

The keeper and matron appear to be kind and gentle in manner, and evinced the utmost readiness 
to show every part of the premises.  Every locked door was immediately opened at my request.  
They have been at the Asylum thirteen years, at a yearly salary of £150, without rations. The 
assistant keep has been there three years, the other since 1st June last.  Wages 5s. a day each, with 
rations. 

As far as I could learn there is no attempt at curative treatment, neither keeper nor matron having 
any special knowledge of the subject. I was told that such of the men as were sufficiently well are 
employed in the garden on fine days;  but the females never go outside the house. When I was 
there the men were sitting idly in their rooms, where there was a small bagatelle table, and a few 
old copies of the Illustrated News. 

I cannot help thinking it would have been much better if they had been at work out of door 
employed, or in some way, so as to prevent them brooding over their own sad thoughts. 

Until within the last week, no Justice or official, except the medical officer, had visited the 
institution  since the middle of July.  Indeed there are very few names inscribed in the visiting book. 

In my opinion it would tend greatly to the advantage of the Asylum, if the site of it were much 
nearer the town. In which case it would be much more readily inspected. The general public, 
especially ladies, would take more interest in it, and by contribution of books, and encouraging 
cheerful amusements, they would greatly assist Dame nature, who in this case appears to be the 
only physician as regards the vis medicatrix. 

In fact, as far as my information goes at present, they are kept only like so many animals might be 
kept, in order to prevent them from injuring the rest of the community. 

It will of course be inferred, that besides removing the asylum to another site, the buildings ought 
to be much enlarged;  the number of attendants increased; means adopted to warm the refractory 
cells:  to give the female patients exercise;  and also to have baths for the purpose of cleanliness. 

In short, while I would cast no slur on the Provincial authorities, nor on those who have the 
immediate management, it would be a blot on humanity if the Colonial Government should fail to 
step in and remedy such a state of things as I have described. 

The Hon. Dr. Grace, read at the request of the Committee, the following memorandum containing 
his views as to the causes and frequency of lunacy in the Colony: – 

Insanity is much more common in this country than it is at home, chiefly on account of the limited 
range of sympathy which the isolation of individuals and families in the country gives rise to, 
and also on account of the oppressive loneliness which many new comers experience even in 
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our crowded towns. Many immigrants too, form the most extravagant anticipations of their new 
home, and are proportionably depressed by the result of actual experience.  Again, the migratory 
population from our gold fields, excited, by the varying changes of their fortune, and exhausted by 
hardship and exposure, swell the numbers of our lunatics out of  all proportion to the population. 

However, the great point to be dwelt upon is, that all these causes gives us an enormous number 
of lunatics functionally not organically mad, and therefore curable. Now our present system tends 
to make these latter worse, and aggravates the diseased condition of the incurable. Frequently 
incurable lunatics enjoy a very considerable amount of innocent happiness, but when brought in 
contact with violent people who are organically sounder than themselves, or perhaps, suffering 
merely from the mania of nervous exhaustion, the little childish happiness of the former is 
gone, and they cower in the corner in terror and alarm, whilst the latter, on recovering from 
fits of excitement, are plunged into the very depths of despair by the contract of their gnawing 
sensitiveness and depression with the childish folly of their habitual companions, whose condition 
in this morbid state they dread more than death. 
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Append�x Three: D�str�ct �nspectors of mental 
health: challenges and conundrums 

The role of district inspector of mental health is critical in the proper functioning of the mental 
health system. District inspectors act to assist individuals being treated under the Mental Health 
(Compulsory Assessment and Treatment) Act 1992 (MH(CAT) Act) by providing information and 
acting as an independent check to ensure that the patient’s rights are being upheld. To enable 
district inspectors to discharge their functions, the MH(CAT) Act gives them considerable powers to 
inquire and report. 

The role is peculiar in that district inspectors are neither patient advocates nor legal advisors. 
Rather they stand as independent ombudsman-like officers who are required to ensure that the 
rights of patients are respected and the interests of patients promoted. The independence of this 
position is emphasised by the fact that district inspectors act under a ministerial appointment 
for a fixed term and must demonstrably not have any connection with any hospital or service in 
the locality they serve (section 94 of MH(CAT) Act). As with other statutory appointments, this is 
recognition that a high degree of separation is needed from the providers over whom the district 
inspectors have oversight. 

Section 94 also explicitly provides that district inspectors must be lawyers. This is not only a 
recognition of the need for independence, but also that the skills required are those of inquiry, 
deliberation and review. The role of the district inspector is focussed on ensuring proper adherence 
to law and procedure, and ensuring respect of patient rights. Having said that, it is also clear that 
district inspectors are not lawyers acting on behalf of the patients they see. While their role is 
undoubtedly to ensure protection of patients, they are not an advocate or representative per se. 
Rather, they are an impartial authority that stands between the health provider and patient to 
ensure that the provider is discharging its obligations properly for the benefit of the patient. 

Underlying this framework is the basic touchstone that the interests of the patient are paramount. 
The MH(CAT) Act is obviously aimed at improving the outcomes for patients who are treated in the 
mental health system, and the role of district inspector supplements the substantive delivery of 
care and treatment by ensuring that where a patient is compulsorily subjected to treatment this is 
done in a way which is consistent with the law. 

This role of district inspectors, in conjunction with the fact that they are also practising lawyers, 
can throw up a number of conundrums. Lawyers are, through their professional work, familiar with 
duties of confidence and loyalty and there are many parallels between the duties owed by a lawyer 
to a client, and the professional obligations of a district inspector. However, the two roles are 
fundamentally different and as a consequence the duties will differ in substantial respects. 

In many instances there will be a degree of overlap between the roles, and this has the potential 
to complicate matters further. There will be cases where a patient has previously been a client of 
the district inspector (when acting as a lawyer). Similarly a district inspector may, when acting as 
a lawyer, come across a former patient who is a party to proceedings or a witness in court. In such 
cases there is no obvious answer to the question of how the district inspector ought to respond. 
There are, however, some fundamental principles to which it is possible to have recourse in 
plotting a course of action. 
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A defining feature of a professional relationship is confidentiality, and certainly between a lawyer 
and client some communications are absolutely privileged from disclosure; the same is the case 
between doctor and patient. While it might be thought that communications between a patient and 
district inspector should attract a similar level of confidentiality, this may not always be so.  Indeed 
in some cases it is the function of the district inspector to report matters to the director of area 
mental health services. This is specifically required where the district inspector is discharging an 
investigatory function in response to a complaint. Other examples where information by a patient 
ought to properly be disclosed include where the information relates to some risk posed either 
by that patient or by other patients, and where steps to obviate that risk need to be taken (similar 
exceptions to lawyers’ duty of confidence also exist). 

The proper approach to information provided by a patient to a district inspector is therefore that 
confidentiality and privacy need to be respected to the extent possible given the wider role of the 
district inspector and the safety of all patients. Disclosure, when it occurs, must be appropriate 
both in degree (only relevant information ought to be disclosed) and nature (disclosure ought to be 
made only to the appropriate individuals). 

It goes without saying that information obtained in the role of district inspector should be used 
only to properly discharge the functions of the role of district inspector. While this principle is 
obvious, its application may not be so straightforward. One example would be where the district 
inspector, acting as a lawyer, is asked to act against a person for whom they acted as a district 
inspector when that person was a patient. In such a situation there may be an appearance that the 
district inspector would use their knowledge of the former patient to their client’s advantage. Such 
an appearance must of course be avoided. 

More problematic would be a situation where a lawyer who is a district inspector discovers late 
in the piece that a former patient is involved in some proceeding – perhaps as a witness. In such 
a situation the lawyer is in possession of sensitive information and cannot use it to benefit his or 
her current client. This, however, has to be balanced against the interests of that client and it may 
be too much to ask for the lawyer to withdraw from a matter because of this issue. In such a case 
the lawyer/district inspector needs to balance those competing duties in light of the depth of the 
problem (including the significance of the role of the former patient in the matter) and exercise 
judgement in respect of how to proceed. 

The converse problem may arise when a district inspector in the course of discharging those duties 
discovers that a patient is someone with whom they have had dealings in the course of their 
legal practice. Where the person is a client as well as a patient, the person may have difficulty in 
separating the roles of district inspector and lawyer (as indeed may the district inspector) and the 
prudent course must be to use a different district inspector where that is possible. Once again, 
however, practical exigencies must be taken into account and if there is no other district inspector 
reasonably available it may be better to provide the services to the Patient in any event taking 
especial care to make clear the boundaries of the district inspector’s role. 

Issues may also arise when a patient seeks to retain a district inspector as their lawyer. A situation 
in which a district inspector provides legal services to a patient (or former patient) is fraught with 
difficulties and if possible ought to be avoided. In such a case not only is there the possibility of 
role confusion, but there is also a risk that it will appear that the district inspector is using that role 
to feed clients into his or her legal practice. Any such appearance must be avoided. 

All of this discussion must, however, occur against the background of the real world. Broad 
generalisations about the proper conduct of district inspectors are unlikely to be helpful given 
the enormous diversity of their roles across different regions, and their divergent legal practices. 
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Certainly it would be a disaster for patients to lose out on the effective protections and assistance 
that the district inspectors provide because of an undue sensitivity to such issues. 

Perhaps the best check is ultimately that of appearances. Whatever the motives, it is important to 
ensure that any reasonable third party looking in is not left with the impression that there has been 
some misconduct. While it is important not to pander to the oversensitive or querulous client or 
former patient, the district inspector’s role is a lynchpin of the compulsory treatment framework 
and the fact that it is discharged with the utmost integrity must be beyond question. 

Duncan Webb 
Professor of Law 
University of Canterbury 
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