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Administration of the Act

Director of Mental Health

Appointment

On 22 September 2005, Her Excellency the Governor approved the appointment of Dr Aaron Groves 
MBBS FRANZCP as Director of Mental Health under the Mental Health Act 2000 (the Act).  Prior to his 
appointment in Queensland, Dr Groves was the Director, Office of Mental Health in Western Australia 
for three years.  

Dr William Kingswell, who was appointed to the position of Director of Mental Health on 16 June 2005, 
resigned his appointment on 22 September 2005.

Powers and Functions

The Act establishes broad monitoring and oversight functions for the Director of Mental Health 
including:

ensuring the protection of rights of involuntary patients;

ensuring that involuntary admission, assessment and treatment of persons complies with the 
Act;

facilitating the proper and efficient administration of the Act;

promoting community awareness and understanding of the administration of the Act; and

advising and reporting to the Minister on any matter relating to the administration of the Act.

More specific powers and functions relating to the administration of the Act include:

declaring authorised mental health services (AMHSs) and High Security Units to provide 
treatment and care of people with mental illness;

declaring Administrators of AMHSs and High Security Units;

appointing authorised mental health practitioners (AMHPs);

appointing approved officers to conduct investigations under the Act;

developing a Statement of Rights for distribution to involuntary patients and their allied 
persons; and

approving forms used under the Act, excluding those required by the Mental Health Court or the 
Mental Health Review Tribunal.

The Director also has powers and functions in relation to people with mental illness who are, or have 
been, subject to criminal justice system processes.  These include: 

receiving expert psychiatric reports in relation to involuntary patients charged with an offence 
and referring these matters to the Attorney-General or Mental Health Court for determination;

ordering the transfer of classified patients (patients admitted to a health service from a court or 
place of custody) and forensic patients (patients found to be of unsound mind or not fit for trial 
in relation to a criminal offence);

•

•

•

•

•

•

•

•

•

•

•

•

•
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facilitating return to court or custody for classified patients who no longer need to be detained 
for treatment of mental illness; and

approving limited community treatment for classified patients.

Delegation of Powers

The Director of Mental Health may delegate the Director’s powers under the Act to an appropriately 
qualified public service or health service employee.  This delegation includes all the Director’s powers 
except those relating to the declaration of AMHSs, High Security Units and Administrators. 

During the 2005-06 reporting period, the Director was assisted by a number of psychiatrists who 
performed the duties as delegate.  Below is a list of delegations for the Director’s powers and 
functions during the reporting period.

Delegate Dates of Delegation Delegated by

Dr Ness McVie 1 May 2006 to current Dr Aaron Groves

Associate Professor  
WB Emmerson

30 June 2006 to current 
6 March 2006 to 9 March 2006
10 February 2006

Dr Aaron Groves

12 September 2005 to 19 September 2005
22 August 2005 to 7 September 2005

Dr William Kingswell

Dr Terry Stedman 26 May to current Dr Aaron Groves

Dr Jacinta Powell

6 March 2006 to 9 March 2006
10 February 2006

Dr Aaron Groves

12 September 2005 to 19 September 2005
22 August 2005 to 7 September 2005

Dr William Kingswell

Dr Cassandra Griffin 14 February 2004 to current Dr Arnold Waugh

The Director of Mental Health has also delegated very limited functions to specified senior clinical 
positions.  These functions relate to approving a patient’s temporary absence to receive medical care 
(section 186(2)(a)) or to appear before a court, tribunal or other body (section 186(2)(b)).

Delegate 
Power 

Delegated
In Relation to  

Patients at
Date of  

Delegation
Delegated by

Director, 
Queensland 
Forensic Mental 
Health Service, 
Central and 
Southern Zones

186(2)(a)

186(2)(b)

The Park – Centre for 
Mental Health AMHS and 
The Park High Security 
Program: Central and 
Southern Zones

29 November 2005 
to current

Dr Aaron Groves

•

•
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Delegate 
Power 

Delegated
In Relation to  

Patients at
Date of  

Delegation
Delegated by

Psychiatrist on 
call, The Park – 
Centre for Mental 
Health

186(2)(a)

The Park – Centre for 
Mental Health AMHS and 
The Park High Security 
Program: Central and 
Southern Zones

29 November 2005 
to current

Dr Aaron Groves

Director of 
Clinical Services, 
The Park – Centre 
for Mental Health 

186(2)(a)

186(2)(b)

The Park – Centre for 
Mental Health AMHS and 
The Park High Security 
Program: Central and 
Southern Zones

29 November 2005 
to current 

Dr Aaron Groves

Director, 
Townsville 
Integrated Mental 
Health Service

186(2)(a)

186(2)(b)

Townsville High Security 
Program: Northern Zone

29 November 2005 
to current

Dr Aaron Groves

Clinical Director, 
High Secure 
Program

186(2)(a)

186(2)(b)

Townsville High Security 
Program: Northern Zone

29 November 2005 
to current 

Dr Aaron Groves

Psychiatrist on 
call, Townsville 
Integrated Mental 
Health Service 

186(2)(a)
Townsville High Security 
Program: Northern Zone

29 November 2005 
to current

Dr Aaron Groves

Authorised Mental Health Services and High Security Units

The Act provides for the establishment of AMHSs and High Security Units.  AMHSs and High Security 
Units are declared by the Director of Mental Health by way of gazette notice.

Authorised Mental Health Services

AMHSs are health services authorised under the Act to provide involuntary examination, assessment 
and treatment to persons with mental illness.  They include both public and private sector health 
services.

In authorising AMHSs, the Director takes account of the professional expertise required in the 
assessment and treatment of persons with mental illness as well as the need to ensure appropriate 
access to services across the State.  In most instances, AMHSs are comprised of inpatient and 
community components.  Inpatient facilities are generally based in metropolitan and regional 
centres, while community components are established in rural and remote locations as well as major 
centres.  In addition, the Act provides that all public hospitals are AMHSs for the purpose of providing 
involuntary examination and assessment.
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Column 3 identifies the total number of involuntary treatment orders made as a result of the 
involuntary assessment process.  Of the 5 698 assessments, 3 946 (69%) episodes led to the person 
being placed on an involuntary treatment order.

Column 4 identifies the number of occasions where an involuntary treatment order was not made as 
a result of the involuntary assessment.  In 1 727 instances (30% of total assessments), an involuntary 
treatment order did not result from the involuntary assessment process.  An involuntary treatment 
order will not result where that authorised doctor determines that the person does not meet the 
involuntary treatment criteria.

Column 5 represents the number of occasions where an involuntary treatment order was already in 
force.  The making of assessment documents for a person already on an involuntary treatment order 
generally occurs when the person is a patient of another AMHS.

Table 1 Involuntary Assessment – Involuntary Processes Commenced with      
Assessment Documents* – 1 July 2005 to 30 June 2006

AMHS
Assessed on 
Assessment 

Documents Only*

ITO Made as a  
Result of Involuntary 

Assessment

ITO Not Made as a 
Result of Involuntary 

Assessment

Pre-existing 
Involuntary 

Status

BAY 164 131 80% 33 20%

BDB 6 4 67% 2 33%

BEL 58 57 98% 1 2%

CNS 290 200 69% 89 31% 1 0%

FC 74 49 66% 25 34%

GC 542 415 77% 127 23%

GSL 15 11 73% 4 27%

LOG 460 309 67% 151 33%

MAT 30 22 73% 8 27%

MI 1 1 100%

MKY 129 72 56% 57 44%

NFARM 28 27 96% 1 4%

PAH 649 494 76% 149 23% 6 1%

PCH 290 199 69% 91 31%

PK 16 12 75% 4 25%

PKHSP 2 2 100%

RBWH 1 095 625 57% 460 42% 10 1%

RC 207 153 74% 52 25% 2 1%

RCH 1 1 100%

ROK 241 174 72% 67 28%

SC 458 364 80% 93 20% 1 0%

TOO 408 266 65% 138 34% 4 1%

TSV 288 163 57% 125 43%

TSVHSP 3 1 33% 2 67%
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AMHS
Assessed on 
Assessment 

Documents Only*

ITO Made as a  
Result of Involuntary 

Assessment

ITO Not Made as a 
Result of Involuntary 

Assessment

Pre-existing 
Involuntary 

Status

TWNG 37 27 73% 10 27%

WM 206 167 81% 38 18% 1 1%

TOTAL 5 698 3 946 69% 1 727 30% 25 1%

* This data does not include instances where involuntary assessment was preceded by another process such as an emergency 
examination order or justices examination order.  Data relating to involuntary assessment following an emergency examination order or 
justices examination order is provided in the next section of the Report –“Processes Leading to Involuntary Assessment”.

Processes Leading to Involuntary Assessment

Where the standard involuntary assessment processes cannot be applied because an examination by 
a doctor or AMHP cannot reasonably occur, the Act provides alternate processes.  An examination may 
occur under a justices examination order or an emergency examination order. 

Justices Examination Orders

A justices examination order is made by a Magistrate or Justice of the Peace (JP).  Any concerned 
member of the community may seek a justices examination order in relation to a person they believe 
requires examination.  The application is sworn and sets out the grounds for seeking the order.  The 
Magistrate or JP may make the order if he or she believes that the person has a mental illness and the 
order is required to ensure that the person is properly examined by a doctor or AMHP.  The order is 
valid for seven days. 

The order is issued to the Administrator of the relevant AMHS who makes arrangements for a doctor 
or AMHP to examine the person.  The doctor or practitioner will usually go to the person’s place 
of residence or other place nominated in the order to conduct the examination.  The doctor or 
practitioner will determine whether involuntary assessment at an AMHS is required.

Table 2 sets out the number of justices examination orders made during the current reporting period 
and whether these were made by a Magistrate or JP.  As with previous years, the data shows that the 
majority of orders (96%) were made by a JP.

Table 2 Justices Examination Orders Made by Designation – 1 July 2005 to 30 June 2006

AMHS Total Justice of the Peace Magistrate

BAY 36 36

BDB 4 4

CNS 51 33 18

FC 28 28

GC 72 72

LOG 56 56

MAT 2 2

MI 2 2



15Director of Mental Health - Annual Report 2006

AMHS Total Justice of the Peace Magistrate

MKY 42 36 6

PAH 96 96

PCH 49 48 1

RBWH 25 23 2

RC 48 48

ROK 52 50 2

SC 51 51

TOO 100 99 1

TSV 71 71

WM 56 56

TOTAL 841 811 30

Table 3 identifies the outcome of the justices examination order process at each AMHS in the period 
1 July 2005 to 30 June 2006.  

During this reporting period a total of 841 orders were made with a little over half (483) ending with 
no assessment documents being made.  Assessment documents are not made if the doctor or AMHP 
determines that the person does not meet the criteria for involuntary assessment.  For example, 
the doctor or AMHP may consider that the person does not have a mental illness or the person may 
consent to further assessment or treatment.  

Column 4 sets out the instances where assessment documents did result from the justices 
examination order.  In these instances, an involuntary treatment order may or may not result from 
the involuntary assessment (depending on whether the involuntary treatment criteria are met).  Of 
the total justice examination orders for the reporting period, 29% (246) resulted in an involuntary 
treatment order being made.  In 4 % of instances, the involuntary assessment did not result in an 
involuntary treatment order.

Column 5 identifies that 8% of justices examination orders ended before the examination was able 
to be conducted.  This may occur, for example, if the person cannot be located within the seven day 
period or the person presents voluntarily at an AMHS before any action is taken on the order.

Column 6 identifies that 1% of justices examination orders made were for people who were already 
subject to involuntary processes under the Act; that is, a person who was subject to an involuntary 
treatment order or forensic order.
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Table 3 Justices Examination Orders and Outcomes – 1 July 2005 to 30 June 2006

AMHS Total
Assessment 

Documents Not 
Made

Assessment Documents Made
JEO Ended 

Before 
Examination

Pre-existing 
Involuntary 

Status

ITO Made as 
a Result of 
Involuntary 
Assessment

ITO Not Made 
as a Result of 
Involuntary 
Assessment

BAY 36 19 53% 8 22% 1 3% 8 22%

BDB 4 2 50% 1 25% 1 25%

CNS 51 28 55% 15 29% 2 4% 5 10% 1 2%

FC 28 19 67% 7 25% 1 4% 1 4%

GC 72 34 47% 25 35% 1 1% 12 17%

LOG 56 36 64% 14 25% 2 4% 4 7%

MAT 2 1 50% 1 50%

MI 2 2 100%

MKY 42 25 59% 8 19% 5 12% 4 10%

PAH 96 42 44% 47 49% 4 4% 2 2% 1 1%

PCH 49 21 43% 19 39% 4 8% 3 6% 2 4%

RBWH 25 6 24% 14 56% 1 4% 4 16%

RC 48 26 54% 18 38% 1 2% 3 6%

ROK 52 35 67% 13 25% 3 6% 1 2%

SC 51 37 72% 11 22% 2 4% 1 2%

TOO 100 64 64% 25 25% 2 2% 6 6% 3 3%

TSV 71 46 65% 12 17% 2 3% 9 12% 2 3%

WM 56 40 71% 9 16% 2 4% 5 9%

TOTAL 841 483 58% 246 29% 32 4% 70 8% 10 1%

Emergency Examination Orders

An emergency examination order may be made by a police officer, ambulance officer or psychiatrist. 

The person making the emergency examination order must be of the opinion that the person 
represents an imminent risk of significant physical harm (either to him/herself or someone else) as 
a result of mental illness.  The emergency examination order authorises a police officer, ambulance 
officer or psychiatrist to immediately take the person to an AMHS for examination.  Once the person 
arrives at the service, the person may be detained for a maximum period of six hours to enable 
examination by a doctor or AMHP.  The doctor or AMHP will determine whether the person meets the 
criteria for involuntary assessment.

Table 4 identifies the total number of emergency examination orders conducted at each AMHS and 
whether these were made by a police officer, ambulance officer or psychiatrist.  In this reporting period 
17% were made by ambulance officers and 83% by police officers.  The proportion made by ambulance 
officers shows a slight increase from the previous reporting period (14%) and is in keeping with 
the objective of engaging ambulance services as the primary agency in dealing with mental health 
emergencies.  A very small proportion of orders (less than 1%) were made by a psychiatrist.  
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Table 4 Emergency Examination Orders Made – 1 July 2005 to 30 June 2006

AMHS Total Ambulance Officer Police Officer Psychiatrist

BAY 145 10 7% 135 93%

BDB 5 5 100%

BEL 1 1 100%

CNS 231 60 26% 171 74%

FC 50 50 100%

GC 533 132 25% 398 74% 3 1%

LOG 236 100 42% 135 57% 1 1%

MAT 15 15 100%

MI 11 3 27% 8 73%

MKY 102 6 6% 96 94%

NFARM 1 1 100%

PAH 389 41 11% 347 89% 1 0%

PCH 237 3 1% 232 98% 2 1%

RBWH 555 111 20% 444 80%

RC 117 16 14% 101 86%

ROK 191 7 4% 184 96%

SC 328 33 10% 295 90%

TOO 211 47 22% 162 77% 2 1%

TSV 289 59 20% 230 80%

WM 191 28 15% 163 85%

TOTAL 3 838 657 17% 3 172 83% 9 0%

Table 5 identifies the outcome of emergency examination orders made at each AMHS.  Column 2 
shows that a total of 3 838 orders were made during the reporting period.  Column 3 shows that 
almost half of these orders (1 819) ended with no recommendation for assessment resulting from the 
initial examination.  A recommendation for assessment is not made if the doctor or AMHP determines 
that the person does not meet the criteria for involuntary assessment.  For example, the doctor or 
AMHP may consider that the person does not have a mental illness or the person may agree to further 
assessment or treatment.

Column 4 sets out the instances where assessment documents did result from the emergency 
examination order.  Of the total emergency examination orders for the period, 26% resulted in an 
involuntary treatment order.  In 19% of instances, involuntary assessment occurred but no involuntary 
treatment order was made.  

Column 5 shows emergency examination orders that ended before the person was examined 
by a doctor or authorised mental health practitioner in the six hour timeframe.  This represents 
approximately 4% of emergency examination orders and is an increase of 2% from last year.  As 
indicated in the previous Annual Report, this data further highlights the need for services to examine 
the reasons for examinations not being conducted within the statutory timeframe and to develop 
strategies to address these.  



18 Director of Mental Health - Annual Report 2006

Column 6 identifies the number of cases where an emergency examination order was made in relation 
to a person already subject to the Act; that is, under an involuntary treatment order or forensic order.  
This occurred in approximately 4% of the total number of emergency examination orders.

Table 5 Emergency Examination Orders and Outcomes – 1 July 2005 to 30 June 2006

AMHS Total
Assessment 

Documents Not 
Made

Assessment Documents Made
EEO Ended 

Before 
Examination

Pre-existing 
Involuntary 

Status

ITO Made as 
a Result of 
Involuntary 
Assessment

ITO Not Made 
as a Result of 
Involuntary 
Assessment

BAY 145 82 56% 36 25% 20 14% 4 3% 3 2%

BDB 5 1 20% 3 60% 1 20%

BEL 1 1 100%

CNS 231 110 48% 62 27% 40 17% 9 4% 10 4%

FC 50 27 54% 13 26% 9 18% 1 2%

GC 533 213 40% 185 35% 93 17% 16 3% 26 5%

LOG 236 123 52% 59 25% 29 12% 22 9% 3 1%

MAT 15 11 73% 2 13% 1 7% 1 7%

MI 11 11 100%

MKY 102 44 43% 15 15% 41 40% 1 1% 1 1%

NFARM 1 1 100%

PAH 389 192 49% 99 26% 58 15% 24 6% 16 4%

PCH 237 93 39% 69 29% 61 26% 14 6%

RBWH 555 199 36% 111 20% 171 31% 52 9% 22 4%

RC 117 62 53% 29 25% 19 16% 3 3% 4 3%

ROK 191 100 52% 46 24% 36 19% 9 5%

SC 328 166 51% 85 26% 42 13% 13 4% 22 6%

TOO 211 94 45% 58 27% 46 22% 4 2% 9 4%

TSV 289 176 61% 62 22% 33 11% 14 4.8% 4 1%

WM 191 115 60% 55 29% 12 6% 9 5%

TOTAL 3 838 1 819 47% 991 26% 712 19% 163 4% 153 4%

Classified Patient Admissions

The Act enables a person appearing before a court or detained in a place of custody to be admitted to 
an AMHS for assessment and treatment of mental illness.  A person admitted from a court or custody 
is referred to as a ‘classified patient’. 

Court Assessment Orders

A court may require a person’s admission to an AMHS by making a court assessment order.  The court 
assessment order must be accompanied by a recommendation for assessment (made by a doctor or 
AMHP) and an agreement for assessment (given by the Administrator of an AMHS or the Director of 
Mental Health). 
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The court assessment order authorises the patient’s detention in an AMHS.  Regular assessments are 
conducted by an authorised doctor to determine whether the patient needs to remain at the service 
and whether an involuntary treatment order is required.  The Act also provides mechanisms for the 
person’s return to court where his or her detention in the service is no longer necessary. 

Custodian’s Assessment Authority

A custodian’s assessment authority authorises a person’s removal to an AMHS from a place of custody 
(such as a correctional facility, watch house or youth detention centre).  The process may be applied to 
a person who is in custody having been charged with an offence or a person who has been convicted 
and is serving a sentence of imprisonment. 

The custodian may make a custodian’s assessment authority on the basis of a recommendation for 
assessment (made by a doctor or AMHP) and an agreement for assessment (given by the Administrator 
of an AMHS or the Director of Mental Health). 

Following admission, the person is regularly assessed by an authorised doctor to determine the need 
for an involuntary treatment order and ongoing detention at the service.  The person may be returned 
to a court or place of custody when detention at the service is no longer required.

Table 6 identifies the number of classified patients admitted from either court or custody.  A total of 
147 classified patients were admitted to an AMHS during the period.  Of these, 125 were already under 
or were placed under the involuntary treatment provisions of the Act during their classified admission.

Table 6 Classified Patient Admissions – 1 July 2005 to 30 June 2006

Court
Watch 
House

Department of Corrective Services Brisbane 
Youth 

Detention 
Centre

Private 
Correctional 

Facility*
TotalBrisbane Women’s 

Correctional  
Centre

Other 
Correctional 

Centres

BAY 2 1 3
CNS 1 9 2 12
FC 1 2 1 4
GC 1 7 4 4 16
LOG 1 1 1 1 3 7
MKY 2 2 4
PAH 4 1 2 1 10 18
PCH 2 1 1 1 2 7
PK 1 1
PKHSP 2 3 2 8 5 20
RBWH 2 3 1 3 9
RC 1 1 2
ROK 1 1
SC 1 1 2 1 5
TOO 5 6 2 3 16
TSV 3 3 4 10
TSVHSP 5 5
WM 1 2 4 7
TOTAL 25 40 13 34 1 34 147

* Private Correctional Facilities include Borallon Correctional Centre and Arthur Gorrie Correctional Centre.
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Overview of Examination and Assessment Activity

As identified in the preceding sections, examination and assessment can be commenced through a 
number of legislative processes.  These include:

involuntary processes that commence with the assessment documents;

involuntary processes where assessment documents follow a justices examination order or an 
emergency examination order; and

processes that enable a person’s admission from a court or place of custody as a classified 
patient.

Chart 1 sets out these processes on a proportional basis.  There is no significant change from the 
previous Annual Report. 

Chart 1 Breakdown of Examination and Assessment Activity 1 July 2005 to 30 June 2006

 

9%

2%

53%36%

Assessment documents alone

Classified

EEO

JEO

Involuntary Treatment Orders

An authorised doctor may make an involuntary treatment order for a classified patient or a patient 
who is subject to involuntary assessment.  The authorised doctor must be satisfied that the treatment 
criteria specified in the Act apply to the patient.  If the authorised doctor is not a psychiatrist or 
the order is based on an examination conducted by audiovisual link, a second examination by a 
psychiatrist must be made within three days.  The psychiatrist may confirm or revoke the order.  

The involuntary treatment order authorises treatment without consent.  The patient may receive 
treatment as an inpatient or in the community.  Patients are required to be examined at regular 
intervals by an authorised psychiatrist who must consider whether the treatment criteria continue to 
apply to the patient.  The order may be revoked at any time by an authorised doctor.  

Patients who are treated under an involuntary treatment order are reviewed by the Mental Health 
Review Tribunal within six weeks of the order being made and thereafter at six monthly intervals.  
Patients are also able to apply to the Tribunal for a review.  The Tribunal considers whether the 
treatment criteria apply to the patient and confirms or revokes the order accordingly. 

An involuntary treatment order may also be ceased in other circumstances.  For example, the order 
ceases if the patient does not receive treatment under the order for a period of six months or if a 
forensic order is made for the patient.

•

•

•
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Table 7 sets out the involuntary treatment orders made at each AMHS during the reporting period and 
identifies the category of initial order and second examination details.  Although there is a decrease 
in the total orders made (from 5 541 in 2004-05 to 5 248 in 2005-06), the proportion of inpatient to 
community category for the initial order remains unchanged.  That is, 2% of orders were commenced 
with a community category and 98% with an inpatient category.

Of the total involuntary treatment orders made for the period (5 248), a second examination was 
required in 4 070 instances (78%).  Of the 4 070 orders requiring second examinations, 76% (3 091) 
were confirmed and 24% (979) were not confirmed.

Table 7 Involuntary Treatment Orders Made – 1 July 2005 to 30 June 2006

AMHS
Total ITOs 

Made*

Category of Initial Order Second Examination Details

Inpatient Community
Second 

Examination 
Required

ITO  
Confirmed

ITO Not 
Confirmed

BAY 174 172 99% 2 1% 161 93% 104 65% 57 35%

BDB 8 8 100% 4 50% 3 75% 1 25%

BEL 57 57 100% 3 5% 3 100%

CNS 278 263 95% 15 5% 193 69% 164 85% 29 15%

FC 70 68 97% 2 3% 54 77% 46 85% 8 15%

GC 623 606 97% 17 3% 445 71% 340 76% 105 24%

GSL 11 11 100%

LOG 380 373 98% 7 2% 299 79% 234 78% 65 22%

MAT 25 25 100% 14 56% 10 71% 4 29%

MKY 94 94 100% 71 76% 56 79% 15 21%

NFARM 37 37 100% 2 5% 2 100%

PAH 652 625 96% 27 4% 557 85% 392 70% 165 30%

PCH 298 293 98% 5 2% 271 91% 187 69% 84 31%

PK 14 14 100% 12 86% 9 75% 3 25%

PKHSP 14 14 100% 12 86% 11 92% 1 8%

RBWH 756 749 99% 7 1% 573 76% 457 80% 116 20%

RC 195 191 98% 4 2% 163 84% 115 71% 48 29%

RCH 1 1 100%

ROK 237 233 98% 4 2% 233 98% 182 78% 51 22%

SC 463 457 99% 6 1% 403 87% 271 67% 132 33%

TOO 352 352 100% 285 81% 257 90% 28 10%

TSV 242 234 97% 8 3% 144 60% 120 83% 24 17%

TSVHSP 4 4 100% 2 50% 2 100%

TWNG 27 27 100% 9 3% 9 100%

WM 236 232 98% 4 2% 160 68% 117 73% 43 27%

TOTAL 5 248 5 140 98% 108 2% 4 070 78% 3 091 76% 979 24%

* This figure is the number of involuntary treatments orders made, not the number of patients subject to an involuntary treatment order 
for the period.  That is, more than one involuntary treatment order may have been made for the same patient during the reporting 
period.  It is anticipated that this distinction will be able to be made in future reporting periods.  
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Table 8 identifies the number of involuntary treatment orders that ended during the reporting period 
and reasons for ending.  Of the 5 080 orders that ended during the reporting period, 89% (4 528) were 
revoked.  This figure includes revocations made by an authorised doctor (96% of total orders revoked) 
and revocations made by the Mental Health Review Tribunal (4% of total orders revoked).  It also 
includes one revocation that resulted from a decision of the Mental Health Court on an appeal against 
a decision of the Mental Health Review Tribunal. 

Of the involuntary treatment orders that ended, 7% (360) were categorised as ITO ceased to have 
effect.  In these instances, the order was ceased because the patient did not receive treatment under 
the order for a period of six months.  

Percentages have not been calculated in the remaining columns due to the low numbers.

In 43 instances, the involuntary treatment order was ceased as a result of a forensic order being made 
and in 28 instances, the order was ended due to an existing order for the patient.  This duplication is 
generally due to the patient presenting at a different AMHS or the patient’s use of an alias.

On 38 occasions the order ended because the patient died, however, this may have had little or no 
connection with the patient’s mental illness.  These deaths are reported and reviewed as required by 
policies established by Queensland Health and the Director of Mental Health. 

As identified above, a patient who is subject to an involuntary treatment order must have a second 
examination in certain circumstances.  The examination must occur within 72 hours of the initial 
assessment.  In this reporting period 83 involuntary treatment orders ended without an examination.

Table 8 Involuntary Treatment Orders Ended between 1 July 2005 and 30 June 2006

AMHS* Total

ITO Revoked by 
Authorised Doctor, 

MHRT or MHC 
Appeal

ITO Ceased to 
have Effect

Forensic 
Order 
Made

ITO 
Already 
Exists

Patient 
Deceased

2nd 
Examination 
Timeframe 

Lapsed 

BAY 146 128 88% 18 12%     

BDB 15 14 93% 1 7%     

BEL 87 80 92%       7 

CNS 262 248 95% 6 2% 5  3  

FC 46 44 96% 1 2% 1    

GC 633 560 88% 68 11%  1 4  

GSL 14 12 86% 2 14%     

LOG 379 320 84% 53 14% 2  3 1

MAT 25 21 84% 3 12%     1 

MI 1 1 100%       

MKY 84 78 93% 2 2% 3  1  

NFARM 42 42 100%       

PAH 636 520 82% 76 12% 1 7 8 24

PCH 299 281 94% 12 4% 1 1 4  

PK 10 10 100%       
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AMHS* Total

ITO Revoked by 
Authorised Doctor, 

MHRT or MHC 
Appeal

ITO Ceased to 
have Effect

Forensic 
Order 
Made

ITO 
Already 
Exists

Patient 
Deceased

2nd 
Examination 
Timeframe 

Lapsed 

PKHSP 10 5 50%   4  1  

RBWH 695 598 85% 72 10% 5 4   16 

RC 177 167 93% 7 4%  1 1 1

RCH 2 2 100%       

ROK 245 239 98% 3 1% 3    

SC 437 397 90% 5 1% 1 2 3 29

TOO 368 330 90% 26 7% 7  5  

TSV 220 208 94% 2 1% 8  1 1

TSVHSP 3 1 33%   2    

TWNG 40 31 78% 1 3%  7 1  

WM 204 191 93% 2 1%  5 3 3

TOTAL 5 080 4 528 89% 360 7% 43 28 38 83

* AMHS where the involuntary treatment order was commenced.

Forensic Orders

Forensic orders apply to persons found not criminally responsible (Insanity s27 Criminal Code Act 
1899) in relation to an offence or not fit for trial.  Determinations about unsoundness of mind and 
fitness for trial are made by the Mental Health Court.  If the Court makes such a finding, it may also 
make a forensic order for the person.  The forensic order authorises the person’s ongoing treatment 
and care at an AMHS. 

Determinations about unsoundness of mind and fitness for trial may also be made by a jury at 
trial.  However, in most cases, these matters are referred to the specialist Mental Health Court for 
determination. 

Special safeguards apply to patients under a forensic order.  In particular, the patient’s access to 
limited community treatment can only be approved by the Mental Health Review Tribunal or the Mental 
Health Court.  Also, a forensic order can only be revoked by the Tribunal or by the Mental Health Court 
on an appeal against a Tribunal decision. 

Persons of Special Notification

“Person of Special Notification” is an administrative classification that is applied to a patient on a 
forensic order where the alleged offence is of a particularly serious nature.  The offences to which this 
classification applies are murder, manslaughter, attempted murder, rape or assault with intent to rape 
and dangerous driving causing death.  Patients who meet the definition are advised of their status.  
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The Director of Mental Health issued a policy for the management, review and notification of Persons 
of Special Notification in March 2005 in order to standardise the care and treatment of this group.

Table 9 sets out the forensic orders made and ended during the reporting period.  With 110 orders 
made and 69 ending, the total number of patients with forensic orders as at 30 June 2006 was 428.  
The number of Persons of Special Notification as at 30 June 2006 was comparable to last year with a 
total of 95.

Table 9 Forensic Orders Made and Ended between 1 July 2005 and 30 June 2006 and                 
Number of Forensic Orders and Persons of Special Notification at 30 June 2006

AMHS
Forensic 

Orders Made
Forensic 

Orders Ended

Total Number of Patients 
with Forensic Orders  
as at 30 June 2006

Number of Open Persons of 
Special Notification  
as at 30 June 2006

BAY 2 1 11 3

CNS 8 7 18 2

FC 3 2 6

GC 2 4 32 6

LOG 7 6 28 5

MAT 1

NFARM 1 1

MKY 2 1 9 3

PAH 9 5 38 7

PCH 10 6 29 10

PK 1 3 28 6

PKHSP 11 2 44 27

RBWH 4 6 32 4

RC 4 3 13 1

ROK 3 2 7

SC 6 3 19 2

TOO 11 1 45 7

TSV 17 11 40 8

TSVHSP 1 1 3 2

TWNG 1 1 1

WM 6 4 24 2

TOTAL 110 69 428 95
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Overview of Involuntary Treatment Status

Chart 2 shows a breakdown of involuntary treatment status as at 30 June 2006, showing no significant 
change from the 2004-2005 year.

Chart 2 Breakdown of Involuntary Status 1 July 2005 to 30 June 2006
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Overview of Patient Status and Age

Charts 3 and 4 set out the age of persons subject to involuntary assessment, involuntary treatment 
orders, classified patient status and forensic orders.

Chart 3 Age of Patients under Involuntary Assessment and Involuntary Treatment Order Provisions 
from 1 July 2005 to 30 June 2006
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Chart 4 Age of Patients under Classified and Forensic Provisions from 1 July 2005 to                      
30 June 2006
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Patients Charged with an Offence

The Mental Health Act 2000 establishes a scheme under Chapter 7, Part 2 to ensure mental health 
issues receive appropriate consideration if a patient receiving involuntary treatment is charged with 
an offence.  These provisions apply to patients who are subject to an involuntary treatment order or a 
forensic order.  

Where a patient on an involuntary treatment order or forensic order is charged with an offence, the 
Act requires that a psychiatrist examine the patient and prepare a report.  This report (a section 238 
report) addresses a range of matters including the relationship (if any) between the patient’s mental 
illness and the offence, and the patient’s current fitness for trial.  

On receiving the psychiatrist’s section 238 report, the Director of Mental Health must refer the 
matter to either the Attorney-General or Mental Health Court for a determination.  Offences of a less 
serious nature are referred to the Attorney-General.  The Attorney-General and Mental Health Court 
are empowered to make determinations that result in the legal proceedings against the patient being 
continued or discontinued.  

Table 10 identifies activity under Chapter 7, Part 2 of the Mental Health Act 2000 commencing between  
1 July 2005 and 30 June 2006.  Column 2 is representative of the number of patients who commenced 
under Chapter 7, Part 2 during the reporting period.  Column 3 identifies the number of offences to 
which the provisions were applied.
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Table 10 Activity under Chapter 7, Part 2 (Patients Charged with an Offence) between             
1 July 2005 and 30 June 2006

AMHS Number of Patients where Ch 7  
Provisions were Commenced

Total Number of Offences Associated  
with Patients under Ch 7 

BAY 8 36

BDB 1 5

CNS 37 148

FC 17 66

GC 68 297

LOG 31 122

MKY 22 64

PAH 64 267

PCH 36 150

PK 21 74

PKHSP 18 76

RBWH 63 416

RC 12 41

ROK 28 141

SC 29 121

TOO 33 105

TSV 37 116

TSVHSP 4 32

TWNG 2 8

WM 21 98

TOTAL 552 2 383

Table 11 sets out the references made by the Director of Mental Health for the offences outlined in 
Table 10.  Approximately 19% of the 2 383 offences were returned to the justice system prior to a 
reference being made, and a further 31% were awaiting a referral to be made.  These offences are 
not included in this table.  Columns 2 and 3 indicate the number of offences referred to the Attorney-
General and Mental Health Court respectively.  Column 4 shows a total of 1 194 offences were referred 
by the Director of Mental Health.  Additional references were made during this period, however, these 
related to offences where the Chapter 7, Part 2 provisions commenced in the previous reporting period.

Table 11 Reference Activity for Chapter 7, Part 2 (Patients Charged with an Offence)                 
commencing 1 July 2005 to 30 June 2006

AMHS
Number of Offences 

Referred to the  
Attorney-General 

Number of Offences 
Referred to the  

Mental Health Court 

Total number of 
Offences Referred by 

the Director of Mental 
Health

BAY 5 6 11

BDB 5  5

CNS 64 21 85
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