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Mental Health Commission Submission 

Joint Oireachtas Committee on the Future of Mental Health Care 

1. Introduction 

1.1 The Mental Health Commission ("Commission") welcomes the invitation to discuss 
deficiencies in mental health services with the Committee. However, as the organisation 
with statutory responsibility to regulate, promote, encourage and foster the establishment 
and maintenance of high standards and good practices in the delivery of mental health 
services, we are disappointed that it has taken so long for this opportunity to meet with 
the Committee. 

1.2 The Commission was established on 5 April, 2002 when the Minister for 
Health and Children signed the commencement order in relation to Sections 1 to 5, 7, 31-
55 (Part 3), Mental Health Act 2001. All remaining sections of the Mental Health Act 2001 
came into operation on 1 November, 2006. 

The principal statutory functions ofthe Commission are specified in Section 33 ofthe 
Mental Health Act 2001: 

33.-{1) The principal functions of the Commission shall be to promote, encourage and foster 
the establishment and maintenance of high standards and good practices in the 
delivery of mental health services and to take all reasonable steps to protect the 
interests of persons detained in approved centres under this Act. 

{2} The Commission shall undertake or arrange to have undertaken such activities as it 
deems appropriate to faster and promote the standards and practices referred to in 
subsection {1}. 

(4) The Commission shall have all such powers as are necessary or expedient for the 
purposes of its functions. 

1.3 The key functions of the Commission are:-

• To appoint an Inspector of Mental Health Services (Section SO); 

• To establish and maintain a Register of Approved Centres including attaching, amending 
or revoking registration conditions or refusal or removal of registration (Section 64); 

• To advise the Minister regarding Regulations for approved centres (Section 66) and 
enforce the regulations (Section 66 and Statutory Instrument No. 551of 2006); 

• To make rules regarding specific interventions (Section 59 and Section 69); 
• To develop Codes of Practice for the guidance of persons working in mental health 

services (Section 33(3)(e); 

• To promote, encourage and foster the establishment and maintenance of high standards 
and good practices in the delivery of mental health services (Section 33(1)); 

• To carry out inquiries (Section 55); 

• To protect the interests of persons detained in approved centres (Section 33(1); 

• To appoint persons to be members of mental health tribunals (Section 33(3)(a)); 
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• To establish a panel of consultant psychiatrists to carry out independent examinations 
(Section 33(3)(b)); 

• To develop and maintain a scheme for the granting by the Commission of legal aid to 
persons detained in approved centres (Section 33(3)(c)}. 

1.4 The Assisted Decision-Making (Capacity) Act 2015 ("2015 Act"} provides for the 
establishment of the Decision Support Service ("DSS") within the Commission as part of a 
new legal framework that reforms the law in relation to the treatment of people who 
require or who may shortly require assistance in exercising their decision- making capacity, 
thereafter it expands the functions of the Commission beyond mental health. The DSS 
forms a key part of the new legal framework for both the provision of information and the 
regulation of the diverse forms of assisted decision making arrangements. 

1.5 The DSS is a separate but fully integrated function within the Commission. The addition of 
the DSS will bring to four the statutory functions carried on by the MHC. It is intended that 
the DSS will be supported by the central corporate services of the MHC and will have 
specialist staff to carry out its distinct role under the Act of 2015. 

The strategic priorities of the Commission for 2016- 2018 are as follows: 

1. Promoting the continuous improvement and reform of mental health services and 
standards. 

2. Fostering an integrated person-centred approach for service users. 

3. Encouraging the development of future-focused services. 

4. Developing our people, processes and systems internally. 

1.6 During 2017, the Commission has continued to emphasise the human rights of mental 
health service users across all of its core functions. All service users should be involved in 
decisions about their care and be supported to exercise their legal capacity. Mental health 
service users should not be subjected to undue restrictions and should have access to basic 
general health services. Residents should have access to adequate living standards in in
patient settings where their privacy and dignity is respected at all times. 

1. 7 These basic rights should be assumed in any modern mental health service and is the 
minimum we should expect for ourselves, our family and loved ones. Furthermore, why 
are patients with mental health issues not bring afforded the same rights as those with 
general health issues? 

1.8 The Commission registers, inspects and regulates mental health services delivered through 
approved centres. Over many years of activity, a number of core issues continue to 
emerge. 

These issues include; 

• The inappropriate admission of children into adult mental health in-patient services. 

• Inadequate staffing and variable funding in community child and adolescent mental 
health services, leading to unacceptable wait ing times, and forcing young people into 
emergency services. 
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• The continuing inability of some services to put in place an individualised care plan and 
therapeutic programme which are the corner stones of a recovery focussed person 
centred service as per national policy. 

• The widespread use of restrictive practices such as seclusion and physical restraint as a 
normalised behaviour in services, which lack sufficient numbers of staff and/or 
appropriately trained staff. 

• The fundamental and careless Jack of attention to basic issues such as dirty and 
dilapidated premises, which do not ensure adequate privacy and where there has been 
a disappointing drop in compliance from already low levels. 

• The provision of services to vulnerable people with long-term mental illness who are 
accommodated in 24-hour community residences that are not subject to regulatory 
oversight. 

1.9 There is a glaring and inconsistent pattern of standards in service provision. The lack of any 
real progress and commitment on these matters undermines the fundamental human 
rights of people using mental health care services. 

1.10 Due to a failure by Government to update the statutory powers of the Commission, more 
and more people are now using unregulated mental health care services {outside of the 
Approved Centres) leading to a significant risk of neglect and abusive incidents occurring. 

1.11 The Commission is now calling on the Government with the Health Service Executive, as 
the statutory provider of services, to initiate a major transformation programme to deal 
with the service issues highlighted by the Commission. 

1.12 Reform of the 2001 Act is also urgently needed and the Commission urges that the 
Department of Health takes heed of our commentary in this area to ensure the provision 
and regulation of a modern mental health service in Ireland. 

1.13 If this does not happen Ireland will continue to provide a level of unsafe and substandard 
services, which are not aligned to best practice and as stated breach the fundamental 
rights of a vulnerable group of people who require such services. 

2. Policy 

2.1 The national mental health policy, A Vision for Change, is in place since 2006. Its core 
concepts are recovery, person-centered ness, partnership, user and family involvement and 
the delivery of multi-disciplinary, community-based services. 

2.2 The Commission notes the continued endeavours of the Government, the statutory and 
independent service providers and the voluntary sector in the implementation of the 
policy. The Commission has repeatedly indicated that much needs to be done to ensure 
the delivery of consistent, timely and high-quality services in all geographic regions and 
across the full range of clinical programmes and age groups. 

2.3 The Commissions has referred to the absence of any independent monitoring of A Vision 
for Change, a situation that has remained unchanged since 2013. The Commission 
welcomes the publication during 2017, by the Department of Health of an evidence review 
of best practice in the development and delivery of mental health services. Specific 
consideration needs to be given to Ireland's growing population and changing 
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demographics since 2006, areas of none or partial implementation and a review of models 
of service. 

2.4 The Commission is aware of a review group established to consider progress in the 
implementation of Vision for Change. However, the MHC has not received any formal 
communication from the Department of Health in this matter. This is a cause of concern, 
given the key statutory role the MHC has in overseeing the quality of mental health service 
delivery. 

3. Resources 

3.1 The Commission welcomed the €35 million budget allocation in 2017 for spending on 
additional mental health services. The Commission is cognisant that the current level of 
expenditure on mental health as a proportion of overall health expenditure is still less than 
the 8.24% target (based on 2005 figures) envisaged in A Vision for Change. 

3.2 The Commission is also conscious of the continued difficulties in maintaining and increasing 
staff levels in mental health services. From its inspections, it is aware of the significant 
effect this 3.4 has on the quality and quantity of services that can be provided. Given the 
labour-intensive nature of mental health care services, it is imperative that this matter is 
addressed with urgency if full staffing of mental health teams across the country is to be 
achieved. 

4. Recovery-Orientated Mental Health Services 

4.1 Since its establishment, the Commission has seen significant changes in the provision of 
mental health services, but challenges remain in terms of the delivery of high-quality, 
recovery-oriented services. Although staff understand the concept of "recovery," it is not 
evident that this translates into recovery-focused care, particularly in relation to the 
development of individual care plans. It is concerning that while compliance has increased, 
just a small minority of approved centres had individual care plans that were recovery
centred, with strong service user involvement and multi-disciplinary input. 

4.2 The Commission welcomes the continued rollout of the Advanced Recovery Initiative, 
which involves service users in their own recovery. ARI seeks to contribute to the 
development of a recovery-oriented service away from a linear medical model. However, a 
fundamental change in attitudes and behaviours is still required. All staff delivering mental 
health services must be trained in recovery competencies, work in partnership with service 
users and their families and work cohesively with other mental health professionals to 
provide an integrated, responsive and person-centred service in a timely and appropriate 
manner. This cultural shift requires more than the development of a recovery framework. 
It demands a significant restructuring of the model of service delivery such that the bio
psychosocial model espoused in A Vision for Change is put into place. 

4.3 The Commission is of the view that there needs to be an emphasis on changing the 
corporate culture to bring about the required systematic shift towards recovery in service 
provision. In this regard, it will continue to focus on the need for individualised, recovery
oriented services that place service users and family members at the centre of all activity. 
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5. Compliance with Regulations 

5.1 During 2017, the Commission identified numerous areas of significant non-compliance. 
The Regulations with the lowest levels of compliance were related to staffing, premises, 
maintenance of records and medication practices. In 2017, less than half approved centres 
were found to be compliant in these areas. There has been little improvement in these 
four areas since 2016, with the exception of maintenance of records. 

5.2 There were also concerns with individual care planning, privacy, the availability of 
therapeutic activities in continuing care facilities, and breaches of rules on seclusion. Many 
of these issues have been recurring themes for a number of years and must be addressed 
to ensure the provision of high-quality services. 

5.3 The main reason for non-compliance with Staffing was staff not being trained in the four 
mandatory training areas set out in the Judgement Support Framework: Basic Life Support, 
Management of Aggression and Violence, Fire Safety and the Mental Health Act 2001. We 
do however recognise the challenges in implementing this requirement and the efforts 
made by services to achieve this requirement over the past year. 

5.4 The most common reasons for non-compliance with premises is the inadequate facilities 
and the presence of ligature points. 

5.6 In 2017, 62 of 64 approved centres were found to be non-compliant with one or more 
legislative requirement in their annual regulatory inspection. The Commission sought plans 
to address areas of non-compliance and monitored the implementation of these plans on 
an ongoing basis. 

6. Involuntary Admissions 

6.1 In 2017, there were 2,337 involuntary admissions compared to 2,414 in 2016, representing 
a 3% decrease. looking at the total number of admissions for the period 2012-2017, 
there has been an incremental increase in annual admission rates, from 2,141 in 2012 up 
until 2016, and a decrease between 2016 and 2017. It is worth noting that modern mental 
health policy and practice suggests that admission to in-patient care, especially involuntary 
admission, should be a last resort intervention. All community-based interventions should 
be considered and implemented prior to the decision to admit, whether on a voluntary or 
involuntary basis. There are many issues around involuntary admissions which have been a 
cause of concern for at least 5 years. Once of these is the provision of authorised officers 
to conduct involuntary admissions. 

6.2 Family members continue to be the most prevalent applicant at 44% of all involuntary 
admissions. looking at the longitudinal pattern the Commission is pleased to note that the 
rate of involuntary admissions where family members are the primary applicants has 
reduced from 69% in 2007 to 44% in 2017. This trend needs to continue into the future. 

7. Community Residences 

7.1 The Commission continues to have concerns about 24-hour staffed community residences, 
which are providing care to a large cohort of vulnerable people with long-term mental 
illness. The residences have been found to be accommodating too many people, to have 
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poor physical infrastructure, to be institutional in nature and to lack individual care plans. 
A major issue is that the residences are not regulated. Although the Mental Health Act 
permits the Inspector to visit and inspect "any other premises where mental health 
services are being provided", community residences are not subject to regulation by the 
Commission. 

7.2 The Commission is undertaking a three-year inspection of all 24-hour staffed community 
residences. The Inspection of 43 residences in 2017 has already been published. Once 
again this report highlighted glaring issues around the size of the residences, the limitation 
of staffing, the absence of privacy and space, the poor repair of buildings and the degree of 
institutional care provided in these homes. 

7.3 Many of the people living in 24-hour community residences are ex-patients of the large 
institutions closed over the last 20 years. This is a very vulnerable population of people, 
and the emerging patterns from the inspections is that they are a forgotten group of 
people who are living their lives in less than satisfactory conditions. 

7.4 It is recommended in the Report of the Expert Group on the Review of the Mental Health 
Act 2001 that community services should be registered and inspected. The Commission is 
of the view that the regulation of 24-hour staffed community residences must be 
prioritised as a matter of urgency. 

8. Child and Adolescent Mental Health Services 

8.1 A most unsatisfactory situation still prevails, whereby children are being admitted to adult 
in-patient units. There were 82 such admissions to 19 adult units in 2017 compared to 68 
in 2016. The admission of any child to an adult service is unsatisfactory. A contributory 
factor to the continued admission of children to adult units is a shortage of operational 
beds in dedicated child units. A significant influence is the inability of CAMHS Units to 
admit children after hours thereby forcing admissions to adult care services. This trend has 
been prevalent for many years and is not only an unsatisfactory situation for the child and 
his or her family but is also a clear breach of the human rights and dignity of the child. 

8.2 This matter has been a concern to the Commission for many years. It needs to be urgently 
addressed by the Government, the Department of Health and the HSE. 

8.3 In 2017, the Commission has also highlighted serious concerns in community child and 
adolescent mental health services (CAMHS). The Inspector found community CAMHS 
teams to be inadequately staffed and to have considerable variation in funding depending 
on their geographic region. There was also notable variation in waiting lists for CAMHS 
referrals and in the provision of emergency cover. 

8.4 While CAMHS should be focused on children and young adults with severe mental illness, 
the staffing deficits in primary care have meant that children and young adults with mild to 
moderate mental illness are also reliant on CAMHS services. 

9. Legislation 

9.1 The final report ofthe group tasked with the review ofthe Mental Health Act 2001 was 
published in December 2014, which the Commission has alluded to in previous reports. 
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Unfortunately, draft legislation has not been progressed to bring about the changes 
envisaged in the review, with one exception: the passing of the Mental Health 
(Amendment) Act in December 2015 to remove the word "unwilling" from Section 60 of 
the Act. 

9.2 The Commission welcomes the various private members' bills seeking to amend the 2001 
Act. The Courts have also focused on a number of sections ofthe Act in recent cases and 
suggested that the scope of some sections might be reconsidered. While these 
interventions are important, the Commission's view is it would be more effective and 
efficient in the long term, to bring forward a single bill encompassing all of the 
recommendations. 

9.3 Given the length of time since the original Mental Health Act was passed and the ever
changing, modern mental health policy and practice environment, it is now a matter of 
urgency that the legislative changes are made. Ireland is now faced with a situation where 
mental health services catering to the majority of service users and their families are not 
subject to independent regulation and standards. 

9.4 We note that the preparation of the General Scheme of a Bill in relation to the Mental 
Health Act 2001 has been approved by Government. The Heads of Bill are expected to be 
significantly progressed by end of Q3 2018 at which point consultation with the 
Commission will take place. The Commission welcomes this development, which they 
believe is overdue. The Legislation Committee of the Commission and the Commission 
have incorporated the Heads of Bill into their work programme for Q4 2018. 

9.5 The Commission also wishes to confirm that it welcomes the Mental Health Parity Bill; it is 
essential that there is parity between mental and general health. We appreciate it is at an 
early stage and await further progress on this Bill. We would also hope that it could be 
incorporated into the Heads of Bill referred to above. 

10. Conclusion 

10.1 The Commission is concerned that there are serious human rights issues to be addressed in 
relation to the admission of children to adult services and the shortage of operational beds 
for young service users. Additionally, the Commission is concerned about the long waiting 
times for those children referred to child and adolescent mental health services. 

10.2 It is also concerned about the 1300 vulnerable people with long-term mental illness who 
are accommodated in 24-hour community residences that are not subject to regulatory 
oversight. 

10.3 Fundamentals in in-patient settings, such as individual care plans, privacy, the provision of 
therapeutic activities in continuing care facilities, and staff training are also areas that 
require urgent attention. There continues to be fundamental shortfalls in compliance with 
basic hygiene, physical repair and space restrictions within many services. 

10.4 The 2017 inspections have once again highlighted the inappropriate use of seclusion and 
physical restraint in services which have become in many instances the normalised 
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response to managing difficult and challenging behaviours in the absence of sufficient and 
skilled staff. 

10.5 There continues to be a chronic shortage of staff and appropriately trained staff. 
Notwithstanding this the Commission is acutely aware that the frontline staff presently 
operating services are highly motivated and working under extreme pressure to meet the 
demands made on the service. 

10.6 The Commission is aware of other issues of access to approved centres which warrant 
attention by service providers. This includes inter alia; policies of having to access mental 
health services via accident and emergency units, which do not always have appropriately 
trained mental health staff, and difficulties in gaining admission to approved centres, as 
well as perceived early discharges. 

10.7 Much work remains to be done to change service culture and to refocus on the full delivery 
of A Vision for Change. Services must be accessible, comprehensive, responsive and timely. 
Now more than ever, it is necessary to address systemic issues that hamper the delivery of 
services and the development of newer, more appropriate ones. 

10.8 Progress in many significant areas has either been non-existent or slow, leading to the 
continued provision of poor quality services for people who use mental health services and 
their family members. 

10.9 Reform of the Mental Health Act 2001 is now a matter of urgency as significant numbers of 
people are now using unregulated mental health care day and residential services. This 
situation increases dramatically the risk of abusive or neglectful incidents occurring. 

10.10 The Commission is concerned that over the last 5 years there has been a consistent pattern 
in the operation of mental health services; year on year similar issues such as the 
inconsistent use of individual care plans, the admission of children into inappropriate adult 
services, as well as issues of compliance with regulations of privacy and medication 
continue to be highlighted in inspection reports. This continuing trend is worrying and 
indicates a lack of interest and motivation by Government and services providers to make 
meaningful change. The Commission is strongly of the view that there is apparently little 
heed given to the commentary ofthe Commission by the Department of Health, or Health 
Service Executive. 

10.11 The Commission will continue its work of supporting the rights of individuals and families 
who use mental health services and seek to ensure that the services provider the highest 
quality of service provision in line with best practice, and to which they are entailed as a 
basic human right. 

Chairman 
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