
SEANAD PUBLIC CONSULTATION COMMITTEE 
CHILDRENS MENTAL HEALTH IN IRELAND 

Background 

When the Amnesty Campaign around upholding Human Rights in Mental Health System finished, I 
was invited by the former Amnesty Experts by Experience Group to advocate with them.  That group 
evolved and was renamed Recovery Experts by Experience (REE).  Given time/financial constraints 
there are times when we cannot collectively make submissions/advocate and accordingly I set up  
Ar Guth Ar Gcearta to facilitate additional/complimentary efforts to work towards a Rights Based 
Approach.  I also represent REE on the Capacity Coalition, chaired by Eilionoir Flynn, Deputy Director, 
Centre for Disability Law & Policy NUIG.  I attach a list of some of my contributions in advocating.  As 
a mother of two teenage children I am extremely concerned that all the help going into schools has 
links to Psychiatry especially as I have encountered loving caring mothers who asked voluntarily for 
help/support and ended up effectively with zero rights regarding their children’s care and treatment. 

Legislation 

Section 25 of the MH Act sets out the procedure for the involuntary admission of children 
(those under eighteen years of age) who are deemed to lack capacity until they eighteen). 
Under this Section it is the HSE who has the authority to make an application to the District 
Court for an Order authorising the detention of a child in an approved centre to receive 
treatment for up to twenty-one days. 

Per a Policy Paper from the then IHRC 
‘Such an application is made on the basis of a psychiatric assessment that the child is 
suffering from a mental disorder.  In the event that the child’s parent or other person acting 
in loco parentis refuses or is not available to consent to such an examination of the child, an 
application can be made for an Order under the section and the Court may make directions 
as to the examination of the child and the furnishing of a report on foot of the examination 
to the Court.  There is provision for the Order to be extended by the Court for a further 
period up to three months after the initial 21 days, and thereafter for a period of up to six 
months.  In addition, an Order can be made in urgent circumstances on an ex parte basis’. 

The reality is sometimes Psychiatry are very creative when it comes to interpreting 
Legislation and appear to frequently have no understanding of the damage to the child’s 
sense of self, selfhood, how coercion including forced drugging, seclusion, restraint, denial 
of basic freedoms we all take for granted like ability to take fresh air, take exercise are 
denied and even contact with parents/family sometimes used as punishment or what is 
considered ‘bad’ behaviour.  Forced detention, drugging, ect, seclusion, restraint.  All are 
contrary to UN CRPD.  We need to educate Psychiatrists in Human Rights and the UN 
Conventions and have consequences if rights are abused.   I am not aware of any 
mechanism in place to learn from the voice of lived experience of those parents/children 
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propelled into going the court route.  Certainly, it is not incorporated in the training of 
lawyers/judges and generally not in training of medics or MH professionals. 
 
 
 
Report of Export Group of Review of Mental Health Act  
 
The recommendations in respect of children need to be revisited.  They were debated 
without the voice of relevant lived experience at the table and clearly lack that informed 
knowledge/lived expertise of what needs to change.  They also need to be revised to 
ensure compliance with UN CRPD which strictly prohibits forced detention and treatment. 
 
Given the propensity for abuse and the steady exposes of Garda abuse, this 
recommendation needs to be revisited. 
 
122. Gardaí (for clarity purposes) should be given the specific power to remove a child believed to be 
suffering from a mental illness satisfying the criteria for detention to a place where an age 
appropriate assessment can be performed and admissions should only be made to an age 
appropriate approved centre. 
 
 
 
Current Model of Care 
 
The dominant model of care the Medical Model is based around ‘fixing’ children’s brains rather than 
supporting emotional distress and trauma.  That approach and thinking has facilitated the evolving 
of a culture which continues to operate independent of international human rights standards and 
obligations.  Reflecting on the number of organisations/NGO’s /Charities all receiving state funding, 
these organisations in addition to the MHC and IHREC now need to step up and advocate for the 
children who are being forcibly detained, drugged, electroshocked, put in seclusion, restraint, 
deprived of fresh air, their clothes, contact with family (some being sent abroad), their phone/phone 
calls. ....  
 
A number of cases are in the public domain already, reported in media.  Daniel Hogan’s mum Elaine 
Clear was interviewed on the Ray Darcy Radio Show (link below).  There are humane alternatives to 
the medical model including Open Dialogue, Hearing Voices, crisis houses along the Soteria model, 
talk therapies, art/play/music therapy, perhaps it is time these were further explored, prioritised, 
funded and resourced by those allocating budgets?   For many parents presenting a child to be 
admitted to a Mental Health Facility voluntarily they do not know that legislation effectively permits 
their child to be detained and receive treatment against expressed wishes of the child or even the 
parents/guardians.  It is almost a lottery whether human rights will be respected depending on 
which facility, which Consultant the child encounters.   The safeguards in place are not protecting 
children.  How can a parent or child give informed consent, if side effects of medication are not 
given/discussed, if no alternatives to diagnosis/medicating offered? 
 
As an adult with lived experience of coercive practices I am not sure how any child recovers from 
that experience let alone the distress that brought them in contact with services.  Placing children in 
adult wards whilst needs to be eradicated urgently, is not the only issue and it is time some honesty 
was brought to the debate if anything is to change.  We need to question why we are placing our 



children in these units away from family/home in the first place, as in many cases it is far from a 
therapeutic experience.  Fundamentally we must question our approach to ‘fixing’ childrens brains 
at any cost (including their physical health) as opposed to supporting children and parents get 
through periods of distress.  Issues of informed consent, bodily integrity, autonomy, cognitive 
liberty, choice, human rights, exploring will and preferences needs to replace the paternalistic ‘best 
interests’ approach still being thrust on many children and their loved ones.  We also need ensure 
budgets/policies are proofed for human rights, equality and CRPD compliancy.  Education around 
Human Rights, including key covenants like CRC, CRD, Public Sector Duty Requirement, should be 
prioritised for the Psychiatrists heading MDT’s and then extended for all who come in contact with 
children in services including Justice, Legal , Child Protection and Education Systems.  We also need 
to have a properly functioning complaints system, document personal testimony from children and 
parents who have experienced/survived coercion, which would be especially useful towards ending 
impunity for abuse.  PAC could perhaps do with investigating how much money from State funds is 
being spent on coercion and medicating distress in children.  The debate needs to shift emphasis on 
simply demanding more money for more of the same type of services.  Given the ever increasing 
numbers presenting, we also need to start building capacity for communities to step up and come up 
with constructive solutions.  Given that the Psychiatry Profession in general does not accept there is 
a HR deficit in their approach to treating adults let alone children, the impetus for reform will have 
to come from outside the profession which is currently dictating law reform around Mental Health 
and Legislation to facilitate ratification of CRPD.  We especially need to get over the compulsion to 
silence the voice of lived experience, rather see the real benefits of having it at the table to counter 
the arguments being put up by Psychiatry/Legal Profession and even the Judiciary in Court cases 
around Deprivation of liberty and forced treatment. 
 
 
 
A UN submission I wrote for the ICESCR review of Ireland on behalf of Tallaght Trialogue can be 
assessed on this Human Rights Blog Post written by EIlionoir Flynn, there is a section regarding 
children. 
 
http://humanrights.ie/international-lawinternational-human-rights/irelands-record-on-social-
economic-and-cultural-rights-disability-and-mental-health-perspectives/ 
 
Section 6: Right to Health of Children and Rights of Parents to Advocate 
Please note reference to court case where HSE did not inform mother of a court date, neither she 
nor child was independently represented in the original case, taken by HSE to commence neuroleptic 
medication against the mothers wishes.   
 
Also ref to Jake McGill Lynch case under point 1.   
Open verdict since recorded at Coroners Court, heart broken parents & family, substantial legal bill 
for family, no lessons taken on board for future service provision. 
 
Jake (RIP) then 14 in an email the night before he died he said: 
 
“The ‘anti-anxiety’ stuff is actually an anti-depressant which they didn’t tell me.  Probably doesn’t 
make much of a difference, but I feel like I’m drugged to the point that it suppresses everything 
bad until it suddenly spills out’ 
 
  
 
Ray Darcy radio Interview with Elaine Clear Mum to Daniel Hogan’s (RIP) 

http://humanrights.ie/international-lawinternational-human-rights/irelands-record-on-social-economic-and-cultural-rights-disability-and-mental-health-perspectives/
http://humanrights.ie/international-lawinternational-human-rights/irelands-record-on-social-economic-and-cultural-rights-disability-and-mental-health-perspectives/


http://www.rte.ie/radio1/ray/programmes/2016/0404/779405-ray-darcy-monday-4-april-2016/ 
 
Elaine Clear speaking about her leaving her son Daniel in Saint Vincents Psych Hospital  
“We were told to leave, he was in effect put into solitary confinement.  I think the trauma 
incurred then contributed to his (later) actions”.  
 
 
“He was anxious, afraid and angry, but we looked upon these people as Experts, we 
believed Dan would get better.  I signed the form.  It was a secure unit.  Like a prison but 
modern” 
 
Elaine Clear : “Dan told me if this was the treatment for his illness then he was f**ked” 
 
Regarding the inquest for Daniel (Dan) Hogan, Conor Feehan writing in the Irish Independent  
 
“the jury returned a verdict of death by suicide and recommended that an adult family member be 
permitted to stay with a patient in a psychiatric unit if professionals deem it helpful and if facilities 
are available” 
 
Unfortunately, due to time/financial/resource constraints and zero funding for Civil Society activists 
and groups like REE, we didn’t have the time or resources to make a submission under UN CRC in 
relation to pathologizing/medicalising/drugging distress in children, alternatives to medical model 
that respect human rights or role/use of coercion to enforce ‘compliance’. 
 
 
 
  
 
We need to question the total deference to Psychiatry from media, legal profession, judiciary, 
NGO/Charity sector, many parliamentarians and society.   We also need to question why Psychiatry 
as a profession refuses to engage in more empowering non pathologizing approaches.  When 
expertise rests with another professional (sometimes in same facility), e.g. in using hearing voices 
approach for a child who is distressed because of voices/visions/hallucinations, the child is often not 
given the opportunity to work with professionals that have non pathologising expertise/experience 
to provide therapeutic support. 
 
 
I would also like to point out that the Taskforce set up by Helen McEntee to my knowledge has zero 
representation of lived experience of coercion from the child /parent perspective.   This deficit has 
been highlighted to the Minsiter, and some people on the Task Force.   Neither is this voice 
represented on the Mental Health Commission, nor drafting or implementing legislation around 
Mental Health and Disability.  Advocating for Human Rights in Mental Health is not for the 
fainthearted and perhaps the Seanad might debate why those multiple organisations receiving state 
funding stay totally silent on the role/use of coercive practices, contrary to international human 
rights standards and obligations.  Regarding the historic sexual abuse, many professionals claim they 
did not know about it.  Well we do know some children are being abused in MH services in Ireland in 
2017 and many others having distress medicated indefinitely with likely serious consequences for 
their emotional and physical health and wellbeing. The excuse given by organisations along the lines 
‘it would effect our funding’ quite frankly doesn’t make the cut in 2017.   
 

http://www.rte.ie/radio1/ray/programmes/2016/0404/779405-ray-darcy-monday-4-april-2016/


I hope the Seanad consultation will generate debate, hear personal testimony (in private if 
necessary, as FEAR OF RETALIATION is a huge issue) especially from parents with direct lived 
experience and move debate towards a Rights Based Approach including ratification of UN CRPD 
without further delay.  Whilst the MHC will have some data, we could do with properly funded 
research around role/use/effects of coercion and experience of violence/assault/sexual assault for 
children using using inpatient services.  
 
There are serious issues with the Mental Health (Amendment Bill) 2016 not least denial of right to 
Legal Capacity for adults in Law.  It offers no real protection in relation to ongoing state sanctioned 
abuse, the use of force to ensure ‘compliance’ contrary to UN CRPD and International human rights 
standards and obligations.   It also fails to make Advance Healthcare Directives legally binding in the 
context of Mental Health.  The presumption of capacity in the Capacity Legislation has not resulted 
in any movement towards the required paradigm shift and culture changed needed to uphold 
human rights.   If adults with lived experience of coercion are being silenced at every opportunity, 
including implementation of capacity legislation, it shows the mammoth task we face to have 
children’s rights upheld.  I respectfully suggest the recommendations of the Expert Group 
(composition of which dominated by professionals/Dept officials) on the Review of the MH Act be 
revisited as many are non-compliant with the CRPD and international human rights standards.   The 
way expert review groups, committees, task forces working groups are selected, set up, politely 
effectively silencing the voice of lived experience around the role/use of coercion in mental health 
services needs to be challenged.  It also needs to be called out for what it is, facilitating Human 
Rights Abuse with impunity.   
 
Two crucial reports issued recently from the UN, one from the Office of the High Commissioner for 
Human Rights (OHCHR) ‘Mental Health & Human Rights’ and the second from the UN Special 
Rapporteur Dainius Puras.    These reports set out the importance of moving towards a Rights Based 
Approach.  
 
Mental health and human rights - Report of the United Nations High 
Commissioner for Human Rights 
 
http://ap.ohchr.org/documents/dpage_e.aspx?si=A/HRC/34/32 
 
Key Extracts: 
 
Forced treatment: forced medication, overmedication and harmful practices during deprivation of 
liberty: 
 
 
33. Many practices within mental health institutions also contravene articles 15, 16 and 17 of the 
Convention on the Rights of Persons with Disabilities. Forced treatment and other harmful 
practices, such as solitary confinement, forced sterilization, the use of restraints, forced medication 
and overmedication (including medication administered under false pretences and without 
disclosure of risks) not only violate the right to free and informed consent, but constitute ill-
treatment and may amount to torture. Accordingly, the Committee on the Rights of Persons with 
Disabilities has called for the abolition of all involuntary treatment and the adoption of measures 
to ensure that health services, including all mental health services, are based on the free and 
informed consent of the person concerned. The Committee has also urged the elimination of the 
use of seclusion and restraints, both physical and pharmacological. 
 

http://ap.ohchr.org/documents/dpage_e.aspx?si=A/HRC/34/32


The absolute ban on deprivation of liberty on the basis of impairments.  Article 14 of the 
Convention on the Rights of Persons with Disabilities establishes an absolute ban on deprivation of 
liberty on the basis of impairments, which precludes non-consensual commitment and treatment. 
This provision reflects the non-discriminatory approach guaranteed by the Convention in 
connection with the right to liberty and security of person. The Committee on the Rights of Persons 
with Disabilities has clearly and consistently confirmed the non-discriminatory approach to the 
right to liberty, which establishes the unambiguous prohibition on deprivation of liberty on the 
basis of impairments, whether or not it is connected with other factors. 30. Persons with 
psychosocial disabilities continue to be subjected to forced institutionalization, as allowed by civil 
codes and mental health laws in many countries. Deprived of their liberty, they are commonly 
subjected to forced treatment, and living conditions and arrangements may also put their physical 
and mental integrity at risk. Children or adults detained in institutions are at increased risk of 
violence and abuse, including sexual exploitation and trafficking. The Special Rapporteur on 
torture and other cruel, inhuman or degrading treatment or punishment has found that children in 
residential or institutional care are at greater risk of mental health trauma, violence and abuse, 
and that the severe emotional pain and suffering caused by segregation may rise to the level of ill-
treatment or torture. Outside of institutions, the use of community treatment orders or mandatory 
outpatient treatment, even if enforced in the community, violates the right to liberty and security 
of the person as such measures impose treatment and the threat of detention if refused. 
 
31. Forced institutionalization violates the right to personal liberty and security, understood as 
freedom from confinement of the body and freedom from injury to one’s bodily or mental 
integrity, respectively.  It amounts to a violation of the right to live free from torture and ill-
treatment, and from exploitation, violence and abuse, and of the right to personal integrity. States 
parties should repeal legislation and policies that allow or perpetuate involuntary commitment, 
including its imposition as a threat, and should provide effective remedies and redress for victims. 
Criminal law and procedures commonly deny 
 
 
Report of the Special Rapporteur on the right of everyone to the 
enjoyment of the highest attainable standard of physical and mental 
health 
 
http://ap.ohchr.org/documents/dpage_e.aspx?si=A/HRC/35/21 
 
 
 
Key extracts: 
 
11. The momentum sustained by civil society towards a paradigm shift has contributed to an 
evolving human rights framework in the area of mental health. The adoption of the Convention on 
the Rights of Persons with Disabilities in 2006 laid the foundation for that paradigm shift, with the 
aim of leaving behind the legacy of human rights violations in mental health services. The right to 
the highest attainable standard of health has much to contribute to advancing that shift and 
provides a framework for the full realization of the right of everyone to mental health. 
 
 
The promotion and protection of human rights in mental health is reliant upon a redistribution of 
power in the clinical, research and public policy settings. Decision-making power in mental health 
is concentrated in the hands of biomedical gatekeepers, in particular biological psychiatry backed 
by the pharmaceutical industry. That undermines modern principles of holistic care, governance 

http://ap.ohchr.org/documents/dpage_e.aspx?si=A/HRC/35/21


for mental health, innovative and independent interdisciplinary research and the formulation of 
rights-based priorities in mental health policy 
 
22. At the clinical level, power imbalances reinforce paternalism and even patriarchal 
approaches, which dominate the relationship between psychiatric professionals and users 
of mental health services. That asymmetry disempowers users and undermines their right 
to make decisions about their health, creating an environment where human rights 
violations can and do occur. Laws allowing the psychiatric profession to treat and confine 
by force legitimize that power and its misuse. That misuse of power asymmetries thrives, 
in part, because legal statutes often compel the profession and obligate the State to take 
coercive action.  
 
35. The International Covenant on Economic, Social and Cultural Rights provides a legally binding 
framework for the right to the highest attainable standard of mental health. That is 
complemented by legal standards established, among others, by the Convention on the Rights of 
Persons with Disabilities, the Convention for the Elimination of All Forms of Discrimination against 
Women and the Convention on the Rights of the Child. States parties have an obligation to respect, 
protect and fulfil the right to mental health in national laws, regulations, policies, budgetary 
measures, programmes and other initiatives. 
 
36. The right to mental health includes both immediate obligations and requirements to take 
deliberate, concrete, targeted action to progressively realize other obligations.27 States must use 
appropriate indicators and benchmarks to monitor progress, including in respect of reducing and 
eliminating medical coercion. Indicators should be disaggregated by, among others, sex, age, race 
and ethnicity, disability and socioeconomic status. States must devote the maximum available 
resources to the right to health, yet globally, spending on mental health stands at less than 10 per 
cent of spending on physical health. 
 
37. Some obligations are not subject to progressive realization and must be implemented 
immediately, including certain freedoms and core obligations. Core obligations include the 
elaboration of a national public health strategy and non-discriminatory access to services. In terms 
of the right to mental health, that translates into the development of a national mental health 
strategy with a road map leading away from coercive treatment and towards equal access to 
rights-based mental health services, including the equitable distribution of services in the 
community 
 
 
Conclusion:  
 
Over the last number of years HSE has funded through the schools of nursing and midwifery some 
excellent training with individual’s like Rachael Waddingham www.behindthelabel.co.uk and 
Jacuqi Dillon www.jacquidillon.org both of whom featured on the recent BBC2 Horizon Programme  
‘Why Did I go Mad’.   I had the opportunity to do various sets of training with various facilitators to 
be able to advocate, including these women.   Rather than following the US and Australian 
models, which has resulted in ever increasing pathologizing/medicalising distress and increased 
numbers on medication, many for life, we need to prioritise, fund and resource holistic community 
based approaches free from coercion in line with Vision for Change and international human rights 
standards and obligations including UN CRPD and UNCRC.  We need an independent Law Centre 
funded on a statutory basis to support children/parents/advocates in Civil Society.  We also need 
proper peer support and advocacy for parents and children especially around building capacity to 

http://www.behindthelabel.co.uk/
http://www.jacquidillon.org/


resist and call out coercive practices.  Proper drug tapering/reduction facilities for children are also 
badly needed along with better access to talk therapies and support groups around Hearing 
Voices, self harm, unusual beliefs or visions, psychosis.   
 
 
Most importantly we need to stop looking at parents and children in terms of their ‘perceived 
deficits’ and think ‘support’ not ‘fix’, putting in place practical supports for children to come 
through distress with trauma informed care, paying due regard to the social determinants of 
health. There is a huge need for selfhood Programmes on the lines developed by Dr. Terry Lynch, 
who was on vision for change along with the State funding supports/approaches for schools and 
communities not linked to Psychiatry.   
 
At least six Irish children were sent abroad for psychiatric treatment in the last two years.  We 
need to call a halt to this human rights abuse, denying right to family, right to own community.  
Given the most distressed adults can come through acute distress and trauma, when the right 
supports are put in place, children can too.  Children respond when they are treated with dignity, 
respect and listened to.    In 2017 it is time the Irish Government put an end to State sanctioned 
abuse? 
http://www.thejournal.ie/tusla-secure-placements-abroad-children-3317001-Apr2017/ 
 
 
As stated by the UN Special Rapporteur Dainius Puras in his recent report, we need to see  
‘the development of a national mental health strategy with a road map leading away from 
coercive treatment and towards equal access to rights-based mental health services, including the 
equitable distribution of services in the community’ 
 
We also need to ratify the UN Convention on the Rights of Persons with Disabilities (CRPD) and 
Optional Protocol without Declarations /Reservations as a matter of urgency 
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