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Dr. Harry Crawley
Thank. you very much Chainnan. My scattered debris of scribbled notes explains the
impossible nature of my task. I have to begin by reminding my colleagues that I warned
them that this task was impossible, but they wouldn't believe me and I am now about to
prove that I was right!
Rather than attempting to spend the next six hours repeating to you what you have already
said, or even trying to do justice to it, I hope instead to spend the next twenty minutes
selecting out some of the issues that seem to have recurred during the course of the day. I
hope people will forgive me when I misquote them because even though I wrote as quickly
as I can, I don't have shorthand and I'm certain to have got a few words wrong.
I don't intend to identify individual people as that would take too much time, but there are a
number of points and quotes that I would like to emphasise because they, in my opinion,
best give the flavour of the day's discussions. With regard to the job of the rapporteur, an
earlier draft of today's programme said that "Dr. Crawley, acting as Rapporteur" • and I
accept the word 'acting' • would "aim to assess the consensus reached at the seminar." In
looking for consensus among the professionals and public represented here today I am
reminded of a remark attributed many years ago to the late Catholic Archbishop of Dublin,
John Charles McQuaid, who on being questioned about the matter is reputed to have said
that he did not believe in the idea of an 'infonned laity'. It seems to me that a lot of today's
discussion revolves around the assumption that we now do believe in the idea of an
'infonned laity', at least in relation to legislation detennining issues in mental health. But
we may have quite some distance to go before we can begin to rely on this assumption in
practice. Even though the 1945 Act has been with us for too long, it seems that few
members of the public and even of the relevant professions are familiar with its provisions
or really understand its implications. It doesn't seem that anybody has ever had any
responsibility for infonnation the public about the meaning of the Act or that discharging'
such a responsibility has been part of our professional tradition. So. apart from our
endeavours in trying to reach a consensus about reforming and improving our laws, we
also find ourselves questioning the extent to which we are developing or might develop the
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idea of an 'infonned laity'. I don't know of a better legal safeguard that that provided by
the existence of an infonned and educated public. It may not matter how technicaIly
excellent legislation may look on paper if people are not aware of its contents or of what it
means for their rights and responsibilities in practice. It certainly seems that the kind of
circumstances in which people arc detained in practice, are not the best circumstances for
becoming aware of human rights issues.
In the context of human rights, I was struck by some of the points made this morning by
people representing the organisation Wrongfully Institutionalised People'. On a purely
personal note, as someone who worked in clinical practice as a psychiatrist for about ten
years and who sub~uently moved to health education, I hope that my own experience of
human rights issues has been salutary. My first experience of crises in psychiatry was of
suicide and attempted suicide, subjects which we have not reaIly discussed today. The last
night I was on casualty duty as an intern a man arrived into hospital around 6.00 am.,
dead, with his throat cut from ear to ear. I was leaving that hospital later that day and so I
never found out why this tragedy occurred, but it was a grim and dramatic introduction to a
very serious issue. Six months later, the flIst night I was on duty as a trainee psychiatrist,

a young man - a student - was brought unwillingly into St Brendan's following a very
serious suicidal attempt I clearly remember trying to discuss reasonably with him the legal
problem presented by somebody who was apparently sane but insisting that he had the
right to take his life and very angry that he had been foreed into an institution where a
group of people was forcibly preventing him from exercising that 'right'.

\
I am not sure how much the law was helpful to me on that occasion but I remember that as
a result of my dialogue with that student we reached an agreement to let another day pass
before reviewing the situation, so the law at least provided us both with the space to play
for time, but it could not provide an easy solution or substitute for discussion and
communication. This is where the concept of 'patients' advocates', referred to several
times during the seminar, could fonn part of the solution to providing the means for
dialogue and negotiation between the ir.dividual and those representing the legal system,
especiaIly in crisis situations.
Of course one problem for which the law cannot provide, common in human experience, is
the perverse plienomenon whereby most crises and acute problems tend to occur after five
o'clock on a Friday when even the best planned safeguards are less readily available than
during regular wGrking hours. In this setting I also recaII a woman being brought

unwillingly to hospital late one night when I was on duty. Although her committal
appeared to be technically in order, she claimed that she had never been seen by her G.P.
and her protests seemed plausible and convincing. In the event she agreed to remain in
hospital overnight so that the background to her story could be investigated the next day. It
turned out that her committal had been' initiated by her husband with whom she was having
serious marital conflict and on investigation we found no justifiable basis for detaining her
further. The experience illustrates that you also have to try and protect against abuses of
the law which may originate in personal or family conflicts, even though it may be virtually
impossible to safeguard the law from a conspiracy to abuse it. Similar points were made
this morning by a number of people who gave us dramatic examples of their own bad
experiences under present legislation and so far we have not found answers to the issues
they have raised about the use and abuse of law and the quality of safeguards. It seems that
the question remains as to whether or not the current quality of safeguards is adequate,
apart from the fact that there is obviously a limit to how much you can safeguard liberties if
people actually conspire to abuse the law.
The point then, that I most want to try to reflect back to you, is that we seem to see law as
providing for a whole variety of functions, including an assumption that the law has a key
role in safeguarding rights and liberties. We also seem concerned with the need for ar.
institution such as a Review Body and with the idea of such a body being responsible for a
widened form of audit which would look at the quality of treaUDents in terms of their
outcomes, rather than simply inspect treatment facilities.

\
One speaker pointed out that it is not enough to audit short-term effectiveness, but that there
should be an audit of the outcome of services in the long-term as well.
We seem to agree that an advocate system would be desirable, although it is not yet clear
where such advocates will be found, how they may be accredited, how they will be
supervised, or how they should be trained.
Another issue that has been raised in relation to to the role of law is that of the function of
legislation in setting standards, in providing a clear specification of what services should be
available and to what standard? - what sort of access to services should be available? - what .
constitutes a reasonable limit of time for a waiting list? - what quality of care should be
specified?

One speaker observed that quality of care is really an illusive and paradoxical concept - that
we refer to it a lot, but we really don't have very much to say specifically about it, except
that it's a good thing and that it should be taken into accounl
However, we seem to agree that legislation has a role to play in specifying some basic level
of standards of practice and that this is an appropriate way of broadening our use of
legislation. It has also been noted that developments in mental health community services
have not so far been accompanied by a elear specification of agency responsibilities for
these services.
In the last session this afternoon we looked at the extent to which legislation should be

involved in fixing responsibility on national agencies such as health boards for providing a
certain level of education for health and health promotion. One speaker pointed out that
there is now a lot of information about the antecedents of good health, which is not made
available to the public in any organised way. It was stated that there is no national agency
responsible for informing people, not alone about their rights, liberties and responsibilities
in relation to mental health, but concerning what is currently known about determinants of
mental health and illness.
So, in the context of devising any new Mental Health Act, we have to ask who is going to
ensure that people actually know:
\

what are the main provisions?
what do they mean for families?
what do they mean for patients?
what do they mean Cor proCessionals?
where is sueh information available?
Apart from the broader question about the general provisions of mental health legislation,
voluntary agencies will want to know what is going to be the role and responsibility of state
agencies working with them for the promotion of health information, particularly in the
field of mental health. Who is going to do what and how is it to be organised?
It has been pointed out that although voluntary ageneies may be encouraged and exhorted to
provide information, without a national system and defined responsibilities such efforts
may be confined to the enthusiastic. In other words there needs to be a basic standard set

in the levels of public infonnation to be achieved in developing the safeguard represented
by an 'informed laity'.
What 'information' is to be promoted concerning mental health? Earlier today one speaker
questioned the extent to which mental health legislation is primarily based on a medical
model of mental health and illness, focused principally on physical and chemical methods
of treatmenL A number of very critical comments were made about the recipients
experience of chemical methods of treatmenL A number of very critical comments were
made about the recipients' experience of chemical approaches to treatmenL There were
references to "to power other people have over your life" and to the role of "chemical
chains", including a dispute as to what constituted genuine therapeutic progress. One
speaker claimed that the development of tranquillisers had liberated people from
confinement in institutions, while others seemed to feel that this was merely the
replacement of one form of physical constraint by a chemical strait-jackeL Obviously we
did not achieve a consensus of views here, but the discussion brought the issues into
sharper focus.
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A related human rights issue that has also surfaced has been the issue of coercion. One
speaker maintained that if you looked at the circumstances in which many people obtained
treatment, the circumstances were not truly voluntary, but represented a 'voluntary' choice
made under the threat of the alternative of involuntary committal- such coercion being
accepted as 'the lesser of two evils'. This may apply in many cases of 'voluntary'
hospitalisation for alcoholism and other addictions under present legislation.
The observation was made that, if the side effects of reforming legislation are to place
treatment for addictions and alcoholism outside the remit of mental health legislation, we
may then discover a need for a whole new area of legislation to cope with the effects of
addictions and alcohol-related problems. Although there was no special consensus of
views aoout the probability of such an outcome, the point made served to illustrate how
progress and reforms being made in one area may create new problems in another.
I have about forty pages of scribbled notes here and I don't think I would be doing you a
great service by trying to reflect them all back to you today. With recordings and with the
aid of the many papers that have been provided, we will try to distil them into something a
bit more coherent at some future poinL I know that for now I have only gone a little way
towards reflecting on the co;'\;;iderable number of contributions made at this seminar. I feel

.'
sure that these contributions and the lively nature of today's discussions have advanced our
development as an 'infonned laity' in the field of mental health.

\

Human Rights in Mental Health Legislation
Professor Timothy Harding
Keynote Address
Green Paper on Mental Health Seminar
Thursday, 22nd April 1993

Legislation in mental health will never be perfect, and must always be seen as dynamic. A
good mental health law paradoxically may need 10 be changed quite rapidly, and be
replaced by a better mental health law.

The European Convention on Human Rights has an imponant application to mental health
legislation, but only to a limited extent There are in fact only two, or possibly three
specified fields in which the European Convention helps us in mental health legislation.

Firstly, there is the protection that is offered against all forms of torture and inhuman or
degrading treatment The protection against inhuman or degrading treatment has been
\

,

reinforced by the New European Convention providing for preventative visits to all places
of detention, including psychiatric hospitals.

National Inspectorate

The work of the committee charged with these visits could be a useful model for a national
inspectorate independent of the administration with authority to visit all treatment facilities
at any time and to make recommendations. It is imponanl that such a body should be
multi-disciplinary and have a powerful secretariat as is the case of the European
Committee.

Reyiew or Involuntary Hospitalisation

The European Court has decreed that every involuntary hospitalisation must be subject to
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review by an independent body with the attributes of a court, so that involuntary patients
have rapid access to such a body if they wish to appeal. The independence of the body
means that its decisions cannot be overturned by the administration, nor by any
professional body. They can only be overturned by a higher court.

Mental Health Review Board
So it does seem essential that an efficient review procedure should be set up. Experience in
many European countries has convinced me that it is preferable to have a body specialised
in the mental health field rather than to use an established court procedure. A mental health
review board should have a balanced membership drawn from the legal and health
professions and from the voluntary mental health sector.

Such a body will function well provided that its members are truly independent and do not
see themselves as simply representing different interest groups. There seems no reason
why such a group should not combine the function of reviewing all forms of involuntary
admission, and of hearing appeals either by patients or by other persons. The group could

also carry out the independent inspection of all mental health facilities. In other words the
function of the national inspectorate which I mentioned earlier could be combined with that
of the review board. The board should be organised at a national level with functioning
groups or sub-national level and with a powerful secretariat. Other functions could be the
carrying out of studies and investigations, and organising consultations on issues which
affect the rights of the mentally ill.

Patients' Adyocates
It is obvious that, if patients are to have access to a review procedure, they must be legally
represented, and this means that psychiatric patients should have access to some form of
legal aid. It also means that psychiatric patients need to be informed about their legal

-3-

rights, and here the experience with patient advocates in the Netherlands has been
rewarding.
Patients' advocates are essentially lay counsellors with special training and supervision,
and in the Netherlands they are now on call in all psychiatric hospitals. They have an
office in every psychiatric hospital and have free access to all patients and, more important,
the patients have free access to the advocates.

Patients' advocates were initially resisted and indeed feared by doctors, psychiatric nurses
and other professionals. But they have now been accepted as it has been found that they
reduced the amount of conflicts and of legal procedures in Holland.

We have recently adopted the patient advocate system in the cantons of Geneva and Veaux
in Switzerland, and once again the initial reaction of the psychiatric professionals has been
largely negative. The cost of the system was also criticised. I believe, however, that such
schemes will prove to be cost effective, as conflicts will be resolved more quickly. Often a
demand for discharge or a refusal of treatment can be resolved by the patient advocate
arranging a contact with the family, a visit, a telephone call or by giving information about
alternative treatment approaches, and negotiating between the patient and the treatment
team. This type of action will enable the psychiatric professionals to appreciate the value of
the patient advocate, and also will limit the numher of appeals unll therefore the number of
sittings of review boards and the need for far more costly legal representation.

I believe too that a patient advocate system could increase the effectiveness of the
psychiatric care for acutely disturbed patients by helping to create a climate of confidence
and co-operation between patients and the treatment team.
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Inyoluntary Hospitalisation
The problem of involuntary hospitalisation, which I touched on earlier, is a difficult one.
What should be the criteria for involuntary hospitalisation? What type of disorder should

be included in a legal defmition? Should it be limited to mental illness? Should there be a
wider defmition of mental disorder?

My own view is that it should be more limited than in the past, that it should be limited
essentially to mental illness, provided that it is understood to include organic mental
disorder, including dementia. But the definition does not cover personality disorders,
sociopathy or borderline disorders.

Of course persons who have such problems often do need psychiatric care, but in such
cases they present other kinds of pathologies. There can be co-morbidity - depression or
other psychiatric problems - which would justify treatment and in certain cases treatment in
hospital, even without the consent of the patienl

I believe that in a number of countries the too wide definitions of mental disorders covered
by mental health legislation which lead to involuntary hospitalisation has led to major
problems. If there is no active psychiatric treatment available for a given condition then
hospitals are in a very difficult position when they try to manage a patient with such a
condition. There can be effective managements but they are not psychia:tric managements.
They are forms of sociotherapy, for instance, which are particularly applicable in custodial
settings in prisons which are probably more effective and paradoxically lead to less human
rights problems than admission to psychiatric hospitals.

The Council of Europe 1983 recommendations and the U.N. Principles distinguish
between two types of criteria for involuntary hospitalisation - the dangerousness standard,
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to self or others, and the standard of need of treatment (a paternalistic approach, treating
patients as children who do not appreciate what is good for them).

Both sets of principles show a clear preference for the dangerousness standard. But a
standard that is too oriented towards dangerousness has its disadvantages. First of all, it

• the patient. The second major drawback is the very shaky scientific basis for
stigmatises
dangerousness predictions.

In Scandinavian countries and in some Swiss cantons there is a move towards providing

for involuntary hospitalisation for a very shan period, not exceeding two weeks for crisis
or acute cases. They are cenified on the basis of imperative need of treatment. Under this
system some patients leave the hospital after a short period; others, after the initial period,
accept their treatment and continue in hospital as voluntary patients. There is a third group
- much the smallest - who need a longer period of detention. and here the dangerousness
standard cail and should be applied.

I believe this is a valid approach to the problem of involuntary admission to psychiatric
hospitals. It can also partly resolve the difficulties related to consent to treatment

Consent to Treatment

The consent to treatment debate has often centred on rather infrequently practised
treatments such as psycho-surgery, hormone implants, and so on. These are imponant
issues, but by far the commonest problem in mental health care is posed by the acutely
disturbed psychiatric patient who enters hospital on an involuntary admission order and

who refuses and physically resists treatment Even more difficult situations arise when
patients with an acute psychosis, clearly incompetent to give or withhold consent, have
during a period of remission indicated clearly to the psychiatrist that they refuse any form
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of anti-psychotic treatment

I agree with the approach taken by a number of European legislatiolls that during the acute
and crisis phase of admission involuntary treatment is legitimate, and that during the longer
detention period legal standards and procedures should provide for second opinions and
for distinguishing between hazardous and unusual treatments.

This approach avoids the danger of introducing into Europe the situation which existed in
the United States in the 1960s and 1970s where large numbers of patients were admitted to
psychiatric hospitals, and were adjudged by courts to be competent to refuse treatment
Professor Alan Stone called that the cruel paradox of hospitalising but not being able to
treat. It also creates a paradoxical situation where voluntary patients can be in an
involuntary state, while many involuntary patients are in effect in a voluntary state.

Voluntary Patients
Most countries with voluntary fonns of admission have provision for detaining patients at
the moment they request discharge. In a study carried out ten years ago we found that
there was a significant number of patients whom the treatment team had already decided
should be detained if they requested discharge. In a number of cases we found notes in
nursing files instructing the nurse on duty over a week-end or holiday period to detain
voluntary patients who might request discharge. Such patients were de facto involuntarily
hospitalised, but denied the safeguards accorded to involuntary patients.

I consider that this practice violates human rights pr~:iples. The treatment team should be
charged with deciding in advance what patienlS should be detained if they requested
discharge, and the status of these patients should be changed to involuntary status. This
decision should be subject to review by the Review Board as in the case of any other
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involuntary admission.

On the other hand there are patients who have been involuntarily hospitalised who accept to
remain in hospital and be treated. In these cases there should be clear provisions for
converting the involuntary admissions to voluntary status, thus reducing stigmatisation.

Mentally Abnormal Offenders
The last issue I would like to mention is that of the mentally abnormal offender. This is an
issue which is hardly tackled at all in the various international nonns to which I have
referred. And yet in most European countries it is perhaps the single most difficult and
thorny problem in the field of human rights and mental illness. It is clear from the report of
C.P. T., the European Committee for the Prevention of Torture, on what is happening in
security hospitals in Germany and Italy and in the special hospitals in the United Kingdom
that there are serious problems of human rights, of institutional management, and of
providing treatment.

There appears to be a fundamental problem of combining a custodial and a therapeutic
function. Which comes frrst? In many places there is no clear answer to that question.
Why are these people here? Are they being detained under SOMe kind of police protection
principle, or is there a primary treatment objective? This is an issue which covers the
whole problem of indeterminate sentences or indeterminate orders coming from the
criminal justice system.

Now I don't have any clear solution to this problem of combining custodial and therapeutic
functions. One thing I am sure of: we should try to avoid large institutions.

An interesting proposition comes from a colleague, Professor Kenappa of Geneva, which
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has been supported by another colleague, Professor Colait of Lyons. They propose quite
simply to reject all fonns of mental health disposal for offenders, and contend that all
offenders should be subject to some fonn of detenninate prison sentence. There should be
effective psychiatric care within the criminal justice system. This care would be provided
by the health authorities within custo~ial settings.

This answers the question, which comes first? After the offence what comes first is
custody; and then within the custody there should be an attempt to treal It is interesting
that this idea has found support among a number of patient groups and voluntary mental
health groups.

·
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ADDRESS BY MR. BRENDAN HOWLlN, T.D.,
MINISTER FOR HEALTH
I would like to thank the Mental Health Association of Ireland for inviting me here
today to address this seminar entitled "A Menial Treatment Act - Towards a
Consensus". This seminar provides a valuahle opportunity to take stock of responses
to the Green Paper on Mental Health published in June 1992 and to discuss proposals
for new menial health legislation.
It is now generally accepted that those suffering from mental illness should benefit from
a model of care and treatment which is the least disruptive to their home life and day to
day living. It is vilal that we gain the acceptance of local communities to the concept of
community based treatment for those suffering from mental illness who do not require
to be hospitalised. I recognise the valuable work of voluntary organisations such as the
Menial Health Association of Ireland, the Schizophrenia Association of Ireland, in
creating an awareness at local and national level of the factors influencing mental illness
and the various treatments now available which enahle persons suffering from mental
illness to receive proper care and treatment in community settings. Indeed, it would
have been difficult, if not impossible, to develop community based psychiatric services
as recommended in the Report Planning for the Future, without the help of
voluntary groups who have worked tirelessly for those disadvantaged by mental illness.
In organising this conference, the Mental Health Association of Ireland is to be
commended for demonstrating its commitment to the development of mental health
services and to safeguarding patients' rights. This conference presents an ideal
opportunity to discuss the important issues which have provoked considerable debate
IIIld which need to be addressed in new mental treatment legislation. IIIIJI gilid to see
thllt other voluntary organisations active in the field of mental helllth are Illso
participating in today's programme.
The focus of this conference is on the relationship between legislation and mental
disorder. Every person involved in the mental health services must have asked
themselves the question as to why special legislation is necessary in relation to people
who are mentally disordered. The answer lies in the nature of mental disorder. Unlike
most physical disorders, a mental disorder affects a person's thought process and
interferes with his or her ability to make judgements. In a minority of cases, the
disorder may lead to violence towards others or self dlllJlaging behaviour. The person
affected may not be capable of understanding that he or she needs treatment or at least
protection from the consequences of his or her actions. Although there have been
dramatic improvements in the treatment and management of many mental disorders in
this half of the twentieth century, the problem still remains of how the relatively small
number of people with mental disorders who refuse or who are incapable of seeking
treatment or protection should be managed. It is widely accepted that such persons
should benefit from the rule of law and that a society which values the rule of law
should define and safeguard the rights of such people.
What do we know about patients detained under current mental health legislation, the
Mental Health Act 1945 as amended hy subsequent acts? In 1990, 3,300 admissions to
psychiatric hospitals and units were detained under the Act, representing 12 per cent of
total admissions to these hospitals and units. Thanks to a survey undertaken by my
Department, with the co-operation of the clinical directors and health board staff in each
area, we have a better understanding of who these detained patients are and the
circumstances surrounding their detention. The survey included 2,787 detained
admissions, all of which took place since January 1990. The survey shows that a
detained paticlll is likely to be male, single, in his forties and to have had.a previous
admission to a psychiatric hospital or unit. The average duration of stay of a detained
patient was 39 days.
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Almost 90 per cent of applications for detention were certified by a general practitioner.
The remainder were C<!rtified by a non-consultant hospital or other doctor. The survey
requested information on whether a consultant or a non-consultant hospital doctor had
signed the reception form detaining the patient in the hospital. Of those responding to
the question, just over half were signed by a junior doctor.
The survey throws light on an issue which has caused controversy in recent years.
Who signs the form making an application to have a person detained? It is parents who
most commonly seek admission for a son or daughter as a detained patient. Just over a
quarter of applications were made by a parent. After parents, it is spouses who most
commonly sign an application for admission. Slightly more husbands make
applications for wives than wives for husbands. Sisters and brothers make applications
almost as frequently as spouses. Less than 10 per cent of applications were made by a
member of the Garda Siochana or a community welfare officer.
This survey of detained admissions provides valuable background information to some
of the issues relating to detained patients outlined in the Green Paper on Mental Health
published last June. The second part of the Green Paper outlined proposals for new
mental health legislation. The Mental Treatment Act, 1945 as amended by subsequent
Acts provides the current legislative framework within which patients may-be detained
in psychiatric hospitals and units for treatment, care and protection. The Green Paper
acknowledged that the provisions of this amended Act do not provide satisfactory legal
safeguards for patients with a mental disorder who may need to be detained. It outlined
our obligations under the European Convention on Human Rights with regard to
patients detained in psychiatric hospitals and proposed ways in which new legislation
should provide greater safeguards for patients' rights. Key changes which must be
incorporated in.new mental health legislation include a review of every decision to
detain a person in a psychiatric centre by an independent body, a review at regular
intervals of patients who are detained on a long-term basis and procedures to deal with
consent to treatment by detained patients.
As you are aware, fnterested parties were invited to submit views on the proposals put
forward in the Green Paper. My Department has to date received one hundred submissions from a wide variety of groups including professional bodies, voluntary
organisations, Government Departments, Health Boards and individuals.

I would like to thank all those who were involved in making submissions on the Green
Paper. It has been most encouraging to see the level of interest in mental health services
and mental health legislation in particular. The submissions and the consultations
which have taken place to date have been of great assistance to my Department in
clarifying aspects of mental health legislation and assessing the practical implications of
proposals in the Green Paper.
I am pleased that my Department's examination of the views in the submissions
indicates a broad measure of consensus about most of the legislative proposals in the
Green Paper. There are however some.issues about which there is a divergence of
opinion as to which legislative provisions would best benefit the detained patient and
the mcntal health services in gencral. Today's seminar will provide an opportunity to
examine some of these issues, such as the role and function of the proposed Mental
. Health Review Board, the care of mentally ill offenders and the value of supervision
orders. It will provide a forum for interested parties to exchange views and contribute
to greater understanding of, in many cases, complex issues.
I would like to emphasise the importance I attach to achieving the optimum level of
consensus in discussions and consultations with interested parties about the content of
new mental health legislation. The unfortunate experience of the Health (Mental
Services) Act, 1981 is a reminder of the value of full and open debate on contentious
issues before new legislation is drafted.
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The Programme for a Partnership Government includes a commitment that new mental
health legislation will be introduced before the end of this year. I would like to meet
this deadline but I would not like to achieve it at the expense of a consensus on the
content of. new mental treatment legislation. I have asked my Department to. prepare
firm proposals for a new mental health Act as soon as the consultative process on the
Green Paper is concluded. As we move towards a new mental health Act I will try to
ensure that the spirit of consultation and consensus building which has characterised the
process of reform to date will be maintained.
In conclusion I would like to express my gratitude to the Mental Health Association of
Ireland for organising this important seminar. I am delighted to see that the Green
Paper on Mental Health has generated such interest. I am impressed by the expertise of
speakers and chairpersons involved in the seminar and with thewide representation of
interest groups in the audience. I would like in particular to extend a special welcome to
the distinguished visitors from Northern Ireland, Britain and Switzerland and thank
them for participating in our debate on mental health legislation. I am confident that a
lively debate will follow each of the five sessions. I look forward to hearing the results
of the discussions and hopefully that agreement has been reached on all issues!
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The First Session, chaired by Dr. Joseph A. Robins, a board member of MHAl
featured presentations by Ms. Angela Leigh-Doyle, a council member of the
Schizophrenia Association of Ireland, Mr. Patrick McKay, a member of Phrenz, a
support group of the Schizophrenia Association of Ireland, and Mr. Patrick Benson, of
the Chief Nursing Officers' Association, who spoke in a personal capacity.
MS. ANGELA LEIGH-DOYLE - Council Member,
Schizophrenia Association of Ireland
The Schizophrenia Association of Ireland was delighted to have the opportunity to
formally respond to the Green Paper on Mental Health and we are pleased to be part of
today's Seminar which hopefully will bring us closer to consensus. While this session
is focusing specifically on individual rights, and therefore concentrates on the legislative
aspects of the Green Paper, the Schizophrenia Association of Ireland believes that a
comprehensive psychiatric service should be provided in a uniform and co-ordinated
manner, with statutory obligations on the providers of these services. This would
include the full range of hospital beds, day activities, rehabilitation programmes, hostel
places, access to workshop and sheltered employment places, together with sufficiently
highly trained psychiatric service personnel. With this type of infrastructure in place, it
is our belief that in tandem with procedural safeguards, the rights of individuals with
mental illness, and their families will be safeguarded.
SAl has the urtique insight into the needs of those suffering from severe mental illness,
such as schizophrenia, as our membership is made up of those who've experienced the
illness, and their caring relatives and friends. This paper covers some aspects of our
official response to the Green Paper.
We welcome the recogrtition in the Green Paper of the status of the mentally ill, and
their caring relatives and friends, as consumers of the health services, with the rights
and entitlements that such status implies. We heartily endorse the proposal to establish
an independent Mental Health Review Board, which we anticipate will include
representation from a consumer organisation, such as the Schizophrenia Association.
The Review Board should also include representatives of psychiatric, legal, G.P., and
social work professions. We welcome the recognition of the contribution of voluntary
organisations. Legislation should now firmly estahlish our role in the mental health
field, and provide a procedure for the formal recognition of such organisations. This
contribution can only be sustained by adequate and regular funding from the national
purse, and a continued role in the planning of psychiatric services.
We welcome the encouragement of health boards to co-operate with the voluntary
sector, but we are concerned they are not ohliged to maintain such co-operation, nor to
support such organisations financially, in recognition of specific input to the psychiatric
services, and I particularly wekomed the Minister's reassurance of our role today.
The particular deficiencies which concern our memhers are the lack of specific services
which I've mentioned. The variances from health hoard to health hoard, and indeed
between catchment areas can be remarkable. It is also importal&i to stress that the
differing needs of those with schizophrenia should be taken into consideration when
planning services.
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Crisis intervention is a case in point. Many of our members have encountered
difficulties in a crisis which happens outside working hours. A 24-hour emergency
service in psychiatric units is required with mobile units to respond to calls. Patients
and families should have access to psychiatric social workers and community
psychiatric nurses, to discuss problems before they develop into a crisis.
Multi-disciplinary teams must be established in all areas to provide an on-going support
to those who are mentally ill, and their caring relatives.
We have called on the Minister to follow the general Patients' Charter with the specific
charter for the mentally ill people, which would include statutory entitlements to
reasonable and appropriate standards of care, treatment, rehabilitation and where
necessary, maintenance and accommodation. It is our view that with the transfer of
care into the community, a carers' charter is also required, and SAl has prepared a
blue-print which we have submitted to the Department of Health with our submission
on the Green Paper.
Turning to mental health legislation, SAl obviously welcomes the examination of this
important and outdated legislation. Our inputs into the development of legislation is
based on our years of experience relating to mental illness. We recommend that there
should be only two categories of patient - voluntary and involuntary, with no distinction
between public and private patients in terms of involuntary admissions. An application
for involuntary admissions should be made by a carer, that being a family member or a
friend, or a social worker, or community psychiatric nurse. This would necessitate
specific training for these professionals; as this is a most stressful time for the
individual and the family, every effort should be made to ensure that there is the least
possible trauma for everybody involved. Applications by spouses should be restricted
to those who are living together, and are not legally separated. One G.P. should sign
the application form, whether it be public or private hospital. Patients should be seen
by a psychiatrist on arrival at hospital. When admitted by the psychiatrist, the patient
should be assessed and a recommendation for treatment made by a consultant
psychiatrist within 24 hours of arrival. A social work report should be requested
immediately. Emergency 24-hour cover for these professionals should be available in
all catchment areas.
It was generally held by our members, that treatment should not be given without the
patient's informed consent. Any subsequent change in treatment' would also require the
patient's informed consent. Emergency treatment, however, may be considered
necessary. If a person collapses in the street from a physical ailment, such as a heart
attack, there is no hesitation in giving emergency treatment. However, longer term
treatment must be given similar separate consideration.
We agree with conditions as recommended in the U.N. Principles, and propose that the
independent authority referred to be the Mental Health Review Board or its nominees.
SAl believes that all patients, voluntary and involuntary, and their families should be
informed about procedures, services, treatment, therapies and medication applicable to
their case. Every person involuntarily admitted to a psychiatric facility should be made
aware of the patient's rights, with regard to detention and review of order, ina manner,
both written and verbal, which can be easily understood. Information should also be
made available 10 that person's family. A named family member or friend, or a willing
member of a psychiatric team should be nominated to look after the interest and make'
decisions on behalf of the patient, if he or she is unable to make such decisions.
I was glad that last night Professor Harding mentioned the Dutch Foundation of
Patients' Advocates, as the SAl in its response to the Green Paper called for a patients'
advocate system to be made available in each psychiatric unit, and their exisi"nce made
clearly known 10 all new patients when they are being informed of their rights.
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A National Patients' Council with local councils in each calchmenl area may also be
considered. The role of caring relalives musl be acknowledged and con finned in
legislalion, and families muSI be afforded access 10 professionals involved in cases.
This need nOI affecl the confidenlialily belween doclor and patienl, and SAl would
co-operate fully in this malter.

As noted in the Green Paper, the civil legal aid scheme should be amended 10 include
legal aid and assistance 10 detained persons involved in hearings and appeals regarding
their detention. However, adequate increased funding will have 10 be provided 10
expand the scheme to the extenl necessary, as the current situation with regard 10 free
legal aid is totally unacceptable.
We also recommend thai independent people be appointed 10 the Mental Health Review
Board 10 safeguard the patienl in relation 10 consent to treatment. If it was agreed that a
detained patient does not have to accept lreatment, additional facilities must be made
available 10 accommodate that person. This will ensure that the care of a seriously
disturbed patient neither falls back on Ihe family, a siluation which would be entirely
unacceptable, nor results in the patient becoming a homeless statistic.
Protecting Mentally Disordered Palients - SAl agrees with the decision 10 retain the
National Inspectorate of Mental Hospitals, extended to include all community based
services. Specific funding should be guaranteed 10 enable the effective establishment of
this office. The Inspeclorate should repon 10 the Mental Health Review Board, rather
than 10 the Minister for Health. We would see the Mental Health Review Board
working very closely with the Inspectorate, with access to relevant infonnation held by
each party. The repons of the Inspector of Mental Hospitals should be published
annually, and within not more than six months of the previous year end.
SAl welcomes the proposal to legislate for a Code of Practice for the care of the
mentally disordered. Principle 18 of the U.N. Principles refers to procedural
safeguards, and these should be incorporated into the Code of Practice which should
also address the question of family interest and involvement in the treatment of mentally
ill persons. An on-going problem has been that the psychiatrists and other service
providers expected the family to provide the necessary nursing care in the community,
but failed to involve the family in the treatment plan for the patients.
SAl agrees with Article 9 of the recommendation that detention by itself cannot
constitute a reason for the restriction of the legal capacity of the patient It is important
that a decision be taken on who will have responsibility 10 safeguard the patient's
interest, if not the consultant psychiatrist. It would appear that the clinical direclor may
be the best option. However, there should he a right of appeal by patients to the Mental
Health Review Board.
This is our opponunity to legislate in the best interest of all those affected by mental
illness. It is imperative that the provision of comprehensive community based services
for the severely mentally ill must be stitched into any new legislation, together with the
safeguards as outlined by myself and my colleague, Pat.
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MR. PATRICK McKAY - Phrenz Group,
Schizophrenia Association of Ireland
(Paper read by Ms. Leigh-Doyle, in absence of Mr. McKay)
I would like to take this opponunity to refer to some points in the Mental Health Bill, as
it is proposed at the moment.
Crisis Care The first point is that people suffering with mental illness should not have to go to a
general casualty unit to see a doctor. It is totally unsatisfactory that you have to wait 2 3 hours to see an intern, who then decides whether or not you should see a psychiatrist.
Especially on weekends when you have drunks and heaven knows what waiting to be
seen. It is also embarrassing and difficult to try to explain to a nurse what is wrong
with you.
Leaving Hospital Where a person is not suicidal, they should not have to give any notice. They should
be just able to leave the hospital of their own free will, unless they are a danger to
themselves or to other people.
Getting Infonnation There should be a system in psychiatric hospitals where if a patient is getting medication
or E.C.T., that the effect of the tablets or the E.C.T. is explained to them. E.C.T.
should not be given against the patient's will.
Group Homes People in group homes should have some basic rights. They should be given a say in
how the house is run. They should be given some basic training before they move in,
including budgeting, frrst-aid, cooking skiUs, hygiene, shopping. If anyone in the
group home gets sick, they should be able to pick up the phone to a contact person, 24hours a day, 7 days a week. At the moment, there is only a service during working
hours.
Garda Siochana The next aspect I want to tum to is the training of the Garda Siochana in dealing with
people who are mentally ill or suffering from schiwphrenia The Gardai should be
trained to deal with people who are iII, and they should not be sent to Mountjoy or
Oundrum, unless they are violent. I do not think at the moment the Gardai are properly
trained in this area. They cannot cope properly with people who are mentally ill, and
prison is not the place for such people as I have mentioned.

'.'

9
MR. PATRICK BENSON • Irish Chief Nursing Officers' Groups
The purpose of today is to give the Minister the opportunity of having an open
discussion with interested parties on the major issues involved in providing future
mental health legislation necessary for the treatment and care of those who suffer from
mental illness. We must keep in mind the deliberations and consensus reached today
.will influence the legislation of the future. Therefore it is vital that this valuable time
that is provided to us today should be devoted to ensuring the interests of those who
suffer are the forefront of our deliberations. Let us remember the people we will be
providing for are not some anonymous group out there, but are our relatives, friends
and colleagues. And let us ensure that today professional interest groups do not occupy
this time to promote personal interest positions.
The background which influences my perspective on the issues involved is one of
having many years experience as a carer, as a teacher of carers and as a manager of
carers, of having worked in various locations in this country and in the U.K., and
thirdly, of having seen this service evolving from a narrow base hierarchical structure,
to a partially inverted pyramid situation. Perhaps the pyramid should be inverted fully
to ensure front-line staff are more involved in the process. I am conscious of the
detailed submission made by the Chief Nursing Officers Group. But today I speak
more in a personal capacity. The issues for me come under the following areas:
- Detention of mentally ill and the Patients' Charter
- The Mental Health Review Board
- The Inspectorate of Mental Health Services
under the headings of information, representation and communication.

It must be clearly understood and stated, professionals in the mental health care system
prefer that those who require treatment and care, receive it on a voluntary basis. We
have no interest in detaining unnecessarily people against their will. We want to treat
people in the least restrictive environment possible. However, if due to their illness a
person does not understand or see the need for treatment, and society demands that we .
provide care and treatment, then in such situations, legal provision must exist It
should be clear and practical to allow professionals to detain and treat such people.
Front-line and support staff must not be len in a situation where a person who requires
treatment and care, and is incapable at the time of such a decision, without the legal
power to provide such care and treatmenl This provision must take cognizance of the
fact that staff are now working in community services sometimes removed from the
main populace and therefore clear, precise guidelines must be provided as to the correct
procedure to adopt in the event of a client being temporarily incapable of rational
decision.
Let us though remember that the majority of those who come in contact with the mental
health service receive treatment on a voluntary basis. And indeed, the 72 hour
provision, which was referred to last night, generally is not exercised.

As to the issue of detention or where detention should occur. I would suggest that
.
current high support hostels or residences are not appropriate for detention purposes. I
welcome the advent of a Patients' Chaner, provided it is a structured guide to providing
.
a quality service, with quality facilities, appropriate staff, extends to all services in a
catchment area, and can stand up to quality audit, and is not just hospital-based as
outlined in the Green Paper. Perhaps this Charter should provide for the service
development plan, the quality policy, the organisation structure, the management
function and service revicw, patient/family reaction and support service deliveries.

,
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In relation to the proposed Mental Health Review Board, I welcome the proposals and
in addition to the issues of detention being reviewed, this Board should have the
necessary power to ensure that adequate information is available to both patient and
relative. I would suggest it should also be in a position to adjudicate in situations where
confidentiality is preventing relatives who are expected to care from receiving
information about patients' progress. This would provide safeguards for patients, as
well as professionals. This Board could also be funded, I would suggest, to provide
independent legal and other representation for patients who feel they are illegally
detained, or who feel they are not being treated correctly. Professionals, in my view,
have nothing to fear from such review, as it would allow the opportunity of second
opinion. To ensure the Board retains its credibility with patients and relatives, perhaps
the chairperson of such a Board should be from the voluntary sector, with a proven
record of interest in the welfare of the mentally ill.
Generally, I would recommend our system be open, have the least restrictive
environment possible, and make the opportunity for appeal freely available. This
approach, I would suggest, dispels suspicion, prevents frustration, and I would
suggest also, provides reassurance. In view of the proposed role for the Mental Health
Review Board, in the area of review of detention, representation, information, appeal,
etc., one is then left with the area of standards of care and the environment of care for
examination, which in my view is to suggest the issue is one of audit, rather than one of
inspectorate, as referred to already. I would support the concept of an independent
audit system of health care, to conduct audits as already outlined, and make corrective
action reports which would be required to be acted upon within a set time-frame. The
leader of such an audit team should not necessarily be drawn from any particular
professional group and I would question the need for such systems to be statutorily
established, particularly through mental health le~islation. But if such is necessary,
then it should be via the Health Act The suggesuon of extending legal based Mental
Health Act inspection into community services must be questioned, and I would also
question the extension of legal provision to any community service.
Let us continue to make the normalisation of services our priority, and not the extension
of traditional principles of operation. Communication, verbal or written, this in my
view, should not be restricted. However, I have encountered situations where due to
mental ill health, written and verbal communications were causing concern to relatives.
This I will suggest places nurses and doctors in a bit of a dilemma. It is noted that the
suggestion that such a communication could be restricted by a clinical director decision
in the Green Paper. I would consider it more appropriate that such a power of
restriction should rest with the Mental Health Review Board. Relatives directly
involved should have the right of appeal for information or to make a complaint as well
to the Mental Health Review Board.

In conclusion, I welcome the idea of mental health legislation being reviewed. I would
make the following general comments:
- Have it as brief as possible and only for the purpose of detention and
treatment of patients
- Do not involve staff or the running of services in such legislation
- Even if we have to wait longer than we would like. let us get the concepts and
terminology required to meet the needs of the future situation right Let us
repeal all existing legislation, going back to Lunacy Acts and the like, and
ensure the terminology used reflects current thinking in relation to the care
and treatment of those who suffer from mental ill health.

·~
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DISCUSSION
MR. LOUIS BLEHEIN - Wrongfully Institutionalised People
My name is Louis Blehein. Wrongfully Institutionalised People, the involuntary and
unwilling consumers of psychiatric treabnent. I speak from first hand experience, and
in this session I would like to say something about the last item on the agenda,
Adequate Standards of Treabnent and Care.
The most common form of treabnent for psychiatric disorders are what are called the
'major tranquillizers'. We usually associate the word tranquillizers with drugs like
valium and Iibrium and moderate amounts of alcohol. But what are euphemistically
called 'major tranquillizers' do not produce any tranquiIIizing effect. Rather each dose
is like a sophisticated and disguised blow on the head. And these drugs are described
as 'not curative' in Appljed Phaunacology (page 254). The first reports of the use of
these drugs in psychiatry are all equally graphic in their description of the lobotomy-like
effect of antipathy and disinterest caused by chlorpromazine. But these effects are
dismissed as being of 'minor significance'. The similarities between chemical
lobotomy and surgical lobotomy are unmistakeable. The victims in each case are unable
to think abstractly. to reason or to love. And they are so mentally disrupted that they
are unaware of their own debilitated state. Even a psychiatrist would be hard set to tell
one kind of lobotomised person from another, and there is no evidence to show that
chemical lobotomy is any more reversible than surgical lobotomy. And these so-called
tranquillizers achieve the result by causing a brain dysfunction. They blockade the
dopamine receptors. thereby causing dysfunction in the frontallohes. and the dopamine
neuro-transm itiers.
And yet, psychiatry claims that some of these drugs have a specifically beneficial effect
on schizophrenia. as if schizophrenia had a bio-chemical origin. This theory of
bio-chemical origin is a fallacy. In 1978, one of America's psychiatric researchers,
Cooper. stated "in fact, at the present time. there is really no direct evidence implicating
a defect in the dopamine system in schizophrenia", and in 1980, the news weekly
Medical Tribune. under the headline "One Hundred and Fifty Million Dollars LaterSchizophrenia Costs Still Hazy", went on to say that the cause of the disease is no .
closer to being understood, than it was many years ago, so schizophrenia then, is
therefore not cured by neuroleptic drugs. It is simply suppressed and put in chains,
chemical chains. and the victim is then declared to be improved or in remission. and if
and when he recovers some of his faculties. he is described as "his condition
deteriorated" or "he relapsed".
In fact the only benefit that can be said to accrue'from these drugs. is that the liospitals
become more manageable. Is that then the purpose of psychiatry, to produce a hospital
population that is subdued. docile. disinterested and easily controlled? A century ago. it ..
was only the physically violent and unmanageable that were put in strait-jackets. but
now almost everybody entering a mental hospital is put in a strait-jacket, a chemical
strait-jaekel And at the same time they are chemically lobotomised. It is precisely this
'" ,"
chemical abuse of people by psychiatrists that prompted a well-known Dublin medical
practitioner to put pen to paper in the past year. and in a feature article in the Irish
.
Medical News he referred to the damage caused by these neuroleptic drugs, so
devastating and so destructive of the higher functions of human intelligence. We
hereby call on the Minister for Health to put a control on their usage. to protect the
public from their wholesale prescription as is currently practiced.
The Minister is, we believe, the custodian of the health of the nation and ought not to
delegate to one discipline only. the decision to prescribe such horrendous treatment for
any human person. There must be safeguards. checks. and balances must be put in
place in any new legislation.

...
"

.

""'

"..' ~

12
DR. JOHN HILLERY· Senior Registrar in Psychiatry,
Stewart's Hospital, Dublin
I appreciate a lot of the feelings of the previous speaker, but I would question his own
sledge-hammer attack on the use of medication and psychiatry. And I wonder if maybe
there is line to be drawn between questioning Lhe uses of neuroleptic medication and
appropriate uses of neuroleptic medication. I Lhink people who've ready Dr. Robins'
book will be aware of the fact Lhat before the introduction of neuroleptic drugs, the
psychiatric hospitals were populated by many people who were kept constantly in
physical restraint, with no hope of ever re-entering Lhe community, and that is a change
that has come about since Lhe introduction of neuroleptic medication. And I suppose
one has to admit Lhey are occasionally, or debatably, abused but at the same time I don't
think that Lhat means that one should han them totally. It is probably up to my own
profession and to the nursing profession, who are the main groups involved with
people with mental illness, to audit and look at their own practices and make sure that
Lhese drugs are used appropriately, so that the sledge-hammer, the opposite
sledge-hammer approach of them being totally abandoned, which I think would be a
disaster for many people with mental illness, does not occur.

MR. MICHAEL KILGANNON • Grow
Mr. Chainnan, I think the use of tenninology 'voluntary' and 'involuntary' patient in
hospitals deserves to be used very carefully, hecause they sometimes suggest that there
are quite a number of people out there who recognise their own difficulties and
problems and are literally queuing up to go into Lhe psychiatric service and the mental
health services to be 'cured', as it were, inside in that service. I submit in fact that
there's virtually no such thing as a voluntary patient at all. That in fact most people, in
fact practically ninety-nine percent of people, go in, not because they want to go in
there, but because they literally have no choice but go in there. And the part of the
problem is that in the services as we have them today in the Irish system, there is no
remedial service outside of the hospital system to help the person who is going Lhrough
a psychiatric difficulty. That's the first point
The second point is that we in Grow believe that Lhere must be an alternative to the
medical model. We do not accept Lhat the predominant model of treatment should be the
drug treatment ref~rred to by Louis earlier on. It certainly has its place, but there is an
equally important service of helping people to engineer their own recovery, to
encouraging them to contribute to their own recovery and to be part of Lhat recovery
themselves. This requires careful thinking through, by a lot of people, and not
necessarily by the psychiatric professionals alone, who recognise in fact :hat people
themselves ultimately must make decisions about their own health and their own lives,
and their own responsibility for it And I think the roots of this matter lie much deeper
than we are dealing with here today, but lie right back in the educational system of our
own country, which in fact at this stage, for all its sophistication and points, places little
or no emphasis whatsoever on people's own personal development, the development of
their own mental health, or responsible attitudes to their own mental health, and for
what's necessary for the safeguarding of that. That's the kind of angle that we are
promoting in Grow.
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MR. ANDREW LOGUE - Open University
I have.a backgrou~d in psychiatric social w~rk. I've a1~0 experie~ce .of being a duly
authonsed officer In Northern Ireland admllung people Involuntanly Into hospital.
I have a number of concerns here. One of them is I would take issue with Mr. Benson
on the issue of audit. I am a bit concerned about that I think that we should look to the
role of the inspectorate. We've had experience in Northern Ireland where children's
services were advised by central government advisers. Now all advisers are known as
inspectors. The inspectorate has now become a major function. And I think to protect
people who are in vulnerable situations we must have a fully independent inspectorate.
of all services for the mentally ill. We all know the concerns people have about the care
within hostels and in the future. the growth of private hostels. We know. for example.
from the U.K. that the situation can deteriorate when people are put in hotels. which are
not vetted or inspected at all. We also know that the inspectorate reports for here were
not published for many years. We are still awaiting the published documents for the
years 1990. 1991 and 1992. So you need a broad based inspectorate. which would
cover all hospital and community facilities to maintain standards and to protect those
people in them.

MR. WILLIAM BINGLEY - Chief Executive
Mental Health Act Commission for England and Wales
I wonder if I could just make. for what it's worth. a few comments on the Code of
Practice. and maybe share with the meeting the experience in England and Wales of
producing a Code of Practice. which in fact took seven years to produce from the
implementation of the 1983 Mental Health Act Butl would like. drawing from that
experience. to make four points if I may.
First of all. it seems to me that for a Code of Practice to work, it has got to belong to the
practitioners to whom it is giving guidance. Therefore if it's the Minister of Health who
is producing the Code of Practice. he has got to find some way of ensuring that
practitioners feel as if they own the Code of Practice. and that means that you actually
change it at relevantly frequent intervals. after a great deal of consultation.
The second point I'd like to make is this. is that it's absolutely crucial that a Code of
Practice is monitored. That job in England and Wales has been given to the Mental
Health Act Commission. I don't think it does it very well at the moment, but I think it
is absolutely crucial that it is monitored.
Thirdly. it is absolutely crucial that it's written in a language that is accessible to
patients. relatives and supporters. Because it seems to me that the potential used of a
Code of Practice is that it provides. in the broadest sense of the word. a set of
standards. which patients and relatives and supporters can actually look at. and compare
with their own experience of mental health services.
And fourthly. care should be taken in preparing a Code of Practice. and I just say this
because I was involved in this preparation. The line that we took was not to start with a
sort of global statement of basic guiding principles. The line that Wt: took was to write
down twenty-five practical problems that people working in mental health actually
would like guidance on. As we prepared it from that end. we were able to produce
some guiding principles that were useful to the practitioners. The actual preparation had
a very long history. hecause we managed 10 lake seven years 10 do it. In Ihe firsl
instance the Menial Health ACI Commission was asked to produce a Code of Practice.
and they produced a draft. which competed with Ihe Book of Genesis in length and was
rejected by a lot of professional groups and in particular the Royal College of
Psychiatrists. The Department of Health then produced two further drafts. and I think
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it's not unfair to say their drafts were so anodyne that it was impossible to tell if you
were a practitioner and had done something, whether you'd acted in accordance with
the Code of Practice or nOl The final step involved a very small group of people, not
in representative capacity, but a doctor, a social worker, a nurse, a Mental Health Act
administrator and myself, who came at that time from the voluntary sector. We were
sent away for three months just to write it. We didn't have to consult because in fact an
enormous amount of consultation had gone on beforehand. We did some informal
consultation, and that in fact produced the Code of Practice. However, I should say
that I think we were enabled to do that by the years of work that had gone on prior to us
actually being given three months to fmish it off.
MR. JIM CREHAN - St. Brigid's Hospital, Western Health Board
and representing SIPTU
Just to comment on the comments made by Mr. Bingley on the need for a Code of
Practice. A lot of attention is being focused on the process by which people are
admitted to hospital, and the safeguards that should be there, which I fully agree with.
But I think we also need a Code of Practice as to what happens when people leave care.
And the process by which they go out of the system and back into the community
again, because sometimes we are talking about people who have spent many years in
hospital, and who have spent many years being told do this and don't do that and go
here and don't go there, and then they are decanted back into the community. It is not
the clear function of anybody to tell them what their rights are, and the system tends to
hold onto them and say, "well, you're not really discharged and you are still in our
care". The question arises, whose needs are being met, is it the needs of the system or
the needs of the recipient of the care? This is an area that I feel is left rather woolly, and
that should get more attention than it has.
MR. IVAN FARRAR - Tolco - E.V.E. Holdings Ltd.
My problem is not so much a mailer of people who are treated against their will, my
problem is the right of an individual to get treatment. I've had fairly extensive
experience within hostel care and for many years the hostels operated well because
re-hospitalisation could be got fairly quickly, and people were recovered very quickly
and back into hostel situations. I have to say that that doesn't exist at the moment, and
people who should be re-hospitalised are being left in group homes. People who have
been hospitalised have been returned more quickly than they should be, and as a result
of that, the group hOine situation is being disrupted and it is not as stable as it used to
be. I would say to keep a balance in looking after the rights of people not to be
hospitalised wrongly, we must not throw out the baby with the bathwater. We must
recognise the help that is given to a person by quick hospitalisation and quick return to
group home again, and the difficulty is that group homes may in fact be destroyed by
the lack of this.
DR. ALASDAIR McKECHNIE Mental Welfare Commission for Scotland
I have three points to make:
- One, I'm not aware of any legislation within Europe which specifically
looks at crisis intervention in context of mental disorder. We are still really
stuck with our eigh:eenth, or maybe even medieval, concept of ment::!
disorder in terms of legislation. And that's an aspect that does need to be
considered.
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- The second is the point that's been made that whatever is done for people
with mental disorder, ought to be in the context of the state provision within
a country for health and welfare. And that is most important.
- The third point is perhaps to just make some comment as somebody who
visited a number of hospitals in Ireland over a number of years, and was
most impressed by the care and concern that has operated here, and I
honestly believe that people in England and Wales and people in Scotland
would learn a great deal from the after-care that has been provided here.
That should be acknowledged.
MS, MARY FREEHILL - National Rehabilitation Board
It seems to me as somebody whose been working in the field for quite a number of
years, that there certainly is a gap between rehabilitation, activation and vocational
training, and I think that that has probably come about as a result of a lot of workshops
that are now being funded by European Social Funding, and therefore require to have a
vocationallraining programme available. That can be very different to the needs of the
person at a particular time. So in other words what I'm saying is that I think that that
provision is being stretched to provide a service at a very early pre-vocational stage, for
a person I think leaving hospital, or leaving the psychiatric services. There is very
clearly a gap, and I think very often a misunderstanding in terms of what is expected,
when in fact now that the European Social Fund ruling has tightened up considerably
and that a person can only have finite amount of training. It seems a shame that
sometimes that a person has to avail of training before he or she is actually ready to be
able to make full use of it The need for pre-vocational training is something that
should be examined.
MS_ JULIE HEALY· A WARE
Aware asked our members around the country to form small sub-commit!ees and we
held some public meetings around the country to look at the Green Paper. And it
wasn't the mental health legislation that preoccupied people at all, it was the extent and
quality of the mental health services that people wanted to comment on. And just one of
the points that came up time and time again around the country, was that people are
likely to see several different doctors during the course of their treatment, and that was
just a major point But it wasn't the legal aspect of the Mental Health Act that interested
members, it was the quality and the extent of the services, as they were using them.
MR_ GERRY McDONALD - St. Joseph's Mental Handicap Association,
St. Ita's Hospital, Dublin
There are hundreds of mentally handicapped people in this country denied the rights to
get treatment Paradoxically everyone else is complaining about being enforced
treatment, but in this case they are denied the right of treatment They are on waiting
lists, lobbying politicians, begging for services. Now the Mental Treatment Act of
1945 is the only legislation existing, covering their situation. The Green Paper itself
gives very little coverage to proposed legislation which would deal with their situation,
but in fact mental handicap was mentioned only once so far, in the session last night, by
one of our Northern Ireland peol ;!. I know that the third session this evening will
cover it and I don't want to anticipate anything there, but just I think there are so many
on waiting lists that are denied the right to treatment

The second session which considered the safeguarding of individual liberties, chaired by
Dr. John Owens, Chief Psychiatrist, Sl. Davnet's Hospital Monaghan, was addressed by
Mike Watts, National Co-ordinator of Grow Community Mental Health Movement,
Mr. Garrell Sheehan, Lawyer and Dr. Teresa Carey, Consultant Psychiatrist.
DR. JOHN OWENS - RMS, St. Davnet's Hospital, Monaghan
Let me first of all start off by introducing myself, my name is Dr. John Owens, I'm a
clinical psychiatrist and I must say after some of the contributions this morning I feel fierce
vulnerable being a clinical psychiatrist.
I am a psychiatrist working in the Cavan I Monaghan area. The second session today
relates to the protection of individual liberties, and it brings out the core issues which I
think are of major importance as far as any new Mental Treatment Act is concerned. These
issues relate to admission procedures, detention, review procedures, appeals and consent 10
treatment. This goes to the heart of what a lot of people were talking about this morning
and a lot of people who felt very hurt by the bad experiences of being very hurt by the
situation as it exists at the momenl
The session I think, was also intended to cover the function of the inspectorate of mental
health facilities, although the first session also to a degree mentioned that.
This particular session, the topic to be covered is quite clearly a massive brief and only
major issues can be touched on in the space of the next hour, because that's all we've gOI.
Let me say at the beginning that it's no minor maller that 12% of all admissions to Irish
mental hospitals are admitted under compulsory detention orders as the Minister himself
said this morning, something like 3,300 every year, 3,300 people, thai implies that these
individuals are having their personal freedoms taken away from them for varying lengths of
time, and having to accept various treatment procedures.
Yet at the same time most people would recognise that this is to an extent justified in the
case of severe mental iUness.
The law in this country governing the procedures however, is a very old law, it goes back
to 1945 with some minor amendments over the years since then, and it's reflective of
thinking at that time. Things were very institutional at that time. There was different
attitudes towards the importance of individual human rights, there have been massive
changes since then, the whole psychiatric service has changed in a dramatic way.
The most obvious way in recent times is the marked change into community psychiatry and
the run down of institutions. Also, there have been considerable social and cultural
changes with regard to the development of individualism and increasing consciousness of
civil rights and liberties, so that many of the tenets of that 1945 Act would today be found
very offensive.
Undcr the 1945 Act, as many of you will be aware, it is possihle atlhe moment under the
application of a relative and a G.P. endorsed hy an admilling psychiatrist, 10 delain a patient
without independent automatic review indefinitely. Quite clearly that's very wrong.

,

The fact that abuses and situations such as I've described do not occur very frequently,
indeed they are relatively rare, seems to be related to a combination on one hand of benign
paternalism on behalf of the caring professions who have to work under the Act, and a
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certain passiveness on behalf of patients. As a practicing psychiatrist my own awareness of
things is that patients put enormous trust in the caring professions, the doctors and nurses
who look after them.
I think what in fact has happened and has safeguarded the situation and limited the abuses
possible under the 1945 Act is to the credit of the people who have been actually
implementing the service in a sensitive, caring way. If that sounds like hackhanded
compliments well, let it be so. But certainly that's been my experience.
However, obviously the Act has to be changed and it has to be changed very promptly and
this session that we are having today goes through all the core issues that are very
contentious, very controversial and that have the potential to make serious in-roads into all
our lives, because we all are potentially certified at one time or another.
Now the panel of speakers that we have today are in many ways a very useful group of
people and a very appropriate group of people to have to talk about these issues, on the one
hand we have a representative of the Grow organisation who are a voluntary group and a
consumer group at the same time; we have a member of the legal profession and we have a
practising clinical psychiatrist, so that gives a neat combination of slants or biases or
whatever you would like to call it, to look at this extremely important area which is going to
be governed by this eminent new Mental Treatment Act.
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MIKE WATTS - National Co-ordinator
Grow Community Mental Health Movement
Grow is Ireland's and possibly the world's largest mutual help method in the field of
mental health, although it is not the only one.
And I am conscious as I begin to speak of being just one small connecting link in a chain
of human endeavour that spans three continents and goes back four decades and to wbich
Grow owes it's being.
I start with the hope that I can do some justice to what is at the same time a great
responsibility but a great honour. I would like to thank the Government for their Green
Paper on Mental Health for the mentions that they gave to Grow and to other voluntary
bodies and for the invitation to speak today to such an illustrious gathering.
We as an organisation welcome all moves to bring people together in search of consensus.
We believe that such gatherings bring different valid viewpoints together combining the
best of human reasoning with the fruits and testimony of human experience.
Grow's membership is composed of people who know their need of mental health and
while we finnly believe that the only provider of an individual's health is that individual,
we also know the individual can't do it alone, and the system is therefore of vital
importance to us.
A large proportion of Grow's members are people with serious mental illnesses and serious
psychiatric labels. In fact Grow has evolved out of the therapeutic efforts of such people
on the receiving end of the many different kinds of treatment and the legislation that gave
legality to those treatments. This paper is therefore aimed at representing consumer needs
but most especially the needs of those who are not able to articulate those needs for
themselves, and I therefore dedicate it to them.

As time is so short, I have confined myself to making three points. Hopefully what I miss
will emerge in discussion.
To begin with though, I would like to share with you Grow's understanding of how the
mental health system has evolved, and in this way set the context for the proposed
legislation, and its probable effects on and as seen by the consumer.
The time scale involved in the evolution coincides with evolution of Grow itself.
It was a mo·{e from a system that was largely composed of custody and coercion to one
which was comprised of custody and treatment The treatment could be residential or nonresidential.
Grow shares the medical professions' welcome to medication. It was largactil that allowed
our earliest members to come out of hospital. However, our experience is that with the rise
of the medical model there has been an equal fall in the necessary expectation that people
can and must work at getting better.
With the advent of chemotherapy, we have seen a lot of the spiritual, of hope, of
conversation between psychiatrists and patients, the camaraderie that exists in the
therapeutic work, meaningful work for patients, love and courage.

The phase we are now in however, is really exciting and heralds a return of these most
precious of qualities, but through different roles and different disciplines.
We welcome the increasing role being given to middle range professionals, to nurses in
particular, to psychologists, to occupational therapists and we would welcome more
autonomy and power for them as well as seeing them in greater numbers.
We would also welcome the greater involvement of enlightened G.P.s. We believe that for
the first time a real partnership is becoming possible with doctors providing diagnosis and
treatment, but with others providing rehabilitation and prevention, and with a consumer
articulating the effects of the treatment and their perceived needs.
I would make a first suggestion that some thought is given to the title of the Act whether
it's called a Mental Health Act or a Mental Provision Act or a Mental Rehabilitation Act or
Mental Health Community ACl
The first issue I want to deal with is the review board. A lot of the debate around the
proposed legislation is focused on the involuntary patient, and Grow recognises the need
for such involuntary hospitalisation.
Many of our members and our members' families including myself know that we would
not have survived without it, just as we wouldn't have survived or had the opportunity to
get better without medication.
Grow thus endorses the idea of an independent review body. The composition of that
body we feel should include a lawyer and a doctor. But more importantly perhaps a
member of a different therapeutic discipline whose work would not primarily be in
diagnosis and treatment which we see as the valid role for the medical profession, but
someone deeply involved in rehabilitation and prevention. We also think that there should
be a fourth person from a voluntary body. We think that a person's re-entry to society
might in some way be linked to the person's attitude to and efforts within a mutual help
framework.
A mutual help group is the most accessible and cost effective form of help available within
the community. It works to encourage its members to co-operate with other forms of help.
We would be glad to explore with the Government ways of making that form of help
available to every unfortunate who finds themselves at the stage of involuntary
incarceration and treatmenl
The aim of that review body we feel, should be first of all 10 see if that person is safe to go
back into society, to look at the forms of help that the individual has had and relative
effectiveness and appropriateness and his or her efforts within them, and to try and give
that individual and those responsible for him feedback that would help them all direct their
energies in a direction that would lead to a way back to community in the shortest possible
time.
The next thing I would like to address is mental health centres. While the Green Paper
defines involuntary patients specifically as someone within the walls of a hospital, Grow's
experience suggests that many people outside the physical institution are just as involuntary
in their status vis a vis their own treatment and their own destiny as those held within the
institution.
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We believe that legislation should be passed that would ensure that within each catchment
area there would be at least one mental health centre that would offer a real and responsible
alternative to the medically orientated centres there are now.
We believc that the greatest challenge ahead is 10 integrate the valid medical model into
community model rather than the other way round. We believe that Ireland with its high
rate of mental illness and its high rate of use of medication and hospitalisation has a real
pioneering role relevant to the rest of Europe, because it is also a society with many of the
qualities necessary to recovery.
It still has a healthy set of values, it has a real and living knowledge of community and it is
not too big.
We also recognise the need for an independent review body concerned with the status of
this huge group of involuntary voluntary out-patients. Again all attempts at gelling that
person beyond medication should be reviewed. As well as a review board we would
welcome some funding for an independent advocacy group such as MIND in England.
We share a concern with many members of the psychiatric profession and with the World
Health Organisation's findings in Charter 2000 about the long term effects of many of the
drugs which can convert human distress and problems in living into mental illness, and
which have the effect of dulling and suppressing a person's ability to develop his or her
innate resources.
The third point deals with legislation for rehabilitation. It is about the lack of incentives and
flexibility in the present system for people to try and get better.
The unwieldiness of legislation around job creation, employers' and employees' tax, the
difficulty people have moving from a status of unemployment and dependency to
employment and independence is just being recognised in society at large.
These concerns have probably only come to the surface because of the crisis in
employment, but they are indeed very relevant to mental health.

If the legislature is cumbersome for society as a whole it is totally paralysing for somebody
recovering from mental breakdown.
We would welcome the introduction of a flexible legislation that would open up a training
allowance separate from the DPMA, this would allow people who try to get better to enter
the higher wing of a two-tiered system geared towards rewarding and responsible
risk-taking and effort. To get better from mental illness just as to develop business you do
have to take existential risks.
We fmd that the DPMA is a therapeutic hindrance in that it encourages the intolerable idea
of life-long dependency and disability taking no account of an individual's particular
strengths and aptitudes.
The cumbersome legislation that exists at present means that to leave the DPMA behind you
must risk a period without means. This risk and the same applies to medication, to try and
come off medication means risking having no help. This risk we find both unnecessary
and irresponsible.
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To end I would like to stress that Grow welcomes the Government's Green Paper on
Mental Health. I would also like to take the opportunity to thank successive Ministers of
Health who have shown a personal interest in our work and to say that the personal touch
does make a difference especially when it is accompanied by funding.
I would also like to thank Liam Hanniffy one of our Inspectors of Psychiatric Hospitals for
his generous and enlightened support and ability to listen and hear. Also the health boards
who have taken a risk and supported the work of Grow. I would ask them to increase their
efforts in this direction, I would also like to thank Mary O'Mahony for her generosity and
her invitation to speak.
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MR. GARRETT SHEEHAN - Lawyer
I would just like to preface my remarks by saying that I found Professor Harding's outline
last night most interesting. and raised a lot of issues that I hadn't. certainly hadn't
addressed.
However, as I listened to him I couldn't help but wonder at the end of his address were
there not perhaps some psychiatrists in the audience thinking to themselves. well now. my
primary function and training is about healing people and the implications of all this would
appear to be a lot of paper work and perhaps even a lot more professional liability. and I
wondered were not some people even thinking about well does my insurance cover me for
this particular aspect and did we need get on to the Medical Defence Union to know do they
also cover actions that might end up in Strasbourg.
I also wondered was there not perhaps an official from the Department of Health at the back
of the hall saying right: well, if we do that on the calculator that's a million pounds off the
budget for the Tallaght Hospital and if we do this, something has to come from there.
So, clearly there are major implications with regard to a lot of what is being talked about
here both from a funding perspective and presumably a professional practice perspective
for psychiatrists.
Now. going through the Green Paper it's abundantly clear that it is a very able and
carefully constructed document, and, while the issues are set out there very clearly and
concisely. they nevertheless remain complex. I have been asked to address some of the
legal issues that arise in the area of admission procedures. review and appeal processes and
consent to treatmenl
Our mental health legislation, the 1945 Act is no longer sufficient and no longer complies
with our obligations under intemationallaw and in particular is no longer consistent with
the jurisprudence of the European Court of Human Rights. In this regard it is worth
referring to the statement in Wednesday's paper attributed to the Minister Maire
Geoghegan-Quinn when she said that if we don't introduce legislation in relation to
homosexual law reform soon there is a possibility that our continued membership of the
European Commission will be in jeopardy. The same applies to our mental health
legislation.
The European Court has served this country very well in other areas, and there have been
other cases taken by Irish citizens to that court which have brought about significant
changes, not the least the Norris case which the Minister was referring to last week.
So I think that we also have to be aware that whether we like it or not we have international
obligations and these obligations can only be met hy a change in legislation, and I would
also say simply at this point. that the 1981 Act which never got going was more or less
copied by the 1983 UK Act which followed an adverse decision in the European Court of
Human Rights. The case was taken by a British prisoner. and who subsequently died. and
the action was continued on by his family and it has led to certain findings which resulted
in certain changes. with particular relevance to the question of review and appeal processes.
I want to move now to the question of review and appeal processes. Paragraph 15.2 of the
Green Paper sets it out, and says that although there have been dramatic improvements in
the treaunent and management of many mental disorders in this half of the twentieth
century. the problem still remains of how to treat the small number of people with mental

disorders who refuse or who are incapable of seeking treatment or protection in their own
interest or that of others. It is widely accepted that such people should benefit from the rule
of law and that a society which values the rule of law should define and safeguard human
rights. That fundamental principle which follows on from our international obligations has
been accepted by the Green Paper.
It appears that this aspect of the legislation according to the Green Paper would affect about
3,300 people per year if you take the number of involuntary admissions at present.
That figure also includes the 175 people referred to in Chapter 6 of the Green Paper who
would be detained having being diagnosed as seriously disturbed and unmanageable in an
acute in-patient patient unit or high support hostel, and it may be necessary in the legislation
to treat that group separately and to have even greater care available towards that particular
group of people.
Under Article 5 of the European Convention as it has been interpreted it would appear that a
person detained under mental health legislation has a right to have that detention reviewed
by a court, and while everyone has access to the right to obtain an order or to apply for an
order of habeas corpus, in practice it doesn't really exist. One of the questions raised by
the Green Paper is whether the initial review which is required under the European
Convention, should that be done by the courts or by a mental health review board.
It seems to me that our court system as presently constituted could not cope with the kind
of reviews that are envisaged by the legislation. For that reason I would certainly be
inclined to favour the establishment of a mental health review board. In saying that, I
would also say because of our obligations under international law and the convention, that
that should be a single mental health review board for the whole country. In other words
that we don't want different mental health boards dotted around the country perhaps doing
different things, and having different rules. Also from the point of view of the perception
of independence it's essential that a mental health review board is not perceived to be
something local but is one for the whole country.
I would also agree with other speakers who have suggested that such a review board would
also have a power of inspection and certain other facilities as well.

In saying this I should emphasise that a decision of a mental health review board does not
preclude a patient from going to the High Court. We have a procedure known as judicial
review, and a patient would be entitled to apply to the High Court to have a decision of a
mental health review board reviewed. He could either apply to have the decision quashed,
to apply to the High Court for an order compelling the review board to do sorr.ething.
Alternatively a patient would still right to apply to the High Court to be freed under the
habeas corpus, under Article 40 of the Constitution.
That some years ago the Government introduced legislation to cover regulations for the
treatment of persons in police custody. At the time members of the Garda Siochana were
anxious about them. They said we are going to be bogged down in paper work, which
would interfere with their real job of detecting people who commit crime and bringing them
before the courts. In fact now I think they would take a very different view. The rules for
the treatment of persons in police custody operate to protect members of the Garda
Siochana from false and unfounded allegations. l'h"'y put clear parameters on the work
they have to do, and in fact they proved to be beneficial to police work. So that what I am
saying is that while there may be an initial anxiety about this proposed legislation on the
part of psychiatrists, it seems .J me that this structure, set up hy statute and properly
limited, can only benefit not only patients but psychiatrists in their work as well.
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DR. TERESA CAREY • Consultant Psychiatrist
Cavan I Monaghan Mental Health Service
First I would just like to say that the comments rm going to make are from the perspective
of a treating psychiatrist, whose job it is to treat and care for people who have got a
psychiatric illness.
Our brief goes way beyond those people who come under our care by virtue of mental
health legislation, but none the less that 12 % of patients who do come to us on a definitely
involuntary basis represent a crucial group because they are the people most at risk
both from deprivation of liberty and violation of their civil rights, but they are also the
group of people most at risk of being deprived of necessary treatment.
For that reason any mental health legislation is going to have to achieve a very fme balance
between those two basic rights that people have - the right to liberty but also the right to
treatment
In the service where I work we carried out a pretty extensive audit of all the involuntary
admissions that came in to our service over a three year period. That study gave us some
very interesting insights into how the current Act is operating, and out of that it led to some
definite thoughts on what a new Mental Treatment Act should hold to rectify what seemed
to be wrong in the application of our current Act

The first thing that came out of our study is widely known but r.v.;etheless it was very
interesting to see it so graphically represented.
Working under the 1945 Act Ireland certifies more than three times as many patients as our
near neighbours Northern Ireland, England, Wales, Scotland and Denmark. No. nobody
would argue that low certification rates automatically mean a better psychiatric service but
nonetheless such a discrepancy in figures takes some explaining.
From the results of our study it seemed that four issues were related to this high
certification rate. The first was we allowed the certification of addicts and people with
personality disorder. Such people accounted for over 28% of our detained admissions and
so add to that figure.
The second fact that seemed to cause this high certification rate was the nature of the criteria
currently in existence which allow compulsory detention. Our Act is very broad based and
allows a lot of discretion to a treating doctor under which he can commit people. Therefore
it is relatively easy in terms of interpreting criteria for admission to be certified into
hospital.
The third factor that seemed to relate to these was that we found that within the group of
our patients that there was a core group who had repeated admissions during the three year
study period. Also 17% of our patients had had more that five certified admissions
throughout their lifetime.
It seemed to us for looking at that group in detail that some relatives and also some family
doctors appear to certify people too easily.
The fourth factor which seems to contribute to our own particular figures was that despite
being a service committed to community care, we did find that our service is still not as
responsive as it could be and should he to the needs of people in the community and that
certification for that reason may happen more often that it should.
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JU.SI going back ~o ~ome of those ~on:; for hi~h certi~cati~n. A new Act more than likely
will exclude addlcuon and personahty disorder In keeping With other international
leg~l~tion. As .regards ~e application ~rocedure, it would seem to me that by excluding
famihes from drrect role In that process 11 would both protect families from the trauma
involved in such a process and it would also ensure from the patients' point of view the
extra protection afforded by the application being made by a specially trained independent
person such as some countries have approved social workers. However, it would be
crucial that such a person is independent from the psychiatric service to ensure true
independence.

As regards the family doctors, we would recommend that, given that being a family doctor
does give you this almost unique power of heing able to deprive or take part in the process
of depriving people of liberty, family doctors should have specific experience in
psychiatry. There should be a specific code of practice and that code of practice should
strongly recommend regular audit of committed patients between family practitioners and
the treating service.
Another issue in Irish legislation which causes concern is length of detention. A conclusion
from our study is that the length of detention aJlowed under our Act is greatly in excess of
what is actually needed.
15% of people were gone within three days; a total of 32% were gone at the end of a
week, 74% within 28 days, and a total of 94% gone at the end of three months.
Only 2% were still in at the end of six months and they were regraded voluntary.
To have this type of lengths of stay and yet having an Act that aJlows a minimum of six
months duration of detention on a temporary form and indefinite detention on a PUM
shows a huge discrepancy.
We would recommend, both to cut down lengths of detention and also to protect civil
liberties, that the initial detaining form should have to be signed by a consultant psychiatrist
within 24 hours of the patient coming into hospital, that at the end of one week there should
be a second independent review by a second consultant and then, at the end of four weeks
there should be an automatic independent review of every detained patient by a mental
health review tribunal with an earlier review of detention at the discretion of the mental
health review board should it be requested at an earlier period.
The final point that I wanl to make extremely briefly is the one on consent to treatment
To my mind as a practicing psychiatrist to deprive someone of their liberty by detaining
them involuntarily in a psychiatric hospital and yet not to give them treatment is little more
that an abhorrence.
People who are detained, who are deprived of their liberty should have access to methods
which will ensure the restoration of liberty.
Psychiatric hospitals are not detention centres, they are treatment facilities and people
working in psychiatry are not detaining officers: they are treating professionals.
I would like to stress that if someone is to be deprived of liberty, there should be a
mechanism to ensure that they get the treatment that is required. Their right to refuse should
be protected, but the right to treatment should also be protected.

DISCUSSION
BRIAN GLANVILLE - Director of Psychology, Eastern Health Board
I was delighted Chainnan that Mr. Sheehan reminded us that the proposals in the Green
Paper were being based on the principle that persons being detained should have access to
citizenship rights under the law. I think that the authors of the Green Paper generally kept
that principle very clearly before them in preparing the proposals which are contained in the
paper.
But there are one or two places where I think that they may have lost sight of the principle.
The first, perhaps a relatively trivial one, relates to the right to correspondence. Why on
earth should somebody detained in hospital he in a position where a person without any
kind of review can interfere with their right to correspond, on the grounds that they may
create a nuisance?
The law has procedures for dealing with people who abuse means of correspondence, and
those procedures should apply and the proper judicial process should be followed.

The second area where I think the proposals are somewhat weak, is around the provision
of infonnation to persons detained in hospital as to what their rights are. There is no point
in providing legal protection for rights if people do not have means of being infonned as to
what those rights are. If they are not able to exercise the rights on their own behalf, there
should be a good system for others to exercise them on their behalf. I think vague
suggestions that perhaps they might be carried out by a voluntary organisation out of
goodwill is not sufficient.

DR. RUTH BARRINGTON - Principal, Department of Health
Garrett Sheehan had hoped to speak to give us some views on consent to treatment but
unfortunately time was his enemy. Perhaps he might let us hear them now.

MR. GARRETT SHEEHAN - Lawyer
It seems to me to be absolutely crucial that a patient at a very early stage, and perhaps even
within the fIrSt week, would have some advocate, be it a patient's advocate or right to legal
advice by a trained lawyer who would also have special training. That person must not be a
relative. It seems to me too, that the patient's right to that kind of asSistance would be an
enforceable right, down in statute.
The Supreme Court has decided in relation to criminal legal aid for example that the courts
must infonn an accused person of his right to legal aid. If a court doesn't so infonn,
whatever follows in tenns of imprisonment or whatever can be quashed by way of habeas
corpus. So, it would seem to me that what is essential in tenns of the legislation is to have
somebody to move in.
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DR. G. JOHNSTON CALVERT.
Mental Health Commission for Northern Ireland
I would like to ask the panel how far do they feel the legislation should go in defining
treatmenL Surely if people are having their liberties removed for the purposes of treatment,
then there should be some definition of treatment?
How does one protect the individual rights of long-stay patients? Many of them may not be
receiving medication for psychiatric or other reasons. How do they get reviewed, and how
often? Are we in danger of trying to protect a very small number of patients for a short
period of time, and not looking at the wider implications of change?
What will be the consequence of trying to create social change and moving to community
care, if adequate fmance is not available? The movements from institutional to community
care should be measured and tested.
DR. TERESA CAREY - Consultant Psychiatrist
Cavan I Monaghan Mental Health Service
When we talk about treatment in relation to the question of consent to treatment we are
talking about medical treatmenL In general, intemationallegislation distinguishes between
emergency medication and treatments which are either invasive or have long-term
consequences, such as psycho-surgery, hormone implantation, E.C.T. and long acting
medication. Usually in internationallegislalion these treatments can only be given with
consent, and with a second opinion.
When we come to deal with the issue of consent to treatment in this country, perhaps the
professional bodies should form a consensus on which treatments fall into which category.
MR. GARRETT SHEEHAN· Lawyer
The European judgments require regular review of long-term patients. That should be a
function of the proposed mental health review board.
With regard to treatment, it is interesting to note that there are now courses on offer in some
of our Dublin hospitals for mental health pmfessionals suggesting alternative methods of
treatmenl Patients thus may have a choice of treatments. It could happen that an advocate
could advise the patient that he or she has this alternative.
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The Third Session, chaired by Dr. Margo Wrigley, Consultant Psychiatrist in the
Psychiatry of Old Age, dealt with safeguarding the interests of older people and those with
a mental handicap. The speakers were Sr. Angela Magee, Mission Co-ordinator of the
Daughters of ~harity service for pe?ple wi~ ':'Iental h~dicap, and the.current Chairperson
of the Federabon of Voluntary Bodies Provldmg ServiCes to People With Mental Handicap,
and Ms. Anne O'Loughlin, Chairperson of the special interest group on ageing, Irish
Association of Social Wolkers.
.
DR. MARGO WRIGLEY - Consultant Psychiatrist
in the Psychiatry of Old Age

This session is on safeguarding the interests of older people and those wilh mental
handicap, and from a personal point of view I am particularly pleased that the Mental
Health Association is highlighting older people, particularly because of the special needs
these people have when they df'Ovelop psychiatric problems.
It may be of interest to you to know that we are really very early in developing specialist
services for this group of people. There are only two services both in Dublin serving about
25% of elderly people in Dublin so there is considerahle development 10 be done in this

area.
I think it is of great value really to consider people with mental handicap and older people in
the one session because there are two areas of overlap. The frrst is there are certain issues
particularly with regard to mental competence and the need to provide care and protection
which are shared between these two groups which makes it useful to consider them
together. Secondly, I think there is a need to consider separate legislation to cover other
issues relevant to these groups.
Now the first speaker this morning is Sr. Angela Magee who is a mission co-ordinator of
the Daughters of Charity Service for people with mental handicap, she is the current
Chairperson of the Federation of Voluntary Bodies providing services to people with
mental handicap and her main interest is improving the quality of life to these people and
she believes that legislation may be helpful in ensuring this.
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SR. ANGELA MAGEE • Chairperson
Federation or Voluntary Bodies providing services
ror people with a mental handicap
I would like to take this opportunity of welcoming the publication of the Green Paper on
Mental Health and to compliment Ihe aulhor on Ihe clarity with which the principle issues
have been set out in Ihe paper, all of which makes Ihe work of Ihis seminar easier and more
comprehensible. I also wish to Ihank Ihe Mental Health Association of Ireland for asking
me to make Ihis short presentation in relation to some of the aspects of the paper which
have a bearing on the areas of care of persons with mental handicap who from time to time
require mental heallh care interventions.
In the Green Paper we have proposals for the introduction of generic
mental health legislation which also makes provision for persons wilh mental handicap.

There are however possible problems arising from the interpretation of mental disorder
which could also include severe mental handicap because of Ihe frequent confusion in the
public mind between mental handicap and menIal illness.
There are reservations in linking the two within a single Act, particularly within mental
health legislation.
There would be insufficient time to develop the arguments both for and against the
introduction of special legislation for persons wilh a mental handicap, as it encompass
many facets and aspects of Iheir lives and we are addressing only one of those here today.
There are however within the Green Paper some specific proposals which would be
appropriate for Ihe protection of Ihe interests of persons with a mental handicap and I
would like to refer to some of Ihese and make some observations on them.
The modem system of care for persons with a mental handicap strives to provide as far as
possible for their maintenance wilhin Ihe community and in the least restrictive manner.
From time to time adult persons wilh a mental handicap require to be protected from
exploitation, neglect or abuse wilhout recourse to a strict custodial regime within a secure
specialist centre.
A supervision order would be an appropriate vehicle for achieving this. Ideally Ihe
procedure for obtaining supervision orders should be simple and speedy.
It is recognised, however, that other family interests may be involved and ohtaining such
an order may become complex and expensive. In the case of children who require care and
protection Ihe Heallh Board has a statutory power and duty to act in the interest of the child.
No similar provision exists in relation to an adult person. However. it would be essential
that an independent statutory body would be empowered to act in Ihe interest of a
vulnerable adult who requires similar care and protection.
At times the need for such an order would not be confined to persons with severe mental
handicap, but perhaps more often would he required for persons with lesser degrees of
handicap.
I wonder therefore is mental heallh legislation Ihe most appropriate method of achieving
this form of protection.
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It is now a fearure of the services for persons with mental handicap that in almost all cases
the person is admitted to care on a voluntary basis, either as a child with the consent of their
parents of as adult by parents, guardians or other carers. It could be argued that in many
cases the actual consent of the person may not be overtly provided or indeed be capable of
being given.
The existing system of access to mental handicap services has worked well in the interests
of the individual and the way in which the voluntary and statutory relationships have been
maintained including the funding mechanisms has resulted in a caring and person-centred
service in which the dignity of the individual is respected.
The rights of persons with mental handicap have also to be safeguarded in circumstances
other than in the case of exploitation, abuse or neglecl A person may be a beneficiary of a
legacy including ownership of property and may require to be assisted in the management
of his or her affairs. The person maybe voluntarily in a care situation or maybe resident in
the community in his or her own home.
Some measure for example in the form of guardianship requires to be available which is
protective of the individual and at the same time conveys rights and obligations on the
person made responsible for acting on his or her behalf.
Unlike some persons with mental disorder, there could be a life-long need for such an
intervention on behalf of the person with mental handicap.

In protecting the material interests of an individual it is essential that personal liberties are
preserved as much as possible and that the person's well being and happiness is
paramount, and so again I wonder is mental health legislation the most appropriate method
of achieving this form of protection..
Wardship has had an important part to play in protecting the material interest of persons
with mental handicap. In the recent past, a judgement of the Supreme Court allowed the
exercise of wardship in a case where a person's welfare as opposed to her property
interests was at risk.
There will continue to be a need for wardship as a means of protecting the individual, but
because the procedure is slow and cumbersome it is likely to be used sparingly. Where a
wardship exists it is essential that the procedure for providi!1g consent to special medical
interventions should be simple and speedy.
Because many persons with mental handicap may be considered as not having the capacity
to give valid consent to another person to administer their affairs, the availability of powers
of attorney may be limited. In principle the concept has a lot of merit, as it allows a special
friend to act in the interest of the individual.
Consideration should be given to a form of power of anorney which could be granted by a
parent to another carer acting on behalf of the parent where the person with a mental
handicap could not give the consenl This could help to overcome some of the difficulties
which can occasionally be encountered.
Because of the broad range of disability which is invol,..J in mental handicap and the
life-long nature of most mental handicapping conditions consideration should be given to
having a wider range of options a"ailahlc. If the special needs of persons with mental
handicap are provided for outside uf the mental health legislative framework, is it likely that
more options could be considered.
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It has been suggested that the introduction of extended minority to allow for the protection
of a person by a guardian after the person has reached 18 years of age would have
considerable merit
This, used in conjunction with power of attorney already mentioned could prove valuable
in meeting the long term needs of persons with serious mental handicap. There have been
proposals for the appointmenl of mentors, advisers or advocates all with responsibility of
assisting and guiding persons with mental handicap in the exercise of their freedom in the
community.
Generally such assistance is availed of by persons with mild of moderate mental handicap.
In the case of some persons who are in residential care, there can at times be differences of
opinion between the carers and relatives as to what is in the best interest of the individual.
In some cases the relative making the objection may not be a parent or sibling or may
indeed may be only an infrequent visitor. A simple procedure is required to allow the
interests of the individual to be protected in such a situation.
Very often in optimising the freedom of the individual certain risks are encountered.
Service providers who wish to offer new opportunities to those for whom they are
responsible are often hesitant to go againslthe wishes of a relative no malter how distant
the relationship may be, because of the lack of clear determination of their responsibility
and of their rights 10 act on behalf of a person who is voluntarily in a care situation.
Benign powers to act on behalf of the individual are necessary in such cases.

As with all sections of society some persons with mental handicap become mentally ill and
require specialist care. Their mental handicap continues to be an important part of their
caring needs, and I welcome the proposals in the Green Paper to fully recognise these
needs in their subsequent care and treatment The proposal for the introduction of codes of
practice as measures to support the development and expansion of appropriate standards of
care deserves support and these codes of practice would have special relevance in relation
to persons with mental handicap while they are receiving mental health care.
In keeping with current policy, no person with mental handicap should be admitted to a
mental health service merely as a result of his or her mental handicap, and I know that this
is fully supported in both the mental handicap and mental health services. This policy
however, should not in any way militate against a person receiving a service which is
required to meet his or her immediate and long term needs in an appropriate selting.
I also welcome the proposals to make alternative placements for those persons with mental
handicap who are currently within the mental bealth services to settings more appropriate to
their needs.
And in conclusion ladies and gentlemen I would say that whatever may be the final form
and content of future legislation society can only benefit from the publication of the Green
Paper and for the opportunity of having these discussions.
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MS. ANNE O'LOUGHLIN • Chairperson
Irish Association or Social Workers
special interest group on ageing
The Green Paper on Mental Health identifies three distinct issues concerning the care of
older people in the psychiatric services - older people who are already in the psychiatric
hospitals. older people who are mentally infirm. and older people who are mentally ill.
It is of very serious concern to me and to the associations of which I am part of that the
Green Paper has highlighted the fact that there are 3.000 persons aged 65 or over in a
psychiatric hospital for a long time and many of them are described as heavily
institutionalised and not having an active need for psychiatric treatmenl I think this group
of people demand urgent and serious consideration.
The proposal in the Green Paper is that an interim approach of de-designation be taken in
relation to these people, and I am very glad that it highlights quite explicitly the risks of this
interim approach. That elderly people will become nobody's responsibility, and that they
will be left behind in deteriorating accommodation, The Green Paper does acknowledge
safeguards in terms of implementing this interim approach, and they are very important.
The Minister for Health must be satisfied that this change will lead to an improvement in the
quality of life of these patients, that, in recognition of the vulnerability of long-stay patients
in psychiatric hospitals and the need to maintain standards in these hospitals, the present
role of the inspectorate must be retained.
The primary focus of the inspectorate should be the standard of accommodation and the
quality of care and treatmenl
There is this emphasis in the Green Paper on quality of care and yet there is not a lot about
what quality is. This is a very allusive and paradoxical concept. On one side quite simple
in terms of meeting agreed individual needs, but on the other hand it is very complex in
terms of the inferred judgement of quality about the way in which the service is actually
provided.
It is very difficult to evaluate longer term outcomes from inspection but this is what really
matters in terms of service quality. The views of service users is extremely important, and
here I would concur with a lot of the speakers hoth last night and this morning that the
inspectorate must be a team of people independent of the service itself, and of it's own
managemenl
I think the Green Paper could address a little bit more the idea of what sanctions the
inspectorate will actually have both formal and informal.
For the elderly mentally infirm the Green Paper recommends the appointment of
psychiatrists with special expertise, greater support for families and specialised
accommodation. Caring for an older person with mental inftrmity is particularly stressful,
and there is not doubt that the provision of domiciliary services does reduce stress.
However there has been some research in the U.K. by Levental in 1989 which is
interesting in that it says that no service intervention seems as effective at reducing stress
levels in carers as does entry inio residential or hospital care.
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And while I am not condemning the present preferred option of care in the community I
don't think that good quality residential care for elderly mentally infirm people has been
given a chance, and I think the Minister for Health ought to look at this aspect of the
services.
The other issue is the defming of a mental health centre for the purposes of detention.
There is a proposal in the Green Paper that accommodation for the elderly mentally infirm
with severe behavioural disturbance be provided in what's referred to in "The Years
Ahead" policy document as a high support hostel.
The proposal is that there will be 3 beds per thousand of the popUlation, I really feel that
this high support hostel for the mentally infirm with severely disturbed behaviour ought to
come under the definition of a mental health centre for the purposes of detention.
Lack of agreement about responsibility is compounding the problem particularly for the
carers of the elderly mentally infirm. The Green Paper suggests that this responsibility for
the care of elderly mentally infirm people with severely disturbed behaviour ought to be left
to local discretion. I believe that it is the clear responsibility of the psychiatric service to
care for these patients, and there should be no local discretion about this.
The Green Paper suggests that the elderly mentally ill should be managed in the same way
as younger people. While I agree with that I think it is absolutely important that we
emphasise the very unique features of mental illness in older people. The appointment of
consultant psychiatrists with a special interest in the psychiatry of old age is absolutely
vital.
The other issue I would briefly like to address is the area of substance abuse among elderly
people, and the development of community based intervention. Again I would suggest that
we need to confront and develop an understanding of the unique nature of substance abuse
among the elderly, in particular alcohol abuse and the abuse of prescription medication.
Attitudes playa very important role in terms of diagnosis and treatment We need to
examine them. I would just ask the question: in the development of community based
intervention is there an unspoken cut-off point at the age of 651
In relation to the protection of material interests the risks are mis-management, exploitation
and abuse. Safeguards that I would suggest would be to review the agency system for the
collection of old age pensions, which strictly speaking are not applicable to elderly people
with any severe level of mental incompetence.
Secondly, I would suggest that the Department of Social Welfare introduce a system of
authorising, an appointee to collect and spend and deal with the pension of an elderly
person who is deemed to be mentally incompetent
Power of attorney is revoked if somebody becomes mentally incapacitated. We need to
investigate if in fact many attorneys continue when this power is invalid. Age Concern in
the U.K. has addressed this problem.
I would suggest that in use of power of allorney safeguards can be ensured hy requiring the
two witnesses certify in writing that the donor was mentally capable of managing property
when the power was signed. That pertains in Ontario in Canada.
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The enduring power of attorney, which we don't have in Ireland at the moment, is
susceptible to abuse and exploitation. In Canada they have discovered that durable powers
are being donated by individuals only a few days before the donor is cenified incompetenl
The U.K. have overcome this to some extent by requiring that when the person becomes
mentally incapacitated the power of attorney must be registered with the Court of
Protection.
The Green Paper does not discuss the application of the enduring power of attorney model
to medical decision making, as pertains in the U.S.A. some states of the U.S.A., in Nova
Scotia and Ontario. I would suggest that this ought to be looked al
In relation to supervision orders, from what I can gather the powers given appear identical
to those provided under the Mental Health Act 1983 in the U.K. Research has shown that
these supervision orders are in fact very seldom used, and some social service authorities
don't use them at all.

I have just looked at one piece of research of the use of supervision orders between 1983
and 1988 in the U.K. in four areas, which state that they have been used mostly for old
people with dementia and mostly to require residence in an old people's home. In fact,
according to that particular piece of research, the supervision orders mostly applied to
people who were already in a hospital or a home and only eight out of the twenty-three
were living at home.
I think that it is important to look at the supervision order. There is a danger that, with a
power to order people to live somewhere, they might actually be conned in to believing that
they have to stay. The extension of the supervision order in to a community treatment
order I think is a very dangerous notion. On the other hand, if we are going to have
supervision orders, there will be implications for the resources. There is not a lot of point
being able to order somebody to attend a day centre if one doesn't exisl

In relation to the protection of elderly people from abuse and neglect rd like to flI'St state
that a lot of elderly people who are abused or neglected are not mentally infirm or
dependent. Secondly, old age abuse and neglect is very much highlighted in relation to
carers under stress. We need to look at old age abuse in all its forms including spouse
abuse and the abuse of elderly people who are living with alcohol abusing adult children.
So, if protection from abuse and neglect for elderly people is in now way going to be dealt
with by mental health legislation, it is not going to touch a lot of elderly people at all.
If we are dealing with elderly people who are mentally incompetent and who are being
abused, we should look at the Supreme Court judgement number 306 in 1987 when a

mentally handicapped adult was taken into wardship for the protection of her person. We
should guard against the danger of removing mentally infirm people from their homes
when they are being abused, rather than removing the abuser.
I do not think that sufficient attention has been paid to assessing mental incapacity.
There is a need, before any legislation is brought in, to address the psychological and
medical tests of incapacity that are used, and 10 hring oul guide-lines and codes of practice
for those medical and psychological tests. In my view the whole area of the measurement
of incapacity is the core issue which needs to be addressed.
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DISCUSSION
DR. PATRICIA McCARTHY National Association for the Mentally Handicapped of Ireland
rm speaking from the National Association of Mental Handicap in Ireland and I'm also a
Consultant Psychiatrist with the Daughters of Charity.
I want to raise some points relating to the admission of people with mental handicap, who
have mental illness into psychiatric hospitals.
The first concerns the issue of voluntary versus involuntary admission to psychiatric
hospitals. And I think. it's perhaps an area which may relate to some of the elderly as well.
In practice many people with mental handicap are not able to give an informed consent, so
the practice is that people who need treatment tend to be admitted on a temporary certificate.
They are de facto involuntary patients. I think this is something that is not desired by
anybody, but nonetheless it actually happens. And I wonder would the concept of an
extended minority address this.

In event of involuntary admissions being determined on the basis of dangerousness, rather
than the need for treatment, I wonder if this will mean that access to hospital treatment for
people with mental handicap, will be made very difficult. And perhaps they may even be in
a dilemma, where they may be denied access to treatment.
I am also concerned about service delivery. Over the last number of years there is a
reducing number of psychiatric beds available in the hospitals, and the consequence is that
it is increasingly difficult for people with a mental handicap to be admitted to hospitals for
treatment. I would welcome the development of mental health centres, within the mental
handicap services as way of addressing this, and I would certainly hope that this would be
something that would be developed very speedily.
JEREMY DONNELLY - Parents and Friends Association, St. Joseph's
You all implied that separate legislation is probably needed to cover mental handicap. I
think we would agree with that. Is that your consensus'!
SR. ANGELA MAGEE - Chairperson
Federation of Voluntary Bodies providing services
for people with a mental handicap
There are two main groups, who would have very strong opinions on special legislation.
Smite are favourable and others have strong reservations that it's not the right way. One of
the reasons given by those who say special legislation is not the right way, is that it would
further marginalise and stigmatise people with a mental handicap. The people who think
that special legislation is the right way to go, feel iliat the needs of the people with a mental
handicap are so great and so wide. that under mental health legislation or under generic
legislation that the individual needs would not he met appropriately. There is actually a
variety of opinions and the question has not in any way been addressed yet. We did have
in the Federation a sub-group looking at this. and they came up with something in the
region of twenty-five issues that need to he looked at in relation to legislation where people
with mental handicap are concerned. So it's still very much a burning issue, as to where
actually their best issues will be served.
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JEREMY DONNELLY - Parents and Friends Association, St. Joseph's
Thanks for that Sister. We tend to go along wilh the idea thai separate legislation is
n~ary. Now, thinking of the practicalities of that, the Minister suggested this morning
that, if a consensus was reached by the end of the year, thai would mean going to print
early next year, say. If the question of special legislation for mental handicap. was not
resolved within thai time-frame, there is a possibility then the mental handicap service
would be lefl oul on a limb. Thai's what we would worry about.
SR. ANGELA MAGEE - Chairperson
Federation or Voluntary Bodies providing services
ror people with a mental handicap
We would certainly be working very much to the time-span and would hope in fact that a
consensus would be reached before the end of the year, definitely, Ihat where mental
handicap are concerned, that the people within the service would in fact have reached a
consensus and the best possible arrangements be made thai the people with mental handicap
will not be left out on a limb bul will be treated in the best possible way, and their needs
and their interests ensured.
DR. MICHAEL MULCAHY - Stewart's Hospital, Dublin
Our services for mental handicap in Ireland have developed from a very narrow base. And
in the sixties and seventies they expanded very rapidly and there was a period of optimism
that this would continue, lind the perfect environment would result in all menUIIly
hilndicapped persons being free from all kinds of mental Illness of lIny kind. And, for two
reasons this is wrong. First of all it's unlikely that services will ever be ideal lind second
it's a well established fact that a percentage of mentally handicapped persons, like all other
persons, suffer both from acute and chronic psychiatric disorder. Now, the danger of this
over-optimism is that people can neglecl the psychiatric needs, and we do need at the
present time in Ireland, special facilities for two or three categories of mentally handicapped
persons, who are also mentally ill. This has been brought to the fore-front by the fact that
the generic psychiatric services are no longer fulfilling the task for this category of people.
So I would hope that, I would support new legislation, I would hope thai il would
incorporate mechanisms to provide these psychiatric services which are very badly needed,
as I say for two or three, or indeed four categories of mental illness, which aren't going to
go away with any special environmenl or community base.
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The fourth session, under the chairmanship of Sir Louis Blom-Cooper, Q.C., Chairman of
the Mental Health Act Commission for England and Wales, considered the Green Paper in
relation to offenders. The speakers were Dr. Enda Dooley, Director of Medical Services,
Department of Justice and Dr. Art O'Connor, Consultant Forensic Psychiatrist, Central
Mental Hospital.

SIR LOUIS-BLOM COOPER Q.C. - Chairman, Mental Health Act
Commission for England and Wales
May I start by saying that it's a very great privilege for me to be asked to chair this session,
as the outsider to your affairs. I suppose I have a qualification in the form of my
chairmanship of the Mental Health Act Commission for England and Wales, but it is a very
real delight to be here in the context of a movement towards fresh legislation in the field of
mental health.

If I say that I'm delighted to be here, may I just express one

disappointment, I think that apart from the very valuable contribution from Garrett Sheehan
this morning, I think that there's not another lawyer in this audience, and this is a subject
where lawyers have, I think, quite clearly a very real input to any mental health system that
a modern, civilized society would wish to construct. And I think the absence of lawyers
from this gathering really detracts something from the input that needs to be available to
sound and proper legislation. May I take the opportunity of adding the jUdiciary as well, in
this disappointment, and I hope that this means that.in the near future, in the months to
come, the Department and the Mental Health Association of Irelarid will activate the legal
profession to making their contribution.
One valuable point, I think, that I would like to endorse from what Professor Harding was
saying last night. I would like to echo what he said, that quite clearly there is a desire, a
proper desire to strive for consensus in the legislation. But, as he said last night, one must
never imagine that once you have legislated you can sit back and pat yourselves on the
back, and say, you have produced a modern piece of legislation which will survive well
into the twenty-first century. I say that from our own experience in the United Kingdom.
The Mental Health Act Commission, which I chair, is actively at the moment campaigning
with government to conduct a review of our Mental Health Act of 1983. So, within a
decade we have eome to the view that there is a great deal that needs to be done by way of
revision of that piece of legislation, which was a considerable step forward, in terms of
modem legislation in this field. It is, I think; evident from what Professor Harding was

saying that this is an area of socio-medical policy, which is very fast moving indeed. New
ideas, new attitudes come in almost tumbling one over the other, as legislation needs to be
kept under review. And if I could make a suggestion: the legislation that you're going to
pass ought to contain a provision that somebody, maybe the Mental Health Review Board,
ought to be given the charge of keeping under review the legislation which you pass.
And while I'm on my feet, could. I say something about Dr. Brian Glanville's plea about
correspondence. He was expressing a little disappointment that the Green Paper did not
stress the rights of patients to correspondence. Could I suggest that. this ought to be put in
a much wider context? It ought to be stated that patients who come into hospital under
compUlsion ought to carry with them all the civil rights of any citizen, save those who have
to be expressly taken away by virtue of the fact of their detention. This has been
established now in the prison system in the United Kingdom. It seems to me even more so
it should be the case with patients in detention.

DR. ENDA DOOLEY - Director of Medical Services, Department of Justice
I would first like to express my thanks to the Mental Health Association of Ireland for the
opportunity to. as it were, put the case on behalf of a doubly stigmatized group. In the first
instance they have the unwarranted stigma of being mentally ill or mentally disordered. In
the second instance this group have perhaps warranted, perhaps not, stigma of coming
before the courts, or being convicted of an offence. I wiII allempt to limit myself to the
various areas outlined in the Green Paper and I do not propose to talk about issues such as
legal insanity, fitness to plea or aspects of diminished responsibility, as these are currently
being addressed in a separate piece of legislation in preparation hy the Department of
Justice.
From the outset I should state my personal view as a forensic psychiatrist, that prison is an
inadequate and inappropriate environment to allempt any form of psychiatric treatment.
The ethos of prison is custodial and that of necessity clashes with the therapeutic ethos. It
is very difficult, all but impossible, to provide a therapeutic environment in a prison. The
least that can lie hoped for in any prison system is that the people who enter it, will go out
no more damaged than when they entered. This doesn't always occur. The limitations of
the environment and the lack of adequately trained staff mean that mentally disordered
people, entering prison, are at risk of further mental deterioration. In drafting new mental
health legislation, I believe there is a fundamental requirement that our courts should have
available to them, when confronted by a person who is apparently mentally disordered, the
possibility of divening that person into a therapeutic environment, rather than subjecting
him or her to the full censure of the law, irrespective of the degree of responsibility.
Similarly I think it should be possible to transfer a prisoner serving a sentence, who
develops a mental illness, while in prison, to a hospital other than the Central Mental
Hospital. There are a number of conditions, I think, should allach to this scenario.
Amongst these, the essential one would be that any hospital admission of a mentally
disorder offender or transfer of prisoner should have the suppon of the receiving hospital
or consultant, who will be responsible for treatment. I do not believe it appropriate that a
coun should be able.to impose a patient who is generally considered unsuitahle for hospital
or hospital treatment.
Secondly, diversion or transfer to hospital should be for purposes of both assessment and
treatment.
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Thirdly, where a person on remand is diverted to hospital for assessment, the maximum
duration of any such transfer should be clearly outlined.
Where somebody is diverted to hospital in lieu, or instead of a prison sentence,
responsibility for treatment, discharge, continuing treatment should be in the hands of the
responsible consultant or health authorilY, except where the seriousness of the offence, or
the assessed dangerousness of the patient warrant otherwise. In such cases, any restriction
on discharge should be no longer than the maximum period of sentence applicable for the
particular offence, were the person to be sentenced in the normal way.
I believe that a patient detained in hospital; under any such court order, it is essential that
they should have available to them the same means of appeal, against continuing detention
as any other detained patienl
And finally, I think that where a court considers it appropriate that somebody should be in
hospital and no bed or offer of treatment is forthcoming, I believe that a court should be
empowered to seek an explanation from the responsible health board or health authority as·
to why this is the case.
I am not however advocating that everyone needing treatment who comes before the courts
should be diverted to hospital, regardless of the degree of criminal responsibility. Some
offenders and people attending before the court, with a clear history of mental disorder, or
even of clear mental illness may be fully responsible for that particular criminal action, and
indeed they may well insist on going the rigours of the law, they may refuse to contemplate
any form of therapeutic disposal. And I believe that anyone coming before the courts
should have that right. Nobody on the grounds of apparent mental disorder should be
diverted without having their day in court, as it were.
In relation to the criteria for any such transfer or diversion, I believe that there's a need for
a clear definition of mental illness and mental disorder, and I personally favour a rather
narrow definition. In dealing with certain groups, where there's a dispute regarding
treatability, and particularly where any form of compulsory treatment would be unlikely to
help, 1 believe that any hospital diversion or transfer may well he inappropriate, unless
there's a clear consensus between judicial and mental health professionals regarding the
purpose and likely outcome of any such therapeutic disposal. I'm thinking here particularly
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of firstly that small group of aggressive personality disorrlered people, who come into
frequent contact with authority, secondly to that increasing group, charged or convicted of
sex offences, and thirdly to people whose primary diagnosis is some fonn of substance
abuse. For various reasons prison may continue to be the most appropriate location for
offenders in these categories. If we continue to deny the courts the option of seeking a
transfer to hospital for assessment or treatment, we will continue to perpetrate a system,
where we fail to treat mentally ill offenders under the same ethical and scientific conditions
as other citizens with mental illness have available. This would especially be the case
where an appeal mechanism becomes available to other detained patients.
Professor Harding last night spoke of an ideal prison system where there was a well
resourced psychiatric system, and he felt that that was something worth consideration.
Unfortunately, we don't have it, and we're not likely to have it, bearing in mind the
resources available. Our prison system is inadequate in many ways. There is no prison
psychiatric unit, or indeed no prison hospital facility within our jurisdiction, nor are there
professionally trained nursing staff working in the prison system. As things stand at the
moment, the use, or the potential abuse of seclusion or medications in a prison environment
comes under no independent inspectorial review. There is no such thing as an Inspector of
Prisons on the lines of Judge Truman, who I'm sure many of you have heard of in the
U.K., who makes life difficult for many people and very rightly so.
A waiting list of transfers from prison to the Central Mental Hospital has been built up over
the past. year or two. This has resulted on a number of occasions in overtly psychotic
patients, who happen to be in prison, heing contained in grossly unsuitahle conditions by
staff who, notwithstanding much humane effort, have no qualification in the field of mental
health care. In many cases it is an obvious mental illness, rather than the nature of the
offence which has led to the remands to prison. The courts, having no legal means of
diverting mentally iII people who have been charged with offences to hospital, are left with
no alternative in seeking to ensure psychiatric care is provided. The vast majority of these
patients do not require the security and, I dare to say, the associated stigma of admission
and transfer to the Central Mental Hospital. Lest we think that the numbers likely to be
transferred are large, the evidence from Northern Ireland, which was outlined in the Green
Paper indicated that in a recent two year period a total of fifty people were transferred from
the courts to hospital. On population grounds we might extrapolate that in anyone year
that might translate into fifty to seventy people per year, might be transferred from the
courts, or diverted from the courts to hospital in this jurisdiction. And it is readily apparent
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therefore that the workload for any individual hospital is likely to be minimal in the context
of the overall workload of that hospital.
. While I'm aware that there is a certain resistance to the courts being able to divert people to
hospital, either on the grounds of the costs of providing whatever security might be
considered warranted, and potentially the unacceptability of offender patients. I believe that
while accepting the practical difficulties it would be a retrograde step, were we to pass up
the opportunity to do what is right, that is to treat mentally ill people in an appropriate,
humane environment, with proper ethical and legal safeguards.
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The large psychiatric hospitals in this country were built in the mid-nineteenth century, to
take the mentally ill oUlof the squalor of prisons and private asylums. Recent years have
seen an increase in the number of mentally disordered people being com·mitted to prison,
both in this country and abroad. At the same time the numbers of in-patient psychiatric
places has decreased dramatically. While it is unclear and would be unwarranted to state
that there's a direct connection between these two events, I believe that it would be wrong
to unwittingly tum back the clock, and I would recommend that in this particular area we
grasp this opportunity to move forward into the twenty-first century, rather than risk a
return to conditions and circumstances of treatment as pervaded in the nineteenth century.

I
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DR. ART O'CONNOR • Consultant Forensic Psychiatrist,
Central Mental Hospital
First of all I would just like to give people an idea of what offenders are. because some
people know what they are. some people aren't too clear. But offenders. from my point of
view. are people who have committed an offence. people who are charged with an offence.
people who are convicted of an offence. people who come before the courts on a charge.
people who are on bail. or who are remanded in custody because of a charge. they can be
, awaiting trial. or awaiting sentence. they can be serving a sentence. and they can be a
person who's post-sentence. what's sometimes referred to as an ex-offender. I'm not sure
if that's a good term. but certainly a person who has already served a sentence'. his
offending doesn't just disappear. he's still a person with a history. And of course there's
another group. a small group of people who are in various places of detention that aren't
strictly speaking prisons. places like the Central Mental Hospital. which is a hospital run by
the Eastern ,Health Board. and it has about eighty patients and half of the patients are people
who have come from the prisons. and are offenders. and the other half are people who are
the guilty but insane. or the unfit to plead. or the Section 207 people. Now I won't be
talking about the guilty but insane or the unfit to plead. and I agree that they don't come
under this umbrella in terms of discussion.
Another point that I think it's worth making is that sometimes this issue of voluntary and
compulsory detention. you know people forget about it and especially they forget about it
in terms of prison psychiatry. They assume. and it's understandable. but it's incorrect. that
treatment of people in prison is a compulsory matter. When people are in prison they
should be treated if it's necessary. and it should be compulsory almost. it should be part of
their sentence. But it's totally wrong to think that way. People who've been transferred to
the Central Mental Hospital. as the only psychiatric hospital in the country that can take
people from prison. just under ten per cent are on compulsory orders. or the equivalent of
compulsory orders in the community. and that's about the national average for psychiatric
hospitals. So it means that slightly over ninety per cent of the people who are transferred
from prison to the Central Mental Hospital. are treated as voluntary patients. They can take
treatment if they want, and they don't have to take treatment if they don't want.
Another issue which is probably a little special in prison is the use of alcohol. and drug
problems. I would estimate at about fifty per cent of people in prison have a serious

alcohol problem and ten to twenty per cent have a serious drug problem. Now I know.the
current view that these addictions should be totally outside the remit of compulsory
treatment. I know a lot of psychiatrists would agree with that, but from time to time one
comes across cases where the people who have got addiction problems can be helped by
starting off with some kind compulsory approach, but I would like to question the
advisability of removing it altogether. Sex offenders, as Enda has suggested, are a
problem in prison. It's something that has attracted a lot of media and public attention.
Drugs and alcohol are a bigger problem, but people are calling for treatment programmes
for sex offenders. I happen to be a psychiatrist treating a lot of sex offenders, but I
wouldn't claim that sex offending is a psychiatric disorder. Sex offending is not something
you can treat and cure, which is sometimes the simplistic view of the couns.
In the Green Paper, there are some questions at the hack of the chapter on the mentally
abnormal offender. The first question is "Should the courts be given power to refer people
to local hospitals for assessment or treatment?". Now of course there are conflicts here,
and Enda touched on some of them. In most psychiatric services around the country
there's an expanding community service, there's a kind of shrinking in-patient service, and
that's as it should be. That's the way we want our psychiatric service in the nation to
continue. So it means that there are less beds available. The reason that we focus on beds
is because courts focus on beds. Very few courts are happy to have somebody sent off for
out-patient treatment. There's some resistance from local services, which is perfectly
understandable. These services see community care as lessening the stigma attached to
psychiatric in-patient and out-patient treatment. It's felt by some people that if you start
introducing offenders back into the psychiatric hospitals that it will increase the stigma. If
going to a psychiatric hospital for treatment means being treated with offenders, it's a
double burden for local services to encourage people to get treatment. But that's one side
of the coin, the other side of the coin is that a person who happens to he in prison, happens
to be mentally ill is entitled like everyhody else to he treated as near his home as possible.
But of course there are conflicts, there's arguments in both

directions~

If the answer to the

question is yes, courts should he allowed to transfer people to local psychiatric hospitals, I
would be very, very keen that the local psychiatrist, or perhaps even the local psychiatrist
and chief nursing officer should have a huge input into whether the order can be made or
not. It's interesting if you look at the Mental Treatment Act, ! 945. It's perceived that the
G.P. can sign somebody into hospital for up to six months on a Temporary Order or
indefinitely on a P.U.M. Order. The highest court in the land can't do that, in fact the
highest coun in the land can't even send somehody to Dundrum. If courts should not make

referrals to local hospi tals, well then the status quo should continue. The Central Mental
Hospital is well able to look after people, it has been doing it since 1850. But it is a
maximum security hospital, meant for the guilty but insane, or people who've committed
very serious offences and are a very serious danger to the general public. It is not meant
for people who've shoplifted, or people who've broke windows, or people who've even
stolen cars. If a person has committed a minor offence and has a mental disorder, in
·particular a mental illness, like schizophrenia, there is no need for him or her to be in a
maximum security facility. It's also interesting to look at the dates of the transfer orders in
terms of when they came abouL The compulsory version of the order, called a Ministerial
Order dates back to 1845, not 1945, and Voluntary Orders date back to about 1925,
something like that. If courts are going to be able to transfer people, it should really be
only for minor offences and should be with the consent of the local services.
The issue of criteria for detention in Dundrum or anywhere else shouldn't be changed just
because a person's an offender, the criteria should be the same, I'd be in favour of broader
criteria, rather than locking ourselvcs into things like dangerousness only, and a person
having to be an immediate danger to himself or somebody else. Paranoid people may not
be a danger today, but we may know are going to be a danger in six months time. We have
to think about thaL We can restrict ourselves if we refer only to immediate danger. The
criteria should be broader. The person can be judged to be a danger rather than an
immediate danger. Nor should we tie ourselves up with a treatability clause which has
happened in the U.K. legislation. Treatability is something we like to think of in a benign
.

way, but what has happened unfortunately in the U.K., in my experience, is that doctors
have said "Oh I can't cure this man, so therefore hc's not treatahle, therefore I'm not taking
him into my service." The treatability clause, rather than being good for patients, actually
excludes them from treatment. I think it is something we should be careful abouL
Review of detention should he the same in special hospitals and other psychiatric hospitals.
I would favour a psychiatrist and a legal person in a Review Board.· There's a fashion to
have a barrister on every committee you can name, but there's no reason why it shOUldn't
be a solicitor. It could be a judge. If we are to have a third person, I think a G.P. would
be useful, or perhaps a psychiatric nurse. Ithink a lay person is perhaps a wrong person to
use. In my own experience of operating mental health review tribunals in the U.K., I
found that the lay person tends not to have a lot of say, and does not have a lot of training
or experience. Lay people are supposed to be some sort of watchdogs, I would favour
three professionals.

One specialized area that involves me and my hospital is the Section 207 of the Mental
Treatment Act, 1945, whereby people who commit what's termed an indictable offence in
the local hospital can be tr;;.nsferred to a security facility. Section 207 involves a district
court sitting in the hospital, it involves the Inspector of Mental Hospitals making a report, it
involves the Minister making a report, it's endlessly complicated and absolutely outdated.
There's no appeal process and there is certainly no review process, so people can be locked
up forever. So I would agree with the suggestion in the Green Paper that admissions to
Dundrum should be treated as a single transfer. If a person is detained in local hospital, if
after due consideration it's considered that they are too hot to handle, too dangerous, he or
she would simply be transferred to a secure unit like Dundrum. But, more imponantly,
there should be an easy way out of Dundrum, that a person could very usefully come to
Dundrum for three, four, five months or a year or two, which is the way regional secure
units are operated in the U.K. At present, what unfortunately tends to happen is that
people are in a very cumbersome and complicated way transferred to Dundrum at the rate of
about one a year, under Section 207, and are left there. It is very difficult to get them back
to the local hospital.

DISCUSSION
DR. JIM O'BOYLE • Consultant Psychiatrist, Eastern Health Board
I read the section in the Green Paper on the possihle empowering of the courts to transfer
individuals aceusedof an offence, and who are also possihly suffering from a serious
mental illness. I think the first speaker, Dr. Dooley or Dr. O'Connor rather, referred to the
fact that our institutions are very much smaller than they used to he and that the emphasis is
on the delivery of services in a community selling. This implies.:tlso that assessment of
individuals referred to us, takes place in a community selling. We arc not orientated
towards taking a significant numher of referrals from Ihe courts. Now judging hy the
numher of requests which we receive from time to time and judging hy the numher of
individuals who are discharged by the courts and who come to us for care, it would seem
that the actual numhers mightn't he that large. But the apprehension created on the part of
staff in these psychiatric units would he quite significant and could he a harrier to treatment
and to assessment. Now, perhaps one way around this is to provide a small forensic unit
of six to eight heds associated with a psychiatric hospital or a psychiatric unit in a general
hospital, which is serviced by a psychiatrist with special training in forensic psychiatry,
and who has a close relationship with the courts and who is not intimidated at the prospect
of running such a unil, or indeed at liaising with the courL~.
In regard to Dr. O'Connor's point ahout the transfer back of patients who've heen admitted
to the Central Mental Hospital under Section 207, which requires the hearing of a court and
also the direction of the Minister for Health, lthink one of the striking features is that again
there's a resistance on the part of stafr in hospitals receiving hack these patients. Now it
might he thaI, it might he useful to consider the possihility of providing an outlet associated
with the Central Mental Hospital, such as a high support hostel and perhaps other support
services, initially, to enable such patients to he re-introduced to the community without
getting involved with the difficulties that transfer hack to the hase, the referring hospital,
might entail.
DR. ART O'CONNOR • Consultant Forensic Psychiatrist
Central Mental Hospital
When I certainly ngree with Illost nf whal Dr. O'nny'" 1m, to sny there llhillk Ilwre is n
prohlem with staff not hdng willing In accepl offender pnticnts hack. Oflen Ihey are
terrified of offender patienK Sometimes people are terri lied of what they just don't know.
We try to decrease the fear thatlocul hospilal slaff can have, hy inviting them lip to
interview patients hefore the transfer is hrought ahout. I Ihink just saying tllllt staff would
he a bit apprehensive and we should scrap the idea, is a wrong way of approaching it. l
think trying to change staff attitudes is somelhing we should aim at.
I also agree with the nOlion of what we have termed the regional secure unit. This idea was
tried in Sligo. They sti II have a regional secure IInit operating up there. We would have no
difficulty with having a secure unit on the campus in Dundrum or nn some olher hospital
site.

SEAN MOLLOY • Chief Nursing Officer, St. Loman's Hospital, Dublin
It"s really a follow on from Dr. O'Boyle's comment on some of the points macle hy both
Dr. Dooley andDr. O'Connor that with the move to the community, the psychiatric
hospitals contract, and most psychiatric hospitals now have an open door policy. There is
an assumption that some of the people who are referred from the courts will need some
security. This is not available now. Dr. O'Connor has just referred to the regional secure
units. If you look at the experience across the water, a whole network of some very
elahorate regional secure uniL~ were provided throughout the seventies and eighties, and I
think many million pounds were allocated specifically for these units. I'm not aware of any
sllch funding heing made availahle if we're to go down this road. The assumption is that
there won't he mnney availahle. I would like to ask hoth Dr. O'Connor and Dr. Donley dn
you think we will need mnre security locally or on a regional hasis, if we are 10 take
referrals from the courts.
DR. ENDA DOOLEY • Director of Prison Medical Services,
Department of Justice
Perhaps I'll speak first. I think, yes, undouhtedly there will he; it's estimating the degree.
I'm not saying that there would he large numhers of secure units wanted. I think in the
context of the country you might he talking ahotJltwo nr three to deal with the variolls
prohlems. To take the second point only I think, and it's a point that has often stmck me is
that why we do not have the same degree of seriously mentally disonlt:red people coming
before the courts in this country a~ in the U.K. With the great preS>llre to manage people
in the community, hospitals are no longer readily availahle. Unless thm aspect is properly
structured the number of people who were in recent contact with the mental health services
slipping through the net and coming in hefore the courts is likely to increase. So
umloubtedly there would be a requirement for some (It:grcc of security. [personally feel
that the amount of security should be minimized and minimal.
DR. ART O'CONNOR· Consullant Forensic Psychiatrist,
Central Mental Hospital
There are two parts to this particular issue of security for the local serviccs. The first part is
the funding implications, extm staff, extra huildings, or something of that kind, and I think
that can be a prohlem. But, the other part of security is, who is responsihle is somebody
runs away? If you are an admitling doctor or an admitling team and somehody comes into
your service and they escape, are you responsihle in some way, especially if something
happens afterwards? I think that's an issue, it's a very important issue. My own view is
that, as the services are at present, only people who arc appropriate for particular services
should he referred to them. If a particular hospital can wke a particular kind of person,
that's the only kind of person that should he referred to them. If more security is nceded,
or if there's a big fear that the person will ahscond, well then perhaps the service isn't quite
ready for such a person. And of course, if courL~ remand somehody to a local hospital the
court should he responsihle for what happens.
MR. GARRETT SHEEHAN· Lawyer
I'm aware of the very important work that Dr. O·COIIIIOf is lioing in the area of thl!
treatment of sex offenders. !,wanted to know if he has sufficient resources and staffing to
continue that work, and equally docs he think that the treatment or needs of offenders is
being adequately met at present.

DR. ART O'CONNOR - Consultant Forensic Psychiatrist,
Central Mental Hospital
At the present time we've got enough staff to look arter the prohlem, the Health Board has
been supportive to us. If referrals increase, well then we'd have to look at that problem
again. Since April 1989 we've had something over two hundred referrals, two hundred
and thirty, there are two Child Sex Ahuse Validation Centres in the city, one in the
northside and one in the southside. Each of them handle approximately three hundred
cases per year. That's only in the Dublin area. Now, there are Child Sex Ahuse Clinics in
'different locations around the country.
MR. BRIAN GLANVILLE - Director of Psychoiogy, Eastern Health Board
I would like to support very much what Dr. Dooley had to say ahout treating the question
ofterrn of detention of mentally disturhcd pcrsons in prccisely thc same way as thc rest of
the population. And [ think that's a change which is long overdue.
The second point I would like to make, is takc issue with my colleague and fricnd, Dr.
O'Connor. I'm distressed to hear you suggest, if [ understood you correctly, that the
concept of dangerousness should he extended, and made perhaps less precise than it is at
present. And I'm also distressed to hear you suggest that, if I hear you correctly, that it is a
good thing to have a catch-all hag. It seems to me that human rights hecome ahused, where
there are vague catch-ails and I think that we're now in an era where in the interests of
human rights, we're moving towards more precision and more precise definition, and if
gaps emerge in the system, hecause of that, then it needs to he changed, or amended or
developed, rather than saying well we need grcal.general catch-ails.
DR. ART 0' CONNOR - Consultant Forensic Psychiatrist,
Central Mental Hospital
Sure I think thcy're vcry reasonahle complaints, I certainly think that to usc a term
'immediately dangerous' to onesclf or to somehody else, is toO precise. You can interpret
'immediate' to mean in the next live minutes. If you say 'he may he dangerous tomorrow',
is that immediate? And I think to use so precise and so limiting and so fine a tenn as
'immediate', r think it ties one's hands too much, and it's pulling people needlessly at risk.
But that's my view.
My sccond view ahoutthe personality disorder or psychopathic disorder, as it's called in
the U.K., or something like that isn't exactly the same as mentul illness. And if you wunt
to he precise, r think people may die and that's why we have to have Ilexihility. Now how
we encompass this in mental health legislation is a prohlem, I'm not saying it's simple, hut
r think to he excluding people just on the grounds of heing precise, is dangerous.
SIR LOUIS BLOM-COOPER Q.C. - Chairnl:ln, Menial Health Act
Commission for England and \-Vales
Perhaps I could just mediate between the two psychiatrists hy simply rcpeating·whatthe
late Dr. Peter Scott once said. "dangerousncss is a dangerous concept".
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e final session, under the title 'Safeguarding the Future', focused on the changing trends
in the mental health services, with particular emphasis on mental health education and
promotion. It was chaired by Mr. John Hurley - Secretary, Department of Health. The
speakers were Mr. Frank Beale - Psychiatric Nurse, Ms. Maureen Gaffney - Clinical
Psychologist and Mr. Donal 0 Shea - Chief Executive Officer, North Western Health
Board and C.E.O. Designate, North Eastern Health Board.

MR. JOHN HURLEY· Secretary, Department of Health
Could I make just two points before I introduce this particular session. I think reference
has been made by Sir Louis Blom-Cooper to the absence of lawyers in our audience and,
yes, I think we would have benefited from the presence of a greater number of lawyers.
Could I say that as a non-practising barrister, who is Secretary to the Department of Health,
I don't suppose that I would count to up the statistics in any way. But for those who may
not be familiar with the process of developing legislation and putting legislation through the
Dail, there's a very, very significant legal input at Departmental level. As you know this is
a Green Paper, a discussion document. Submissions on the legal aspects are very
welcome, indeed we would be very pleased to talk to lawyers about that. But at the end of
the day we do have the advice of the very senior lawyers of the State and a very, very
detailed legal process is undertaken, prior to the presentation of, and draft legislation to the
Dail. So just to put that on the record, that there is a very significant process ahead of us in
that regard.
Another point that I would like to mention before introducing the session, is, the Minister
referred to this, this morning, and it has been referred to here in the afternoon, our desire to
get as much consensus as possibll', and this is very, very important and very sensitive
topic. And we're going to great lengths really to achieve as much consensus as we
possibly can, but of course there's some very difficult issues here, and it may not be
possible to achieve consensus on every single issue. And decisions will have to be made at
the end of the day, but we are trying very hard to get as much consensus as we can. We
have behind us the failures and the experiences of previous legislation and we want, so far
as possible, to avoid that.

MR. FRANK BEALE. Nursing Officer, Community Care Area 6,
Eastern Health Board
Three years ago our team in Finglas put on a poster display in the library in Finglas, as
their contribution to the Mental Health Week. It was designed to inform the locals of the
psychiatric services in the area. I propose to bring you very quickly through these
facilities, with particular emphasis on the role of the psychiatric nurse. I would have 10
point out here that initially nurses did not have any formal training for working in the
community and literally had to devise their own modus operandi. In recent years this is
changing, and recognized courses are now available to nurses, although not country-wide.
Most of the courses are on offer in the Eastern Health Board.
Our psychiatric service has the use of a number of rooms in a health centre in Ballygall
Road for the psychiatric clinic, which is held on two afternoons per week, Mondays and
Wednesdays. The Depot Clinic is also held here. The service is open-ended. The
problems here can be identified as: (I) the service is open ended, that is any number of
clients can allend on each session. (2) The staff numbers are fixed, with no back-up for
staff to go sick, or when the numbers of clients attending gets over-large. This causes
frustration amongst the clients, as their needs are not being attended to quickly enough.
The Green Paper highlights the importance of the client as a consumer, to be treated fairly.
The situation as outlined above does not always allow for this. The psychiatric team are
currently looking at an appointment system, which may rectify the situation.
There is another Health Centre in Finglas, two miles distance from Ballygall Road. We
have a number of permanent rooms here, and clients are seen on a sessional basis. Again
the nursing staff in this facility are over-stretched, as they also have to do home visits and
attend to emergency calls. There are four C.P.N.s, that is community psychiatric nurses,
operating from this centre. The caseload for each is one hundred clients approximately.
The accepted caseloads for C.P.N.s to give proper attention to each client would be about
forty. The Green Paper does not give any guidelines for the staffing of these facilities,
beyond saying that the client should be respected as a consumer of services.
Our sheltered workshop has eighty clients, managed by four supervisors and one manager.
The psychiatric nursing input consists, assistant chief nursing officer for rehabilitation,
involved in the assessment of clients for the workshop. Psychiatric nurses and a
multi-disciplinary team recommend suitable clients from the hostels and the day centre, by
reference to individual nursing care plans for clients. The psychiatric nurses provide a
consultative role to the supervisors in the workshop on clinical concerns. The community
psychiatric nurses liaise between the workshop personnel and the consultant psychiatrist.
They also follow up on non-attenders and provide a link between the families of clients and
the supervisors of the workshop. This facility is now taken over by E.V.E. Holdings,
which has a new orientation in mind for workshop centres.
The Day Centre, is situated at the rear of the workshop. It provides recreation and
socialization for clients, who for various reasons are not able to participate in the
workshop. There's a large proportion of very chronic clients here, and the psychiatric
nurse's role here is to teach social skills to the clients and to motivate them into participating
in occupational therapy , and arts and crafts. The nurse here also performs the role of
giving feedback to the G.P.s, the consultant, the occupational therapist and the arts & crafts
teacher, as to the general progress of the individual clients, by reference to the nursing care
plans. The nurse also acts as advocate with clients for the Social Welfare Department, the
Housing Department and the clients' own families. This particular slide here you see what
is on offer in the day centre. However, activities are conditional on enough trained staff
available on any particular day.
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Nurses provide twenty-four hour cover in our high-support hostel. It caters for clients
undergoing .acclimatization to community. living from SL Brendan's Hospital. The new
long-stay clients and the elderly mentally III who have grown old in the psychiatric services
are also included here. The Green Paper advises that a specialist consultant psychiatrist be
appointed for the elderly mentally ill. Indeed such a post does exist in the Eastern Health
Board, but it does not entirely meet our needs. as only first time referrals are catered for.
Hence. the mix of clients in the hostel. I feel that the elderly client in this situation is not
getting a fair deal. The Green Paper seeks di~cussion on whether nurses should be
empowered to detain clients in high support hostels. I and my colleagues feel that under
present circumstances the suggestion is impractical. Besides we just do not have the
staffing levels needed to carry out such a role.
Clients that have successfully completed a social skills programme in the high support
hostel and the day centre. move onto supervised hostels. Two supervisors are resident in
the houses on alternate weeks from 7.00 p.m to 9.00 a.m. in the morning. And all
residents attend the workshop or the day centre. The psychiatric nurses in Danesworth
House give counsel and advice to the supervisors in the supervised hostels as required. and
are available to take back a client to the high support hostel if they are not suitable after a
trial period. The clients here should eventually move onto independent living. However.
due to lack of community acceptance it is proving very difficult to get flats or houses in the
community for these clients. Despite the education on mental illness and the efforts
towards reducing the stigma. the N.I.M.B.Y. Principle still applies. which means "not in
my back yard".
The referral system is a closed system. that is. medical to medical. Clients are referred to
G.P.s who see them at the clinic and refer them to the appropriate facility. However there
is a great deal of evidence that clients are reluctant to allow their G.P. to refer them to
psychiatrists in the public psychiatric service. Consequently G.P.s end up treating the
clients. Those clients with enough money are referred to private counsellors or private
psychiatrists. which can be very costly to the client. Psychiatric nurses. because of their
extended role in specialization should be involved more closely with the G.P.s and get
referrals direct from them. This I feel would simplify the process and be less cumbersome
for the c1ienL
The Finglas hranch of the Mental Health Association of Ireland is a very welcome and
worthwhile addition to the psychiatric services in Finglas. Fundraising. outings.
befriending are some of the activities engaged in. The public speaking project commands
good participate from schools in Finglas. Indeed. one of our schools was the only school
in Dublin to win that evenL As nurses we would desire more close links with the voluntary
groups involved in mental health. Although a good number of psychiatric nurses are
actively engaged in the Mental Health Association. the majority having spent their working
day. with clients need relaxation and diversion outside the working hours and are unlikely to
get involved with the Mental Health Association. However the goodwill is there. The
suggestion in the Green Paper that the voluntary gmups role he statutorily sanctioned is to
be welcomed. Indeed the Eastern H"alth Board has already gone a long way towards .
recognizing this.
Finally. a number of other issues that occurred to me while I was here. Student psychiatric
nurse training is currently fourteen weeks less than their colleagues ill Britain, and their
colleagues in general nurse training. This needs to he addressed for the future. Psychiatric
nurses should be part of the disaster plan for major cities. Psychiatric nurses are still
dealing with the trauma that families suffered after the Stardust disaster. Better thaI they be
in there at the beginning to loinimize the emotional distress.

..'

Another problem that we have with the community services as I have outlined, there is the
pressure of case notes. Each facility that you have secn there keeps its own case notes on
clients. This is not very satisfactory when a doctor or a nurse has to interview a patient,
and can't get all the relevant information to hand, which is a feature of hospital admission.
With hospital admission it is easier to get the relevant information from records.
Psychiatric nurses are not mentioned in the Green Paper as having a role in adolescent
psychiatric services. We hope that this can be addressed. The Green Paper suggests that
criminal offenders with a possible psychological problem ought to be sent to a psychiatric
hospital for assessment, when they come before the courts. This I feel will throw the
psychiatric service back 50 years into the custodial era. Indeed, psychiatric hospitals will
become practically jails.

MR. JOHN HURLEY - Secretary, Department of Health
The second speaker here on this session will he familiar to you all I think. I'm sure you
recognize her from her television appearances. Maureen Gaffney is a Clinical
Psychologist. She is a director of the M.Sc. course in clinical psychology in Trinity
College and works with the Eastem Health Board. She is a member of the Commission on
Law Refonn. She has been involved in the publications of the Commission in a number of
issues - child sexual abuse, civil law and defamation, rape, sexual offences against people
with a mental handicap. We all know she is a broadcaster and journalist. So she is likely
to emphasize the issue of professional preparation for promoting health in her discussion, I
hope.
MS. MAUREEN GAFFNEY Director of M.Sc. Course in Clinical Psychology T.C.D.
and Law Reform Commissioner
Taking first the issue of responsibility for infonning services' consumers, relatives and
friends of their rights and responsibilities, under mental health legislation, I would like to
say very briefly, offering our experiences in the Law Refonn Commission, especially our
experience in preparing the report on child sexual abuse, and what we found in our
extensive consultations is that most people, including health professionals, are very
insecure when it comes to the law. It is not enough, we found, to state what the law is in
any given area because inevitably there is so much discretion involved in any individual's
decision making. People want to and need to be relieved of some of the onus of discretion,
by being given clear and detailed guidelines as to where their duties lie, and in what manner
the duty must he perfonned. In other words, they need to know the who, and the where,
and the when, and the in what circumstances of the law. And I think it would have been
much easier to have addressed some of the very good questions that were raised in the
Green Paper with regard to those issues if sample guidelines had been provided.
The Green Paper as well neglected to tell us who has the responsibility to infonn people,
and what training professionals will get, who will he the person responsible to tell
professionals about the law in relation to their jobs.
The issue I want to spend most time on is the whole business of health promotion. Let me
say first, that I welcome the main recommendation of the Green Paper, which is that health
boards will now have a statutory obligation to promote mental health. This will be a major
step forward from the present position, where as you know there is no explicit obligation
on a board to do so. But I have to say that I am disappointed that this important
recommendation is so limited in scope, in conception, in detail, and frankly I think it's very
dull. Let me quote you some of the relevant passages in the Green Paper:
"Health Boards would be obliged to promote mental health in association with voluntary
and statutory bodies" (page 38).
"We are fortunate to have a number of voluntary groups active in this field, and the
co-operation that exists between them and the Health Boards will he encoumged and
fostered" (page 39).

By page 120 we are not very much funher along, because we are now saying:
"Health Boards would have a statutory obligation to co-ordinate the efforts of statutory and
voluntary agencies to achieve effective action in the promotion of mental health, the
prevention of mental illness, and the treatment and after-care of people who are mentally ill"
and later in that section, we are back again to: "support voluntary organisations active on
behalf of the mentally ill", and that is about the sum total of what is in the Green Paper
about health promotion. What does all that mean exactly? Which voluntary agencies will
be deemed to be promoting mental health? How exactly will they be supported? By whom
in the Health Boards? What if there are no voluntary agencies in any panicular Health
Board who take it upon themselves to promote mental health? Has the Health Board a
statutory duty to initiate and develop such voluntary organisations? And maybe the real
question - how will we know if the Health Boards are carrying out this statutory duty, and
how they are carrying it out?
I think the most fundamentaillaw in the Green Paper in relation to this panicular topic is
the lack of an explicit model of mental health promotion that will underpin any
recommendations in relation to health promotion - and it has to be there. In chapter 9,
Promoting Mental Health, there is a very uneasy blurring between promotion and
prevention. There are a few random references to unemployment, poverty, and a fe ..... very
excessively cautious references to the role of major stressors. I will quote one or two - "the
ability to cope may also be affected by a range of issues, such as damaging experiences in
childhood", was the one I plucked from it.
Well, you could say that, yes. I see of course, and we all know, that to try to make a direct
link between childhood adversity and any particular mental disease in adulthood is a very
onerous task, and I certainly could not do it But I do think that we can be far more robust,
we can be far more specific, we can be far more committed in identifying the major known
stressors in people's lives, in the factors that contribute to psychological vulnerability lind
most importantly the factors that contribute to resilience, the ones that inoeulate.us against
stress. I think I can say that without doing violence to the cnmplexity and diversity of the
research findings that we can present a far more coherent and hopeful picture that is within
our grasp in the way of promoting mental health. But first I think we have to be clear that
we must move away from a narrow model of prevention. We must have a broader, more
generous, and more energising model of health promotion, of promoting the idea that
health is more than the absence of disease.
I think that if we look for example at the developmental literature in psychology, or indeed
in any of the social sciences, we know that there has accumulated a very impressive array
of research fmdings. We don't have the formula for mental health. but we do have far
more robust findings than the Green Paper would lead you to think .We know, for
example, that we can look at concepts, that the whole idea of health promotion can be
under-pinned by concepts of well ness, of competence and of stress resistance. We know
also that the average academic article in an academic journal, (some Americans have
calculated it), is read by .9 of a person. I think really what the Grecn Paper and what the
Department of Health and what we all must he doing is trying to find a way to hring the
valuable information that we do have to the people who need it. i.e. the consumers of
mental health, and also the professionals whn deliver it.
Let me refer you to a report that was produced in 1987 called "Promoting Health through
Public Policy", and I was a member of the sub-committee that produced that report. In
this, we argue that health promotion will first of all need to be a fundamental element of
public policy, and it will need a much wider acceptance, participation and understanding by
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all of those who work in the health services and indeed among the general public. In
relation to that second one I would say we are pushing an open door.
How does the Green Paper propose to promote these two aims? At the most minimal level,
what does it have to say about how professional training of health service personnel is to be
changed and improved in this regard? What common models are we to use in terms of
health promotion? Who will do the training? There are no answers to these questions. I
am not suggesting that health promotion people, or indeed all people here, including
myself, have to go the the Bunny Carr School of Communication to communicate, but I do
think that it is not letting out any trade secrets to know that heing a good communicator
does not necessarily go with the tcrritory. Vv hile I do not want a scenario where the
demented patient looking for information from a busy doctor is greeted with "I'm glad you
asked me that question". But I do think we have to seriously consider including at the very
minimum communication skills if we are to be serious about this recommendation.

In the report I referred you to, "Promoting Health through Public Policy", we detailed
some stress related disorders, such as those arising from alcohol abuse, depressive
disorders in women, which incidently we know to be very frequently related to marital and
relationship difficulties. It isn't referred to at all in the Green Paper. At that time, 1983,
we sort of brought the information up-to-date in terms of the Irish data. We talked about
the one million prescriptions for tranquillizers. That was just for the general medical
services alone in 1983. Who is going to bring us up-to-date on these and other problems?
What plan will there be to tackle these prohlems on a national hasis? We recommended in
that report that the Minister of Health be statutorily required to produce .... overall plan on a
regular basis, for example, every five years, with long-term and short-term objectives and
strategies for promoting the health of the Irish people. Such a plan would spell out the
factors constraining the health of the population. It would specify indicators for measuring
health that could be used for both planning and evaluating purposes.
I'll stop here just to make the point that one of the arguments against the approach I am
taking is that people say "How do we know that such a programme will actually help?" We
will know by doing research, we will know hy evaluating. Again, there is very little in the
Green Paper in the way of puuing funds into researeh and evaluation. That is the only way
we are going to know if any of the things we are currently doing or we are proposing are in
fact worth the sal t
We further recommended in that report that the Minister be required to produce an annual
report on the health of the community, including a progress report in relation to the
objectives set out in the Five Ycar Plan. I think this would introduce puhlic accountahility
in a very positive way, by raising public awareness, and it would have the not
inconsiderahle side effect of letting the Minister really hecome the Minister of Health, as
opposed to what he is now known as which is the Minister for Sickness.
We also recommended that the statutory responsibility of Health Boards be amended in a
similar way to that of the Minister in that:
I.

They would be made clearly responsihle for the promotion of the health of people in
their areas, and (and I think this is the difference between our recommendation and
the Green Paper one) in a~cordance with the National Plan prepared by the
Minister.

,-

2.

The composition of the Health Boards and other health agencies be altered and
strengthened to reflect the broader remit of health promotion, and I think this is a
very important one that was not addressed.

3.

Health Boards be required to produce policies, plans and reports on health
promotion.

4.

Each Health Board administration should have a unit at a senior level to deal with
health promotion including co-operation with, and co-ordination of the actions of
other agencies in their area.

This is not to say at all that I in any sense undervalue the benefit and strength and enormous
commitment and resources of the voluntary agencies. I do believe that voluntary agencies
can do things that the statutory bodies cannot do, simply because voluntary agencies can be
more responsive to immediate things that come up, and they don't have the massive
machinery of Health Boards to deal with. Nonetheless, I think it is invidious to put the
responsibility for health promotion on the shoulders of hadly funded fragmented voluntary
organisations.
We recommended that the role of the Minister should be of giving leadership, and that he
would be aided in this by establishing a Health Promotion Council which would bring
together the expertise from different public and private interests, whose activities affect
health, in other words like the people that are here today. This council, we believed, would
be the main public lobby for seeking action of this sort. I think that these recommendations
which we made in out report could well be included in this Green Paper.
I would like finally to congratulate the Mental Health Association for hosting this seminar,
and I hope that the Green Paper emboldened by the additional recommendations that we are
suggesting here today will begin to mobilise the national resources for health and will begin
a new positive and more hopeful debate about health promotion.

MR. DONAL 0 SHEA Chief Executive Orocer, North Western Health Board
and North Eastern Health Board,
and Vice-Chairman - MHAI
You will be glad that my paper has now been shortened by about five minutes, because I
was also a member of the Committe<: which produced that report "PromOling Health
Through Public Policy", and now that Maureen has quoted almost in full, you will be
delighted to hear that I don't intend to repeat the performance. But there are a number of
issues that I would like to address in the context of this final session.
The first point I will make is that the main focus of the Green Paper, and the main focus of
legislation should be on the rules for the involuntary admission and detention and treatment
of people who have a mental disorder. This is wholly right and as it should be, because as
has already been said today, there are awesome powers associated with the involuntary
admission and detention of individuals, and they must be strictly controlled by law. The
rights and personal freedoms of the individual in this area, should be clearly and
meticulously stated, and equally the rights of a patient of access to treatment and care
should be stated and given a legal basis.
But the Green Paper also deals with issues of service provision, organisation of services
and personnel, and goes into great detail about these, and clearly much of what is in that
detail will not be covered by legislation, in my view. But there seems to be confusion
between, on the one hand, the rights and freedoms of the individual (as outlined already)
and also the right to adequate services. We also have had in the course of today's debate,
and it is reflected to some extent in the Green Paper, the inadequacy and defects of the
service, and the need for service development for all patients, both voluntary and
involuntary. Obviously in the context of numbers the patients are mainly voluntary, but the·
debate today has, in my view, seemed to swing between the issues of those areas which
require detailed legislation in the area of mental health, and people who are quite rightly
making cases about the inadequacy of current services and seem to feel that by bringing in
legislation that somebody is going to solve these defects.
In the Green Paper there is a suggestion that new legislation offers an opportunity to
provide a statutory framework for the development of psychiatric services, as
recommended in "Planning For The Future". I would question if such detailed legislation
is necessary or desirable.
"Planning For The Future" is an excellent report which drew together the best practice as it
existed in 1989. Part of that best practice existed long before thal In fact in the early 70's
we already had in some areas, acute psychiatric units, day services, community nursing .
services and community hostels. In fact. I remember my first meeting with Mary
O'Mahony, the Chief Executive of this organisation was in Castlebar in 1973 when we
were both involved in developing a community hostel in that town at that time, and it
certainly wasn't the first in the country. And in fact the membership of "Planning For The
Future", the study group, included some of the best practitioners who h~d done excellent
work during the '70s and were brought in to draw up this national policy.
But since the report has been issued, much development in attitudes, in practice, in
facilities have taken place, and it would be regrettable now if we were to enshrine in
legislation what was the best practice of the '70s, because I bave no doubt that a study
group today working on the terms of "Planning For The Future", would come up with a
report tbat would differ in some important respects from "Planning For The Future". I
think we should learn from the 1945 legislation, that entering into details of structures and
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services can inhibit the development of good practice and of service development in the
future. I believe that the proposals as outlined in Paragraph 276 in the Green Paper go too
far down along the road.
Just to mention a few areas which are currently being looked at in various places and which
in my view require on-going debate, which could be cut off by enshrining "Planning For
The Future" too tightly into the legislation, would be the role of General Practitioners and
the relationships between the primary care sector and the second level sector in the
provision of services. In my view the G.P.s seem to have heen structured out in the
currentarrangemen~.

The debate regarding sectorisation versus specialization - the actual roles and functions and
relationships between the acute unit and the day hospital and high care hospital interface,
and the stated need in the Green Paper that we would have to have an acute unit in each
general hospital, or certainly in each catchment area, and the growing role of psychologis~,
social workers and the growing numbers of new therapies and therapis~ and counsellors.
Finally, and very importantly, the role of consumer groups, the representatives of the users
- the family and friends, or indeed the patien~ themselves, and their role. These are issues
on which the debate could continue, and must continue, and in which the different models
must be developed and evaluated. I would worry if legislation which was too detailed in
spelling out structures and arrangemen~ could inhibit and cut off this debate.
The Green Paper deals also with issues of staffing, and in panicular with the role of the
medical and nursing professions. It is clearly essential that in' a ease of involuntary patien~
there must be a very clear legal basis for the work of all staff, obviously dealing with the
individual righ~ and freedoms of the patien~, but equally giving staff a clear legal basis for
the work which they arc doing. But it is questionahle if in fact for the voluntary patients
who are there willingly and voluntarily in the services, whether there is a need for special
legislation, or whether in fact legislation which deals with the generality of the health
services could not equally be applied. PaLien~ are extremely vulnerable when they come
into coronary care - there are very few people more vulnerable than an anaesthetized patient
lying in an operating theatre. Of course, our elderly patients in many settings are equally
very vulnerable.
Maybe we should have a comprehensive look at the legal basis for work on patien~
generally, without particularly dealing with mental health services, hut normalizing them
with the needs to look at the individual rights, the need for information, the need for
informing, the needs of appeal for patients across the board generally. Of course staff must
be trained and kept up-to-date, and this is happening in all services under ordinary health
ac~ and regulations, and it involves the involvement not only of the employing authorities
but equally of the professionals themselves, the medical professional colleges, and the
various professional bodies which exist for the various health professionals. All is done
across the board under current normal legislation, and I would question whether it is
necessary or appropriate to have separate legislation along these lines for the mental health
services.
Maureen has dealt at some length with the statutory responsibility for promoting mental
health, much of what she has said I was going to say, but just briefly to say that while
everybody can talk about promoting mental health it is quite clear that we have to decide
what exactly it means and what work is to be done. Health Boards and the Department of
. Health are already involved in some aspects of this. The Life Skills programme which we
run in primary and second level schools contains modules which have a direct bearing in
promoting mental health. The information leaflets, public exhibitions, seminars and
workshops which we hold on health promotion generally, and with modules involving

mental health is obviously part of this work, and the close working relationships which
exist particularly with the Mental Health Association and the suppon of Health Boards for
the development work of the Mental Health Association is clearly all in the field of health
promotion. But the~ i~ a need for an on-going de~ate again involving concerned groups,
the voluntary orgamsauons themselves, the professIOnals and the care staff to decide what
is the most effective way of promoting mental health. There is no quick answer to this
which can be readily enshrined in legislation, but there is a need to fix responsibility and I
have no hesitation in accepting that this should lie with the statutory health authority, which
is the Health Board, with the back-up and suppon of the Depanment of Health. But we
need to decide as a result of this obligation how precisely we are to do it, through public
awareness, public information, or also through intervention programmes, and to what
extent we should do it. We know that in many cases the underlying problems giving rise to
mental ill health - unemployment, poveny, housing, family problems. To what extent is it
suggested that the health authorities should intervene in these areas? I know one thing
we'll do, we'll put Maureen Gaffney on the steering committee!
Finally, just to go through the areas for which I feel Health Boards should have
responsibility, within the context of this particular session and the issues we are asked to
address. I feel that they should be responsihle for meeting the minimum standards of care
as spelt out in the mental health act. The Commission on Health Funding introduced in
1989 the concept of statutory hased minimum standards of care to which individuals would
have the right of access. I think this may he a better approach to the psychiatric services. It
would actually give a statutory hasis for minimum standards of care, hut at the same time
by giving greater rights to patients will allow the services to develop along the lines of best
practice, not being confined to a particular model.
Health boards should also he responsihle for providing to the puhlic in general and to
individual patients and their representatives, information on individual rights and freedoms,
and safeguards and procedures for appeals, really, as I would call it, at the point of sale,
that people should have that information at the point of contact.
Equally, there should be an ohligation on Health Boards to provide and make generally
available full information on the services it provides and how to access and avail of them. I
have already mentioned the ohligation, I believe, that should lie in promoting mental health,
both directly and by supponing voluntary organisations, hut that should cover preventive
programmes, information and education, and suppon and help to groups at risk. But then,
equally that should apply to all aspects of the health services. All of the controls anel
powers which apply under normal health legislation should equally apply to mental health
services, in fact, the four areas which I have mentioned, the questions of minimum
standards, information to the public, information to individuals, and the promotion of
health, should he looked at in the context of overall health legislation.
To summarize, we should have special mental health legislation for those areas which I
have already covered which require special and specific legislation based on the legal
requirements of the patients rights and the legal basis for the work of staff and clinical
requirements. But as far as possibl", we should harmonize the mental health services with
the generality of health services across the board to the advantage of all.

DISCUSSION
MR. JOHN HURLEY· Secretary, Department of Health
Thanks very much Donal. We have very litLle time left, hut I propose to take fifteen
minutes for questions. and could I ask people to he hrief so that we could get in as many
questions as possible in the short time available. Could I ask people to begin perhaps with
the question that Donal raised there at the very end which is the statutory responsibilities of
the Health Boards, perhaps people might like to comment on that first

SPEAKER ONE
Sorry, I had my hand up prior to you asking that, so may I just put in the interjection I had
prepared. Thank you. I'd like to make a plea on hehalf of relatives and carers, in relation
to involuntary admission to hospitals. It is clearly obvious that the individual sufferer
should have very strong rights, but I'd like to ask that another set of rights should not be
over-looked and that is the set of rights that apply to carers and relatives. When a carer is
making an application for an involuntary admission, he or she is usually doing so from a
situation of fear. Fearful that their relative is liable to damage themselves or to damage
other people. In safeguarding the rights of the sufferer, great care needs to be taken that the
relatives are not burdened with elaborate and cumbersome procedures which will hinder
them from getting help quickly, or indeed from getting help at all. It should he possible to
safeguard both these sets of rights. Procedures which will ensure that only those who are
genuinely needing hospital care are involuntarily admitted can still be made easily accessible
to the carers, and they should not be burdened with unnecessary things, such as for
instance getting two G.P.s, when it is hard enough to get hold on one these days. The
safeguarding of the rights of the sufferer should not he at the expense of the rights of the
carer. My plea is that the pressing needs of carers should be given due consideration.

DR. JOSEPH A. ROBINS •
Formerly Assistant Secretary, Department of Health
and MHAI Director
I think it is clear from what Frank Beale said, and from what we know generally, that
looking to the future, we can expect to have more small group homes and community
houses providing for small groups of mentally ill and mentally handicapped persons. I
think we should be disturbed by the fact, however, that it is still possible for local residents
using the planning acts to prevent the development of such houses. I would suggest thaI
the Department consider for inclusion in this proposed legislation, or for bringing pressure
to bear on the Department of the Environment to amend the planning acts, to have houses
used by people who are mentally ill or mentally handicapped, viewed in the very same light
as ordinary family houses.

MR. JOHN HURLEY· Secretary, Department of Health
Thanks very much Joe, I think in fact the question is hroader than that, and it goes beyond
even the psychiatric area into a number of other areas in the health area, where in fact we
perhaps could have more flexibility in the planning system. Perhaps Donal, would you
care to comment on that?

MR. DONAL O'SHEA
Chief Executive Officer, North Western Health Board
and North Eastern Health Board,
and Vice-Chairman - MHAI
Yes. I agree totally with Dr. Ropins. on this. It is incongruous that in some areas where
they are elderly or mentally handicapped. or people who have been for some time in a
mental hospital. who are living an ordinary life as residents in an area. should be deemed to
be different from the other residents in that area and should be regarded as an institution
rather than a home. Certainly I would agree totally with Dr. Robins' suggestion on this.

MR. JOHN HURLEY - Secretary, Department of Health
One comment on what Dr. Robins said. I would like to emphasize that Dublin Corporation
had a policy (I think they still have it) of apportioning two houses in new corporation
housing estates to the rehabilitation of psychiatrically ill people. But. there haven't been
many housing estates built recently. so therefore that facility is shut off to us. But again we
would look towards even gelling vacant corporation houses in an area.

MR. FRANK BEALE - Nursing Officer, Community Care Area 6,
Eastern Health Board
To recount what happened in our own situation with that We did get an allocation of a
corporation house. but unfortunately. other people that were already resident in the area
were watching that house. because they had a married daughter who was living in with
them. When they approached their local Councillor as to where they were on the housing
list. the Councillor obviously told them that that house was going to the psychiatric
patients. That caused a picket to be placed on the house. and when we went to bring our
ex-psychiatric patients into the premises. we just had to withdraw. So these are the
problems that are out there. as regards helping patients into independent living.

MR. MICHAEL O'CONNOR - Psychiatric Nurse
Two comments. One on a service issue. and the other on a legislative issue.
The service issue first As Frank Beale said. the role of the deliverers of care has changed
utterly since "Planning For The Future" was implemented. The Grcen Paper recognises
that one of the greatest assets of the service is the group of psychiatric nurses. and that will
continue to playa pivotal role. But what it omiued from the Green Paper is the fact that
they were expected to implement that at a time of massive cut-hack in the service. And
even today the existing system of post-graduate educalion in this country is haphazard and
it is unco-ordinated. and is generally linanced from nurses' own resources, despite what
Donal said. And this gives rise to an uneven spread of specialist skills throughout the
services. with the major cities. and in particular Dublin and the Eastern Health Board being
the main beneficiary.
The proposals outlined in the Green Paper again propose quite radical changes in
psychiatric nurses' area of practice. as on the one hand. we are being actively encouraged

to get involved in the area of community psychiatry. up to and including primary care.
While on the other hand we are being asked to provide care to a group of mentally
disordered offenders whom at present do not fall within our ambit of care. That means that
the professional training and education of psychiatric nurses will need to be amended. and
become more specialized. It is something that the education department of An Bord
Altranais will need to take on board.
But along with this. there is one other thing. and that is that existing groups of psychiatric
nurses will need to be equipped with additional skills. and as a first step I would ask the
Department of Health to isolate a cenain section of the employing authorities budget and
insist on it being used for that purpose.
The legislative issue concerns the role of the inspectorale. hecause it has hccn suggested
here that the role of the inspectorate is a safeguard for the fulure interests of patients. The
chairperson at the OUlSet stated that "Planning for the Future" had four key elements. which
were central to the change over from a hospitalized and isolated service and he said "to be
successful the new service would need to he comprehensive. community oriented.
sectorised and integrated". I would take the view that the proposal to extend the role of the
inspectorate as outlined in the Green Paper is in total conflict with one of these fundamental
ingredients. Under the 1945 Act. the inspectorate is restricted to inspecting facilities used
in the care and treatment of detained patients. It is now proposed that the inspectorate
should be entitled to visit every place in which mentally ill patients are under care. including
hostels. supervised and unsupervised. I would agree that they should he subject to a
regular system of inspection. but I do not agree that this should be carried out by a national
inspectorate. It is a change. It is a change from what happens in the other areas of health
care. and what we should be aiming for is an integrated services at local level. An
integration in this sense means that the service would be integrated at general level.
practitioner and community care level. There should be as little distinction as possible
between psychiatric and other services. And I would contend that this is making a
distinction which is not already there. and therefore should not be taken on board.

MR. DONAL 0 SHEA Chier Executive Officer, North Western Health Board
and North Eastern Health Board,
and Vice-Chairman - MHAI
The first question is the training of staff. and again I already said that the training of staff is
obviously an essential agreement. and the re-training of staff and the keeping up-to-date of
staff. particularly in a time of change. We did actually put a lot of resource into the training
and re-training of staff. from the institutional services into the community. But again. the
question of the organisation or the hasic training of staff is a question which ohviously has
to be addressed by An Bord A1tranais. the degree which we nced integr.ttion at basic level
and then specialisation after that level. But these are issues as I said earlier on. that really
require to be dealt with outside of the context. in my view. of the special mental treatment
legislation and should be dealt with as pan of the normal development of skills and staff
within the health services across the board.
On the same line. the point you rightly made regarding the harmonization and integration of
services at local level. and the treatment of the mentally ill with the same level of normality
as other health services. I have already said in my contrihution that I totally support that
and I think whatever we do. we should try to avoid the stigmatization or the marking of as
different of the mental health services.
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MR. EDDIE DUNPHY - Administrator, Eastern Health Board

I .would ~ke to just get c1ari~ca~on fro~ ~onal 0 Shea on the. question of legislation. He
dId menUon that he sees legIslation falling mto two pans; specIfic legislation dealing with
people who are involuntary recipients of the mental health services, and then perhaps all
other people availing of those services would fall within the general corpus of health
legislation. Does he see the need for legislation for the mental handicap services, and
where does he see that legislation falling?
MR. DONAL 0 SHEA Chief Executive Officer, North Western Health Board
and North Eastern Health Board,
and Vice-Chairman - MHAI
I put forward the concept, Chairman, which was put forward by the Commission on
Health Funding in 1989, which is the idea of the statutory base for a minimum level of
care, a minimum level of access, which would have a statutory base so that there would be
an actual entitlement to a particular standard of care, and a particular standard of access
across the country. And that then it would be left to local arrangements 10 ensure that they
met these minimums within the model which best suited the local scene. There is no point
in legislating for a model of care or a model of organisation services for central Dublin and
expect the same model to work in North Donegal - it just doesn't make sense. I think that
in that context, the minimum standard of service for the mentally handicapped, for the
mentally ill, for the elderly, as one, could well be addressed. Obviously, this would not be
one that could be fossilized in time, it would probably best be done by empowering the
Minister to make regulations, and that these regulations would be up-dated from time to
time, in line with the relevance of the service and the development of the facilities available.

MS. VICKI SOMERS - Social Worker, St. Loman's Hospital
There is one issue which was referred to by Mr. 0 Shea and I think that it is a mettle that
has not yet been grasped, and that is the development of multi-disciplinary teams. We have
not seen any development of multi-disciplinary teams in this country, even though they
were recommended both in "Planning for the Future" and in the Green Paper. Certainly,
from my own profession there has been no development of the social work profession for
psychiatric patients, nor am I aware of any development in the employment of
psychologists or occupational therapists. I do believe that if we are to develop a quality
psychiatric service in the future, we are talking about a multi-disciplinary approach. I think
that we have got to look at the implications of that and start to tackle il
Finally, if I could just make a comment on the inspectorate. My vision of an inspectorate is
not only somebody who inspects services or hospitals. My vision of an inspectorate is a
pro-active inspectorate that will foster and develop services of quality, and will also be a
resource for in fact the workers on the field.

,,
MR. DONAL 0 SHEA Chief Executive Officer, North Western Health Board
and North Eastern Health Board,
and Vice-Chairman - MHAI
My reference to the various professions which are becoming more numerous within the
services was based on the fact that the model put forward by "Planning for the Future" with
the psychiatrists at the head of a sector, and with these various professions existing within
it, means in effect, at the moment, that a patient being looked after at primary care by a
G.P. does not have access to these various professions without the case being transferred
from the G.P. to psychiatrist. In fact, the G.P. is ruled out from the access to the various
professions unless the case is transferred over to the psychiatric team. I feel that this is an
issue with the development now of more professions within the service, and there are, at
least within some areas, social workers and psychologists and other therapists within the
service. It is an issue which the G.P.s themselves are raising about how they can have
access to these skills, to help them to manage mental illness within their own practice. I
think it is an issue, as I have said, I would think should be addressed and continue to be
debated and should not be shut out by any legi ~lation.
MS. FINO LA COLGAN - Development Officer, MHAI
I just want to make two very basic points. We are talking about mental health promotion
and we got a very interesting presentation from Maureen Gaffney, and I would identify
quite clearly with what she says about when you want to go out and organise parenting
programmes, you are often stuck for resources and there is a need for some sort of central
access to information and speakers. The Green Paper, I think, could perhaps have
developed the mental health promotion chapter. It is probably one of the shortest chapters
of the whole thing, and if we are to educate people towards the prevention of mental
illness, there is a need to put more emphasis on mental health education.
The other weakness I see a lot in terms of mental health promotion, and it has already been
addressed in some shape and form, is the language we use towards people who have a
mental illness problem. I dislike hearing words like "ex-psychiatric patients", "hostels", or
whatever, because even if they do end up living in county council estates, invariably they
are known as the hostels, and yet if you are living in MacCauley Terrace, or whatever is a
council estate, you are either living in number 9 MacCauley Terrace, or number 12, but
why then if you are living as a former patient with mental health problems, why do you
become residential in a hostel in between that numher 9 and l2? It is something I would
like when we come to making the legislation that we be very careful in the language that we
use.

MS. MAUREEN GAFFNEY •
Director of M.Sc. Course in Clinical Psychology T.C.D.
and Law Rerorm Commissioner
Just to tie up two points, on.: made by the last speaker and one by ihe gentleman on my
right here who was talking about the whole idea of what should go into training, because
this really bears on the issue as to what voluntary organisations will have in the way of
material. I do think that we are really only at the beginning of the whole conception of
looking at development in terms of multiple pathways that people can go in their life, and I
think the issue which we will have to address really as professionals and as academics is to
identify the sort of critical junctures, the critical decision points, the critical transitions in
peoples lives that will distinguish those whose coping ability fails them from those whose
coping ability carries them through. And we will then have to further look at the sort of
factors that make them resilient and that makes them stress resistant, as well as the ones that
make them vulnerable. We are very married to the idea of mental illness, and I think it is
really the core of that which makes it awfully difficult to go into the whole idea of health
promotion. But I do think that is a task that we still have to do before us.
MS. MARY FREEHILL • National Rehabilitation Board
I want to add a helpful piece of information, in connection with housing, and although I am
here from the N.R.B., I am also a Dublin City Councillor and it's in relation to housing. I
do not know if you are aware that five hundred houses will he huilt in the Duhlin
Corporation area this year, and there is a very large housing programme heing put into
operation throughout the country at the moment I think that it is extremely important that
the psychiatric services make contact with the local authorities to find out where the houses
are being built, and at this stage you could actually choose where geographicaJIy you want
those houses. The other point that is extremely important for those of us who are elected
representatives is to know what the actual need is. The Wheelchair Association were with
the Housing Committee yesterday telling us about the need for accessible accommodation.
But, somehow, there isn't the same voice there from the psychiatric services into the local
authorities, making that very clear request for housing, but I think now is the time to do it,
when a lot of schemes are actually at the drawing board.

MR. JOHN HURLEY - Secretary, Department of Health

Closing Remarks
It falls to me at this stage to close the seminar, and I'm going to be very, very brief. I
want, like a number of other speakers, to thank the Mental Health Association of Ireland
for hosting the seminar. I think it has provided a unique forum in which those interested in
legislation and mental health have been able to debate the issues and air their views. This
morning the Minister referred to the valuable wode of the voluntary organisations like the
Mental Health Association of Ireland, the Schizophrenia Association of Ireland, and so on.
It is so important too. in creating an awareness of the factors influencing mental illness and
the various treatments now available, and the care and treatment in community settings.
So, it would have been difficult, as the Minister said this morning, if not impossible, to
develop the community based psychiatric services outlined in "Planning for the Future",
without the help of the voluntary groups. I think voluntary organisations in this country
playa very significant and important part in our health service. I said before that they bring
a richness and innovation to our service, which many other countries across Europe are
now trying to develop. And the place of the voluntary organisations in our sysrp.m, as the
Minister has said, is a crucial one and has to be fostered. This seminar has come towards
the end of the consultative process on the Green Paper and I think it will help achieve a
greater measure of consensus, as we move towards a new Mental Health Act. But I think
we must remember that a Green Paper is a Green Paper, it's not a White Paper of piece of
legislation. It's there to get people to discuss the issues, to try and bring out different
views, different opinions, to help the legislatures at the end of the day, to have a better
piece of legislation. And as Dr. Crawley has just said, we must learn from the experience
and failures in the past, and this is why we have, I think, been at pains to have so much
discussion on this occasion on the Green Paper, and that discussion is not over, we're still
open to have further discussion, particularly in some of the aspects that were raised here
this afternoon, in the legal aspects.
The Paper proposes changes in the mental health legislation, which provide greater legal
safeguards for detained patients and bring our legislation into conformity with the European
Convention on Human Rights, and we have been very pleased in the Department with the
extent and the quality of the submissions we have received. We've been impressed with
the level of agreement on many of the issues in relation to new mental treatment legislation,
in one hundred or so submissions which we have received, and also by the possibility of
reaching a broad measure of agreement on many of the issues involved. As the Minister
said this morning that it was his intention to hring forward definitive proposals for new
mental health legislation at an early dale, hut he did say that he didn't wish to truncate a
dehate and therehy have any weaknesses in what was produced. But he is anxious if
possihle to furtller this mailer in the course of the year.
Now, I want at this stage to thank the speakers and chairpersons, who've contributed so
much to making this seminar a success. In particular, I would like to thank Professor
Timothy Harding for placing our debate in an international context and
Sir Louis Blom-Cooper for sharing with us his extensive experience of legislation and
mental health. I'd also like to say how much we appreciate the presence at the seminar of
representatives from the Mental Health and Welfare Commissions of Northern Ireland,
Scotland, England and Wales. And I would like to acknowledge the help provided by the
members and staff of the Commission to the Department during the preparation of the
Green Paper.

Finally, I want to pay tribute also to you, the particip:mts in the seminar. The size of the
audience and the lively debates, which have been such a feature of each session, testify to
your interest in the issues and to your commitment to the development of mental health
services. On your behalf, and on my own behalf, may I thank PJ. Murphy,
Mary O'Mahony and the Mental Health Association once more for organising the seminar.
And I now draw the seminar to a close. Thank you very much.

