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MENTAL HANDICAP AND MENTAL HEALTH CARE 

1 INTRODUCTION 

1.1 In recent years the provision of appropriate services for 

persons with mental handicap who also experience mental 

health difficulties has been the subject of much discussion 

within both the mental health and the mental handicap 

services. 

1.2 Persons with mental handicap are a minority group within 

any national population. As such they are liable to 

experience the discrimination and alienation to which all 

minorities are prone. As the majori ty suffer from some 

form of brain impairment, they are especially vulnerable in 

stressful life situations. It is not surprising therefore 

that as a group they are more likely tt:?n the a'/9rage 

population to experience mental health difficulties. The 

lifetime prevalence of mental health problems is estimated 

at 50% compared with 10% in the general population. 

1.3 In the past recognition of their mental health needs was 

obscured by public policies which advocated large scale 

institutionalisation. In such circumstances the presenting 

features of illness were often difficult to distinguish 

from the complications caused by their adverse living 

conditions. In fact "insti tutional neurosis" gradually 

became identified as a disorder in its own right which was 

often superimposed on underlying disorders. 
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1.4 ~ecent developments in the provision of services for 

persons with mental handicap have contributed to a better 

understanding of their mental health needs. The 

establishment of a whole range of educational and training 

opportunities in association with an improved level of day 

care and hom~ suppurt services has meant that increasingly 

they live at home or in alternative community placements 

and are shielded from some of the worst stresses to which 

they were previously exposed. At the same time their much 

more vi=~~le presence in the community has brought their 

needs to the attention of a wider audience. Hence the 

necessity for both the public and the professionals 

involved with their care to become aware of the possible 

behavioural difficulties and to acquaint themselves with 

the necessary channels available for diagnosis and 

treatment. 

1.5 Developments in the general area of mental health care have 

also prompted a reappraisal of the needs of those with a 

mental handicap. For many years large psychiatric 

hospitals provided the setting for treatment and life long 

asylum for many persons whose problems were often social 

rather than medical. The movement towards a communi ty 

based psychiatric service involving day services, hostels 

and treatment units in general hospitals has resulted in 

some marginalisation of persons with mental handicap. They 

are increasingly perceived as not fitting into the general 

psychiatric services while the existing mental handicap 

services have no tradi tion of providing a comprehensive 
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mental health service. 

1 .6 It is clear therefore that an appraisal of how mental 

health services can be best provided for persons with 

mental handicap is urgently required and this document 

proposes policy guidelines for the provision of these 

services. 

1 .7 A review of this topic cannot take place in isolation. 

Persons with mental handicap have many needs and any 

proposals for change must be viewed against both the 

historical background and in the light of current policy 

developments. The imminent introduction of new Mental 

Health legislation also adds urgency to the need for review 

of this aspect of service provision. 

1 .8 The Health strategy contains a commi tment to the 

publication of a policy document for "people wi th mental 

handicap who have disturbed behaviour". In so far as 

behaviour is an expression of mental functioning it is 

difficult to discuss this topic separately from the overall 

question of mental health needs. Indeed the Health 

strategy identified promotion of mental health as a 

priority. Accordingly this document addresses the issue of 

behavioural disturbance in the context of overall mental 

health needs of persons with mental handicap. 
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Chapter 2 

2 . BACKGROUND INFORMATION 

2.1 Historical Factors 

For most of this century policy in relation to the 

provision of services to persons with mental handicap in 

Ireland has diverged considerably from the development of 

those services in England, Scotland and wales where 

specific legislation was introduced to improve the lives of 

persons with mental handicap. 

2.2 Services in Ireland were marked by the emergence of 

charitable or voluntary organisations, which responded to 

the more obvious needs from the late 1.920/s onwards. A 

range of services were provided. These were· largely 

educational at first but increasingly became more 

occupational and support oriented. 

2.3 The Commission of Enquiry on Mental Handicap of the 

Department of Health (1964) re-enforced this trend by 

advocating that assessment services be located wi.thin the 

voluntary agencies. As a result the great majority of 

professional staff involved in the services are currently 

employed by these agencies. 

2.4 Subsequent working parties have recommended greater co-

operation between voluntary agencies and Health Boards in 

the delivery of services i.e. the "Pink" report - Services 

for the Mentally Handicapped (1980) and Needs and Abilities 

-- --.- --- --.--- .. _ .... - ---.- ----.--- .---.-.---.-.... -.-__. _____ . ____ . ~---p---..".,.,......~''''''l~ 
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- A policy for the Intellectually ~isabled (1990). Mental 

Handicap Co-ordinating Committees representative of the 

health boards, voluntary agencies and parents were 

established in seven health board areas. These committees 

have contributed to the development of services in a more 

planned and effective manner. For historical reasons, the 

level of services provided directly by the health boards 

varies from region to region. In all regions, however, the 

health boards have direct responsibility for persons with 

mental handicap who are still resident in psychiatric 

hospitals and/or in associated dedesignated units. 

2.5 The Government has supported the voluntary sector 

involvement in mental handicap to the extent that 

approximately seventy five per cent of service provision in 

the country is now provided by voluntary agencies. 

2.6 Geographical Considerations 

One major drawback of the historical development of 

services was the tendency to evolve from an institutional 

base. These institutions were usually small and were not 

comparable to the large hospitals which developed in the 

United Kingdom and the U.s. Such services usually began 

with the purchase of a small country estate as a location 

for residential care and service providers did not 

initially have any particular commitment to the population 

in the locality. 

2.7 The evolution of Government policy, commencing with the 

establishment of the Health Boards and progressing to the 
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concept of catchment area responsibilities, presented 

problems for existing service providers. There were 

difficulties in developing a comprehensive service for a 

local catchment area while simultaneously managing a large 

~esident population of wide geographical origin. In 

addition some service providers because of their 

geographical location, had to deal with several health 

board administrations. 

2.8 Most of these problems have now been overcome and catchment 

areas for the provision of the main components of the 

services have heen agreed between voluntary agencies and 

the Health Boards. Progress in this regard has been most 

marked in areas of relatively low population. Local 

federations have been formed in some instances which have 

clearly delineated areas of responsibility. In the larger 

cities, especially Dublin and Cork considerable work 

remains to be done in relation to the integration of 

voluntary and Health Board services. 

2.9 The establishment of agreed catchment areas in relation to 

services for persons with mental handicap with mental 

health disorders has not yet taken place. One reason for 

this is that historically the emerging VOluntary agencies 

saw their primary function as catering for persons with 

mental handicap who were not behaviourally disturbed. For 

many years they considered it appropriate that the Health 

Board Mental Health services should serve those who were 

seriously disturbed. The Health Boards for their part, 

often perceived this as a "dumping" of the more difficult 
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clients into their already overcrowded psychiatric 

hospitals. 

2.10 With the gradual increase in the level and compre-

hensiveness of service provision by the voluntary 

agencies, their capacity to manage behavioural problems has 

also improved. It is arguable that their client population 

now contain persons as disturbed, if not more disturbed, 

than those resident in psychiatric hospitals. In recent 

years the practice of referring persons with mental 

handicap to psychiatric hospitals has almost ceased. 

However not all persons with mental handicap are in receipt 

of services. Furthermore those who only attend day 

services are not guaranteed the same level of specialist 

attention as those in residential care. It is clear 

therefore that there are considerable shortcomings in the 

existing arrangements for the treatment of clients with 

behavioural disturbance and that an overall plan, based on 

geographical catchment areas, needs to be devised. 

2.11 Policy Reports 

The 1984 policy report "Planning for the Future" 

recommended the development of comprehensive, community-

based psychiatric services organised on a sector basis. 

The report made a number of recommendations concerning 

people with mental handicap as follows: 

"Mentally handicapped persons in psychiatric hospitals 

should .be segregated from the mentally ill and provided 

with programmes of care and activity appropriate to their 

-~-_____ ~ ____ •••• _. __ ~. __ ;o. ___ ,_ .... _ •• __ .~ ... ___ ~~~ ••• ______ .... ~~ 
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needs. The mental handicap service should take ove~ 

responsibility for these persons when this has been 

achieved. Chap. 7 (7.49)" 

"Disturbed mentally handicapped persons should be catered 

for within the mental handicap service (para 7'.49)". 

I· 
2.12 More recently, the report of the Heview Group on Mental 

Handicap Services - Needs and Abilities (1990) stressed the 

right of persons with cental handicap to access generic 

i.e. mainstream services of every type. 

2.13 The ap~arently contrasting views of these reports partly 

reflect the rapid changes taking place in the organisation 

and delivery of both the mental health and mental handicap 

services. Both services have a continuing role to play, 

but the underlying principle must be maintained that 

persons with mental handicap should have equal access to 

all generic health services whenever practical. 

2.14 De facto, however, it is becoming increasingly difficult 

for persons with mental handicap to gain access to generic 

mental health services. This applies particularly in large 

urban areas where admissions are made to the general 

hospital unit rather than to the local psychiatric 

hospital. In some rural counties where the latter is still 

the cornerstone of the service, admission policies tend to 

be more flexible. 

;"ft 
-.. 
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Chapter 3 

3. TERMINOLOGY 

Since the Commission of Enquiry Report of 1964 the persons 

to which this document refers have been officially referred 

to as "mentally handicapped". In the interim, additional 

problems have been variously described as emotional 

disturbance, behavioural disorder, mental illness and more 

rec"entlY challenging behaviour. 

3.1 Needs and Abilities proposed intellectual disability as the 

preferred term to describe people functioning in the 

moderate to profound range of mental handicap. A new term 

- general learning difficulties - was recommended for those 

previously described as mildly mentally handicapped. It 

was suggested that a debate should be initiated to get a 

consensus view on the proposed new terminology. Various 

bodies, including the Federation of Voluntary Bodies and 

NAMHI, have debated the question but there is, as yet, no 

sign of a consensus emerging. 

3.2 Meanwhile the situation is becoming increasingly confuse~ 

with the Department of Health in England adopting the term 

learning disability whilst the less precise term learning 

difficulties is being used by others. 

3.3 The World Health Organisation and the American Association 

for Mental Retardation meanwhile continue to use the term 
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mencal retardation. There are good reasons for this 

especially where WHO are concerned. The American 

Association in their recently proposed new classification 

system have retained the term mental retardation but moved 

away from. the sub categories, preferring instead a 

descriptive format which focuses on the client's potential. 

This is an interesting departure from existing practice in 

classification. Only time will judge its success or 

otherwise in practice. 

3.4 The new national database uses the term intellectual 

disabl,lity to describe all categories. It is the official 

term in use in Australia and has been adopted by NAMH in 

England for the title of its Journal, the leading 

scientific journal on this topic in Europe. 

3.5 Taking everything into consideration, it is recommended 

that the term mental handicap be retained for the time 

being and that the four traditional categories mild, 

moderate, severe and profound continue to be used. 

3.6 The problem of classifying the additional behavioural 

manifestation that may accompany a mental handicap is much 

more difficult to resolve. The historical connection with 

psychiatric hospitals and mental illness, which is viewed 

very negatively, has produced a reaction against continuing 

any such association in the future. Hence the rejection by 

many of the use of the word "mental" in this context. This 
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rejection can sometimes be carried to the extreme of denial 

when all the behavioural problems in this population are 

considered to arise purely from environmental factors. In 

fact the majority of persons so affected have an organic 

i.e. structural or functional brain impairment which 

profoundly influences their susceptability to disorders of 

behaviour. 

3.7 Such disorders are most easily classified within existing 

psychiatric classifications. The use .of these 

classification systems e. g. DSM, IVR and leo 10 should be 

encouraged. The imminent production by W.H.O. of a 

fascicle or explanatory booklet to facilitate a multi axial 

classification system should further improve diagnostic 

skills in this area. 

3.8 The extent of difficulty created by any specific behaviour 

has also to be taken into account and this is provided for 

within the multi axial system. Further and of equal 

importance, the significance of "negative" behaviours e.g. 

apathy, inertia and depression has to be recognised. 

3.9 The reluctance of parents and some professionals to 

classify merely odd behaviours as indicative of "mental" 

disorder is understandable. They need reassurance that in 

the long run the interests of the person with mental 

handicap will be best served by a scientific approach. It 

is unlikely that the classification problem will be solved 

'. ,/;,~ , 

:; 
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in the short term. Whatever terminology is used to 

describe behavioural disorders, it should have the effect 

of stimulating active approaches to diagnosis and 

treatment. 

3.10 Challenging Behaviour 

In this context the term Challenging Behaviour has emerged. 

It is used to describe behaviour of such intensity, 

frequency or duration that the physical safety of the 

person or others is likely to be placed in jeopardy. It is 

also used to describe behaviour which is likely to 

se~iously limit or delay access to and use of ordinary 

community facilities by the individual concerned. The 

focus is on the effect of the behaviour in question and the 

challenge it presents towards understanding and reacting in 

a creative and therapeutic way. The term is often used to 

distinguish between maladaptive behaviours due to mental 

illness and behaviours which cannot be ascribed a formal 

psychiatric diagnosis. In practice the term tends to be 

used very loosely and has gained widespread acceptability. 

-_. - -.-. ----.------.-- -. --.... ------'.- ---..---~.,-.. --- ... ----.- - ............ .-.-~- - .. -." ......... -..-,.,.. ........... - ... -..,..-.. ---."'":-...,'=~..,,::;..-:i1 
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Chaptel 4 

4. EXPERIENCES IN OTHER COUNTRIES 

4.1 United Kingdom 
Q, 

The process of deinstitutionalisation in the United Kingdom 

has varied considerably from region to region. 

Consequently the pressure for specialised mental health 

facilities has varied accordingly. In some places where a 

large institutional base still exists e.g. Northgate 

Hospital, Northumberland, and Harperbury Hospital, 

Northwest London, a full range of special facilities has 

been developed on site to cater for the mental health needs 

of . people with mental handicap. In areas affected by 

institutional closure, a variety of alternative options 

have been tried. These were surveyed by 0' Brien (1990) 

(Appendix I). 

4.2 In Wales a 1994 working party made recommendations on 

various health problems arising in persons wi th mental 

handicap. These highlight existing difficulties and 

confirm their similarity to the situation elsewhere. 

(Challenges and Responses, Welsh Office, May 1994, Appendix 

II) . 

4.3 In Northern Ireland the continued existence of a relatively 

large residential centre, Muckamore Abbey, provides a base 

from which a complete range of specialised mental health 
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services for persons with mental handicap is provided. 

This includes a secure unit which serves the entire 

province and accommodates clients from the Republic on 

occasion. 

4.4 U.S.A. 

Because the situation varies considerably from state to 

state, it is inaccurate to speak in general terms of the 

American experience or policy. There has, however, been a 

gradual move from an insti tutional to a communi ty model 

throughout the country. The expectation that mental health 

problems would disappear as a result of this change has not 

been fulfilled. The problem re-emerged under a new label -

Dual Diagnosis and there is now a flourishing National 

Organisation (NADD) which studies and reports on this 

problem. 

4.5 The State of Massachusetts mirrors in many respects the 

Irish experience. The population is approximately the same 

size and an institutional base still exists. An 

interesting development has been the emergence in North 

Boston of a specialised mental health service which is 

organised around a community group home and which only 

accepts referrals for persons with mental handicap with 

additional mental health problems. This service receives 

support from general mental handicap service providers. 

It also has links with a University Psychiatric Department 

and receives emergency back up from one of the few 
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remaining psychiatric institutions which is not earmarked 

for closure. Similar developments to the North Boston 

model are being planned in New York and elsewhere in the 

U.S.A. 

4.6 Australia 

The Australian experience is interesting and relevant to 

the situation in Ireland. The principles of normalisation 

and deinstitutionalisation were enthusiastically embraced 

in the past, leading to a downgrading of all specialised 

medical and mental health services. This process is now 

being reversed. Doubts about a wholesale transfer of 

services to the community have been expressed on the 

grounds of both policy and economics. In New South Wales, 

which resembles Ireland in population size and which has 

existing traditional models of service, urgent attention is 

being given to the provision of services for persons with 

a dual diagnosis. A special Working Party was set up in 

1994 to improve liaison arrangements between the Mental 

Health and Intellectual Disability services. As a 

consequence, a formal protocol was drawn up to clarify the 

issues involved and to suggest proper procedures. 

4.7 Subsequently a training project was undertaken which 

involved workshops in all areas of the State. A one page 

report entitled "issues common to all areas" (Appendix III) 

identified areas of confusion between mental health and 

mental handicap services. These appl y equally to the 

current situation in Ireland. 

" 
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Chapter 5 

5. Prevention 

5.1 Prevention of mental ',health problems. 

To a large extent good mental health depends on the 

existence of an ideal environment, especially during the 
" 

developmental period. If the needs of the child with 

mental handicap are met, through the support of a loving 

and caring family and the provision of a wide range of 

easily accessible and appropriate services, many of the 

difficulties which can arise in later years can be 

prevented. Early intervention programmes, pre schools, 

special schooling, vocational training, allied with 

simultaneous family support all play their part in 

providing the required supportive structure. The 

availability of employment, whether sheltered or supported, 

in. adult life is essential. 

5.2 Ur.;'ortunately as such ideal environments are not always 

available, maladaptive reactions in families, psychological 

difficulties in school situations and the frustrations of 

the unemployed still present all too familiar problems in 

meeting the needs of persons with mental handicap. 

5.3 In addition our knowledge of what the ideal environment 

should be is still not adequate to cope with the serious 

adaptive difficulties experienced by persons with inherited 

or acquired brain damage. Our notion of a good or ideal 

envirc,,1ment may be seriouslv out of line with the real 
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needs of those concerned. Hence the necessity to 

constantly reappraise our concepts. Obvious failures in 

the past arose from a lack of appreciation of the 

deleterious effects of over crowding, noise and 

institutional regimes. More subtle emotional deprivacions 

Even a may be at the root of much disturbed behaviour. 

thoroughly normalised environment may not be appropriate 

for someone whose perception of reality is quite different 

from that of the average person. Each "disturbed" person 

the'refore requires an individual approach which takes into 

account both their physical environment and their 

emotional, including sexual, needs. 

5.4 Prevention and the Mentally Handicapped Offender 

A small proportion of juvenile and adults offenders are 

known to have a mental handicap. Even the presence of a 

significant degree of mental handicap may nut be obvious to 

personnel who come in contact with them such as the Gardai. 

In addi tion the increased suggest1bili ty and low self 

esteem which are frequently associated with mental handicap 

may lead to si tuations where false confessions will be 

made. 

5.5 A wider awareness of this problem is needed if young 

persons are to be helped and rehabilitated at a time when 

they are still amenable to change. 

5.6 The number of young adults 'with mental handicap within the 

prison system is not known and research is required to 

quantify this situation. 

- ~-. ~., --. _._ .. _ ... --- --. -- - - --_ ... 
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5.7 Suggestions are sought as to how the administration of 

justice as it effects the mentally handicapped can be 

improved . 

. -..... ~ -.~-.-' .. --.~-'-.'-- . - .,._.- . - .-.~ - . -.-_ •• __ .. - -~~ .. --~-. - -----.,.- ..... -... ... ·M-..""-..,..,· .... ;--".·~-..-.,~ .. ~:;1::..~~., 
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Chapter 6 

6. PRESENTING FEATURES AND DIAGNOSIS; 

For a variety of reasons persons with mental handicap may 

exhibit behaviours at one time or another which seem 

strange or even threatening. Such behaviours are not 

manifestations of mental illness as such. Hence the 

practice of referring to "mental and behavioural 

disorders". This dichotomy may not be scientifically sound 

but it is useful in practice. It is recommended that the 

approach to disturbed behaviour in persons with a mental 

handicap should be dictated by tho gravity of the problem 

rather than an attempt to distinguish between mental health 

disorders and behaviour disorders. 

6.1 Minor degrees of behaviour difficulty are sometimes best 

ignored or dealt wi th in a pragmatic fashion wi thout 

detailed investigation. More intrusive or dangerous 

behaviours require an extensive diagnostic process to tease 

out the varied contribution of intrinsic and environmental 

factors. Thgre have been major advances in diagnostic 

methods in recent years and various treatments can now be 

supplied on a more rational basis. 

6.2 All of the usual mental illness and behaviour disorders 

occur in persons wi th a mental handicap. It has been 

estimated that half of the population involved will present 

with a difficulty requiring specialist help at some stage 

___ - _~" - 0._"" ___________ '_--.-.0_"-_____ -,_ . .._ ... 

; , ' 
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in their life time. This contrasts wi th an estimate of 10% '.1'. 

in respect of the general population. Certain conditions 

commonly associated with mental handicap tend to effect the 

presentation e.g. communication disorders, epilepsy, 

syndrome specific behaviours and co-existent autism. Hence 

special diagnostic skills are needed. 

6.3 The clinical diagnosis should be supplemented by a range of 

special investigations. Gaining access to these 

investigative procedures can be difficult due to factors 

such as cost and the fact that persons with mental handicap 

may be unable to co-operate with technical procedures e.g. 

MRI Scan. A special type of advocacy is required to 

overcome this difficulty. 

6.4 Categories of disorder 

Several clinical groupings have been identified and all 

require attention if a comprehensive service is to be 

provided for both children and adults. 

1 Adjustment and emotional problems in those with a mild 

disability: 

These are of frequent occurrence. School phobia, or 

school refusal may be seen in children. Somatoform 

and Dissociative Disorders are common in adults. 

Anxiety disorders are the most common. Adjustment 

disorders are frequent especially during adoles=ence. 
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2 Behaviour problems in those with a more severe disability: 

The possibility of making a firm diagnosis in this group is 

dependent on the level of intelligence and the 

communication ability of the client. 

3 Acute.Mental illness: 

Although relatively infrequent, at one time or another all 

the major psychiatric disorders may present acutely in the 

mentally handicapped population. 

4 Chronic Mental illness: 

Recovery from acute m'ental illness is notoriously slow in 

this ,population. In terms of rehabilitation, one often has 

to. speak in terms of years rather than months. 

5 Behaviour problems specifically associated with epilepsy 

and gross brain impairment: 

This group characteristically display hyperactivity, 

impulsiveness, poor attention span and memory deficits. 

6 Offenders who are mentally handicapped: 

The capacity to offend requires the person to be 

functioni ng at least at the level of mild or "high" 

moderate disability. The number of serious offenders in 

this group is relatively small and certain types df 

offences tend to predominate, e.g. fire setting and sexual 

offences. 

~ ... -~.--- ......... ---. ~'-- -.-.- ...... -.-.---""'"-.~.~ .... ~--.,..".. ... --.- ... -~. 
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Psycho-geriatric Clients: Mental disorders in the Elderly. 

The increasing numbers of elderly persons in the population 

with mental handicap has bought the treatment needs of this 

group to prominence. All the usual forms of dementia are 

encountered along with depression and other conditions. 

Most of the above may occur in either children, adolescents 

or adults. Numerically adults make up more than two thirds 

of the population with mental handicap. Nevertheless the 

need for specialised attention to children in these 

categories is very important. 
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Chapter 7 

7. TREATMENT OPTIONS/SETTINGS 

As with the general population, a wide range of treatment 

options are required to cater for the mental health needs 

of' persons wi th mental handicap. These include 

counselling, psychotherapy, behaviour therapy, medication 

and a variety of remedial programmes e. g. social skills 

training, occupational and leisure training and family 

therapy. Because of their frequent inability to id~ntify 

environmental stresses and to communicate information to 

the therapist, it is particularly important, where persons 

with mental handicap are concerned, that attention is paid 

to their environment and the manipulation of that 

environment. In many cases a change of environment may be 

the most effective therapeutic intervention. Drugs should 

be used sparingly and their use frequently monitored as 

idiosyncratic reactions to medication are often seen. 

7.1 An important consideration affecting treatment is the 

increasing level of violence encountered which parallels 

trends in society generally. Patients' rights have to be 

respected and the use of restraint ei ther physical or 

chemical i.e via medication needs careful scrutiny. On the 

other hand the attitudes of staff have become more focused. 

With the increased knowledge of .issues relating to health 

and safety they are less likely to tolerate treatment 

situations which expose either themSelves or their clients 

, , 

.,.---,._._-.--.--_ ••• h' ____ ._~. ___ - .... ~ ___ ~-__ ._. "_" _" odO •• "" ""-"'_ , •• _, '_'" _ •• ~,. ___ .J. •• - ........ , ..... ~.:..:.:-_<:. .... ". _ -r.:~ 
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to the risk of harm. Any planned treatment option has to 

take these factors into account. 

7.2 Who Should Treat 

Most of the behavioural problems encountered can be treated 

effectively at the level of primary care. The cornerstone 

of 'any effective service is the multi-disciplinary team 
to' 

comprising medical doctor, social worker, community nurse, 

psychologist, physiotherapist, speech therapist and 

occupational theLapis r Teams organised along these lines 

which are referred to as "area mental handicap teams" 

already exist in most areas. Their responsibilities 

however do not extend to persons with mental handicap who 

are not already in receipt of specific services. , As the 

level of unmet need is gradually tackled, it can be 

anticipated that ultimately every person with a mental 

handicap, whether or not attending a service, will be known 

to 'and supported by a local mental handicap team in each 

community care area. 

7.3 The birth of a child with a mental handicap is first 

notified to the Director of Community Care through the 

birth notifi<..ation forms and later through child 

development clinics and paediatric hospi tals. In most 

areas early intervention teams. in which both statutory and 

voluntary agencies are represented, already review and 

provide for these children. 

7.4 There is a need for such teams to expand their role to 

include children with a mental handicap of all ages 

.' .' 
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throughout the school years. There is a further need for 

the establishment of similar community-based teams which 

would cater for adults with a [ .. ental handicap. 

7.5 The adult area mental handicap teams should regularly 

review all those administratively classified as having a 

mental handicap either via the DPMA statistics or the Data 

Base. The majority so registered will already be receiving 

services but a substantial number in each area are without 

a service for a variety of re~sons. Additionally attention 

has also to be paid to those who may be inappropriately 

placed. 

7.6 The onus for establishing such teams and the fostering of 

co-op"eration between Health Board personnel and those 

employed by the voluntary agencies should rest with the 

Programme Manager with responsibility for mental handicap 

services. 

7.7 The evolution of such mental handicap teams with catchment 

area responsibility need not follow any rigid pattern. In 

some areas vol\1ntary agencies are already carrying out mos': 

of the tasks involved. In others the Heal th Board has 

assumed this role. The important issue is that a mental 

handicap team exists and functions and that the necessary 

co-ordination between Health Board and voluntary agencies 

is maintained. One important function of the mental 

handicap team would be t"o regularly review the needs of 

-- .. - . - -. - .. ,--" - ~''''''''---.--''''''''' -.. -. '-, .. -c.._ .... _ .......... ,-. -_. "."--- -.............. "-.,,.,..:----:' .......... 'i":', 
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those on the waiting list. 

7.8 Another important function of these teams would be to 

identify mental health problems at an early stage and to 

make appro~riate referrals. In the majority of cases~~here 

the difficulty is minor, the necessary therapeutic 

intervention could be effected by the individual's general 

practitioner either alone or working with one of the team 

members. 

7.9 More serious mental health problems will require referral 

to speciali~t services. These services exist informally in 

most Health Board areas and are already dealing with a 

considerable caseload. However they are not generally part 

of any organised geographically based arrangement. Hence 

the regular occurrence of crises when persons with mental 

handicap present with acute mental health problems and 

those who have first contact with them have no clear idea 

of where to seek help. Consequently a situation of divided 

responsibili ty can arise wi th administrative and various 

professional staff attempting to deal with the same person 

in relative isolation. The absence of a clearly 

identifiable service also .hinders the evolution of 

preventative and intervention strategies. Many of the 

current crisis situations would not occur if a service 

existed to anticipate these emergencies and prevent them. 

It is recommended that Health Board provide protocols so 

that access to these specialist services is clearly defined 

. - ~ 
" ~ , 
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and understood. 

7.10 It is envisaged that specialist services would have a dual 

function. Firstly, they would refine and improve the 

multidisciplinary input to treatment of mental health 

problems in existing agencies. 

Secondly, they would provide a twenty four hour on call 

service for a designated catchment area, and would 

establish agreed referral procedures. 

7.11 These specialist services would have a key role in advising 

Health Boards and other service providers on how to balance 

the rights and responsibilities of service users and 

providers. Those in receipt of services, both those with 

a disability and their families, have the right to expect 

that appropriate arrangements are put in place which will 

provide for their safety, care and development. Those who 

provide the service have in tu~n the right to feel 

supported in their work and to have clear guidelines with 

which to operate i~ this complex area. 

7.12 Of particular importance is the recognition that staff who 

work with people with severe behaviour disorders need 

adequate protection and the importance of appropriate 

policies and procedures cannot be overstated. Guidelines 

in relation to restraint, seclusion, time out and the 

prescription of tranquillising medication should be quite 

. ... 
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explicit. The necessary qualifications of front line staff 

should be clearly stated and opportunities should be 

provided for further training. 

7.13 Treatment settings 

There is as yet no consen"Ous as to where persons suffering 

from the various categories of disorder quoted should be 

treated. Historically psychiatrists have favoured the idea 

of units and beds, not least because of the convenience 

they afford the therapist. Conscious of the fact that beds 

tend to be rapidly filled and remain filled, the advocates 

of community care argue that whenever possible treatment 

should be delivered locally, in the patients home if 

necessary. In this way it is argued that 

institutionalisation and dependency can be minimised. 

7.14 Integration with the mental health services: 

A case has been made for referring all persons with mental 

health problems to the generic psychiatric services 

irrespective of their cognitive ability. The main argument 

in favour of this suggestion is that the mental handicap 

service could then function in a completely normalised 

fashion with the focus purely on social rehabilitation and 

educational lines. It is also argued that persons with 

mental handicap have a right to access all the health 

ser,vices available to the population generally and that 

existing generic services of all types should accommodate 

to their needs. 

._~. __ ._.-~~_- __ ••• - __ '.0' _,,_,~_ 
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7.15 Against this a~gument is the fact that persons with mental 

handicap seem to have very specialised medical and mental 

health needs which require a specialised response from 

services which understand their needs. Wi thout such a 

service it is claimed that their needs will be neglected. 

7.16 The proponents of the need for a specialised service point 

to the unique features which characterise persons with 

mental handicap, especially those with a severe disability. 

Theoretically any well trained psychiatrist should be able 

to cope effectively in the situation under review. In 

practice existing mental health training programmes are not 

geared towards the provision of specialists in tpis area. 

A decision that all persons with mental handicap should be 

treated within the generic services would imply that 

extsting training schemes should be subject to major 

changes and that many general psychiatrists would require 

re-training. There is little support within the 

psychiatric profession for this course of action at the 

present time. 

7.17 There is no black or white solution to this argument. In 

so far as integration is feasible and beneficial, it shoula 

be pursued but not at all costs. The debate about generic 

versus specialised services is likely' to continue for 

sometime, not only in relation to mental health but also in 

relation to many other disciplines. 

7.1~ Meanwhile a balance remains to be struck between the two 

approaches to treatment and it may well have to vary 

.. 
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between health board areas depending on geographical, 
" 

cultural and historical factors. In terms of the 

categories already listed the following settings would be 

appropriate. 

A. Within the General Mental Health Services 

1 Mild level of mental handicap with adjustment and emotional 

difficulties: 

Most of this group of individuals, both children and 

adults, can be effectively treated within the generic child 

and adult mental health services on an out-patient basis. 

A proportion, perhaps a third, representing those wi th 

additional disabilities, should be referred to the mental 

handicap services. The defining criteria for referral 

should be the long term interests of the person involved. 

The majority of persons with a mild level of disability are 

never ascertained as such and thus avoid stigmatisation. 

A minority have such a burden of special needs that any 

detrimental effect of labelling is balanced by the benefits 

obtained from a special service. 

B. Within the General Mental Health Service or Mental Handicap 

Service. 

2 Acute mental illness: 

Some such episodes can be managed effectively in the 

person's home or alternative living situations. Those with 
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a mild mental handicap who become acutely ill can be 

appropriately treated within the generic psychiatric 

services. Those with a more severe handicap who require in 

patient treatment should be provided for within the mental 

handicap.services either in specially designated facilities 

wi thin existing residential centres or through the 

provision of new community based units. A small number of 

persons in this category will require admission to mental 

health units in general hospitals because of additional 

medical problems or complicated reactions to medication. 

The generic services usually accept such admissions but the 

situation could be improved if specialists in the 

psychiatry of mental handicap had closer working 

relationship with their colleagues locally. This would 

improve liaison and offset the fears of those working in 

the area of mental health to whom persons with a mental 

handicap may often present as frtghtening and unmanageable. 

C. within the Mental Handicap Services: 

3 Major behaviour problems in the more severely disabled i.e 

moderate severe. profound: 

In some cases, it may be possible for specialist teams to 

treat those with severe behaviour problems in their own 

homes, group homes or in special intensively staffed group 

homes in the community. In favour of this proposition is 

the belief that unnecessary inst'i tutionalisation can be 

prevented and rehabilitation facilitated. One of the 

opposing arguments is the detrimental effect that the 
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con·tinued communfty placement of su,-" individuals has on 

the others involved in their care i.e. the family or other 

group home residents. Some argue that even the best 

specialist team will need the back up of at least one 

special ccmmunity ba~~d group home if only for use as a 

respite facility. 

~" 

This group remains the most controversial in terms of 

treatment location. Many such persons are already in 

residential care. Some require special nursing and very 

regular psychiatric supervision in their management. Some 

of the units within residential mental handicap centres are 

already functioning as special uni ts in everything but 

name. It is considered that these units should be formally 

recognised as special units. This would anticipate the 

proposal in the White Paper on Mental Health that 

involuntary admissions of persons with significant mental 

handicap should be to approved in-patient facilities 

specialising in the care and treatment of those with a 

mental handicap. ·(Paragraph 2.15 White Paper). 

4 Chronic Mental Illness: 

A tendency to slow recovery means that this group of 

persons require long term rehabilitation programmes. For 

the mildly disabled, highly staffed group homes in the 

community are required. Though comparable in some ways to 

mental health patients with chronic illness, experience 

suggests that they do not mix well together and that 
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separate provision is required for each group. 

5 Behaviour problems specifically associated wi th epilepsy 

and gross brain impairment: 

The majority of persons in this group are currently 

accommodated in psychiatric hospitals, residential centres 

or in nursing homes. This group would include victims of 

road traffic and other accidents, some persons with 

autism, those with brain tumours and a variety of 

disintegrative disorders. They require special 

attention but are not numerous enough except in large 

centres of population to make the provision of special 

uni ts practical. The impetus for service provision 

should come from neurologists in relation to victims 

of road traffic accidents. At the moment there is a 

lack of specialisation in this area and as a result, 

suitable placements for these individuals are hard to find. 

Provided that the effects of brain damage originate or 

become apparent during the developmental period i.e. before 

age 18, affected children should be treated wi thin the 

mental handicap services. As a group they are likely to 

need special attention whether because of epilepsy, or the 

need for added protection or nursing. The needs of adults 

who become brain damaqed after a normal childhood are quite 

different and they require a specially tailored service. 

- . '-' -. .~ - .-- .. 
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D. ~ew Service to be established 

6 Offenders who have a mental handicap: 

This is a diverse group who, by definition, have a certain 

minimum level of intelligence. At the upper level they 

merge into a much larger group of persons whose background 
~ 

is generally marked by illiteracy and disadvantage. 

Apart from general preventative measures, more attention 

needs to be directed to their needs at the time of arrest 

and remalld. Better liaison arrangements between Garda'i 

and health authorities is desirable. A leaflet prepared by 

the New York State Office of Mental Retardation highlights 

the issues involved. (Appendix IV). Early recognition of 

a major degree of mental handicap will undoubtedly 

influence the approach taken by the judiciary when dealing 

with these individuals. Even so a decision still has to be 

taken as to the disposition of a serious offender who is 

mentally handicapped. 

Once the principle is accepted that this category of 

persons should be treated within the mental health system 

rather than the judicial system, the way forward becomes 

clearer. Since the provision of a secure treatment setting 

is mandatory, there is no argument as to the need for 

special units. Comparison wi th services in England and 

Northern Ireland suggests that 30 residential places would 

fulfil our reguirements. A difficulty arises however in 

trying to match this number of beds with geographical and 

'.- ; 

-- .... - ... __ ._-- .. __ . -- - ---- --"." .--.-.----.---.-..~--~"'-, .. -," ..... , .. ,- .. ~ ... , .... -.. - , .. ,--.-....... ,,---.,..-



35 

treatment requirements. Units of ten places each in the 

larger areas of population, i.e. Dublin, Cork and Galway 

would satisfy the numbers involved. However treatment is 

relatively long term, from two to seven years on average, 

and requires progression from secure units to less secure 

accommodation and ultimately to rehabilitation. Any 

proposed residential unit therefore should have access to 

a range of occupational and recreational facilities which 

would facilitate such a progression. Given the absence in 

Ireland of very large comprehensive institutions, the 

siting of any secure units may be problematical. 

Nonetheless the need for them is obvicus and is likely to 

become more evident. 

7 Psycho-geriatric patients: 

Many of the needs of this group can be met within their 

existing residential proviSion. The most important first 

step is the recognition of the emerging clinical problem, 

adequate diagnosis and the availability of extra staffing 

to cope with the increasing levels of dependency. There 

are also capital implications as residential units, whether 

institutional or community based, will often require major 

restructuring to cope with this emerging situation. 

Al ternati ve new provision may sometimes be required. A 

small proportion of this group will require admission to 

generic psycho-geriatric units. 
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7.19 Numbers 

With the exception of places for offenders, it is difficult 

and probably not sensible to attempt to quantify the number 

of places needed within the various categories. At anyone 

point in time, local demand is a reflection of a variety of 

factors. These include the policy of individual agencies, 

the effect of the closure of other facili ties and the 

general level of services available for all persons with 

disabilities. Provided that occupational and recreational 

programmes continue to develop to meet the needs of those 

awaiting services and that the level of home support is 

maintained and expanded, there may be no need for new 

residential units. Figures quoted in the English and 

American literature cannot be readily applied to the Irish 

situation where the method of service delivery is very 

different. 

However, as mentioned earlier it will be necessary to 

formally desi0nate those residential units already 

functioning as special units in all but name. At the same 

time the creation of small similarly designated units in 

the community would be another option. 

The recently introduced National Mental Handicap Data Base 

is expected to throw some light on this issue. One of the 

coded items refers to "intensive treatment units for those 

wi th challenging behaviour". An analysis of the returns 

under this heading will provide some insight into the 

magnitude of the problem as viewed by service providers. 

.. " 1.:'';. 
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Chapter 8 

8. STAFFING REQUIREMENTS 

The composition of the generic mental handicap teams was 

referred in Chapter 7. One of these teams will be required 

in each community care area. Where they function properly, 

these teams should facilitate generic services in 

preventing problems through the use of improved management 

methods when they occur and in implementing relatively 

sophisticated long term arrangements for management, 

treatment and care. In so far as this can be achieved 

specialist services could then concentrate on the people 

with the most complex and difficult needs. 

8.1 The proposed specialist mental handicap service would have 

to be staffed and resourced properly if it was to act 

effectively. Based on a notional population of 300,000 -

500,000 people, it would require 3-5 Consultant 

Psychiatrists and support from clinical psychologists, 

social workers and communi ty nurses. All would require 

special training and experience for the task. 

8.2 At the moment there is both a perceived shortage and uneven 

distribution of consultant psychiatrists in mental 

handicap. 

-'-- "'- . '-"---~'--"-' ._.'----'- --.~':; 
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Details of the number of consultant psychiatrists currently 

working in the area of mental handicap are as follows: 

HEALTH BOARDS POPULATION NUMBER OF PSYCHIATRIST: 
POPULATION 

(W.T.E. RATIO 

PSYCHIATRISTS 

(Mental 
Handicap) 

E.H.B. 1,244,000 9.9 1: 124, 000 

M.H.B. 203,000 - -

M.W.H.B. 310,000 1 .7 1 :182,000 

N.E.H.B. 300,000 1 1:300,000 

N.W.H.B. 208,000 - -

S.E.H.B. 383,000 2.5 1 :153,000 

S.H.B. 532,000 1 .3 1:409,000 

W.H.B. 343,000 1 1:343,000 

Total 3,523,000 17.4 1:202,000 

Similar but less well documented shortages exist in 

relation to other professionals. 

8.3 Many of the personnel required for the setting up of such 

a service are already in place in some health board areas. 

They are already serving institutional populations and 

informally dealing with a range of community problems. 

Many are already part of the smaller catchment area teams 

where these exist. 
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6.4 The formalization of a specialist service would immediately 

identify a channel of communication whereby persons with a 

mental handicap and with major behavioural problems could 

be referred for assessment and treatment. 

6.5 In areas where the voluntary agencies are the main service 

providers, they will have to decide whether or not to 

accept full responsibility for a catchment area. 

Inevitably if they do so, they will require both some 

increase in resources to put the service into place and a 

willingness on the part of health boards to continue to 

provide a last resort option when the service cannot effect 

a satisfactory outcome. This sugge~tion does not advocate 

a continuation of the "dumping" situation but rather a 

realisation that some cases present very special 

difficulties which may require an exceptional response ego 

at supraregional or national level. 

6.6 Because for example the offender group are likely to fall 

into this category, it might be considered from the outset 

that they should be the exclusive concern of the Health 

Boards. 

6.7 In areas where the health board is the main service 

provider, the possibility of providing a specialist service 

integrated with the generic service could be explored. 

This would generate valuable experience at a time when 

there is not general agreement as to the best way forward. 
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8.8 Referral 

Referrals to the proposed specialist mental handicap 

service would come from general practitioners or directly 

from the catchment area multi disciplinary teams. One of 

the~ advantages cf the proposed regional service would be 

that it would be large enough to provide for full coverage 

includin9, wee~-ends and holiday periods .. 

8.9 The scope of the specialist mental handicap service would 

vary depending on its interface wi th the generic mental 

health services 'and some interchange of staff with the 

generic services would be appropriate. Based on the 

population quoted, one of the Consultant Psychiatrists 

should be a Child Psychiattist ~ith special responsibility 

for mental handicap. 

8.10 An important element of the work of the service would be to 

estimate the need for residential places for this client 

group .and to advise on their location, bearing in mind the 

existing services and the need for improvements. 

8.11 It would be helpful if the functioning of such a servi~ce 

could be tried out on a pilot basis. Part of the Eastern 

Health Board and one other health board would be suitable 

areas in which the service could be evaluated. 

8.12 Organisation of proposed Specialist Service 

The proposed specialist service would require new 

organisationai structures for its implementation. In terms 
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". 
of providing cover, domiciliary assessment and treatment, 

the service would require full support and co-operation 

from the employers of the ind~viduals concerned, whether 

health boards or voluntary agencies. 

8.13 Should the option of a new Community-based independent unit 

for treatment of acute mental illness be considered, a 

separate committee, representative of all service providers 

in the region should be set up to decide on its operation, 

admissions policy etc. Altprnatively a service provider 

could undertake to provide the emergency treatment unit 

within its existing services. Both options would have 

additional funding implications. 

8.14 It can be argued that re-organisation to allow for the 

development of the area mental handicap team should take 

precedence over planning for the specialist mental handicap 

service. On the other hand planning at both community care 

area and regicnal level could proceed simultaneously. 

-- . .. - - _._-. " .. -.,~~-
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Chapter 9 

9. Legislation 

The legal framework for the care and treatment of persons 

with a mental handicap is provided mainly under the Health 

Act of 1970. Ti,e ~jeni;al Treatment Act 1945, as amended by 

subsequent Acts, provides the legal framework for the 

treatment in the psychiatric services of the mental health 

needs of those with a mental handicap. 

9.1 In addressing the issue of persons with mental handicap who 

may have to 1)6 detained in order that treatment can be 

provided, two approaches have been identified: 

(1) That the proposed new Mental Health Act will provide 

for Mental Health Centres within the mental handicap 

services. 

As. already outlined in this draft report, there is a clear 

need for legislation and appropriate service provision for 
~, :~.....-

the relatively small number of mentally handicapped 

offenders. The New Mental Health. Act will enable this 

service to be put in place. 

9.2 There is however a much larger group of persons with a 

mental handicap who present with major behavioural 

difficulties, described in the White Paper as manifesting 

"abnormally aggressive or seriously irresponsible conduct", 

and whose degree of intellectual impairment is such that 

.~ .... ~ .... -. ,-
--------------------------------
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they require detention: Because of their inability to 

comprehend the situation, a clinical rather than a judicial 

approach is required. The White Paper proposes the 

designation of "mental handicap centres specialising in the 

care of people with a significant mental handicap". 

Admissions to such centres would follow the same procedures 

as outlined for the detention of persons suffering from 

mental illness or mental infirmity. 

9.3 The advantage of this new proposal, is that specialised 

treatment centres could be establiShed in settings which 

would provide better facilities and legislative safeguards 

for both patients and staff. At the present time the 

entire population of adults wi th a mental handicap in 

residential care could be described as voluntary admissions 

or admissions at the request of their parents or a health 

board. The purpose of introducing legislation for the 

minority with "abnormally aggressive or seriously 

irresponsible conduct" would be to achieve greater 

safeguards in detention and treatment process. These 

safeguards are nec~ssary to ensure full compliance with our 

obligations under the EUROPEAN CONVENTION and to keep us in 

line wi th the UNITED 'NATIONS PRINCIPLES for the Protection 

of Persons with Mental Illness. 

9.4 At one time or another many adults with a mental handicap 

manifest major behavioural problems and these are being 

successfully managed on an informal basis at the moment. 

It is not being suggested that all such problems should be 

'" r 
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dealt with through a legislative process. The 

recommendation only applies to a minori ty. As services 

improve their number will diminish. 

(2) That the generic psychiatric services should provide 

the full range of servi::es necessary to cope with the 

mental health needs of the mentally handicapped. 

This approach would require a marked change of attitude 

within the existing psychiatric establishment and it runs 

counter to the recommendat'ions of "Needs and Abilities" 

except in so far as persons with mild mental handic"lp are 

concerned. However the White Paper states that (in 

addition to the detention of people with a mental handicap 

in an approved centre specialising in the care of people 

with a mental handicap) "a person with a mental handicap 

who also has a serious mental illness that meets the 

cri teria for involuntary detention may be involuntarily 

admitted to a designated psychiatric hospital if this is 

the most appropriate place to treat that illness" . 
• ;.eo.- -

9.5 The generic ap,roach is being attempted in one area of 

London vi'z. The South East" Thames Regional Health 

Authority. Bouras N. et al. have reported on a unit in the 

Division of Psychiatry in Guys Hospital which is attempting 

to cope with all the psychiatric problems in people with 

learning disability in their catchment area . 
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9.6 This report recommends that the opportunity provided by the 

new Mental Health legislation be availed of to facilitate 

the development of better and more appropriate treatment 

facili ties. 
rt is generally accepted that wherever they 

are treated, persons with mental handicap should have the ~ 

same legislative protection as everybody else. 
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Chapter 10 

Summary of Recommendations 

10.1 In" regard to terminology, it is recommended that the term 

mental handicap be retained for the time being and that the 

four traditional categories mild, moderate, severe and 

profound continue to be used. (Chapter 3). 

10.2 The provision of comprehensive age appropriate services for 

persons with mental handicap plus a whole range of family 

supports is recommended. This would assist in the 

prevention of mal-adaptive behaviour in the majority of 

instances. A minority would continue to present at one 

time or another as behaviourlly disturbed." (Chapter 5). 

10.3 The approach to disturbed behaviour in persons wi th a 

mental handicap should be dictated by the gravity of the 

problem rather than an attempt to distinguish between 

mental health disorders and behaviour disorders. (Chapter 

6) •. 

10.4 Minor mental health problems among persons with mental 

handicap should .be dealt with at the level of primary 

health care e.g. by members of the area mental handicap 

team or the person's general practitioner. (Chapter 7). 

10.5 Where area mental handicap teams do not exist or only meet 

informally, they should be formally constituted by the 

.. 
';. 
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Programme Manager with responsibility for this area. 

(Chapter 7). 

10.6 Cases of more severe disturbance should be referred to 

consultant led specialist services. These would organise 

and provide treatment programmes, both home based and in 

spe'cial uni ts for those persons whose treatment is best 

provided within the mental handicap services. In addition 

they would liaise with the generic mental health services 

to facilitate treatment within those services for those for 

whom it is appropriate. Health boards should provide 

protocols so that access to these sp~cialist services is 

clearly defined and understood. 

10.7 Secure residential units are required for offenders with 

mental handicap. It is estimated that 30 places would be 

required nationally. (Chapter 7). 

10.8 Units in mental handicap agencies already functioning as 

special units (for clients with major ~ehavioural problems) 
= .-

should be formally recognised as special units. (Chapter 

7 ) • 

10.9 Two pilot projects for the establishment of specialist 

10.1:> 

mental handicap services are proposed. This would help to 

establish staffing requirements for such a service. 

The proposed approval of mental handicap centres under the 

New Mental Health Act for the purpose of involuntary 

~ ... --. . ... - -' --._. -- -~ --P~ 



.. " .;: .. i ';)~{~;1~~1~ 

48 

detention is welcomed. <'> Such approvals· should include any 

proposed new community-based units. 
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APPENDIX I 

Current patterns of service provision for the psychiatric needs 
of mentally handicapped people: visiting centres in England and 
Wales. 

Gregory O'Brien, Lecturer and Consultant psychiatrist in Mental 
Handicap, Uni versi ty Department of Psychiatry, Addenbrooke' s 
Hospital, Cambridge CB2 2QQ. 

In 1988, the Cambrige Health Authority commissioned a working 
party of clinicians and NHS managers to visi t a variety of 
different treatment services which cater for the psychiatric 
needs of mentally hand~capped adults in England and wales. This 
survey - part of an ongoing planning exercise - is now complete, 
new services are being planned in the light of the findings, and 
the experience may be of general interest to other clinicians and 
service planners throughout England and Wales. 

Outline of the survey. 
The survey consisted of .five stages. stage 1 - definition and 
redefinition of aims; stage 2 - literature search; stage 3 -
visits to centres; stage 4 - data analysis; stage 5 - report 
preparation. 

stage 1: Definition and redefinition of aims. 
This initial stage was important. It clarified that the group 
did not set out either to be concerned solely with the 
development of a 'treatment unit', nor with a 'community-based 
team'. From the outset, rather than being committed to either 
or both of these options, we all agreed that our brief would be 
to be open-minded, ·to see what services already exist, and - in 
the light of the experience of other centres - tv decide o~ the 
most appropriate service model for our local needs. 

stage 2: Literature search. 
The literature search was particularly revealing. There seemed 
to be three types of publication. First of all, there are a 
number of policy documents, most of which recommend that a 
communt ty-based service., with some sort of in-patient pr.ovision 
as back up for emergencies and 'special' cases, is required. 
Secondly, there is a host of publications extolling the virtues 
of entirely community-based care and crisis intervention teams 
but, unfort.unately, toese seem to consist mostly of single case 
studies. Thirdly, there· is a substantial number of accounts of 
the work of psychiatric treatment in-patient units. These 
publications, like many of the former policy documents, are 
generally backed by careful attention to the established 
prevalence rates of the psychiatric and behavioural problems of 
mentally handicapped people. A full list of references of the 
relevant literature survey is available from me. 

stage 3: Visits to other centres. 
This part of the survey was characterised by a kind of ' st 
Elsewhere's' phenomenon. I refer here not to the fictitious 
American hospital, but to the notion prevalent around the country 
that somewhere, elsewhere, is a service which is doing all the 
right things, and this is being done entirely on a community 
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basic. In turn, this is supposed to demonstrate that there is 
no need for in-patient care in order to best serve the 
psychiatric ne,eds of disturbed mentally handicapped people. 
Somehow, this idea seemed to be around in each unit: that such 
a service existed - always at some distance - and we were 
repeatedly told that this was somewhere that we really should 
visit, in order to find the kind of service we should develop. 
We therefore did follow up each lead given in this way, 
determined as we were to find such fascinating services. 
Eventually, "we did find one service which had something of this 
sort - the particular problem we had with respect to this is 
detailed under Option 2. 

It was visiting the various centres which clar-ified for us· that 
there seemed to be four options open to service planners. 

Stage 4: Analysis of data. 
The options suggested by the visits to the other centres were: 

Option 1. No specialist service for the psychiatric needs of 
mentally handicapped people. 
It had been suggested by the literature search that such an 
approach might have the advantage of avoiding stigmatising, 
labelling and the fostering of negative and dysfunctional 
expectations among professional staff, clients' families and the 
clients themselves. We therefore explored this option by 
visiting centres which had been recommended to the group by 
authori tati ve national bodies, as examples of such services. 
what we in fact found was that such services pay external 
agencies for hospi tal admissions. These admissions are generally 
'out of county'; in other words, they are more problematic, 
stigmatising and at a physical distance from the family. We 
therefore dismissed this option. 

Option 2. A communi ty-based specialist service for the 
psychiatric needs of mentally handicapped people. 
As the articles supporting this model had ir.dicated, such a 
service does indeed 'label' certain mentally handicapped people 
as having psychiatric disorder or behavioural problems. On the 
other hand, it does :''';al wi th -the widespread difficulties these .:". 
clients, families and their carers face. We therefore set out 
to visit centres where such a service operates. In fact we found 
only one such service, and this was in Kent. The service in 
question was exemplary~ and certainly dealt adequately with the 
needs of severely disturbed mentally handicapped people in a 
natural community setting. However, at the time of visiting, the 
cost per client of this service wa3 in excess of £100,000 per 
year. It was antiCipated that this might fall to around £50,000 
per year some time in the future. It was important to note that 
no other services of this type which we could find in the country 
purported to cope with such clients: there were other services 
which had tried, but they had had to have recourse to 'out of 
county' independent hospital placements or conventional 
psychiatric treatment units for mentally handicapped people. We 
therefore felt that this service model was potentially an ideal 
one, but our health authority did not feel it was financially 
feasible. 
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Option 3: A purely hospital-based service. 
We had in fact been surprised that this had been detailed as one 
possibili ty by our hospital managers, in that clinicians had 
adopted this rather more in Victorian times than as present. In 
fact, we could not find any such centres in the country and we 
did not feel it was worth taking this issue further. However, 
there is a noteworthy development in the private sector where 
some residential establishments are beginning to offer lifelong 
care, from school age upwards. We found this trend very 
worrying. 

Option 4: An integrated community/hospital service. 
The literature relevant here suggests that such a service can act 
as an enabling facili ty to communi ty living, ·by treating problems 
in settings in which they arise on one hand, and by treating more 
severe problems - when they proved to be untreatable in ,home 
settings - in a segregated specialist short-stay unit. There 
were a number of such centres, but interestingly we found that 
the nursing staff in such services commonly report two types of 
deficiency. First of all, it is commonly their impression that 
a greater degree of intensive professional input into the home 
setting might be able to deal with the presenting problems, and 
so obviate the need for admission to hospital i~ the first place. 
Interestingly, our visits to other centres where this had been 
attempted did not in fact substantiate this suggestion: as we 
indicate under Option 1! we found that those services which 'bend 
over backwards' to try this approach are also those which more 
often find their clients in a greater degree of crisis, and need 
to take precipitate recourse to 'out of county' independent 
hospi tal admissions, as opposed to planned admission to a 
psychiatric treatment unit. The second deficiency which is 
reported by such units is that of rehabilitation and discharge 
of problem cases. 

Comment. 
Not surprisingly, we have chosen option 4 as the only pragmatic 
service model which might be appropriate for our needs. Within 
our budgetary constraints, this is the only way we feel that we 
can off~r the comprehensive service our patients require. 

To many, particulnry to psychiatrists specialising in mental 
handicap practice, it will seem that we have reinvented the 
wheel. The idea that both community teams, offering a variety 
of interventions including long-term support and crisis 
intervention, should collaborate closely with a specialised in
patient treatment unit geared towards the psychiatric needs of 
mentally handicapped people, is on first principles quite 
obvious. However, the importance of the various visits that our 
survey involved was in clarifying this, not so much for the 
psychiatrists involv:ed, a:; for the Health Service planners - both 
of an administrative and nursing background - and the social 
services officers and clinical psychologists involved in the 
survey. For these other professionals, it was most revealing to 
find that only 'conventional' integrated com::lunity and in-patient 
psychiatric provision does in fact serve the needs of our 
patients, and does so in the most cost-effective manner. 
Finally, where such a service model was found to operate in 
certain centres, we found that staff morale was high, and close 
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inter-agency multi-disciplinary collaboration was the rule. 
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APPENDIX II 

Recommendations of Welsh Office Working Party, May 1994 
"Challenges and Responses". 

1 • Commissioning, Planning and Providing services. 
Health Commissioners should be reminded that it is their 
responsibility to commission, plan and monitor the 
provision of appropriate health services for this client 
group and should nominate an individual to undertake this 
task. 

Planning arrangements should reflect the wider context of 
health and social care reforms. 

2. Severe Challenging Behaviour. 

3. 

The skills of the generic mental handicap team should be 
assisted by the prov1s10n of additional support and 
expertise to allow them to continue to care and support 
such individuals within the community. This support should 
be peripatetic and offered to maintain the individual 
within the home environment wherever possible. 

Opportuni ties to disseminate best practice derived from 
current models should be explored. 

Mental Illness. 
Areas of joint collaboration 
in general psychiatry and 
increased. 

and training of medical staff 
mental handicap should be 

Liaison between county mental illness and county mental 
handicap planning teams should be strengthened. 

Opportunities to develop and access generic acute mental 
illness services should be pursued as a result of the 
closure of the long stay institutions. 

4. Forensic. 
Lead responsibility for the con-,;,;-is-sioning and monitoring of 
service provision rests with health authority commissioners 
who should nominate an individual to undertake this role. 

A_working pa!ty should be established to evaluate options 
for commissioning medium secure psychiatric services for 
South Wales. 

5. Dementia Services. 
Estimates of the potential demand upon services as a result 
of an ageing client and carer population should be 
undertaken -and contingency plans considered by planning 
teams. -

6. Neuropsychiatry. 
Dev-elopment of specialist services to be supported and 
encouraged. 
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APPENDIX III 

Preliminary report from co-ordinator of Dual Diagnosis workshops 
in New South Wales, November 1994. 

ISSUES COMMON TO ALL AREAS 
lack of appropriate options for: 
• accommodation 
• respite 
• assessment 

people with mild intellectual disabili ty 
psychiatric disorder don't receive priority 
department 

and mild 
in either 

who is responsible for what, and sticking to agreement 

availability of crisis service after hours - none in DOCS* 

what is behaviour vs mental illness (access to appropriate 
assessment) 

understanding Guardianship Act and Mental Health Act 

lack of co-ordination on admission, discharge and on-going 
management 

lack of specialist services e.g. access to psychiatrists 
with D.O. experience and access to good on-going medical 
monitoring 

don't use existing services effectively because do not 
understand the services 

poorly co-ordinated diagnosis 

"Dumping" - fear by both services 

difficulty in accessing information held by 
'.', department 

other 

people with personali ty disorders are a major problem -
what are suitablp. "treatment" models? 

distancejtime to provide service in country areas 

when to refer to M.H.** 

lack of services after hospitalisation 

Issues common to all areas 

over medication 

lack of G.P. knowledge 
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payment to private psychiatric services is difficult for 
community clients a~d no money for out of area clients to 
access services if they don't exist in their area 

staff turnover in DOCS 

adequacy/validity of diagnosis - no opportunity to get 
second opinion because of lack of psychiatrists 

geographical isolation to good medical services 

services only liaise when there is a problem - no ongoing 
contact 

* DOCS refers to Department of Community Services which is 
responsible for Intellectual Disability. 

** MH refers to Mental Health services which are admini~tered 
by Department of Health. 
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APPENDIX IV 

Leaflet prepared by the New Yor:: state Office of Mentdl 
Retardation. 

CHARACTERISTICS OF A MENTALLY RETARDED OFFENDER. 

MAY NOT COMMUNICATE AT AGE LEVEL. 
Limited vocabulary; may have speech defect. 
Difficulty understanding or answering questions. 
Inability to r~ad or write. 
Mimics responses or answers. 

MAY NOT BEHAVE AT AGE LEVEL. 
P~efers younger persons (children) for friends. 
InappropriaLe interactions with peers or opposite sex. 
Easily influenced by and anxious to please others. 
Difficulty making change, using telephone, telling time, 
etc. 
Low frustratior tolerance. 

MAY NOT UNDERSTAND CONSEQUENCES OF SITUATIONS 
Doesn't appreciate seriousness of situations. 
May not reflect on actions; acts impulsively. 
May try to please others and disregard legality of actions. 
A follower, not initiator of criminal actiVity. 

MAY NOT BEHAVE APPROPRIATELY IN CRIMINAL JUSTICE SITUATIONS 
May not understand rights. 
May be overly willing to confess. 
Difficult~ recalling facts or details of offense. 
Tendency to be overwhelmed by police authority. 
May not want disability to be noticed. 
Says what he thinks others want to hear. 

HELPFUL HINTS ON HOW TO DEAL WITH A MENTALLY RETARDED 
SUSPECT, VICTIM, OR WITNESS. 
Use simple language, speak slowly and clearly. 
Use concrete terms and ideas. 
Avoid questions that tell the person the answer you expect. 
Phrase questions to avoid "yes" or "no" answers. 
When giving Mira~da warnings, ask the person to explain 
rather than give ·'yes" or "no" answers. 
Repeat questions from a slightly different perspective. 
Ask for concrete Jescriptions, colours, clothing, etc. 
Proceed slow1.y and give praise and encouragement. 
Avoid frustrating questions about time, complex sequences, 
or reasons for behaviour. 
Never make fun of the person; they will sense it and become 
less cooperative. 

MHS7.A82.PG 


