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Many thanks in advance for considering this submission in relation to the proposed 
changes to the 2001 Mental Health Act, as advertised at 
https://www.gov.ie/en/consultation/d8aa2-public-consultation-on-draft-legislation-to-
update-the-mental-health-act-2001/ 

I would like to make some observances on the proposals contained in the 2015 
report, with general reference to what I perceive will be some of the practical 
implications of the proposed changes. This constitutes also a general comment on 
some of the considerations I feel they have overlooked or not considered. I then 
make specific reference to some recommendations which I feel contain deeply 
problematic rationales, do not consider the rights and wishes of patients, and some 
which I feel could inherently endanger the safety of the public in general. I also want 
to propose a number of small additional changes which I think complement the 
existing proposals. 

I would like to state from the outset that my current occupation is that of a psychiatric 
registrar in training with the College of Psychiatrists of Ireland in a registered Basic 
Specialist Training post, and that I am a member of the Royal College of 
Psychiatrists. I would like to state that much of my observations are based on both 
my familiarity with the provisions and practicalities of the current Mental Health Act 
and my experience in working across different psychiatric inpatient and outpatient 
services. 

My overall impression from the report is that there is a real willingness from the 
contributors to de-stigmatise mental health conditions and treatment, improve the 
rights and safeguards for patients, and ensure provision of well-regulated, high-
quality services at the point of contact for patients. These are all noble and well-
meaning aims, and I welcome any proposal that does this without unduly negatively 
affecting both patient care and public safety. 

However, I find that some of the proposals are at risk of negatively affecting a 
patient’s right to adequate and prompt treatment. I feel some of the proposals will 
make it more difficult to properly treat patients who pose a risk to others, and some 
of the proposals will inevitably lead to increased rates of prison incarceration, which 
already contain too many patients who would be better cared for in mental health 
facilities. I fear that this will in particular affect the large cohort of patients who 
present in first-episode psychosis, for whom duration of untreated psychosis is 
thought to be neurotoxic and for whom the lack of early adequate treatment can lead 
to vastly increased need for use of services in subsequent years.  

I fear that the proposals that in particular affect the ability of mental health facilities 
and services to admit and care for unwell young males will further increase the 
numbers of this cohort being incarcerated in unsuitable prison environments, and 
not, as they require, in mental health facilities, where the environmental influences of 
drug use, violence and criminality are not as prevalent, and the opportunities for 
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optimum medical and psychiatric treatment, multidisciplinary input and improved 
community integration are enhanced.  

I fear that psychiatric inpatient numbers, currently at levels lower than ever 
previously recorded, and indeed now precipitously lower than our prison population, 
will continue to fall and the prison population will continue to rise correspondingly, 
with corresponding increased demand for in-prison mental health services. I think 
this is starkly borne out by the consistently intense demand for forensic psychiatric 
services, and that Mental Health Act reforms that are aimed solely at decreasing 
inpatient numbers and ameliorating patient autonomy to the extent that their mental 
health and the safety of themselves and others are secondary or even diminished or 
eroded need to be treated with utmost caution.  

As a country, I feel we should view the provision of mental health care and rates of 
prison incarceration in the United States of America as a cautionary tale as to how 
an inordinate focus on personal autonomy leads to a profoundly negative affect on 
the rights of provision of adequate healthcare and provision of safety for those with 
active major mental illness. Such a direction would not be consistent with the 
provisions of a genuine recovery and healthcare model. 

With regard to the points in turn that I think need some consideration (original 
proposals are in black and italics), I have outlined my thoughts as follows: 

2. The following list of Guiding Principles of equal importance should be 
specified in the new law: 
a. The enjoyment of the highest attainable standard of mental health, with 
the person’s own understanding of his or her mental health being given 
due respect 
b. Autonomy and self determination 
c. Dignity (there should be a presumption that the patient is the person best 
placed to determine what promotes/compromises his or her own dignity) 
d. Bodily integrity 
e. Least restrictive care. 
 
I believe the above list of guiding principles in Recommendation #2 is incomplete. It 
does not emphasise the utilitarian role of psychiatry, and its role in protecting 
members of the public from those who experience those forms of mental illness that 
can temporarily or permanently put others at risk. It makes no reference to the forms 
of risk that mental illness such as schizophrenia and bipolar affective disorder place 
on a person’s reputation, health and well-being, and the need to provide treatment 
and shelter in these times for these people when their ability for rational self-
determination is impaired and out of keeping with their wishes when well.  

While the principle of least restrictive care is what enshrines modern mental health 
care, I believe it is important for the act to contain guiding principles that explain why 
any form of restrictive care is necessary in the first place, for without this context the 
act and the legislation can appear to undermine the very practice of psychiatry and 
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its important role in providing treatment for these lifelong and debilitating conditions, 
and in providing protections to members of the public who both experience and live 
with those who experience major mental illness. 

 
5. The reference to ‘significant intellectual disability’ and ‘severe dementia’ in 
existing legislation should be removed. 
 
My experience is that those who receive care for intellectual disability and dementia 
of this nature are by and large cared for in suitable long-term care facilities, not 
psychiatric units, as they should be. While I welcome the move to emphasise this in 
legislation, removing the reference to this in the act in its entirety removes a 
treatment option for severe intractable psychotic symptoms with accompanying 
behavioural disturbance that can be associated with these conditions, and it can, in 
exceptional circumstances, be better for these patients to be managed temporarily in 
facilities that have the requisite training and experience in restraint and seclusion 
that can minimise the harm to the service user, such as approved centres (as they 
are currently known), while acknowledging the primary source of their symptoms. 

I do accept that Recommendation #6 may account for this in replacement, but I am 
concerned that specific removal of these references serves to delegitimise the 
important role of the approved centre in managing a subset of service users who 
have these conditions. 

  
11. The provision of safety and/or a safe environment alone does not 
constitute treatment. 
 
I agree with the above statement insofar as it serves to emphasise that safety 
provision is not a treatment. However, I believe it should be accompanied by other 
statements emphasising the legitimate role of mental health care and approved 
centres in safety provision for service users and families on occasion, and that 
providing a safe environment in-and-of itself can be a legitimate reason why care is 
provided in inpatient rather than outpatient units in the first place. 

 
13. The recommended new criteria for detention are: 

a. the individual is suffering from mental illness of a nature or degree of 
severity which makes it necessary for him or her to receive treatment in 
an approved centre which cannot be given in the community; and 
b. it is immediately necessary for the protection of life of the person, for 
protection from a serious and imminent threat to the health of the 
person, or for the protection of other persons that he or she should 
receive such treatment and it cannot be provided unless he or she is 
detained in an approved centre under the Act; and 
c. the reception, detention and treatment of the person concerned in an 
approved centre would be likely to benefit the condition of that person 
to a material extent. 
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14. Detention should only be for as long as absolutely necessary and the 
person continues to satisfy all the stated criteria. 
15. Immediately a person no longer satisfies any one of these criteria, the 
admission or renewal order must be revoked. In those circumstances, the 
person may only remain in the approved centre on a voluntary basis or receive 
the required services which are provided in the community. 
 
I am dealing with these three principles together, as they are inextricably linked. On 
the whole, this does not represent a large change from the Act as it exists currently. 
However, the linking of all three criteria as a requirement for continued involuntary 
detention removes the ability for an approved centre to detain those who are at 
imminent risk of harming themselves or others should they have what is thought to 
be a lack of material benefit of treatment for their mental illness. 

As an example – if a service user has consistent command auditory hallucinations 
(hearing a voice; experiencing it as a real voice; telling them to do something) to 
harm a relative on the background of a delusional belief (fixed false belief not 
amenable to reason and out of keeping with cultural, religious or family beliefs), but 
the evidence is from treatment that no medications have had any material effect on 
either the hallucinations or delusions, the approved centre under these new 
recommendations will not only not be able to admit this person, but will not be able to 
keep them in an approved centre despite these. Situations like the one posed above 
pose an unacceptable risk to family members and limit the ability of a mental health 
team to adequately protect the public, as they should be able to. Many major mental 
illnesses are episodic, and there is no guarantee that a detention of this sort would 
be indefinite, therefore I believe an approved centre should have the power to detain 
someone on a) and b) alone.  

Furthermore, outside of Mental Health Acts, there are limited provisions to detain 
someone in a healthcare facility on the basis of the risk of their condition to others. I 
believe that requiring criteria c) will lead to a cohort of psychiatric patients being 
transferred to forensic settings. 

I do not believe it is hyperbolic to suggest that the application of this particular 
provision as it exists in Recommendations #13-#15 will be in-part responsible for 
premature violent deaths if it is implemented as suggested; deaths that could have 
otherwise been avoided. 

 
New Category of Patient 
26. The Group recommends a new category of patient known as ‘intermediate’ 
who will not be detained but will have the review mechanisms and protections 
of a detained person. Such patients would not have the capacity to consent to 
admission and equally do not fulfil the criteria for involuntary detention. 
27. The Mental Health Commission must be informed of the initial and ongoing 
admission of this category of patient. 
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28. The same timeframe recommended for Mental Health Review Boards for 
involuntary patients should also apply for intermediate patients. 
29. The role of the Review Board for this cohort of patient must focus on the 
question of capacity as, by definition intermediate patients will not fulfil the 
criteria for detention. 
30. A detailed set of guidelines should be produced for this category of patient 
and the Mental Health Commission and the Office of Public Guardian should 
have a role in this regard. 
31. The Group recommends that it would be appropriate for a Consultant 
Psychiatrist to have the authority to override a refusal of treatment by a 
decision-making representative in emergency circumstances where treatment 
is deemed necessary and the person’s actual behaviour is injurious to self or 
others and no other safe option is available. 
32. A decision to override a refusal of treatment by a decision making 
representative should be subject to review by a Mental Health Review Board 
which would convene within 3 days to decide if the situation presenting to the 
Consultant Psychiatrist fulfils the criteria for emergency circumstances. If the 
Review Board agrees that the circumstances were of an emergency nature, 
then the treatment authorised by the Consultant Psychiatrist may continue for 
as long as the emergency circumstances prevail subject to other provisions 
relating to second opinions etc. 
33. Advance healthcare directives should apply for this category of patient on 
the same basis as that proposed for voluntary patients. 
 
I welcome the imminent recognition in the upcoming act to include provisions for 
treatment of service users who cannot be involuntarily detained but lack the capacity 
to be considered a truly voluntary patient. This is an important subset of patients who 
tend to be either inappropriately in the voluntary or involuntary category in terms of 
their detention status, and is a good illustration of the importance of the integration of 
components of the Capacity Act into mental health legislation to appropriately treat 
these service users. 

However, my experience with this cohort as the act defines is that this is a cohort of 
service users that fluctuate rapidly in and out of this particular state – in particular 
those who may or may not have met criteria b) under Recommendation #13 on 
admission, but this changes after a short period of time in hospital. I feel that this 
section should contain provisions for the rapid re-grading of these patients once their 
initial intermediate or involuntary status has been agreed in the first instance that 
does not impair the treating consultant psychiatrist’s ability to treat. 

I am also concerned about the legal implications that such an approach may entail, 
in particular in relation to the creation of additional legal hurdles to the rapid 
treatment of major mental illness. A common criticism of the current Mental Health 
Tribunal system is that they can become overly legalistic with an inordinate focus on 
legal and procedural minutiae without enough focus on the health and wishes of the 
service user being detained, despite the best efforts of the overwhelming majority of 
the stakeholders involved in them. Indeed, the volume of court cases taken on these 
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minutiae with only two classifications (voluntary vs involuntary) is I believe certain to 
increase precipitously with three classifications.  

I would have grave concerns that this is one of many provisions proposed in this act 
will mean that psychiatrists will be increasingly summoned into court to debate and 
defend increasingly minute and legalistic discussions on the exact nature of capacity 
and mental illness, to the potential detriment of their care responsibilities and 
professional responsibilities in relation to the service users under their care, when 
the aim of such legislation should be to facilitate, not hinder, good mental health 
care. 

 
34. The Group recommends that there should be a more expanded and active 
role for Authorised Officers where involuntary admissions to an approved 
centre are being considered. This new role can lead to more appropriate and 
least restrictive treatment for individuals in community or other mental health 
settings and bring a greater focus on involuntary admission being a treatment 
of last resort. 
36. The Group recommends that an Authorised Officer should be the person to 
sign all applications for involuntary admission to an approved centre (this also 
includes change of patient status in an approved centre from voluntary to 
involuntary – see section 2.17 on Change of Status for details). This will have 
the effect of reducing the burden on families/carers in these difficult 
circumstances and reducing the involvement of Gardaí in the admission 
process 
 
I welcome an expanded role for the Authorised Officer, and I would like to take this 
opportunity to in particular highlight their role in reducing the burden on family 
members of having to make applications and the role that making such applications 
can have on their relationships with the service user being admitted involuntarily.  

However, I would worry about the practicality of making them the applicant for all 
admissions. In particular, I worry about areas that are poorly staffed with authorised 
officers, and I worry about access to AOs in rural or deprived areas where 
knowledge of the provisions of the Mental Health Act among members of the public 
and GPs not accustomed to provisions of the Mental Health Act can be poor, and will 
not be improved by the creation of a more convoluted Act. I worry that the rollout of 
the recommendations above without provision for: 

(a An education campaign for GPs and emergency departments about the 
changes and about the role of an Authorised officer 

And  

b) A precipitous increase in the volume of Authorised Officers, to include both 
a minimum number of Authorised Officers per head of population, and to 
provide for 24-hour access to AOs to include the proviso that every 
emergency department has 24-hour access to AOs 
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would lead to a material delay in involuntary detentions that would put both members 
of the public and the appropriate care of patients at risk. I worry that young males in 
particular would languish in jails and prisons for too long, or would pose too high a 
risk to members of the public, and as a result would be denied the prompt healthcare 
they need without the corresponding resource allocation that Recommendation #36 
will need in order to be implemented as it is intended.  

 

I understand that the scope of this review is not resource allocation per se, but 
because the Authorised Officer provisions in effect remove the ability of any other 
person and family members to make applications, it will have obvious practical 
implications for emergency departments (which would commonly apply using Form 4 
because of the absence of a 24-hour presence of AOs in emergency departments), 
family members (Form 1) and An Garda Siochána (Form 3) in accessing approved 
centres for service users. I believe this will affect how quickly service users can be 
provided with the care they need unless provision is made for dramatically improved 
(including 24-hour 7-day) access to AOs.  

Involuntary admission is a necessary tool of emergency response for major mental 
illness, and the legislation and implementation must allow for its 24-hour provision in 
order to maintain safety and facilitate prompt access to treatment. Failure to do so 
will leave service users with major depression, mania and severe psychosis in 
particular with undue delays in often unsafe, unsuitable or unregulated conditions, 
could slow their recovery, and could increase the chances that they will cause 
serious harm to themselves, their reputations or others. 

 
39. Family/carers can request a second Authorised Officer to look at their case 
if they are not happy with the recommendations of the first Authorised Officer. 
If some time has elapsed since an Authorised Officer previously assessed a 
particular individual for involuntary detention, the same Authorised Officer can 
be asked to look again at the case. 
 
The inclusion of a nonspecific “family/carers” in law may present legal issues. It 
would be important also for the appropriate family member or carer to be specifically 
designated in law, as such a review could lead to a delay in receipt of care caused 
by persons who may not normally be privy to the service user’s regular medical care, 
or have any legal influence over it. This will be important in the case of a minority of 
family members who may have an ulterior motive besides the mental health of their 
family member at heart, and who are not subject to the oversight and legal 
obligations that registered medical professionals, nurses and allied health 
professionals are by professional bodies, who are required by law, MHC and 
professional obligation to behave ethically and in a service user’s best interest.  
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In no other area of healthcare would family or carers not designated as legal 
guardians or similar have such legal standing in decision-making. Therefore, I 
believe great caution needs to be exercised with this and similar provisions to limit 
the scope of who can make such requests. 

As with Recommendations #34 and #36, this will need to be resourced appropriately 
if it is to avoid denying service users the care they need through undue delay. I am 
aware that resource allocation is not the scope of this consultation. However, this is 
another provision that I believe will lead to undue delay in care if not implemented in 
tandem with appropriate resources – to enact provisions of this sort without the 
accompanying resources would be tantamount to denial of care, as I see it. 

 
Procedure for Involuntary Admission to an Approved Centre 
42. The Registered Medical Practitioner must personally examine the person 
and in recommending detention must clearly certify how he/she came to the 
view that the person is suffering from a mental illness and also satisfies the 
criteria for detention. The Registered Medical Practitioner cannot play this role 
if he or she becomes the owner of an approved centre or an employee or agent 
of such centre, to which the person is to be admitted. 
43. Admission must be certified by a Consultant Psychiatrist after examination 
of the patient and following consultation with at least one other Mental Health 
Professional of a different discipline that is and or will be involved in the 
treatment of the person in the approved centre. The opinion of that other 
Mental Health Professional should be officially recorded. 
 
Both of these provisions are very reasonable. I would add that the professional of a 
different discipline should be named on revised official forms, and that a place for 
their professional registration number should be included. 

I would go further and add to the phrase “personally examine the person” that this 
personal examination should be face-to-face if at all possible and not include phone 
or video conference review or be through a locked door; that these are in part 
artificial means of examination that may well be appropriate for outpatient settings 
but are an inadequate substitute for an examination that may result in deprivation of 
liberty.  

I believe such examinations should be either ideally accompanied by a mechanism 
such as a box on the form entitled “Non-Traditional Form of Examination Used”, and 
such recommendations should be caveated in such a way that they must either be 
more time-limited than a regular recommendation or require a repeat in-person 
examination by an RMP within a certain time-frame, or similar. 

 
54. There should be no change in the current make up of Review Boards at this 
stage. The question of having a one person Review Boards should be re-
examined in any future review of the mental health legislation. 
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I agree with the recommendation not to change the composition of tribunals / review 
boards. I would strongly disagree with any move to one-person review boards, which 
could not possibly contain the breadth of qualifications and lay person involvement 
that is currently in place to allow adequate comprehensive review of detention, 
despite the imperfections of the current procedures already alluded to. 

  
63. A psychosocial report should also be carried out by a member of the 
multidisciplinary team from the approved centre who is registered with the 
appropriate professional regulatory body (i.e. CORU, Nursing and Midwifery 
Board or Medical Council) in the same timeframe as that recommended for the 
independent Psychiatrist report. This report should concentrate on the 
nonmedical aspects of the patient’s circumstances. 
 
I believe that it would be inappropriate for a registered member of the Medical 
Council to compile this report given that the report of the consultant psychiatrist can 
by definition only be made by a registered member of the Medical Council. I believe 
this would undermine the very provision this provision attempts to insert – namely a 
multidisciplinary input. If this provision is incorporated into law, this change needs to 
be made. 

I believe it would also be prudent to ensure that approved centres are required to 
have an appropriately qualified member of staff designated to compile these reports 
under the Act. 

 
65. This would include a mechanism to allow information in relation to 
decisions of Review Boards to be published in anonymised form which will 
ensure patient confidentiality. This will allow such decisions to be available for 
the Mental Health Commission and/or the public to view. 
 
Given the comparatively small amount of involuntary detentions per year in Ireland, I 
would be concerned that confidentiality would inevitably be at risk by providing a 
mechanism to publish decisions, however apparently complete an anonymising 
exercise may seem. 

A provision might be better made for composite statistics on the cumulative actions 
of review boards over the course of a year to be made public instead, with 
accompanying comprehensive statistics on the use of various provisions and 
components of the revised Act. This would allow the public to have a good overview 
of how the Act is being applied in practice without risking patient confidentiality. 

 
71. Grounds for appeal to the Circuit Court should be amended such that the 
onus of proof as to the existence or otherwise of a mental illness that meets all 
the criteria for detention falls on the approved centre rather than the patient as 
is currently the case. 
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72. S.I. 11/2007, Circuit Court Rules (Mental Health) should be amended to 
reflect the fact that the approved centre should be the respondent in cases 
brought before the Court and the Mental Health Commission’s potential 
involvement should be as a Notice Party. 
 
I welcome the safeguarding ethos of this proposal. However, this is another set of 
criteria that could inappropriately reduce inpatient psychiatric numbers, and will likely 
increase corresponding incarceration rates. I believe it will certainly increase the 
amount of detentions challenged through the courts. It is also likely to legalise 
inpatient mental healthcare even more than it is currently. I believe should be 
implemented only when some form of legal indemnification for consultant 
psychiatrists, who will be having their professional judgements challenged in such a 
confrontational and potentially litigious manner is put in place. 

I believe it is also likely to adversely and disproportionately negatively affect private 
healthcare facilities, and represent a legislative burden to the HSE defencd 
detentions over and above what it would previously done. I would ask that this 
recommendation should be implemented only with provision that the State through 
the MHC would provide support for the preparation of these particular cases for all 
approved centres, in the same way as it does for the service user. 

 
Change of Status from Voluntary to Involuntary (Recommendations #73-81) 
 
The recommendations make the process more convoluted and less wieldy. The 
provision for an RMP not trained in psychiatry to come into a psychiatric hospital or 
approved centre and pass judgement on the appropriateness of psychiatric detention 
recommended by fully-trained consultant psychiatrists is questionable in the 
extreme. This is another set of measures that seems to attempt to delegitimise 
psychiatry as a profession. 

A more appropriate measure might be the inclusion of a registered allied health or 
nursing professional to complete a form recommending involuntary admission within 
the 24 hours of detention in addition to the pre-existing detention requirements of two 
consultant psychiatry opinions and the Section 23(1) application, instead of what 
essentially amounts to a community detention in a psychiatric setting in the proposed 
recommendations. 

As mentioned before, if the Authorised Officer provision is to be implemented instead 
of this, appropriate resourcing needs to be in place for this scheme to be expanded, 
as already alluded to. 

 
91. Where a patient does not have capacity and a decision-making 
representative does not give consent to ECT, such treatment may only take 
place where it is required as a life-saving treatment, for a patient where there is 
a threat to the lives of others or where the condition is otherwise treatment 
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resistant, and such ECT may then only be administered subject to approval by 
a Mental Health Review Board which must convene within 3 days of the 
decision being taken. 
 
Modern ECT is a safe and effective treatment for treatment-resistant depression and 
other forms of major mental illness. It is better tolerated than medications for certain 
populations, and has a remarkable success rate with major mental illnesses, in 
particular treatment-resistant depression. 

However, public knowledge of ECT and perception of ECT is poor, and it has been 
influenced by negative media portrayals for decades. The public perception of ECT 
as dangerous or barbaric is depriving people access to this important treatment. The 
changes proposed to ECT, in particular Recommendation #91, only serves to further 
restrict this treatment from the population that needs it the most, and I believe that 
any provision that proposes to further restrict access to what can be a life-saving 
treatment needs to make provision for improving public access to ECT, and taking 
steps to educate the public on the facts of ECT to take account of the damage done 
by decades of largely unwarranted negative media portrayals. 

While I welcome the move to provide safeguarding steps to protect patients, I worry 
that this provision will in practice do the opposite, and restrict patient access to what 
is already one of the most heavily-regulated and restricted treatments in any medical 
subspecialty in Ireland. 

 
107. Care plans should be renamed as recovery plans and should refer to the 
person rather than the patient. 
108. Discharge plans must form part of a person’s individual recovery plan. 
 
I welcome the spirit of this, but I believe that the change in nomenclature ignores the 
reality that some service users do not fully recover, and some service users will 
never achieve meaningful discharge to the community, as is the case in all forms of 
healthcare. The notion that this is somehow different in major mental illness is 
disingenuous, and constitutes a deception to signal this to an admittedly small cohort 
of those with a major mental illness.  

I would argue that while the focus needs to be on recovery, requiring a discharge 
plan on an individual care plan or recovery plan should be subject to a provision that 
discharge planning be allowed to be suspended when the prognosis is such that 
indicates that discharge to the community is not likely in the medium to long term. 

 
155. Tribunal members are currently appointed for a three year period under 
section 48(6) of the Act and the Group believes that in future members of 
Mental Health Review Boards should be appointed for a five year term. In 
addition, it should be clearly stated that no member may serve more than two 
consecutive terms. 
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I welcome the proposal to extend the term of tribunal members from three to five 
years. I believe the additional experience with the process could lead to a greater 
appreciation for the nuances of the process, and facilitate the patient-centred 
approach for which the tribunal was established in the first instance. 

I believe that needs to be taken to ensure that there are enough qualified 
professionals to serve terms on MHRBs before term limits are imposed, especially 
given the increased workload these boards are likely to have if the recommendations 
are implemented as proposed. There are a relatively small number of trained 
consultant psychiatrists in Ireland who would be qualified to sit on such boards in the 
first instance without disqualifying them from such roles prematurely. It also does a 
disservice to the service user to deny them the opportunity to discuss the process 
with those who are most familiar with the process. 

----  

As someone who is fortunate enough to work at the coalface of mental health 
provision in this country, I see every day the positive and negative impacts of the 
Mental Health Act on the care of persons who use our inpatient and outpatient 
services. I know that the recommendations are being made on foot of a genuine 
desire to improve these services, but I am concerned that much of the 
recommendations proposed do not take into account the lack of insight that major 
mental illness often comes with, and the societal dangers of untreated mental illness.  

My observations as to practical impediments to implementing proposals are made 
where I feel the recommendation has not seemed to realise these potential impacts 
and their ensuing practical implications, particularly when the new provision means 
the deletion or alteration of old provisions. Any attempt to enshrine such 
recommendations in law could lead to interminable delays in implementing and 
enacting of such law comparable to the delays that were seen with the Capacity Act. 

I would encourage everyone reading this submission to carefully consider the 
practical implications of the removal of parts of the 2001 Act on how quickly people 
with major mental illness get the appropriate treatment, and the practical implications 
of delays in care for risk of incarceration or risks to service users, family and friends 
from their mental illness. 

I welcome regular review and updating of our legislation, but I believe that every 
proposed change needs to be questioned as to whether it will actually improve the 
lives and care of service users, and questioned as to its impact on society of large. I 
would have concerns that some of the changes proposed will have the opposite 
effect. 

I have genuine concerns that the rush to facilitate universal personal autonomy does 
not take into account the temporary and devastating impact that certain mental 
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illnesses have on decision-making ability, and how many of the wishes of patients 
who are unwell are so markedly different from when they are well. I fear that by 
remaining silent on this issue, we risk perpetuating the notion that we should decline 
to offer treatment for these by-and-large treatable illness on the basis of ignoring the 
fact that these illness impair the ability to recognise the illness within oneself.  

I fear also that by limiting the scope of psychiatrists to treat conditions that make 
people dangerous to themselves or others, we put the general public at risk. This 
would be contrary to the spirit of any known recovery model or model of care. 

I am writing to advocate for the care of and that of their loved ones in the first 
instance, because they often are those who are not in a position to do so 
themselves. I hope that you will sincerely consider the practical issues that some of 
these changes are likely to lead to, and to consider the pitfalls of some well-meaning 
but flawed recommendations as I see it.  

 
 
Dr. , MB Bch BAO, MRCPsych 




