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Submission as concerned medical members of the public to the expert 

group revising the MHA 2001 

We welcome the review of the existing mental health act 2001 and appreciate 

the time and work given by the members of the expert group. There are a 

number of concerns we as the faculty of learning disability psychiatry have in 

relation to the review: 

 

Group Composition 

• We are concerned that the expert group included no primary care 

physician (one left in 2013 and was not replaced)  

• The Mental Health Act 2001 essentially sets out the law on how and why 

you can be admitted to a psychiatric unit in a hospital under the care of 

a named Consultant Psychiatrist and what your rights are as a patient. It 

is extraordinary that there was a lack of representation from Consultant 

Psychiatrists from all psychiatric specialities on this group. We welcome 

and value all the consultations and feedback and enormous contribution 

the two Consultant General Adult Psychiatrist member of the College of 

Psychiatrist contributed. 

• Therefore we submit that the group composition limits its ability to form 

a considered and valid expert review on the Mental Health Act 2001.  
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General concerns 

 

• We advocate that the ‘best interests’ principle remains. 

• In relation to S51 

(a) The reporting relationship of the Inspector of Mental Health Services 

to the CEO of the Mental Health Commission- could compromise 

essential professional autonomy. 

(b) There needs to be a clear definition of the what a Consultant 

Psychiatrist requires in training, experience, specialist accreditation 

before they are eligible for a complex vital role like the Inspector of 

Mental Health Services 

• Any definition of mental illness needs to reference that mental 

/psychiatric illness is part of a constellation of disorders of the brain, not 

simply a narrow psychosocial interpretation. 

• We are not in favour of revision of the definition of mental disorder as 

defined in the 2001 act. 
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Psychopharmacological treatment of Mental Illness 

 

• In relation to the administration of medication, we would like the review 

to emphasise that for psychiatric illness’ including : 

(A) Schizophrenia Spectrum Disorders: Antipsychotic medication is the 

mainstay of treatment of Schizophrenia, not only in the event of 

acute episodes, but also in the long term perspective. Without this 

psychopharmacological treatment there will be a greater impairment 

of social and occupational function and an increased risk of suicide. 

Psychosocial interventions greatly enhance this primary medical 

intervention but do not in and of themselves treat the underlying 

illness.  

(B) Bipolar Illness: Bipolar disorder is a recurrent illness that is among the 

top 30 causes of disability worldwide and is associated with 

significant healthcare and human quality of life costs. Medication is 

an essential component of medical treatment, without medication 

manic and depressive episodes are prolonged causing significant 

impacts on social and psychological function; not to mention 

increased suicide risk. Medication adherence is supported by skilled 

psychological and social interventions guided by the Consultant 

Psychiatrist as the expert in relation to Bipolar illness its 

epidemiology , scientific evidence base, course and prognosis with 

and without medication 

(C) The evidence is the vast majority of involuntary detentions under 

the mental health act diagnoses are: Schizophrenia, Schizotypal and 
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delusional disorders followed by Mania and Depressive Disorders. 

(Professor Brendan Kelly, Medical Independent, May 13th 2020) 

• Therefore it is our view that social constructs in decisions for essential 

involuntary treatment of a psychiatric illness like ‘imminent threat’ are 

not clinically appropriate- the decision should be made in the persons 

best interests so they can access appropriate specialist treatment. 

• We recommend that the review emphasises that Consultant 

Psychiatrists are medical experts trained in a biopsychosocial model; 

many of whom are also psychotherapists who work in a team capacity as 

clinical leads. 

• We recommend if a second opinion  is required in relation to medication 

without consent it should be from another clinical psychopharmacologist 

– this is  a Consultant Psychiatrist 

• We are not in favour of an expanded role for the Authorised Officer 

• While we laud MDT care plans in principle we would remind the expert 

group there is in fact no scientific evidence that they improve treatment 

outcomes for patients and as such should not have a legislative basis. 

• Other aspects of care and treatment do have an evidence base for 

improving treatment outcomes like medication, psychotherapy and 

social work interventions. Resources and legislation in relation to a 

patient’s right to access these essential treatments should be prioritised 

over care planning. 
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Specific Concerns in Relation to people with an Intellectual Disability and 

comorbid Mental Illness 

 

An intellectual disability involves problems with general mental abilities that 

affect functioning in two areas: intellectual functioning (such as learning, 

problem solving. judgement) adaptive functioning (activities of daily life such 

as communication and independent living) it affects about 1% of the 

population, and of those 85% have mild intellectual disability. 

Mental illness, neurodevelopmental, medical and physical conditions 

frequently co-occur with intellectual disability including cerebral palsy, 

epilepsy, ADHD, ASD, Depression and Anxiety Disorders. Psychotic illness 

incidence occurs 3 times more frequently in this population. 

Identifying and diagnosing co-occurring conditions for this population can be 

challenging.  

In Ireland we do not have day hospital and specialist inpatient beds for this 

population when acutely unwell with mental illness. As a faculty we continue 

to advocate for this essential infrastructure. Community mental health 

intellectual disability teams are not uniformly distributed across the county. 

There are we think only 5 or 6 community mental health intellectual disability 

teams fully functioning. 

In addition there are very few Child and Adolescent Mental Health in 

Intellectual Disability team in all of Ireland, hardly any fully staffed as per 

Vision for Change, and no inpatient Child Adolescent Mental Health inpatient 

beds. 
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We recommend no revision to the current inclusion criterion under the act as 

we believe an admission to a specialist approved centre for inpatient 

assessment and multidisciplinary review may sometimes be necessary for 

accurate diagnosis and treatment.  The majority of the faculty believe the 

current iteration of the act with its definition of ‘material benefit’ provides 

adequate protection. 

We agree that that when the assisted decision making act is enacted- all 

admissions should comply with its principles – but this will have a significant 

resource implication. 

 It is critically important that all legislators and health service planners strongly 

highlight the resourcing  of  the necessary community and inpatient 

infrastructure for delivery of excellent treatment for both adults and children 

with an intellectual disability- otherwise the proposed new capacity legislation 

will be unworkable within current levels of infrastructure and resource in the 

public health service. 

The majority of the faculty do not agree with changes to the act in relation to 

transfer for other medical treatment we believe the mechanisms in the current 

act are appropriate.  
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