SUBMISSIONS ON REVIEW OF MENTAL HEALTH ACT

Par 6:

Definition is unwieldy and difficult to understand.

A better wording might be: “mental illness is an abnormal state of mind adversely and
seriously affecting a person’s thinking, judgement, perceptions, emotions or behaviour
to the extent of requiring treatment”

Par 9:
Clinical guidelines are not usually suitable for legislation in that there is often legitimate
difference of opinion and guidelines constantly change.

Par 16:
Not logical to not exclude Dementia from this list.

Capacity:

Not clear here that a person with capacity in general can also meet criteria for
detention.

Also, not clear that capacity is situation-specific

Authorised Officers:
Good idea to expand this group but family and Gardai still should have option to make
application, especially in emergency situations.

Pars 43, 66, 86 and 96:

Hard to see the logic of this recommendation except as a strategy to weaken the
authority of the Consultant Psychiatrist without presenting evidence that current
system is faulty or oppressive. But perhaps for anti-psychiatry reasons.

Official recording is going to be very unwieldy. If the other Mental Health Professional is
going to give an opinion, then this should be supported by a written assessment. The
paper-work around detention is tricky and onerous enough as it is.

Possible compromise would be a statement on the admission order that the CP has
examined the patient and consulted with another MHP.

Par 48:

This recommendation seems to imply that a nurse would have to contact a CP for each
emergency situation for a non-consenting patient in ED without evidence that the
current system of PRN medication for specific types of emergency is ineffective or
damaging to the patient. It also impugns the professionalism and judgement of the
nurse. Also not taken into account is the presence at all times of Junior Hospital Doctors



who operate with some autonomy under the supervision of the CP who under the CP
contract has the right to delegate.

This measure would have the result of delaying necessary emergency to acutely
psychotic patients.

Pars 51 and 52:
Mission-creep and very unwise for MHRBs to undertake assessment of Individual Care
Plans. That is the role of the Inspection process.

Par 61 and 62:

This again seems to undermine the role of the CP who has clinical and legal
responsibility for the patient. It is also logistically unwieldy and has the capacity to sew
division without evidence that the current system is unsatisfactory.

Par 63:

The MHRB will already have read the medical records containing the reports of all of the
disciplines involved with patient treatment. Hard to see how this complicating measure
would improve matters.

Par 124:

“Backsliding” is bad enough with inspections on a 1-year cycle. It will be 3 times worse
on a 3-year cycle. The Inspector currently has the discretion to target or tailor the
inspection for each approved centre.

Registration of treatment centres other than hospitals is a good idea. It would be a good
idea to register an overall service with all its components also individually registered.
Each service should be inspected annually with emphasis on the degree of appropriate
community treatment ( as outlined in A Vision for Change).

Advance Healthcare Directives:
A good idea but with the substantial drawback that an individual when mentally ill may
withdraw the directive which necessitates invoking a Capacity determination.

Par 135:
Desirable but not for legislation.

Par 144.
Not an issue as previously external investigators have been temporarily appointed
Assistant Inspectors.



Par 155:
5-year term is a good idea. Restricting to 2 terms might result in a shortage. Maybe re-

appoint for second term without need for another interview if no contra-indications and
re-interview for further terms.
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