Feedback: Updated draft heads of Bill Mental Health Act Review

Principal Mental Health Social Worker _

Relevant experience:

1 am the Co-ordinator for the HSE Authorised Officer Service (MH Act 2001) for
_. Catchment areas) I offer training on the HSE Authorised

officer training programme and I have experience as an Approved Mental Health Social
Worker in London under legislation there in the 1990s)

I have focused on two sections of recommendations that have relevance to
my role as an authorized officer under the Act and an area that I have
experience and some expert knowledge. I also advocate for a limited
community treatment order for those revolving door patients with severe
enduring mental disorders who lack insight into their illness.

1. The one recommendation within the Expert Review Group Report of the
Mental Health Act which is of particular concern and despite the well-
meaning intentions of the expert group, are not in the interest of persons
with a mental illness who lack insight into their condition relates to a
change in the definition of mental disorder/ health ground.

I would argue strongly that there 1s no need to change the definition of
mental disorder, particularly the wording in relation to risk to self and others but
especially in relation to the health ground. The fact that most/ if not all
applications will be made by a trained mental health professional who is
actively seeking the least alternative to involuntary admission, any abuse of the
intention of the Act are much less likely.

Also the wording ‘imminent threat to the health of the person’ makes
little sense as the reality for those of us who make an assessment for an
application for involuntary admission is that patients who are mentally 1ll can
neglect themselves as a result of psychotic or paranoid thinking in terms of diet,
1solation and self-care. This does not happen ‘imminently but gradually over a
period of weeks and months to a ‘serious deterioration’ when action needs to
be taken.

Criteria for Detention

12. Detention of a person with a mental illness cannot be permitted simply by virtue of the
fact that the person may have such an illness or because his or her views or behaviour
deviate from the norms of the prevailing society.

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.

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

The current wording of section 3 of the 2001 Act relating to mental disorder reads as
follows: ‘3.—(1) In this Act "mental disorder” means mental illness, severe dementia or
significant intellectual disability where— (a) because of the illness, disability or dementia,
there is a serious likelihood of the person concerned causing immediate and serious harm
to himself or herself or to other persons, or (b) (i) because of the severity of the illness,
disability or dementia, the judgment of the person concerned is so impaired that failure to
admit the person to an approved centre would be likely to lead to a serious deterioration in
his or her condition or would prevent the administration of appropriate treatment that could
be given only by such admission, and (ii) the reception, detention and treatment of the person
concerned in an approved centre would be likely to benefit or alleviate the condition of that
person to a material extent.

2. 2:1) Authorised Officer should be the person to sign all applications
I would also urge caution in relation to the recommendation 36. The reality is
that it has been difficult to seek interest from mental health professionals to take
on the Authorised Officer (AOs) role in some areas and it has also been a
challenge to retain AOs. Clearly, good local processes like group supervision
and line management support can help. But unlike the UK where it is mandatory
in terms of the job description of some grades to take on this role, in Ireland it is
optional. Bearing in mind that providing 24-hour cover will make this role more
demanding, it is reasonable to say that some areas will continue to struggle to
recruit sufficient staff as AOs. It would be wise for the Act to recommend a
hierarchy of applicants with the AO being the preferred applicant unless
clear reasons prevent this.

(2:2) In relation to recommendation 39. (Family/carers can request a
second Authorised Officer to look at their case)
I would argue that is recommendation be deleted, as it is vague as to which
family member/ carer can request this, should all family members be advised of
this, will this then delay the process of completing an assessment, or will family




and carers only request a second assessment if an application for a
recommendation is not made.

Again with good training the need for a second opinion in all cases will not be
required, however families can always request a second assessment currently
usually in relation to an application for a recommendation not been made
by the AO and after a period of time when the situation has deteriorated.

So, emphasising this later point might be more helpful and avoid the potential
confusion and risks to the patient or others if an involuntary admission is
unnecessarily delayed.

Authorised Officers

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.

35. The Authorised Officer must, after consultation with family/carers where possible and
appropriate, make the decision on whether or not an application for involuntary admission of
the person should be made.

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 Gardai in the
admission process. 92

37. An application by an Authorised Officer to involuntarily admit a person to an approved
centre shall remain in force for 7 days from the time of the first application.

38. The Group considers that the sequencing of whether the Authorised Officer or the
Registered Medical Practitioner sees the patient first is not relevant once they are undertaken
independently. However, as regards completing and signing the appropriate documentation,
the application for involuntary admission by the Authorised Officer must come first followed
by the recommendation from the Registered Medical Practitioner.

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.
40. Where an Authorised Officer or family/carer seeks the opinion of a different Registered
Medical Practitioner, they must disclose the facts relating to the previous application sought.
41. Where a person is taken into custody by the Gardai under section 12 of the Act, the initial
assessment, whether that is by the Authorised Officer or the Registered Medical Practitioner,
should take place as soon as possible after the person is taken into custody. The maximum
period which the person can be held prior to being assessed by the Authorised Officer or
Registered Medical Practitioner should be 24 hours. A second 24 hour timeframe in which
both the Authorised Officer and the Registered Medical Practitioner must carry out their
assessments commences once the first such assessment is initiated.



3. Finally: there is no inclusion of any community treatment order, such
as 1s the case in England/Wales (sec 25 MH Act 1983).

A small percent of our service users have severe and enduring mental disorders
(eg schizophrenia) and also lack insight into their treatment. These patients
when living in the community can disengage from services and stop treatment,
then relapse and can have several admissions to hospital each year.
A community treatment order would avoid the need for frequent re-assessments
under the mental health Act, long periods when the service user is unwell and
their quality of in the community deteriorates with significant consequences,
such as risk of losing accommodation, unpaid bills and debt, social isolation
from family and neighbours, loss of training course or employment.- Protections
and rules could be put in place to ensure this is a last option for service users
who are regularly at risk of relapse.
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