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To Expert Group Members 25 March 2021

The Citizens Commission on Human Rights (CCHR) Ireland welcomes the Public
Consultation into the Mental Health Act 2001 and applauds Ireland’s progressive move
towards a ‘person-centred’ and ‘human rights’ approach to delivery of services for people
traumatised by mental problems.

CCHR supports the Expert Group’s recognition of the need to shift from the ‘paternalistic’
mental health legislation by Courts to comply with the European Convention on Human
Rights and the United Nation’s convention on the Rights of Persons with Disabilities.
Most importantly, the Expert Group’s view that “interventions by Mental Health
Professionals and others such as the Court services should take account of the contested
nature of mental illness and must, at all times, give due respect to the person’s own
understanding of his or her mental health”

CCHR submits its recommendations in alignment with Irish Human Rights law for the
overall dignity and health of persons inflicted by mental problems, distress or trauma.

[f implemented, this would greatly reduce State funds and taxpayer’s money on expensive
pharmacology, long stays in and out of psychiatric facilities and life-long psychiatric
interventions, since patients are rarely labelled sane and traditionally are subject to many
relapses and revolving door hospital stays, if they haven’t already committed suicide.

The Commission is a non-profit, non-political, non-religious mental health industry
watchdog whose mission is to eradicate abuses committed under the guise of mental
health. Co-founded as an independent mental health watchdog in 1969 by the Church of
Scientology and Professor of Psychiatry Emeritus Dr. Thomas Szasz, we work to ensure
patient and consumer protections are enacted and upheld as there is rampant abuse in
this field. In this role, CCHR has helped to enact more than 180 laws protecting
individuals from abusive or coercive mental health practices since it was formed over 50
years ago.

Sincerely,

Alex Bonassi
Executive Director
Citizens Commission on Human Rights Ireland
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2.2 Mental Disorder/Mental Illness

Recommendations:

3. Mental disorder should no longer be defined in mental health legislation but
instead the revised Act should include a definition of mental illness.

Whether “mental disorder” or “mental illness,” the fundamental issue lies in the
subjectivity of a definition that relates to mental difficulties. Unlike medical diagnosis,
psychiatric diagnoses (mental illnesses/disorders) are devoted to the categorisation of
symptoms as opposed to the observation of actual physical disease.

We propose that the revised Act makes reference to mental troubles or mental
difficulties. This may help to reduce the pathologisation of life difficulties that have been
erroneously redefined as mental illness and which often lead to stigmatisation.

4. The definition of mental illness should be separated from the criteria for
detention (see section 2.4 of this report re criteria for detention).

If a person is experiencing mental troubles that impinge on his own or the welfare of
others, detention would be for the safety of the individual and/or the general public.
Defining mental illness invites a psychiatric diagnosis which leads to the introduction of
treatment, usually in the form of psychiatric drugs.

This commission agrees the definition of mental illness should be separate.

5. The reference to ‘significant intellectual disability’ and ‘severe dementia’ in
existing legislation should be removed.

This commission agrees. The use of involuntary treatment on these people tends to be a
punitive or containing action as opposed to a therapeutic intervention.

6. The definition of mental illness should be: ‘mental illness means a complex and
changeable condition where the state of mind of a person affects the person's
thinking, perceiving, emotion or judgment and seriously impairs the mental
function of the person to the extent that he or she requires treatment.

Arriving at a suitable and agreed-upon definition for mental illness has been and remains
a longstanding difficulty. It could be expected that a workable definition would open the
door to the large scale resolution of perceived difficulties. This is yet to be realised.
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The parameters for the definition proposed are extremely wide and are thus open to
misinterpretation. A person’s thinking, perceiving, emotion and judgment can be tested
on a regular basis in everyday living. They represent the normal, everyday functions and
capabilities of a sentient being.

The impairment and assessment process of a person’s mental function remains
subjective rather than having a scientific underpinning. This review and the welfare of
patients would greatly benefit by scrutinising the assessment process and making
proposals to better protect the rights of those in need.

2.3 Definition of Treatment

Recommendations

7. Treatment should include ancillary tests required for the purposes of
safeguarding life, ameliorating the condition, restoring health or relieving
suffering.

This commission agrees that ancillary tests are required. There may be the need for an
initial period of sedation to allow the person to get rest and good nutrition. Ancillary
tests should then include the detection of undiagnosed physical conditions manifesting
as mental disturbance. It is a matter of sound medical fact that undiagnosed physical
illness or injury can trigger emotional difficulties.!

While it's acknowledged some tests are carried out, they are rudimentary. Ancillary tests
would need to be exhaustive to look for and detect physical illness that’s gone
undetected.

8. The definition of treatment should be expanded to include treatment to all
patients admitted to or detained in an approved centre.

Differentiation should be made between psychiatric treatment and medical treatment.
Unlike medical diagnoses and treatment, psychiatric diagnoses are devoted to the

1 Physical illness in patients with severe mental disorders. I. Prevalence, impact of medications and disparities in
health care, https://core.ac.uk/download/pdf/34479528.pdf
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categorisation of and the treatment of symptoms. Treatment that addresses the cause of
the condition is not only beneficial for the patient, it’s also cost effective.

Medical Doctors are fully cognizant to how severe pain or injury can produce ‘delusional’
and other psychiatric symptoms in patients who are physically ill and in need of medical
care.

It's noted that many people who enter the mental health system remain in the system for
lengthy periods of time. That period can even be the remainder of their life from the
point when they are diagnosed with a ‘disorder.’

The potential savings in terms of public spending cannot be underestimated. It could
even lead to the resolution of difficulties that allow people to become productive
members of society once again, contributing to the overall growth of the country. Finding
the root cause of difficulties would require medical doctors who could implement an
exhaustive series of physical tests to find any undiagnosed conditions manifesting as a
mental illness.

The economic ramifications of working in this direction would be worth exploring.

9. Treatment should be clearly defined in revised mental health legislation and
clinical guidelines should be further developed for the administration of various
forms of treatment.

This commission agrees that treatment should be clearly defined. It should also be in
alignment with finding physical conditions as a primary step rather than the
administration of psychiatric drugs that mask or exacerbate the mental troubles being
experienced.

10. Traditionally the focus of treatment was on the administration of medication,
the Group would like to make it clear that treatment includes a range of
psychological and other remedies and where treatment is specifically mentioned
in this report, it should be interpreted in its wider sense and not viewed simply as
the administration of medication.
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Traditional psychiatric interventions or treatment are extremely limited and when
psychiatrists openly admit they don’t know the cause of mental troubles or how to cure
them, the outcomes are holding actions or even experimentation under the purported
title of science.

The description of “psychological and other remedies” is quite general and would benefit
from a more specific description. As stated above, resolutions can be in the discovery and
treatment of physical conditions manifesting as mental troubles. The range of “other
remedies” would therefore include the various physical tests to discover the possible root
causes of mental troubles.

11. The provision of safety and/or a safe environment alone does not constitute
treatment.

This Commission disagrees.

The fast-paced 215t Century environment can be overwhelming for some people,
especially when they’re at a low point. A safe environment can be the essence for a
speedy recovery. A quiet, safe, peaceful environment will often bring about a greatly
improved state over time without the need for restraint, drugs or any other psychiatric
treatment.

Coupled with the introduction of tests as noted above to find undiagnosed physical
conditions, there is the vista of a new type of therapeutic environment that isn’t focused
on mind-altering drugs.

In February 2021, the BBC reported on an initiative in Norway, detailing an approach
that's available through the country’s national health system for patients who want to
live drug-free.?

There is also an initiative started by psychiatrist Loren Mosher in the US in the early
1970s. Called Soteria House, a model of the initiative exists in Brighton, UK.3

2 Norway's drug free approach to mental health, https://www.bbc.co.uk/news/stories-
56097028?fbclid=IwAR0q5NuiwbsAZyFyXZrU11vm]xtuewn43-BNVaHxGMVi7Ndv-PqHUF11BP8
3 Soteria House, Brighton www.soteriabrighton.co.uk
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2.4 Criteria for Detention

Recommendations:

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.

This Commission agrees.
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.

The criteria proposed closely mirrors the existing criteria for detention. The amended
recommendations should include and stress the definition of treatment as discussed
above. While there may be an initial need for sedation to allow for rest and nutrition after
detention, the focus should be on the discovery of physical conditions instead of
containment and the administration of default psychiatric treatments.

14. Detention should only be for as long as absolutely necessary and the person
continues to satisfy all the stated criteria.

This Commission agrees.
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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.

This Commission agrees.
2.5 Exclusions
Recommendations:

16. The involuntary admission of a person to an approved centre cannot be
authorised by reason only of the fact that the person —

(a) is suffering from a personality disorder,

(b) is socially deviant,

(c) is addicted to drugs or intoxicants, or

(d) has an intellectual disability.

This Commission agrees although this list could very easily be extended to include other
aspects of regular behaviour that have been redefined as so-called mental illness.

2.6 Capacity
Recommendations:

17. If on admission of a patient, the admitting Mental Health Professional forms the
view that the person may lack capacity to understand and give his/her informed
consent to the proposed admission, they must refer the person for formal capacity
assessment to be completed within 24 hours. The patient will be required to
remain in the approved centre until such time as a capacity assessment is carried
out.

The introduction of the Nearest Relative or a Nominated Person would be beneficial at
the assessment stage. The subjective nature of the assessment procedure would be
enhanced by having a person who knows the patient rather than making a mistake and
detaining someone due to unfamiliarity.

18. The Mental Health Commission should develop and publish guidelines in
relation to the assessment of capacity. Capacity assessment can be undertaken by
Mental Health Professionals with the required competencies and such
competencies should be accredited by the respective professional bodies who
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should provide support and training where required. The guidelines should also
draw attention to the possibility that external factors such as ‘institutional
influence’ can have a bearing on how people react to proposals or questions put to
them.

As there are no biological markers for mental disorders, the assessment of capacity is
subjective. The professional competencies required to fulfil an assessment are therefore
on a par with a judicial representative.

The reduction of civil liberties on the basis of an opinion about a person’s mental status
is normally reserved for senior personnel in the justice system. The professional status of
those administering the assessment should be reviewed with strict qualifications that
demonstrate humanitarian principles, and where appropriate penalties are implemented
for incorrect detention.

19. Capacity should be monitored on an ongoing basis by the treating clinicians.

This Commission agrees on the premise that the person monitoring capacity meets the
strict qualifications required to reduce the civil liberties of a person outside of the
judicial system.

20. If following the capacity assessment, it is deemed that a person has capacity to
admit themselves, a voluntary admission may proceed. If it is deemed that they
need support to understand, to make, or to convey their decision, that support
must be provided to assist in the voluntary admission process. If it is deemed that
they do not have capacity in relation to this decision, and the person has a mental
illness they may only be admitted on an involuntary basis provided they satisfy all
the criteria for detention. A person who lacks capacity and has a mental illness but
does not fulfil the criteria for detention, may in specified circumstances be
admitted as an ‘intermediate’ patient.

The personnel providing support or who assess whether a person should be admitted as
an intermediate patient should qualify with the strict qualifications referred to in 18
above.

21. Where relevant, information relating to how capacity is assessed and the right
of appeal against a decision on their capacity to a Mental Health Review Board
should be given to patients. In addition they, and their family or carers if
appropriate, should also be given information relating to the supports that may be
available to the individual under the proposed capacity legislation.
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Regarding relevancy or appropriateness, information about the capacity process should
be given by default. When any decision relates to a person’s civil liberties, the utmost care
must be afforded that person so that he or she or their carers understand what is
happening and know their rights and the rights of the patient.

2.7 Voluntary Patient
Recommendations:

22. A voluntary patient should be defined as a person who has the capacity (with
support if required) to make a decision regarding admission to an approved centre
and who, where the person retains capacity, formally gives his/her informed
consent to such admission, and subsequent continuation of voluntary inpatient
status and treatment on an ongoing basis as required. This provision should also
apply equally to children and their parents or persons as required acting in loco
parentis. (See also section 2.23 Children)

This Commission agrees.

23. Lack of capacity on admission does not mean that further decisions relating to
the patient’s treatment should not be discussed with and put to the patient as and
when each decision is required. It is important not to automatically presume that
each person continues to lack capacity when decisions are required.

This Commission agrees.

24. Where a person is deemed to lack capacity and therefore cannot give informed
consent, then admission cannot take place on a voluntary basis even if a substitute
decision maker (decision-making representative) has been appointed under the
proposed Assisted Decision-Making (Capacity) Bill.

No comment.

25. All voluntary patients on admission to an approved centre should be fully
informed of their rights, including information relating to their proposed
treatment as well as their rights regarding consent or refusal of treatment and

their right to leave the approved centre at any time.

This Commission agree
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2.8 New Category of Patient
Recommendations:

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.

No comment.

27. The Mental Health Commission must be informed of the initial and ongoing
admission of this category of patient.

No comment.

28. The same timeframe recommended for Mental Health Review Boards for
involuntary patients should also apply for intermediate patients.

No comment.

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.

No comment.

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.

No comment.

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.
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As this section relates to a proposed intermediate patient, the psychiatrist should not be
permitted to override a refusal of treatment. Enforced treatment is currently lawful while
detained under mental health laws. Allowing for enforced treatment outside of detention
parameters is potentially setting a precedent that is open to abuse.

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.

There should be no grounds which cover ‘emergency’ circumstances. An intermediate
patient has not been detained and by default, does not fulfil the criteria for involuntary
detention. This has all the hallmarks of a shortcut to enforced treatment which is to be
rejected.

33. Advance healthcare directives should apply for this category of patient on the
same basis as that proposed for voluntary patients.

This Commission agrees. The legal status of the Directive should also be stated to prevent
it from being a paperwork exercise that has no standing if enacted by the author.

2.9 Authorised Officers
Recommendations:

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.

This Commission disagrees. Reference is again made to recommendation note 18 above.
Having the power to reduce a person’s civil liberties are reserved for serving Garda and
senior judicial personnel such as judges. Giving such powers to proposed ‘Authorised
Officers’ is lessening the severity of detention, whether it’s a mental health or criminal
detention.
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The public perception of detention should be maintained as a serious intervention rather
than as a process initiated by a “Local Health Manager, General Manager, Grade VII]I,
Psychiatric Nurse, Occupational Therapist, Psychologist or Social Worker.”

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.

This commission disagrees. It is an initiative towards increased detention figures rather
than a more positive approach aimed at lessening the numbers detained.

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.

This Commission disagrees. To be blunt, the qualifications to be a “Local Health Manager,
General Manager, Grade VIII, Psychiatric Nurse, Occupational Therapist, Psychologist or
Social Worker” do not match those of judicial personnel or Gardai. Any distinction
between criminal detention and mental health detention should be avoided to prevent
any justifications for easy-seizure laws.

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.

This Commission disagrees.

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.

This Commission disagrees.
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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.

This Commission disagrees.

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.

This Commission disagrees.

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.

This Commission disagrees.

2.10 Procedure for Involuntary Admission to an Approved Centre

Recommendations:

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.

This Commission recommends that the role of the Registered Medical Practitioner - not
psychiatrists - would be to assist in the administration of tests to determine the presence
of undiagnosed physical conditions manifesting as mental troubles in accordance with
recommendations in 2.3, specifically Item 7, Outlining ancillary medical testing.
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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.

The reduction of liberties is so antipathetic to the Human Rights of an individual, that the
Mental Health Act should give legal recourse to patients who are detained under false
pretenses or by the will of others.

2.11 Patient Firstly Requiring Medical Treatment
Recommendations:

44. Where either the Registered Medical Practitioner who recommended the
involuntary admission of the person, a Clinical Director of the approved centre or a
Consultant Psychiatrist on the staff of the approved centre, is of the view that the
patient first requires medical treatment for a physical condition, the patient may
first be treated in an emergency department, hospital or clinic.

This Commission considers this recommendation as imperative and should be given
heightened importance. As already stated in this reply, physical health can have a major
impact on mental health, both positive and negative. Undiagnosed physical conditions
can and do manifest as mental troubles. An exhaustive series of tests should be
undertaken to discover any physical ailments. This would not be limited to rudimentary
tests that are carried out by default in a hospital. Instead, it would go much further,
exploring all aspects of physical health and how any abnormalities manifest. The
patient’s mental status would be monitored throughout the period of medical treatment
without engaging default psychiatric interventions.

45. The stay at the emergency department, hospital or clinic should be for the
shortest time possible and the Mental Health Commission should be notified.

The detection of any undiagnosed physical condition can take an unspecified period of
time. While rudimentary testing can be done expediently, the proposal is for exhaustive
testing to be done which requires the care and attention of Registered Medical
Practitioners. The location for this testing to take place is not significant as long as it does
actually take place.
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46. The 24 hour timeframe for the admission process to the approved centre
should commence on arrival at the emergency department, hospital or clinic as
though it was the approved centre named in the application and the appropriate
assessment and the making of an order should be done within that timeframe by
the Clinical Director of the approved centre or by a Consultant Psychiatrist on the
staff of the approved centre after consultation with a Mental Health Professional of
another discipline.

The 24-hour timeframe is a moot point. The detection and treatment of physical
conditions should be the first priority. Arrival at an approved centre is an administrative
issue if detention is required. Addressing the difficulties associated with undiagnosed
physical conditions could bring a new perspective to the detention process. While
psychiatric treatment can subdue or mask any discomfort, it doesn’t address the cause of
whatever the person is dealing with.

47. Throughout this period when the patient is at the emergency department,
hospital or clinic, responsibility for the mental health treatment of the person
should remain with the Clinical Director of the approved centre to which the
patient is being admitted.

This Commission agrees on the proviso that the Clinical Director is undertaking the
detection of physical conditions that may be manifesting as mental troubles.

2.12 Treatment prior to Detention

Recommendations:

48. Treatment should not be provided to a patient without consent prior to an
admission order being completed unless the Consultant Psychiatrist after
consultation (to be officially recorded) with another Health Care Professional is of
the opinion that it is necessary in emergency circumstances.

This point doesn’t specify whether it's medical or psychiatric treatment. By virtue of the
wording, it is presumed reference is being made to psychiatric treatment. On this basis,
this Commission disagrees. The current law permits a person to be forcibly treated when
detained. Any relaxation of these parameters should not be permitted. It sets a dangerous
precedent in that it opens the door to involuntary forced treatment on the basis of a
subjective opinion without being detained.
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49. Emergency in this situation means that the treatment is deemed immediately
necessary, that the person’s actual behaviour is injurious to self or others and no
other safe option is available.

The test of this point would be to consider how the situation would be addressed in an
environment other than a hospital, where Gardai were present and the behaviour of a
member of the public was injurious to self or others. While the use of psychiatric drugs
may be a holding action, the treatment of any difficulty would be a lottery other than
masking the troubles and continuing to mask them thereafter with repeat prescriptions
and the potential of polypharmacy.

2.13 Mental Health Tribunals
Recommendations:

Title and Power

50. Mental Health Tribunals should in future be renamed ‘Mental Health Review
Boards'.

No comment.

51. While decisions about the nature and content of treatment remain within the
remit of the multi-disciplinary mental health team, Review Boards should have the
authority to establish whether there is an individual care plan in place and if it is
compliant with the law.

No comment.

52. Review Boards should also establish that the views of the patient as well as
those of the multi-disciplinary team were sought in the development of the care
plan.

No comment.

Timin

53. The patient’s detention must be reviewed by a Review Board no later than 14

days after the making of the admission order or renewal order concerned.

No comment.
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Composition

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 reexamined in
any future review of the mental health legislation.

No comment.

55. The Review Board members must continue to be clearly separate from the
original decision-maker and those conducting the independent multidisciplinary
assessment for the Review Board.

This Commission agrees.

56. The ‘other person’ appointed to the Review Board should be known as the
‘community member’ and the person appointed to this role should not be or never
have been a Medical Practitioner, Nurse or Mental Health Professional, Barrister or
Solicitor in the State or in another jurisdiction.

This Commission agrees.

Attendance

57. A patient should have a legal right to have a Review Board deferred for
specified periods (2 periods of 14 days) if that is his/her wish. The deferral would
have to be sought through the patient’s legal representative.

No comment.

58. The following individuals must attend a Review Board:

- Legal representative of the patient

- Responsible treating clinician

The persons Assisted Decision Maker should also be present.

59. The following individuals may attend a Review Board:

- Patient, who must always have a right to attend the Review Board
- Advocate at the invitation of the patient exercising his/her right to such
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support

- Independent Psychiatrist who undertook pre Review Board assessment if
the Review Board so requests

- The author of the psychosocial report or if they are unable to attend,
another member of the multi-disciplinary team may attend on their behalf
if the Review Board so requests.

No comment.

60. It should be a matter for the Review Board to decide which additional persons
should attend the Review Board hearing other than the absolute right of the
patient to attend, their legal representative and their advocate if the patient so
requests.

No comment.

Role of the Independent Psychiatrist

61. The patient’s detention must be subject to an assessment report by an
independent Psychiatrist with input (to be officially recorded) from another
Mental Health Professional of a different discipline to be carried out within 5-7
days of the Review Board hearing.

No comment.

62. The range of Mental Health Professionals that the independent Psychiatrist
must consult with for a Section 17 assessment should be specified.

No comment.

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.

No comment.

Oversight
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64. The revised legislation should provide for the oversight of the integrity of the
process of Review Boards by the Mental Health Commission in line with best
practice.

No comment.

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.

No comment.

2.14 Renewal Orders

Recommendations:

66. Renewal orders must be certified by a Consultant Psychiatrist after
consultation (to be officially recorded) with at least one other Mental Health
Professional of a different discipline involved in the treatment of the person at the
approved centre.

No comment.

67. Renewal orders at present can be for up to 3 months, 6 months or a year. The
Group believes that the 3rd renewal order of up to 12 months is too long and
should be reduced to a period not exceeding 6 months.

No comment.

68. Section 15(2) should be amended by adding ‘and such renewal order shall only
come into effect on the expiration of the time period provided for in the previous
order be it an admission or renewal order’.

No comment.

69. The Group agreed that there was no need for a ‘slip-rule’ procedure and it was
best to leave section 18(1)(a)(ii) as it stands.

No comment.
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2.15 Absence With Leave
Recommendations:

70. The provisions of Section 26 regarding permission to be absent from an
approved centre for a specified period should be retained with greater clarification
being provided in a Code of Practice (to be developed by the Mental Health
Commission) which would outline the precise circumstances in which such
provisions can be used. The time limit for such absences should be a maximum of
14 days and they should not be used as quasi-community treatment orders.

No comment.

2.16 Grounds for Appeal

Recommendations:

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.

Proof in the mental health system is subjective, and remains a liability for the applicant
making an appeal. While it's proposed the onus falls on the approved centre, it will still
be subjective testimony. A more robust set of parameters should be formulated and
which should be met for both detention and for release. These should be self-explanatory
and present a summary of the decline or improvement of the applicant.

72.S8.1.11/2007, 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.

No comment.

2.17 Change of Status from Voluntary to Involuntary

Recommendations:
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73. The Group recommends that the existing powers of the Act to initially detain a
voluntary patient and to allow for a change of status from voluntary to involuntary
must remain. These powers insofar as possible, should only be used in very
exceptional circumstances.

No comment.

74. A Consultant Psychiatrist who has the clinical responsibility for the treatment
of a patient, a Registered Medical Practitioner, Registered Psychiatric Nurse or a
Mental Health Professional (registered with CORU in the case of the latter) who
considers that a voluntary patient would satisfy the criteria for detention may
detain such patient for a maximum period of 24 hours initially.

No comment.

75. The Group recommends that during the initial detention period of 24 hours, an
Authorised Officer should be called to attend the approved centre to consult with
the patient and staff and make a determination as to whether or not to make an
application for involuntary admission.

The Commission disagrees. The assumed principle here is an Authorised Officer has been
granted the power to detain a person. Based on the status of an Authorised Officer, the
parameters and status of those bestowed with the powers to detain are severely
compromised.

76. The Authorised Officer must consider the alternatives available, offer advice
and mobilise support for the service user and the family where necessary.

No comment.

77. Where the officer believes that the person satisfies all the criteria for detention
and there is no alternative to detention, the officer should make an application for
an involuntary admission in the normal way (this application must be made within
the initial 24 hours referred to above and then be subject to the time restrictions
for completion of the process as though it was initiated in the community).

This Commission disagrees. The power to reduce civil liberties is discussed at
recommendation 18 above.
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78. A Registered Medical Practitioner who is not the owner of an approved centre
or an employee or agent of such centre, to which the person is to be admitted,
should examine the patient within 24 hours of the application being made by the
Authorised Officer and determine if there is a need to make a recommendation for
admission.

There is a subjective reality required when making a decision about whether a person
should be recommended for detention. Any examination would not include the detection
of biomarkers but would be an opinion about a person’s mental status. A liability exists
that goes hand-in-hand with making a judgment call about a person. That liability should
not be offloaded onto Registered Medical Practitioners.

79. The Group also agrees that it should no longer be a requirement that a patient
must first indicate a wish to leave the approved centre before the involuntary
admission process is initiated. The Act should also be amended to specifically allow
that process to be initiated in such cases in the approved centre in line with the
recent High Court ruling on this matter (Judgement of KC v Clinical Director

of St. Loman’s Hospital).

No comment.

80. The Group recommends that every time section 23 is used to initially detain a
patient (even if section 24 is not subsequently used to detain the person) the
Mental Health Commission should be notified.

No comment.

81. The Group also recommends that section 24 should be amended to state clearly
that the involuntary admission procedure to be followed under this section is
similar to the procedure set out in Sections 9, 10, 11 and 14, with any necessary

modifications.

No comment.

2.18 Consent to Treatment
Recommendations:

82. The right of voluntary patients to refuse treatment should be explicitly stated.
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Whether explicitly stated or not, any uncertainty on behalf of the Practitioner regarding
acceptance or refusal should be accepted as refusal.

83. All patients should be supported to make informed decisions regarding their
treatment and ‘consent’ as defined in Section 56 relating to consent to treatment
should include consent given by a patient with the support of a family member,
friend or an appointed ‘carer’, ‘advocate’ or a support decision maker appointed
under the proposed capacity legislation.

This Commission agrees. In providing the support, the information provided to assist
patients to make informed decisions should not be limited to literature provided by the
healthcare provider.

84. Section 57 should be amended so that the informed consent of a voluntary
patient is required for all treatment.

This Commission agrees. In addition, informed decisions should not be limited to
literature provided by the healthcare provider.

85. Informed consent is also required from involuntary patients who are deemed
capable of giving such consent.

This Commission agrees. In addition, informed decisions should not be limited to
literature provided by the healthcare provider.

It’s unlikely that a Consultant Psychiatrist would accept a refusal to consent from a
detained patient even if they were considered capable of giving consent. If they were
deemed capable, they would likely be a voluntary patient. It is important however and
significant that the refusal to consent is noted in regards to an involuntary patient.

86. A Consultant Psychiatrist, after consultation (to be officially recorded) with at
least one other Mental Health Professional of a different discipline involved in the
treatment of the patient, may administer treatment to a detained patient who lacks
capacity where the patient does not have a DMR and the Consultant Psychiatrist
considers it 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
there is no safe and effective alternative available. Where a patient lacks capacity
but has a DMR appointed under the capacity legislation, the DMR may accept or
refuse treatment for the patient.
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Emergency psychiatric treatment proposed outside of detention parameters of the
Mental Health Act should not be sanctioned under law. The use of psychiatric drugs is to
contain and mask the mental troubles experienced by a patient rather than to treat a
purported mental illness. This is borne out by there being no biomarkers for mental
disorders. Through extrapolation of the datum, the conclusion is psychiatric treatment
doesn’t have any bearing on the protection of life.

If other persons are at risk due to the person’s behaviour, the person in question should
be arrested.

87. A Consultant Psychiatrist can override the decision of a DMR to refuse
treatment on behalf of an involuntary patient in emergency circumstances where
the treatment is deemed necessary, the patient is injurious to self or others and no
other safe option is available. A Mental Health Review Board must meet within 3
days to determine that the treatment was given in the appropriate 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.

It's noted that default setting lies in favour of the Consultant Psychiatrist. The only
emergency treatment this Commission would agree upon is the use of a mild sedative to
allow the troubled person to get rest and good nutrition. It should be noted that some
people remain on psychiatric drugs for many years, decades a lifetime rather than being
helped to find any undiagnosed physical conditions.

Again, if other people are at risk due to the person’s behaviour, the person in question
should be arrested.

88. The Group would emphasise the ongoing need for services to ensure that
manual or other forms of seclusion and restraint are used only as a last resort, only
where there is no other alternative and always in accordance with the rules drawn
up by the Commission.

This Commission is keen to highlight paradoxical effects that can occur as a result of
psychiatric treatments. Aggressive or violent behaviour has been documented to occur in
conjunction with the use of prescribed drugs (akathisia etc.). Such behaviour can result
in the introduction of seclusion and/or restraint procedures.
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[t's vital to recognise that treatment, specifically psychiatric drugs, can bring about this
unwanted behaviour. Something can then be done to help the person rather than using
more psychiatric drugs to sedate and potentially further exacerbate the situation which
could cause serious and even fatal consequences for the patient."

89. The Group believes it would be more appropriate for the section of the Act (69)
dealing with seclusion and restraint to be included in Part 4 of the Act which deals
with consent to treatment. The Group also recommends that the section should be
broadened to include all forms of restraint including manual or other forms of
seclusion or restraint, and appropriate guidelines should be produced by the
Mental Health Commission. In addition, it should be made clear that this section
applies to patients in the Central Mental Hospital.

See reply at Recommendation 88.

2.19 Electro-Convulsive Therapy (ECT)
Recommendations:

90. Section 59 should be amended to remove the authority to give ECT without
consent in any circumstance where the patient is capable of giving consent but
unwilling to do so. The Group recommended that the first possible opportunity
should be taken to effect this change in the context of any future miscellaneous
health bill. Where the patient is unable to give consent but a decision-making
representative appointed legally under capacity legislation for the person gives
that consent on the patient’s behalf, then ECT may proceed.

Anyone giving or refusing consent for ECT (electroconvulsive therapy) should be fully
informed about the procedure. Current literature that’s made available by ECT providers
favours the procedure. That’s to be expected, but it doesn’t allow for the person to be
fully informed. This applies to the patient and to the decision-making representative.
Giving consent on behalf of another based on erroneous or limited information is
extremely poor practice.

An education step is required with reference to ECT. A documentary, Therapy or Torture:
The Truth About Electroshock, was produced by the Citizens Commission on Human
Rights to fulfil such a step.
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ECT has been marketed as new and improved. Anaesthesia and paralyzing drugs make
the procedure look more acceptable compared to its early use, where severe injuries
occurred due to the convulsions resulting from the application of electricity. The new and
improved description is entirely misleading and should be known by those considering
its use. The psychiatrist is aiming to induce a grand mal seizure when using ECT. The
anaesthesia and paralyzing drugs used today require raising the seizure threshold,
requiring more electricity to induce a seizure.

Heat generated from the increased current can kill brain cells, resulting in brain damage.
MRIs taken of ECT patients have shown scarring and brain shrinkage. Collateral damage
includes but is not limited to memory loss, abnormal heart rhythms, heart attacks and
stroke.

On this basis, there is sufficient information to challenge the accepted literature used in
the process of consent. The process of informed consent can only be considered complete
when all of the information is made available to the recipient in a format that can be
assimilated and understood. A copy of the documentary is being sent to accompany this
submission.*

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 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.

ECT does not address any biomarkers that would be considered abnormal in the
treatment of a life-threatening condition. That said, this Commission recognises people
do experience problems and upsets in life that may result in mental troubles, some of
which may be very serious. However, the application of high-voltage electricity to a
sensitive organ like the brain cannot be considered “life-saving treatment.”

On October 19, 2018, following a lawsuit filed against Somatics LL.C the manufacturer of
the ECT device, ‘Thymatron’ (which it settled), immediately issued a warning of
“permanent brain damage” in its new risk disclosures of October 19, 2018.

4 https: //www.cchr.org.uk/therapy-or-torture-video/
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A note on the concept of ‘treatment-resistant’; this implies a specified treatment is
efficacious but that the patient isn’t responding. Since there are no biomarkers associated
with conditions that purportedly respond to the use of ECT, it’s akin to a ‘hit and hope’
mentality rather than a specific medical intervention.

With regards to ECT, which is on the increase in Ireland, it should not be available as a
purported treatment. Whether anaesthetised or not, the brain is subjected to trauma
when high voltage electricity is forced through it. Psychiatric rhetoric attempts to
sanitise this procedure, but the effects which including brain damage is evidence that it is
a damaging practice and should not be available. If ECT was proposed as a modern
treatment in 21st Century, it wouldn’t pass safety regulations and probably called
inhumane. All forms of Electro Shock (Electroconvulsive Therapy, Electro Shock Stun
Guns, cattle prods, implants] or any other type of electro shock devices used for behavior
modification should be banned and legislated out of existence as it constitutes a form of
“torture” or “cruel, inhuman or degrading treatment” as laid out in the United Nations,
General Assembly report of the Special Rapporteur on torture and other cruel, inhuman or
degrading treatment or punishment.>

2.20 Administration of Medicine
Recommendations:

92. The reference to ‘unwilling’ should be removed from Section 60, and where any
patient who has the capacity to make a decision refuses to take medicine, this
decision will be respected. The Group recommended that the first possible
opportunity should be taken to effect this change in the context of any future
miscellaneous Health Bill.

The Reference to ‘medicines’ in the Mental Health Act should be removed. The medicines
referred to are neuroleptic drugs that affect the central nervous system, are psychoactive
in nature, and are not life-saving as in general medicine. Effects associated with the use of
neuroleptics include but are not limited to akathisia and tardive dyskinesia, debilitating
conditions that cause severe distress and sometimes death.6”

5 https://www.ohchr.org/Documents/HRBodies/HRCouncil /RegularSession /Session22 /A.HRC.22.53 English.pdf

6 Akathisia: Overlooked at a cost, https://www.bmj.com/content/324/7352/1506

7 Antidepressant-induced akathisia-related homicides associated with diminishing mutations in metabolizing genes of
the CYP450 family,
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The reference to ‘unwilling’ is a moot point in regards to the Mental Health Act. The
concept of ‘willing’ patients who are detained is perhaps optimistic. An ‘unwilling’ patient
could be considered an educated patient. ‘Unwilling’ may also be associated with
restraint procedures to administer a forcible injection. Such a process would be rejected
by any person, regardless of their mental status.

93. Section 60 should also be amended so that medicine may be administered to a
detained patient without capacity for the purpose of ameliorating his or her
condition for a period not exceeding 21 days. The recommendation to continue the
administration of medicine beyond 21 days must be made by the treating
Consultant who must also consult with another Mental Health Professional of a
different discipline involved in the treatment of the patient and this must be
officially recorded. The recommendation to extend the administration of medicine
beyond 21 days must also be authorised by a second Consultant Psychiatrist from
outside the approved centre.

The amelioration of any psychiatric condition can be misinterpreted, leading to the
misconception concerning the efficacy of treatment.

Mild sedatives can be used to assist a person to get the rest required followed by good
nutrition to help restore rudimentary functions. However, when psychiatric drugs are
forcibly administered or injected, they have a tendency to chemically mask any mental
troubles, giving the erroneous appearance of being demonstrably effective. What may
actually be occurring is the patient is manifesting the effects of being drugged. This is

then misinterpreted as amelioration.

The discovery of undiagnosed physical conditions with known biomarkers that may be
manifesting as mental troubles, and consequent treatment, should be a primary step and
may if pursued, offer solutions that are cost-effective, that don’t result in relapse and
which demonstrate effective healing methods.

94. Section 60 should be amended to reflect the fact that the continued
administration of the medicine concerned must be of therapeutic material benefit
to the patient.

As a corollary, Section 60 should also be amended to reflect that continued
administration of psychiatric drugs have been detrimental to the patient. Any material
benefit of psychiatric drug use is difficult to quantify on the basis there’s no biological
abnormality targeted by the drug.

Page 29



CCHR IRELAND

95. Further reviews of treatment should be undertaken every three months, and in
the case of the first such review, a patient may request that this review take place
at an earlier stage.

No comment.

96. The recommendation to continue the administration of medicine every three
months must be made by the treating Consultant who must also consult with
another Mental Health Professional of a different discipline involved in the
treatment of the patient and this must be officially recorded. The recommendation
to extend the administration of medicine every three months must also be
authorised by a second Consultant Psychiatrist from outside the centre.

With no biomarkers for mental disorders, the continuation of a prescribed drug for
extended periods of time relate to containment measures rather than therapeutic
interventions.

A patient may be subjected to the difficulties associated with dependency when on
prescribed drugs for long periods of time. A second Consultant Psychiatrist should take
this into account when undertaking the authorisation role.

97. Where psychotropic medication is proposed, the views of the patient should be
recorded and, if appropriate, consultation held with the patient’s family or
advocate, also to be recorded. The functions of the Inspector of Mental Health
Services could be extended in this area.

This Commission agrees. Providing it’s a harmonious relationship, consultation with the
patient’s family or advocate can be extremely beneficial.

2.21 Provision of Information on Admission to Approved Centres and
Complaints Mechanisms

Recommendations:

98. On admission to an approved centre, every patient should have a right to
information which would include their rights as a voluntary or involuntary patient,
their rights regarding consent to or refusal of treatment, the range of services
available in the centre, and any additional information as outlined in the Mental
Health Commission Code of Practice.
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This Commission agrees.

99. There is also an obligation to ensure that the patient is made aware of the
complaints mechanisms in place at the centre and any general complaints
mechanisms that exist within the service generally.

This Commission agrees.

100. The Group re-iterates that it is mandatory for the Inspector of Mental Health
Services to meet a patient who has made a complaint when he/she is subsequently
inspecting that approved centre and all patients must be informed of this right on
admission to an approved centre and on the process for contacting the Mental
Health Commission.

This Commission agrees.

101. The Expert Group is not recommending a separate Mental Health Ombudsman
at this juncture, however it should be re-examined as part of future reviews of any
new Act.

There are no safety mechanisms here to prevent patients from being subjected to
retaliation, threats or bullying if complaints are made. Access to an ombudsman, the
police or someone not connected to the facility or practitioners should be made available.
Any charges of harassment, intimidation, sexual misconduct or threats should be taken
seriously where the burden of proof is on the practitioner rather than the patient. In
either circumstance, any patient expressing fear and intimidation should be immediately
moved out of the hospital ward to an alternative environment that’s safe and

unthreatening. The authorities must be informed in writing that a complaint has been
lodged.

A workable ‘safety net’ would be advantageous for those willing to make complaints. In
our experience, patients are intimidated and fear retribution if they report the Consultant
Psychiatrist or his staff. This section is lacking in such and there is no evidence of
recourse for patients.

Any mental health practitioner or Consultant Psychiatrist found to be in violation of any
of the above should be suspended immediately until a full investigation is complete.
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2.22 Care Plans and Discharge Planning

Recommendations:

102. Care planning function should be strengthened and extended to all persons in
receipt of mental health services and provide a seamless recovery based approach
towards discharge and support in the community.

No comment.

103. Recovery plans should be reviewed on a regular basis and the timing of the
reviews should be decided based on the patient’s individual needs.

No comment.

104. Patients must be offered the opportunity to sign off on their recovery plans
and this must be recorded.

A copy of the document must be given to the patient, family, lawyer, or assisted decision
maker.

105. Evaluation and feedback should form part of the review of a recovery plan and
there should be a need to show evidence of the undertaking of a review.

No comment.

106. Wording of the legislation should be amended to ensure that it is the
multidisciplinary team that has responsibility for the clinical content of recovery
plans rather than the proprietor.

No comment.

107. Care plans should be renamed as recovery plans and should refer to the
person rather than the patient.

Since psychiatrists when asked, openly admit they can’t ‘cure’ their patients, a recovery is
a high ambition in the mental health field. There needs to be a definition for recovery. If
recovery has not been achieved by an appropriate stated time, as noted in the recovery
plan, penalties should be imposed against the facility and Consultant Psychiatrists for
each month the person is detained.
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108. Discharge plans must form part of a person’s individual recovery plan.

No comment.

109. It is desirable that discharge planning meetings should take place with family
members, carers or chosen advocate (with the consent of the patient) and there
should be robust codes of practice produced on their implementation.

No comment.

110. Section 66 should be strengthened further to cover community based
services.

No comment.

2.23 Children

Recommendations:

111. Provisions relating to children should be included in a standalone Part of the
Act and any provisions of the Child Care Act 1991 which apply should be expressly
included rather than cross referenced.

This Commission agrees.

112. Child should be defined as a person under 18 and thus brought into line with
the Children Act 2001.

This Commission agrees.

113. Dedicated children’s Part of the Act should stipulate the following guiding
principles:

a. Every child should have access to health services that aim to deliver the highest
attainable standard of child mental health.

This Commission agrees every child should have access to health services. The standard
of the services delivered will be measured by results. This Commission reiterates the
need for the detection of physical illness that may be manifesting as mental troubles. This
stands for children as well as adults.
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b. The autonomy and self-determination of the child should be respected insofar as
practicable in conjunction with parents or persons as required acting in loco
parentis.

This Commission agrees.

c. There must be consultation with the child at each and every stage of diagnosis
and treatment with due weight given to his/her views consistent with his/her age,
evolving capacity and maturity and with due regard to his/her will and
preferences.

This Commission agrees. The parents and/or guardian should also be consulted.

d. Services should be provided in an age-appropriate environment wherever
possible.

This Commission agrees.

e. Services should be provided in close proximity to family and/or carers wherever
possible.

This Commission agrees.

f. The child must receive the least intrusive treatment possible in the least
restrictive environment possible.

This Commission agrees. The medical definition of intrusive relates to the insertion of an
instrument or device into the body such as a needle. The intrusive quality of any
treatment is outweighed by the potential damage caused by the introduction of
psychiatric drugs to young developing bodies.

The discovery therefore of undiagnosed physical conditions and addressing those with
high quality medical treatment would be far more beneficial.

In 2013, the Irish Government moved to ban all but one antidepressant drug for use in
children due to a link between the drugs and suicide. In 2010, prescriptions of
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antidepressants and other psychoactive drugs with known links to akathisia (drug
induced psychosis), and suicide was reported to be on the increase.89210

g. Where there is an intervention on behalf of the child, his/her best interests must
be taken into account, and ‘best interests’ must be defined in a way that is
informed by the views of the child, bearing in mind that those views should be
given due weight in accordance with his/her age, evolving capacity and maturity
and with due regard to his/her will and preferences.

The ‘best interests’ definition is prone to a ‘one-size-fits-all’ approach which contradicts
the initial purpose of an intervention. The complexities that go hand-in-hand with
childhood and which are exacerbated by difficulties that require intervention must be
dealt with sensitively.

When detained, children and adolescents tend to receive default psychiatric treatments
that mask the difficulties troubling them and which prevent positive outcomes. Default
prescribing habits can create iatrogenic suicides and illness in children and can even
result in addiction. A non-psychiatric-drug approach to helping children must be
addressed to prevent any reliance on prescription drugs.

It should also be noted that if a teenager has been using illicit drugs, there may be a
withdrawal period if an intervention has taken place. If they are then placed in detention,
the introduction of prescribed drugs may serve only to exacerbate existing problems.

114. Children aged 16 or 17 should be presumed to have capacity to consent /
refuse admission and treatment.

This Commission agrees. If they are still considered minors, parental responsibility must
be included in any process that involves consent, admission or treatment.

115. For an admission of a 16 or 17-year old to proceed on a voluntary basis, the
child therefore must also consent or at least must not object to his/her voluntary
admission.

8https: //www.hpra.ie /docs/default-source /Safety-Notices/human-medicines---warning---selective-serotonin-

reuptake-inhibitors-(ssris)-usage-in-children.pdf?sfvrsn=0
9Antidepressant prescribing in Irish Children https://www.semanticscholar.org/paper/Antidepressant-
prescribing-in-Irish-children%3A-and-a-0'Sullivan-Boland /e3fc873ecad3784c18bcac0aef8f747855f472a6

10 Antidepressants prescribed to children on the increase
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This statement is contradictory. If they are being admitted voluntarily, they would not be
objecting. Again, it is presumed a 16 or 17-year old is a minor. Parental responsibility
must not be relegated to the point where they have no input on their child’s welfare.

116. Where a 16 or 17 year old objects, the case should then be referred to a child
friendly District Family Law Court which can determine whether the child has the
necessary maturity or capacity to make an informed decision. If the Court
determines that the child has the necessary maturity and capacity, admission may
only proceed on an involuntary basis by order of the Court. Where the Court
determines that the child does not have the necessary maturity and capacity then
voluntary admission may proceed with the consent of the parents or person as
required acting in loco parentis.

It would be hoped that each District Family Law Court is child friendly. If there are
uncertainties, it should not be the default channel for determining maturity or capacity.

Over and above this point, it is of concern that vulnerable children and adolescents may
be detained and forcibly treated. As discussed earlier in this submission, undiagnosed
physical conditions can manifest as mental troubles. The difficulties associated with
growing pains and emotional changes should also be recognised and acknowledged
rather than misunderstood and mistaken for a mental disorder.

117. The Group acknowledges that there should be no automatic presumption of
capacity for children under the age of 16.

No Comment.

118. In the case of a child under the age of 16, voluntary admission should only
take place where the parents or person as required acting in loco parentis
consents, however the views of the child must be heard by parents and service
providers and given due weight in accordance with the child’s evolving capacity
and maturity.

This Commission agrees.
119. Admission and renewal orders for the involuntary detention of a child (under
18) should continue to require a Court Order and require justification that it is

used as a last resort.

This Commission agrees.
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120. The requirement to notify the Mental Health Commission of information
relating to admission and discharge of children should be elevated to primary
legislation.

This Commission agrees.

121. Advocacy services to children and to the families of children in the mental
health service should be available.

This Commission agrees.

122. Gardai (for clarity purposes) should be given the specific power to remove a
child believed to be suffering from a mental illness satisfying the criteria for
detention to a place where an age appropriate assessment can be performed and
admissions should only be made to an age appropriate approved centre.

Belief that a child may be suffering from a mental illness is open to interpretation and
does not belong in the duties and responsibilities of the Gardal. If it relates to a criminal
offence, Gardai would take the appropriate action as dictated by their job description. It
would be incorrect to assign them as an extension of child and adolescent welfare
services.

123. Places to which children are taken for such assessments should fulfil certain
specific criteria (e.g. availability of child and adolescent psychiatry) and that
relevant stakeholders are available, involved and informed (Gardai, parents, etc.).
Also, certain locations may be inappropriate in this regard (e.g. a care home from
which a child has absconded).

On the basis that undiagnosed physical conditions may be manifesting as mental
troubles, a medical doctor, trained in physical health, should be available to carry out
standard and more in-depth medical examinations.

By default, parents must be informed as the responsible adults. If a crime has been

committed or if there is suspicion of a criminal offence, Gardai would be informed. If not,
it's uncertain why Gardai would be considered a ‘stakeholder.’

2.24 Inspections of Approved Centres and Community Services

Recommendations:

Page 37



CCHR IRELAND

124. The Group recommends the registration and inspection at regular intervals of
the following mental health services:

- Phase 1: Continue to register approved centres and inspect at least once in every
three years and more often according to targeted risk.

It's unclear what would be included in an inspection of an approved centre. The quality of
a given centre is junior to the activities of those responsible for the welfare of those
detained.

- Phase 2: Register all community mental health teams and inspect against an
increasing proportion of the services provided in the community.

No comment.

- Phase 3 Register all High, Medium and Low Support Hostels; Crisis/Respite
Houses; any other Residential Services; Day Hospitals, Day Centres and other
facilities in which mental health services are provided and introduce inspections
on a phased basis.

It’s unclear what would be included in an inspection of these locations.

125. The new Act should give the Mental Health Commission specific powers to
make standards in respect of all mental health services and to inspect against
those standards. The Standards should be made by way of regulations and the

regulations should be underpinned by way of primary legislation.

No comment.

2.25 Advance Healthcare Directives

Recommendations:

126. The introduction of legislation providing for advance healthcare directives
which should apply to mental health on an equal basis with general health is

recommended.

The acceptance and implementation of advance healthcare directives that apply to
mental health is vital. This can only have a beneficial impact on those involuntarily
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detained. Testimonies from people detained tell of the constant battle to be heard, where
their wishes have been dismissed in favour of enforced treatment.

[t is noted that the Expert Group Review states that such a directive can be overridden.
This would indicate the directive applying to mental health is not on an equal basis with
general health where refusal of treatment is not contested.

127. Notwithstanding the introduction of legislation on advance healthcare
directives as part of the Assisted Decision-Making (Capacity) Bill, the Group
recommends that when revised mental health legislation is being framed, it either
amends the Assisted Decision-Making (Capacity) Bill if necessary or introduces
provisions in mental health law to deal in a more complete and comprehensive
manner with the operation of advance healthcare directives in the area of mental
health in the longer term.

No comment.

128. In particular, the authority to override a treatment refusal where a person’s
health as opposed to life is at risk, should be re-visited again when mental health
legislation is being framed.

No comment.

129. An advance healthcare directive should state in clear and unambiguous terms
the specific treatments to which it relates and also the particular situations in
which the treatment decisions are intended to apply.

This Commission agrees.

130. Advance healthcare directives should be recorded in the person’s recovery
plan.

The advance healthcare directives should be available immediately at the point of contact
with psychiatric services that have the power to detain and treat involuntarily. Such a
directive can act as a safety net for vulnerable patients. It would therefore be beneficial
for all parties concerned if the wishes of the patient are known from the very beginning.

131. If an advance healthcare directive is overridden, the Inspector of Mental
Health Services should be notified within 3 days and it must be included in the
Inspector’s report on the approved centre.

Page 39



CCHR IRELAND

The assistant holding the Assisted Decision-Making role should be notified immediately if
an advance healthcare directive is overridden.

132. Avalid and applicable advance healthcare directive may be overridden if at
the time when it is proposed to treat the person, he or she is suffering from a
mental illness and his/her detention and treatment is regulated by Part 4 of the
Mental Health Act 2001 and/or by the Criminal Law (Insanity) Act 2006. (This is
merely noting the proposed provision to this effect in the Assisted Decision-
Making (Capacity) Bill)

Regardless of the timing or the circumstances, the assistant holding the Assisted
Decision-Making role should be notified immediately if an advance healthcare directive is
to be overridden.

133. Guidelines on advance healthcare directives should also be produced by the
Health Information and Quality (HIQA) and the Mental Health Commission with the
involvement of the appropriate professional regulatory bodies.

No comment.

2.26 Contact with Families and Doctor/Patient Confidentiality

Recommendations:

134. Where it is deemed appropriate, there should be proactive encouragement for
the patient at all stages to involve his/her family/carer and/or chosen advocate in
the admission process and in the development of the care and treatment plan with
the patient’s consent.

It's noted that emphasis is being placed on compliance with detention and involuntary
treatment.

Equally, there should be proactive encouragement for the patient at all stages to
challenge the admission process and involuntary treatment if there are doubts regarding
the legitimacy of the process.

135. All relevant professional bodies involved in mental health care should write
into their codes of practice guidelines for practitioners the need to involve
families/carers in the development of care and treatment plans with the patient’s
consent especially in cases of serious and enduring mental health problems.
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The involvement of families/carers should be encouraged towards the pursuit of physical
testing to detect any undiagnosed physical conditions. This is an important point for the
deciding parties to consider as it’s a weak point in current clinical settings. This
Commission has received reports where psychiatrists have been dismissive of the
possibility that a physical illness may be contributory or may be causing the difficulties
experienced by the patient.

Empathetic guidelines that provide hope for a patient can only serve to create a more
harmonious relationship between the patient and the psychiatrist.

Significantly, if a patient has a serious and enduring mental health problem, continuation
of a treatment plan that hasn’t resolved the problem could be considered incorrect unless
the treatment plan is a containment action. While iatrogenic illness may occur as a result
of psychiatric prescribing habits, these should not be separate when looking for
undiagnosed physical conditions that may be causing mental troubles to endure.

136. The Mental Health Commission should bring this matter before the Health,
Social Care and Regulatory Forum to highlight the importance of the points made
and to explore how best the relevant provisions could be expressed in codes of
ethics/practice and guidance in this area by each of the professional regulatory
bodies.

No comment.

137. The Mental Health Commission should develop more detailed guidance in this
area for application right across the mental health sector.

No comment.

2.27 Approved Clinician
Recommendations:

138. The Group did not recommend the introduction of an ‘Approved Clinician’ at
this stage.

No comment.
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139. The Group believes that the introduction of an ‘Approved Clinician’ should be
considered again as part of future reviews of the legislation.

No comment.

2.28 Miscellaneous

140. When revised mental health legislation is being drawn up, membership of the
Mental Health Commission should be reviewed in its totality as it is currently
limited mostly to professional groups and is not in keeping with the current policy
to appoint through the Public Appointments Service. Occupational Therapists are
currently not represented on the existing Mental Health

Commission. The criteria for membership should be based on the necessary skills
and competencies required to govern. Ideally professional and service user insight
should be achieved through membership of the Commission by persons who also
have the necessary skills and competencies required to govern. However if that is
not possible, the Group suggests that professional and service user views could
either be received by way of provision of statutory advisory committees to the
Board.

No comment.

141. Appointments to the Commission should be staggered so that no more than
half the membership would be due to complete a term at any one time. This should
allow for a greater degree of continuity at Commission level rather than the
current practice of members all reaching the end of their term at the same time.
Section 36 of the Act (Terms of office of members of Commission) will need to be
amended.

No comment.
142. In addition, it should be clearly stated that no Commission member may serve
more than two consecutive terms.

No comment.

143. Statutory responsibility for standards in mental health services (i.e. Mental
Health Commission Quality Framework) should be explicitly referenced in a
revised section 33 of the Act which specifies the functions of the Mental Health
Commission.
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No comment.

144. Section 55 of the Act allows the Inspector of Mental Health Services, or such
other persons, if asked by the Commission, to inquire into certain matters as set
out in this section. However, this section is silent in relation to the powers that the
Inspector or other persons would have to assist them carry out the inquiry.

The Inspector can rely on the explicit powers vested in him/her and assistant
inspectors elsewhere in the Act, but the other ‘person’ currently has no powers.

The section dealing with inquiries should specify the powers that the inquirer
(Inspector or other persons) has for carrying out the inquiry. It is suggested that
the powers of the Inspector outlined in Section 51(2) are explicitly included in a
revised Section 55.

No comment.

145. Section 51(1)(iii) of the 2001 Act should be amended to ensure that there is
compliance by approved centres with ‘all’ codes of practice prepared by the
Commission including the standards in mental health services.

No comment.

146. The Group believes that it would be more appropriate to rename ‘approved
centres’ as ‘registered inpatient facilities’.

No comment.

147. The Act should be amended so that the Inspector must visit a centre and
provide a report to the Commission regarding the suitability for registration prior
to it being entered in the register of approved centres.

No comment.

148. There are a number of amendments required in relation to the registration of

» oz

approved centres which would include the definitions of “approved centre”, “in-

patient”, “resident” and “registered proprietor”. These details should be examined
in more detail when revised legislation is being drawn up.

No comment.
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149. The Mental Health Commission should have the authority to establish that a
registered proprietor, or intended registered proprietor, and each other person
who will participate in the management of the approved centre is a fit person to be
the registered proprietor of the approved centre and to participate in its
management.

No comment.

150. Section 64 should be amended to ensure that where a registered proprietor is
not compliant with the Act or Mental Health Commission requirements under the
Act in relation to one centre, any decision to de-list the registered proprietor may
be deemed to apply only in respect of that one centre or should include other
centres as specified by the Commission.

No comment.

151. The procedure for removing a condition on the registration of an approved
centre as detailed in section 64(11)(a) of the Act needs to be amended as it
currently requires that if the Mental Health Commission wants to remove a
condition attached to a registration, it must first issue a proposal to the applicant
or the registered proprietor to do so and afford the registered proprietor 21 days
to make representations before it makes its decision. The Commission then makes
its decision and informs the registered proprietor that it has 21 days to appeal to
the District Court. This procedure is appropriate where the Commission is
attaching a condition but not where a condition is being removed.

No comment.

152. The 2001 Act does not address the issue of the closure of approved centres
and what follows if a closure takes place. The Group acknowledges that to some
extent this has been dealt with in the Mental Health Act (Approved Centres)
Regulations 2006 (S.I. 551 of 2006) which provide directions in relation to notice
to the Commission of the intention to close an approved centre and the transfer of
voluntary patients. It is recommended that section 64 of the Act (Registration of
approved centres) should be amended to provide for this scenario.

No comment.
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153. The Mental Health Commission should be able to request a Statutory
Regulation Report from an approved centre in a manner specified by the
Commission before they attach a condition.

No comment.

154. Provision for the charging of appropriate fees for registration and inspection
of centres or services should be considered when revised mental health legislation
is being drawn up.

No comment.

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.

No comment.

156. Section 48(9) gives the Mental Health Commission the authority to remove a
member from a Tribunal under certain conditions. While the Commission may
form an opinion in this regard, there is no provision in existing legislation for the
Commission to observe the workings of a Tribunal to assist them in their
deliberations as to whether a member should or should not be removed. The
Group recommends that such authority be provided to the Commission in revised
mental health legislation. In addition, the 2001 Act should be amended to allow the
Mental Health Commission develop a system of appraisal for Mental Health Review
Boards. This amendment should include appropriate linkage with Section 48(9).

No comment.

157. The purpose of Mental Health Review Board hearings for discharged patients
where they take place pursuant to Section 28(5) of the Act should be clearly set out
in any revised legislation to ensure that the admission process was followed
correctly and that the order was made on a bona fides belief that the person was at
that time suffering from a mental illness. Section 28 should also clearly outline that
there is no appeal to the Circuit Court under this section.

No comment.
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158. Section 73 of the Act requires that an individual receive permission of the
High Court before he or she can institute civil proceedings under the Act. Mindful
of the fact that every person with a disability should have equal access to the law,
the Group believes that this provision of the Act should now be repealed.

This Commission agrees.

159. The Group recommends that for the purpose of clarity, the title ‘Clinical
Director’ used in the Act should be renamed ‘Director of the Approved Centre
(Registered Inpatient Facility)’ - however no change in the definition is required.

No comment.

160. Mental Health Professional should be defined as a registered Health or Social
Care Professional working in the mental health service.

This Commission disagrees. Distinction should be made between mental health
professionals and professionals working in areas of medicine that address empirical
illness and disease. On the basis that there are no biomarkers for mental illness, it would
be confusing to include mental health professionals in the same category as those who
address biomarkers and the resolution of empirical illness.

161. The Mental Health Commission should develop a code of practice for the
assisted admissions service. Mental health services should be required to monitor
and report on these services in a manner and frequency requested by the Mental
Health Commission.

No comment.

162. Section 61 of the Act is entitled ‘Treatment of children in respect of whom an
order under section 25 is in force’. The wording of this section when originally
drafted was based on the wording used in section 60 (Administration of medicine).
However, as the process for the detention of a child under section

25 is quite different to the involuntary admission of an adult, section 61 should be
amended to take account of the detention process through the Courts for children.

No comment.
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163. In circumstances where a patient chooses to remain in an approved centre as
a voluntary patient after they no longer meet the criteria for detention, the
Mental Health Commission should be notified of the subsequent voluntary
admission.

No comment.

164. Section 21(2) details the circumstances where a Clinical Director of an
approved centre is of the opinion that it would be for the benefit of a patient
detained in that centre to transfer him or her to the Central Mental Hospital.

The Group recommends that once a Mental Health Review Board authorises such a
transfer, such authorisation shall remain in place for a maximum time period of 3
months and/or certification by a Registered Medical Practitioner that the
appropriate treatment in the Central Mental Hospital is still required by the
patient concerned.

No comment.

165. When revised mental health legislation is completed but before it is
commenced, comprehensive and extensive training should be provided, with the
support of service providers, the Mental Health Commission and professional
bodies, for all Mental Health Professionals who may be involved in implementing
the provisions of the revised Act.

No comment.

2.29 Conclusion

An interdisciplinary approach regarding the resolution of mental troubles is a positive
step towards giving vulnerable patients some confidence at a time when they may be
experiencing extreme difficulties in their lives.

An interdisciplinary approach could benefit from a more holistic approach that aligns
with the discovery and treatment of physical illnesses that may be manifesting as mental
troubles.

Interdisciplinary coordination with consultants from medical fields that address physical
health could present hope for patients. We are aware of the revolving mental health door,
where vulnerable people have experienced multiple detentions. The prospect of
psychiatric drugs is, by testimony, a frightening experience for many of them.
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The introduction of a more holistic approach has the potential to generate a new
perspective on recovery. Multiple detentions indicate that resolution has not been
achieved.

The administration of (ECT) electroconvulsive therapy, whether with consent or not,
cannot be acknowledged. While we have addressed some issues regarding ECT in reply to
recommendations 90 and 91, the continued use of ECT is fundamentally opposed. In July
2018, a United Nations Human Rights Council report on “Mental health and human
rights,” called on governments to recognise that forced psychiatric treatment, including
ECT, “as practices constituting torture or other cruel, inhuman or degrading treatment or
punishment....”11,12

This review represents an opportunity to consider ECT from a 21st Century perspective.
The concept of forcing electricity through a sensitive organ like the brain is highly
unlikely to pass the test to meet health and safety standards. With this in mind, it would
be a step towards a more humane mental health system if ECT was scrutinised and
appropriate measures taken to protect patients now and into the future.

000

“While DSM has been described as a ‘Bible’ for the field, it is, at best,
a dictionary.... The weakness is its lack of validity. Unlike our
definitions of ischemic heart disease, lymphoma, or AIDS, the DSM
diagnhoses are based on a consensus about clusters of clinical
symptoms, not any objective laboratory measure. In the rest of
medicine, this would be equivalent to creating diagnostic systems
based on the nature of chest pain or the quality of fever.”

— Thomas Insel, Director of the National Institute of Mental Health, 2013

11 Mental health and human rights: report of the United Nations High Commissioner for Human Rights,

12 United Nations Convention on the Rights of Persons with Disabilities, Article 15,
https://www.ohchr.org/EN/HRBodies/CRPD /Pages/ConventionRightsPersonsWithDisabilities.aspx#15
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CITIZENS COMMISSION ON HUMAN RIGHTS
51 YEARS OF PROTECTING HUMAN RIGHTS IN THE FIELD OF MENTAL HEALTH

The Citizens Commission on Human Rights (CCHR) was co-founded as an independent mental health
watchdog in 1969 by the Church of Scientology and Professor of Psychiatry Emeritus Dr. Thomas Szasz at
a time when patients were being warehoused in institutions, abused, stripped of their constitutional, civil
and human rights, and left without recourse.

CCHR’s Mission: Restore Human Rights to the Field of Mental Health

Mission Statement: The Citizens Commission on Human Rights (CCHR) is a non-profit, non-political, non-
religious mental health watchdog whose mission is to eradicate abuses committed under the guise of
mental health. We work to ensure patient and consumer protections are enacted and upheld as there is
rampant abuse in the field of mental health. In this role, CCHR has helped to enact more than 180

laws protecting individuals from abusive or coercive mental health practices since it was formed over 50
years ago.

Commissioners: CCHR’s Board of Advisers, called Commissioners, include doctors, scientists,
psychologists, lawyers, parliamentarians, educators, business professionals, artists and civil and human
rights representatives. There are more than 250 CCHR chapters in 34 countries, with the international
headquarters based in Los Angeles, California.

The following is a brief summary of CCHR accomplishments:

Protecting Children’s Rights— CCHR documented numerous cases of
parents being coerced/pressured or forced to give their children psychiatric
drugs as a condition of attending school, including parents charged with
medical neglect for refusing to give their child a drug documented to cause
suicide and violence. CCHR spearheaded a national campaign on this
issue and by working directly with parents, and bringing this issue
before both state and federal legislators, the Prohibition on Mandatory
Medication Amendment was passed into federal law in 2004, prohibiting
schools from requiring a child take a psychiatric drug as a requisite for
attending school. CCHRs work with state legislators lead to the passage of
similar laws in 9 states.

¢ The United Nations Committee on the Rights of the Child responded to reports from CCHR
Finland, Australia and Denmark, expressing concerns that ADHD and ADD “are being
misdiagnosed and therefore psycho-stimulant drugs are being over-prescribed, despite growing
evidence of the harmful effects of these drugs.” The Committee recommended, “other forms of
management and treatment be used as much as possible to address these behavioral disorders.”



In 1991, due to CCHR'’s efforts, the FDA held hearings into the antidepressant drug Prozac,
where dozens of consumers testified that the drug had turned people with no previous
history of psychosis, suicidal and homicidal. However, due to the vested interests of the voting
FDA board members, no action was taken to protect the public until nearly 13 years later when
CCHR’s more than 10 year campaign to expose the dangers of these drugs came to fruition, and
the FDA (under pressure from Congress) finally issued the agencies strongest warning that
antidepressants can cause suicidal thoughts and actions in those 18 years of age and

younger. This was later extended to age 24.

In 2007, working with whistieblowers, A “”"”"”"”“"’“A

parents and consumer groups, CCHR

was instrumental in helping to secure =M ED WATCH
language in the FDA reform bill
making it mandatory for all v

pharmaceutical print ads to advise
patients to report drug adverse reactions directly to the FDA. Following the first ads

being published, the number of Adverse Drug Reports increased by 33 percent.

Creating the online Psychiatric Drug Side Effects Search Engine —Because the public has
been so mislead by the psychiatric/pharmaceutical industry on the dangers of psychiatric

drugs, CCHR has created a one-of-a-kind, easy to search psychiatric drugs side effects database,
containing summaries of all international studies and drug regulatory warnings that have been
issued on both classes of drugs (antidepressants, antipsychotics, anti-anxiety drugs, stimulants, etc)
and brand names such as Prozac, Zoloft, Paxil, Risperdal, Seroquel, Ritalin etc. CCHR also
decrypted hundreds of thousands of adverse reaction reports filed with the FDA so that these could
be easily searched by the public. The search engine is now provided by CCHR as a free public
service to help people make educated decisions based on facts, not marketing campaigns. CCHR
is the only organization in the world to have taken the time and effort needed to compile all
this documented information for the public’s use.

Working with journalists, CCHR helped investigate and subsequently expose the fact that
numerous school shooters had been under the influence of psychiatric drugs documented to
cause violence, suicide and mania, resulting in state hearings investigating this issue and
International press coverage on the link between senseless acts of violence and psychiatric drugs.

Legal Rights & Informed Consent

In the early 1970s, CCHR’s investigations led to government inquiries into numerous state
psychiatric facilities in California, lllinois, Hawaii, Michigan and Missouri—resulting in hospital
administrators and psychiatrists being dismissed, criminal and grand jury investigations being held,
and closure of major psychiatric units due to the abuses CCHR had uncovered against patients.

The Texas Governor, along with CCHR Texas representatives,
signed a law prohibiting ECT on children under 16. In 1976, due
to CCHR’s efforts, the first law to protect patients against
enforced electroshock and psychosurgery was passed in
California, providing informed consent and banning their use on
children under the age of 12. This became a model law, adopted
in substance by legislatures across the United States and in other
countries. The most restrictive law to date is Texas that raised the
age limit for ECT to 16 years, and where psychiatrists must warn
patients in writing of the potential for ECT to cause death and/or
permanent memory loss. Psychiatrists must also ensure autopsy reports on any deaths within 14
days of ECT administration.




In 1976, due to CCHR’s efforts, the first law to protect patients against enforced electroshock
and psychosurgery was passed in California, providing informed consent and banning their use
on children under the age of 12. This became a model law, adopted in substance by legislatures
across the United States and in other countries. The most restrictive law to date is Texas that raised
the age limit for ECT to 16 years, and where psychiatrists must warn patients in writing of the
potential for ECT to cause death and/or permanent memory loss. Psychiatrists must also ensure
autopsy reports on any deaths within 14 days of ECT administration.

In Italy, the birthplace of ECT, the region of Sicily banned the use of all ECT.

In the 1990s, CCHR helped uncover and expose that up to 150
restraint deaths occur in psychiatric facilities each year in the
U.S. alone, with nearly 10% of these being children, some as
young as six. Federal regulations were passed in 1999 that
prohibit the use of physical and chemical (mind-altering drugs)
restraints to coerce or discipline patients. Also, a “national
reporting system” to be implemented and for government funding
to be cut to any facility that did not comply.

In the 1980s/early 1990s, CCHR spearheaded a campaign to expose and ban Deep Sleep
Treatment (DST) at Chelmsford Private Psychiatric Hospital in Sydney, Australia. The
“treatment” involved knocking the patient unconscious for three weeks with a cocktail of psychiatric
drugs and electroshocking them daily, without their consent. It killed 48 people. CCHR achieved
its ban under the Mental Health Act and it is a criminal offense for psychiatrists to administer
it. CCHR also obtained the country’s highest level of government inquiry into DST and
mental health, leading to significant reforms.

Exposing Criminal Psychiatric Abuse

CCHR has campaigned for uncompromising execution of justice for mental health practitioners who rape or
sexually abuse their patients, but hide behind their roles as therapists to mitigate their crimes. In protecting
patients from sexual abuse and fraud the following are a sample of safeguards achieved:

At least 25 statutes have been enacted defining sex crimes committed by psychiatrists and
psychologists in the United States, Australia, Germany, Sweden and Israel. The laws label
therapist patient sex as sexual assault or rape. Hundreds of psychiatrists and psychologists have
been convicted and jailed. Visit www.psychcrime.org.

CCHR’s investigations led to a major private psychiatric
hospital chain in the U.S. being investigated by 14 federal
and state investigations for fraud and patient abuse. Before
closing, the hospital chain paid out millions of dollars in criminal
and civil fines. Laws were subsequently passed outlawing the
practice of using “bounty hunters” for locating individuals with
good insurance in order to involuntarily institutionalize them in
psychiatric facilities and milk their insurance dry.

Numerous other private-for-profit psychiatric hospitals were subsequently investigated. By 2003,
state and federal authorities had 80 percent of the US private psychiatric hospital market under
criminal investigation, which resulted in $2.1 billion in criminal and civil fines.



Human Rights Secured

e CCHR photographed and then exposed secret psychiatric
“slave labor” camps in South Africa where tens of thousands
of Africans were incarcerated in the 1970s and 80s against their
will in disused mining compounds, drugged and subjected to
painful electroshock without anesthetics. The apartheid
government responded in 1976 by banning the photographing or
dissemination of any information about psychiatric institutions, at
which point CCHR obtained a World Health Organization
investigation that substantiated CCHR’s allegations. When apartheid ended, CCHR presented
oral and written testimony to South Africa’s Truth and Reconciliation Commission
investigating apartheid crimes and obtained a national government inquiry into psychiatric
racism. The government repealed the ban on disclosing information about psychiatric abuse.

e CCHR in Germany conducted comprehensive research that established conclusively that
Germany’s leading psychiatrists provided the theory as well as the “scientific” justification
for the Nazi government to destroy “life unworthy of living.” Euthanasia was first piloted in
psychiatric institutions before being exported to the concentration camps. Many Nazi psychiatrists
escaped justice at the Nuremberg Trials and continued practicing after the war. In 1995 CCHR
published the acclaimed book Psychiatrists: The Men Behind Hitler. Four years later, the German
psychiatric association issued a report admitting that psychiatrists were “active in and
primarily responsible for the different euthanasia organizations. They guided and directed
the different euthanasia campaigns.” They “observed and controlled the selection of those
to be killed.”

e CCHR extensively researched ethnic cleansing in Bosnia and Kosovo, reporting its findings
to the U.N. War Crimes Tribunal in The Hague and the Council of Europe. It discovered that
psychiatric ideas of racial hygiene and eugenics were behind the conflict, in particular the works of
Jovan Raskovic, founder of the Social Democratic Party and Radovan Karadzic, war-time leader—
both psychiatrists. In 1999, members of the Council of Europe issued a Resolution that recognized
psychiatrists as the architects of the ethnic cleansing and encouraged Council members to “study
the material that has been put together and researched by the French chapter of the Citizens
Commission on Human Rights.” When Karadzic was captured in 2008, it was widely reported that
Karadzik’s ethnic cleansing stemmed from his psychiatric background.

« Along with officials and members of the Italian parliament, CCHR Italy inspected and investigated
concentration-camp-like conditions in the country’s psychiatric asylums. Staff had pocketed
government funds while patients were left naked and starving. The government responded to the
evidence, issuing a Resolution that ordered the closure of the 97 asylums. The abused and
neglected inmates transferred to humane homes, many taught to read, write and care for
themselves for the first time in 30 years. CCHR was presented with a mayoral medal for its
humanitarian efforts.

Public Awareness Educational Materials

As a watchdog organization, CCHR produces millions of educational properties including booklets, white
papers, brochures and documentaries in up to 17 languages covering all aspects of psychiatry’s harmful
impact on society and the need for reform to protect patients civil and human rights and to require informed
consent. Working with doctors, whistleblowers, parents, consumers and other civil and human rights
organizations, CCHR has been able to provide government officials with documentation necessary to
expose abuses and help achieve legislative reforms that protect consumer & patient rights.
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