Shadow report from Liberation


[image: ]


Updated evidence: follow-up inquiry concerning the United Kingdom of Great Britain and Northern Ireland carried out by the Committee under article 6 of the Optional Protocol to the Convention

United Nations Convention on the Rights of Persons with Disabilities





March 2024
Table of Contents

Executive Summary	3
Introduction	4
Liberation’s remit and purpose	4
Scope of this submission	4
Sources of information	4
Part One: Summary of points raised in Liberation’s 2023 shadow report	5
Fundamental issues for Liberation: Recommendation 114c of the special inquiry	5
Autonomy, choice and control	5
Appropriate and individualised support	6
Equal access to community-based services	7
An adequate standard of living and equal access to employment	8
Full inclusion and participation in society	8
Part Two: Developments since August 2023: recommendation 114c of the
special inquiry 	9
Autonomy, choice and control	9
Appropriate and individualised support	11
Equal access to community-based services	13
An adequate standard of living and equal access to employment	14
Full inclusion and participation in society	15
Part Three: Conclusions and questions and recommendations for the government	16
Conclusions	16
Three key questions for the government	16
A key recommendation for the government	16


Executive Summary
Liberation is a quite new organisation, led by adults with psychosocial disabilities. It promotes the full human rights set out in the UNCRPD, in England. An overarching theme for Liberation continues to be the UK government’s failure to comply with recommendations from the Committee’s special inquiry which relate to autonomy, choice and control for people with psychosocial disabilities; support available to us; equal access to community resources; an adequate standard of living and equal access to employment; full opportunities for involvement in society (recommendation 114c). 
By late last year, the government had decided to shelve its discriminatory draft Mental Health Bill 2022. This could have provided an ideal opportunity to work instead on a Bill that complies with the UNCRPD, but this is not the government’s intention. The Mental Health Act 1983, which legalises disability-based, involuntary detention in psychiatric hospitals and compulsory treatment, will therefore continue to operate in England and Wales for now. Mental health and mental capacity legislation in the UK as a whole, including planned changes in Scotland, remains non-compliant with the UNCRPD. In England, the incoming Patient and Carers Race Equality Framework and changes to the current police role set out in the Right Care, Right Person approach are also non-compliant with the UNCRPD. 
There is further, deeply disturbing evidence of serious abuse and neglect and high death levels among patients with psychosocial disabilities. Investigations of three mental health Trusts and a national investigation are in hand. However, there is no evidence that the UNCRPD is being used as a basis for these. The government is also still failing to give people with psychosocial disabilities equal access to community-based services, an adequate standard of living and equal access to employment. 
Thus, the government remains in major breach of Articles 19, 27 and 28; related Articles such as Articles 12, 13 and 14; Articles 15 and 17, plus Article 8; General Comment 5; the UNCRPD Deinstitutionalisation (DI) Guidelines. Overall, therefore, it would again be hard to describe the government as having made progress since the time of the special inquiry.
Liberation would respectfully ask the Committee to pose the following questions to the government:
1) What assurance can the UK government give the Committee that it will now: 
1. Recognise the incompatibility of disability-based detention in psychiatric hospitals and forced treatment with the Convention 
2. Introduce mental health and mental capacity legislation which brings these measures to an end for everyone with either a psychosocial disability or a learning disability?
2) What confidence can people with psychosocial disabilities and people with intellectual disabilities have that the national investigation into mental health inpatient services will use the Convention as its basis? 
3) What immediate action will the government now take to implement the DI Guidelines?
A key recommendation for the government: 
Recognise that implementation of the UNCRPD requires fundamental change in the government’s whole way of operating. 
Introduction
Liberation’s remit and purpose
1. Liberation is a quite new organisation, led by people with psychosocial disabilities. It has both individual and organisational membership. Its aim is to take a lead in promoting full human rights for people with psychosocial disabilities under the UNCRPD. Liberation has a particular focus, too, on intersectional issues addressed by the Convention. 
2. Liberation was set up to fill a gap which had emerged. In contrast to organisations led by other Disabled people in England, there was no longer an organisation led by people with psychosocial disabilities which had a lead role in campaigns for UNCRPD implementation. Liberation operates in England, but it has important links both with other parts of the United Kingdom (UK) and with countries outside the UK. 
Scope of this submission
3. Because of Liberation’s brief, the particular focus of this submission is the impact for people with psychosocial disabilities of the UK government’s progress with recommendations from the special inquiry initiated by the Committee in 2014. However, there will also be some reference to people with intellectual disabilities where there is a significant overlap. Because Liberation operates in England, this submission mainly addresses issues for those of us who live in England. It also relates to adults with psychosocial disabilities, because Liberation represents adults. 
Sources of information
4. Full use has been made of concerns expressed by Liberation members, points put forward by them and ongoing research undertaken by Liberation.




Part One: Summary of points raised in Liberation’s 2023 shadow report
Fundamental issues for Liberation: recommendation 114c in the special inquiry 
5. An overarching issue for Liberation last July was the UK government’s continuing failure to comply with recommendations from the UNCRPD Committee relating to autonomy, choice and control for people with psychosocial disabilities; support available to us; equal access to community resources; an adequate standard of living and equal access to employment; full opportunities for involvement in society (recommendation 114c).
Autonomy, choice and control
6. A key concern was the draft Mental Health Bill 2022[footnoteRef:1]. The government’s stated intention was to ‘reform’ the Mental Health Act (MHA) 1983[footnoteRef:2], which operates in England and Wales. However, despite ongoing representations from Liberation, the draft Bill, too, was non-compliant with the UNCRPD.   [1:  Department of Health and Social Care and Ministry of Justice (2022) Draft MH Bill. Available at: https://www.gov.uk/government/publications/draft-mental-health-bill-2022 (Accessed: 21 July 2023).]  [2:  MHA 1983 c.20. Available at: https://www.legislation.gov.uk/ukpga/1983/20/contents (Accessed: 28 July 2023).] 

7. The draft Bill failed to respect the right of disabled people to live independently and be included in the community (Article 19), to enjoy legal capacity (Article 12), to have access to justice on an equal basis with others (Article 13), to enjoy liberty and security and not to be subjected to disability-based detention (Article 14). For example, the government defined ‘autonomy’ only as increased choice for people with psychosocial disabilities; based the draft Bill on mental capacity instead of legal capacity concepts; aimed to reduce, but not to abolish disability-based, involuntary detention in psychiatric hospitals and forced treatment.  
8. The draft Bill contained an emphasis on increased community provision, especially in the case of people with ‘a learning disability, or autism’, who also fall under the MHA 1983, but remained non-compliant with General Comment 5, too, and the UNCRPD Deinstitutionalisation (DI) Guidelines. In also failing to put a focus on intersectional issues, the government contravened points p, q, r and s in the Preamble to the UNCRPD and Articles 5 and 6.
9. The parliamentary, Joint Committee which scrutinised the draft Bill recommended a wide range of immediate changes to it, but again these remained non-compliant with the UNCRPD. (See Liberation’s 2023 shadow report[footnoteRef:3].) [3: https://tbinternet.ohchr.org/_layouts/15/treatybodyexternal/Download.aspx?symbolno=INT%2FCRPD%2FFIR%2FGBR%2F29th%2F35726&Lang=en] 

10. The Joint Committee advocated ‘more fundamental reform’ in the long term. However, this stance also fell well short of the UNCRPD. The Committee’s call was for ‘more fused and rights-based’ reform, despite the fact that existing fusion law, for example the Mental Capacity Act (Northern Ireland) 2016[footnoteRef:4], is itself non-compliant with the UNCRPD and that a proposal of ‘more rights-based’ legislation does not equate to a proposal for UNCRPD-compliant law.    [4:  Mental Capacity Act (Northern Ireland) 2016 c.18. Available at: https://www.legislation.gov.uk/nia/2016/18/contents/enacted (Accessed: 5 July 2023).] 

Appropriate and individualised support
11. By last July, horrifying evidence had been emerging that, in major breach both of Article 15 and of the UN Convention Against Torture, people with psychosocial disabilities were being seriously neglected and abused in psychiatric wards and there had been high levels of deaths among them[footnoteRef:5]. One example was appalling abuse at the Edenfield Centre near Manchester[footnoteRef:6]. Another example was Essex psychiatric services, where up to 2,000 people had died between 2000 and 2020, either on a mental health ward, or within three months of being discharged.   [5:  This matches evidence established for some time about very serious abuse of people with intellectual disabilities in psychiatric hospitals, for example at Whorlton Hall in County Durham.]  [6:  Panorama team and Lee, J. (2022) ‘Toxic culture’ of abuse at mental health hospital revealed by BBC secret filming.  Available at: https://www.bbc.co.uk/news/uk-63045298 (Accessed: 28 September 2022).] 

12. A major issue is that such abuse had been allowed to occur unchecked. In addition, such action as the government then took was inadequate. In Essex, an inquiry was not launched until 2021 and it began on a non-statutory basis. When most staff refused to provide statements, it took until June 2023 for the inquiry to become statutory[footnoteRef:7].   [7:  Precey, M. (2023) Essex mental health deaths inquiry given legal powers. Available at: https://www.bbc.co.uk/news/uk-england-essex-66044321 (Accessed: 28 June 2023).] 

13. The government came to acknowledge that the above neglect, abuse and high death rates among detained patients might well be widespread. However, its immediate response was to initiate a rapid review of safety in England’s psychiatric hospitals[footnoteRef:8] based on record-keeping. There were clearly some major issues with record-keeping, for example suspicions that staff at the Cambridgeshire and Peterborough NHS Foundation Trust had been tampering with patients’ health records[footnoteRef:9].  However, it is just not possible to address major abuse through improved records.  [8:  Department of Health and Social Care (2023) Independent Report. Rapid Review Into Data on Mental Health Inpatient Settings: Final Report and Recommendations.  Available at: https://www.gov.uk/government/publications/rapid-review-into-data-on-mental-health-inpatient-settings-final-report-and-recommendations/rapid-review-into-data-on-mental-health-inpatient-settings-final-report-and-recommendations (Accessed: 28 June 2023). ]  [9:  Shepka, P. (2023) NHS Trust to review all suicides since 2017. Available at: https://www.bbc.co.uk/news/uk-england-cambridgeshire-66260110 (Accessed: 27 June 2023).] 

14. The government also announced that a national investigation into mental health scandals across England[footnoteRef:10] would start in the autumn. However, in July 2023, further information was not yet available. [10:   Thomas, R. (2023) Health secretary launches national investigation into NHS mental health scandals after Independent exposes. Available at: https://www.independent.co.uk/news/health/steve-barclay-essex-mental-health-b2365615.html (Accessed: 28 June 2023).] 

Equal access to community-based services
15. Continuing provision for people with psychosocial disabilities to be admitted involuntarily to hospital, forcibly treated and subjected to other forms of institutionalisation meant that, in breach of Article 19, our access to community services remained unequal. Our access was also still seriously affected by socioeconomic deprivation. 


An adequate standard of living and equal access to employment 
16. In July 2023, little had changed since the conclusion of the Committee’s special inquiry: that ‘there is reliable evidence that the threshold of grave or systematic violations of the rights of persons with disabilities has been crossed in the State party’. Multiple illustrations of this were available in the alternative report from disabled people’s organisations across the UK[footnoteRef:11]. These continuing violations remained in breach not just of recommendation 114c in the Committee’s inquiry report, but also of recommendations 114b and 114d and of the UNCRPD DI Guidelines. In addition, the continuing trauma caused was contributing to high numbers of people detained under mental health legislation. [11: https://tbinternet.ohchr.org/_layouts/15/treatybodyexternal/Download.aspx?symbolno=INT%2FCRPD%2FFIR%2FGBR%2F29th%2F35728&Lang=en
] 

Full inclusion and participation in society 
17. In breach of Article 19, there were ongoing obstacles to people with psychosocial disabilities being fully included and fully participating in society, for example:  
· The levels of socioeconomic deprivation referred to above
· Rising hate crime against us, compounded by racism, sexism, homophobia and transphobia
· The government’s continuing portrayal of us as prone to being a risk to ourselves or others.   







Part Two: Developments since August 2023: recommendation 114c of the special inquiry
18. There is a continuing government failure to comply with recommendations from the Committee relating to autonomy, choice and control for people with psychosocial disabilities; support available to us; equal access to community resources; an adequate standard of living and equal access to employment; full opportunities for involvement in society.
Autonomy, choice and control 
Mental health legislation
19. By late 2023, the UK government had decided to shelve the draft Mental Health Bill 2022. Because the latter is non-compliant with the UNCRPD, that could have provided an ideal opportunity to work instead on a Bill which is compliant. However, this is not the government’s intention. The MHA 1983 will, therefore, continue to operate in England and Wales for now. This Act is incompatible with the UNCRPD, because it authorises disability-based detention in psychiatric hospitals and involuntary treatment, in contravention of Article 19 as well as Articles 12, 13 and 14 and the DI Guidelines.  However, the government gives weight to a view prevalent in the UK that ending these measures is not integral to the UNCRPD, but just the Committee’s interpretation of it.
20. In Wales, a private member’s Bill was tabled late last year, the Mental Health Standards of Care (Wales) Bill (2023)[footnoteRef:12]. This is currently out for consultation[footnoteRef:13]. Its content is based on devolved powers which the Welsh Parliament, the Senedd, has over issues which fall within a health, but not a justice remit. The Bill includes elements related to the draft MH Bill in England: enshrining in law the four Principles in the draft Bill, replacing the Nearest Relative role with a Nominated Person role and tightening detention criteria. The Bill proposes remote assessments by Second Opinion Appointed Doctors and Independent Mental Health Advocates. It also proposes amending the Mental Health (Wales) Measure to allow children and young people, too, to ask for a re-assessment of their mental health and people named by a patient to request one.  However, the Bill again breaches Article 19 and related Articles; it continues to authorise involuntary detention and forced treatment.  [12:  Mental Health Standards of Care (Wales) Bill 2023. Available at:  https://senedd.wales/media/xqqfwm5j/mental-health-standards-of-care-wales-bill-em.pdf. (Accessed: 16 January 2024).]  [13:  Senedd Cymru (2024) Proposed Mental Health Standards of Care (Wales) Bill. Available at: https://business.senedd.wales/mgConsultationDisplay.aspx?ID=545. (Accessed: 9 February 2024).] 

21. The Mental Capacity Act (Northern Ireland) 2016[footnoteRef:14] and planned changes to mental health and mental capacity law in Scotland[footnoteRef:15] also remain incompatible with the UNCRPD because, in breach of Article 19 and of Articles 12, 13 and 14, they continue to draw on a mental capacity approach and to authorise involuntary detention in hospital and forced treatment. [14:  Mental Capacity Act (Northern Ireland) 2016. Available at: https://www.legislation.gov.uk/nia/2016/18/contents/enacted (Accessed: 19 February 2024).]  [15:  Mental Health Directorate (2023) Scottish Mental Health Law Review: Our Response. Available at: https://www.gov.scot/publications/scottish-mental-health-law-review-response/ (Accessed: 19 February 2024).] 

Launch of the Patient and Carer Race Equality Framework (PCREF)
22. The review preceding the draft MH Bill[footnoteRef:16] recognised that people from minority ethnic communities, particularly those of black African and Caribbean heritage, are over-represented among detained patients and strongly recommended that the health service developed further its work on a PCREF. NHS England has now launched the PCREF nationwide[footnoteRef:17]. Mental health organisations will need to co-produce concrete actions with racialised communities and their workforce, to reduce racism in the spheres of leadership and governance, data sets and patient and carer feedback mechanisms. The independent regulator in England, the Care Quality Commission (CQC), will be responsible for assessing organisational progress.  [16:  Wessely, S. (2018) Modernising the Mental Health Act. Increasing Choice, Reducing Compulsion. Available at: https://assets.publishing.service.gov.uk/media/5c6596a7ed915d045f37798c/Modernising_the_Mental_Health_Act_-_increasing_choice__reducing_compulsion.pdf (Accessed: 6 February 2024).]  [17:  NHS England (2023) Patient and Carer Race Equality Framework. Making Anti-Racism Work in All Mental Health Providers. Available at: https://www.england.nhs.uk/long-read/patient-and-carer-race-equality-framework/ (Accessed: 6 November 2023).] 

23. Recognising the need to tackle racism within mental health services is vital. However, the PCREF remains non-compliant with the UNCRPD; it rests on the assumption that involuntary detention and forced treatment will remain. The PCREF is also undermined by the government’s approach to often already traumatised asylum seekers and refugees, for example by its highly discriminatory Safety of Rwanda (Asylum and Immigration) Bill 2023[footnoteRef:18] and inhumane conditions for asylum seekers and refugees, not least on the Bibby Stockholm barge[footnoteRef:19]. [18:  Joint Committee on Human Rights (2024) Legislative scrutiny highlights failings of Rwanda Bill. Available at: https://committees.parliament.uk/committee/93/human-rights-joint-committee/news/199840/legislative-scrutiny-highlights-human-rights-failings-of-rwanda-bill/ (Accessed: 12 February 2024).]  [19:  Scott, J. (2024) Bibby Stockholm: ‘claustrophobic’ asylum seeker barge risks human rights breaches, MPs warn. Available at: https://news.sky.com/story/bibby-stockholm-claustrophobic-asylum-seeker-barge-risks-human-rights-breach-mps-warn-13062220#:~:text=The%20Home%20Affairs%20Select%20Committee,the%20Bibby%20Stockholm%20in%20Dorset.&text=Asylum%20seekers%20being%20housed%20on,human%20rights%2C%20MPs%20have%20warned. (Accessed: 2 February 2024).] 

Police withdrawal from health-related incidents
24. Under the government’s Right Care, Right Person approach[footnoteRef:20] (2023), police forces in England will now only respond to a health-related incident if it involves a crime, or someone is otherwise likely to be at risk of, or experience serious harm.  However, police will continue to use their powers under the MHA 1983, for example still employ section 135 or 136 to take someone who appears to have ‘a mental disorder’ to a ‘a place of safety’. In contrast to police guidelines from the UN (2021)[footnoteRef:21], the Right Care, Right Person approach remains non-compliant with the UNCRPD, therefore. Its failure to respect legal capacity puts it in breach of both Article 19 and related Articles.  [20:   Department of Health and Social Care and Home Office (2023) Partnership Agreement: Right Care, Right Person (RCRP). Available at: National Partnership Agreement: Right Care, Right Person (RCRP) - GOV.UK (www.gov.uk). (Accessed: 1 November 2023).]  [21:  Disability Accessibility Special Envoy UN-SG (2021) For Inclusive Quality Police Services for Persons with Disabilities. 10 Areas of Action. Available at: https://www.un.org/development/desa/disabilities/wp-content/uploads/sites/15/2021/06/Guidelines-EN-Final.pdf (Accessed 1 February 2024).] 

Appropriate and individualised support
Ongoing evidence of abuse, neglect and high death levels among patients with psychosocial disabilities
25. Further, deeply disturbing evidence has emerged in this sphere, in continuing breach of Articles 15 and 17 and the UN Convention Against Torture, as well as people’s rights under Article 19. The review of the Greater Manchester Mental Health NHS Foundation Trust demonstrates how serious the problems at the Trust are[footnoteRef:22]. The now statutory inquiry into the appalling number of deaths within Essex psychiatric services is beginning this year[footnoteRef:23]. In Norfolk, a local councillor has now called for a statutory public inquiry following 11,379 deaths over five years among people in contact with the Norfolk and Suffolk NHS Foundation Trust[footnoteRef:24]. [22:  Shanley, O. (2024) Independent Review of Greater Manchester NHS Foundation Trust. Available at: https://www.england.nhs.uk/north-west/wp-content/uploads/sites/48/2024/01/Final-Report-Independent-Review-of-GMMH-January-2024.pdf (Accessed: 15 January 2024).]  [23:  The Lampard Inquiry. Latest update (2024). Available at: https://lampardinquiry.org.uk/updates/ (Accessed: 2 February 2024). ]  [24:  Trigg, A. (2024) Call for public inquiry into mental health trust. Available at: Public inquiry call into Norfolk and Suffolk mental health trust - BBC News. (Accessed: 1 February 2024).] 

26. Major issues have also been raised about the Nottinghamshire Healthcare Foundation Trust since June 2023 when a patient whom the Trust had treated for paranoid schizophrenia killed three people, in a tragedy which underlines the need for Trusts to utilise a UNCRPD-based approach, instead of the badly failing medical model. CQC also has concerns about standards of care within two other Nottinghamshire services: the Highbury and Rampton hospitals. The government’s Health and Social Care Secretary has therefore commissioned a special review into the Trust[footnoteRef:25].  [25:  Department of Health and Social Care, Care Quality Commission, NHS England and the Rt Hon Victoria Atkins MP (2024) Government orders NHS Trust review following Nottingham killings. [Press release]. Available at: https://www.gov.uk/government/news/government-orders-nhs-trust-review-following-nottingham-killings. (Accessed: 30 January 2024). ] 

A national review in England into mental health inpatient care 
27. In October 2023, the government set up the Healthcare Services Safety Investigations Body (HSSIB)[footnoteRef:26], a Department of Health and Social Care arms-length body. This will now investigate mental health inpatient care in England. Its aims include: ‘Learning from inpatient mental health deaths; improving patient safety; helping to provide safe care during transition from children and young people to adults in mental health services; creating conditions for staff to deliver safe and therapeutic care’. Both patient and staff safety will be considered[footnoteRef:27] and HSSIB’s stated intention is to ‘engage with patients, families and carers as well as local and national healthcare groups’.  [26:  Health Services Safety Investigations Body (2024) Available at: https://www.hssib.org.uk/ (Accessed: 1 February 2024)]  [27:  Health Services Safety Investigation Body (2024) ‘Terms of reference mental health inpatient settings’. Available at: https://www.hssib.org.uk/terms-of-reference-mental-health-inpatient-settings/ (Accessed: 1 February 2024).] 

28. This investigation represents a government acknowledgement of neglect and abuse in English hospitals. Because the investigation is just starting, it cannot yet be evaluated in any depth. However, an immediate concern is the lack of evidence that either relevant UNCRPD Articles, or the DI Guidelines will serve as a basis. A failure to draw on the UNCRPD has already been an issue in reviews listed above (paragraphs 27-28).
Equal access to community-based services
29. The government has made no progress since last August with mental health legislation that complies with the UNCRPD. (See above.) We can still be detained in psychiatric hospitals and then subjected, too, to community treatment orders which set conditions for our lives in the community[footnoteRef:28]. Like other Disabled people, we are also badly affected by dominantly institutional forms of social care which breach both Article 19 and the DI Guidelines[footnoteRef:29]. The Care Act 2014[footnoteRef:30] contains principles broadly in line with the UNCRPD, but its failure to give Disabled people a legal right to live independently in the community[footnoteRef:31] still leaves us vulnerable to institutionalisation. (See also paragraphs 30-33 below.)  [28:  Mental Health Act 2007, c7.  Available at: https://www.legislation.gov.uk/ukpga/2007/12/contents (Accessed: 1 February 2024).]  [29:  Montenegro, C. et al. (2023) ‘Moving psychiatric deinstitutionalisation forward: A scoping review of barriers and facilitators’. Cambridge Prisms: Global Mental Health, 10, e29, 1-21, https://doi.org/10.1017/gmh.2023.18. (Accessed: 25 January 2024).]  [30:  Care Act 2014, c.23. Available at: https://www.legislation.gov.uk/ukpga/2014/23/contents/enacted (Accessed: 2 February 2024).]  [31:  Collingbourne, T. (2015) The Care Act 2014: a missed opportunity? Available at: https://theindependentlivingdebate.wordpress.com/2015/01/05/the-care-act-2014-a-missed-opportunity-to-implement-the-un-convention-on-the-rights-of-persons-with-disabilitie (Accessed: 1 February 2024).] 

An adequate standard of living and equal access to employment
30. The government has again failed to make genuine progress since the special inquiry, not least because of its failure to co-produce meaningfully with Disabled people. Detailed examples are again available in evidence from UK-wide civil societies, including for people with psychosocial disabilities. As before, therefore, Liberation’s current submission will be limited to a few further points. 
31. Disabled people still struggle to pay everyday expenses such as energy, food and transport; this has a devastating impact on people’s mental wellbeing, causing rises in suicidal thoughts and suicide attempts[footnoteRef:32]. The continuously delayed Renters Reform Bill[footnoteRef:33] contains no rent control measures, despite soaring rents for private sector tenants, inadequate local housing allowances and escalating levels of homelessness[footnoteRef:34] which are a particular source of psychosocial disabilities. The government’s heavy, in fact increasing emphasis on pressurising people with psychosocial disabilities into work through sanctions, instead of providing adequate support, continues both to cause huge stress and to be counter-productive[footnoteRef:35]. [32:  Money and Mental Health Policy Institute (2022) Bombarded: Reducing the Psychological Harm Caused by the Cost of Living Crisis. Available at: https://www.moneyandmentalhealth.org/wp-content/uploads/2022/12/Bombarded_policy-note.pdf (Accessed: 1 February 2024).]  [33:  Renters (Reform) Bill (2024). House of Commons Bill. Bill no. 15. Available at: https://bills.parliament.uk/bills/3462 (Accessed: 1 March 2024).]  [34:  Bancroft, H. (2024) Rough sleeping soars by over a quarter as over 100,000 households are living in temporary accommodation. Available at: https://www.independent.co.uk/news/uk/home-news/homelessness-rough-sleeping-dwp-benefits-b2504611.html (Accessed: 1 March 2024).]  [35:  MacSherry, C. (2024) Universal credit and sanctions: the toll on people’s mental health. Available at: https://www.moneyandmentalhealth.org/universal-credit-and-sanctions-toll-on-peoples-mental-health/#:~:text=This%20can%20create%20a%20vicious,money%20or%20look%20for%20work. (Accessed 18 January 2024).] 

32. The government has stated that there was ‘overwhelming support’ for its new Disability Action Plan (DAP) proposals (2024)[footnoteRef:36]. This claim discounts strong challenges to the proposals from the nationwide Disabled People’s Organisations Forum during a 2023 consultation. The DAP refers only to promoting ‘better understanding of the UNCRPD across government’ and, in reality, its proposals fall well short of the Convention. For example, they do not include immediate action to redress the failing welfare benefit system, nor to end the institutionalisation of Disabled people.   [36:  Cabinet Office (2024) Disability Action Plan. CP1014. Available at: https://assets.publishing.service.gov.uk/media/65bce88fc4319100141a449c/Disability-Action-Plan-PDF.pdf (Accessed: 15 February 2024)] 

33. It is highly concerning that, in addition to these continuing breaches of Articles 27 and 28 and of recommendations 114b and 114d, as well as 114c from the special inquiry, the government has still made no use of key points in the DI Guidelines, in relation, for example, to housing (paragraphs 32-33), income support (paragraphs 68-69) and social protection (paragraph 105). 
Full inclusion and participation in society
34. The factors described in paragraphs 30-33 above are also a barrier to people with psychosocial disabilities being fully included and fully participating in society.  In further breach of Article 19 and Article 8, levels of hate crime against us remain high, still more so if we experience intersectional issues. In addition, the government continues to portray us as prone to being a risk to ourselves or others.   
 





 





Part Three: Conclusions and questions and recommendations for the government
Conclusions
35. Overall, it would again be hard to describe the government as having made progress since the time of the special inquiry. 
Three key questions for the government
36. These are:
1) What assurance can the UK government give the Committee that it will now: 
1. Recognise that disability-based detention in psychiatric hospitals and forced treatment are incompatible with the UNCRPD 
2. Introduce mental health and mental capacity legislation which brings these measures to an end for everyone with either a psychosocial disability or a learning disability?
2) What confidence can people with psychosocial disabilities and people with intellectual disabilities have that the national investigation into mental health inpatient services will use the Convention as its basis? 
3) What immediate action will the government now take to implement the Deinstitutionalisation Guidelines?
A key recommendation for the government 
37. Recognise that implementation of the UNCRPD requires fundamental change in the government’s whole way of operating. 
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