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[bookmark: _Toc1662936853]Executive Summary 
This report reviews Ireland’s implementation of the United Nations Convention on the Rights of Persons with Disabilities (UNCRPD), specifically in relation to people with psychosocial disabilities. Drawing upon a thematic analysis, it highlights key areas where progress is needed to align Irish policy and practice with international human rights obligations. Each section includes a list of recommendations of actions that must be taken by the State. The key themes discussed in this report are summarised briefly below:
Mental Health Policies – Ireland’s National Mental Health Policy is uncosted and insufficiently implemented. Issues with implementation include regional inequities, under-resourcing, understaffing, lack of inclusivity and co-production, and a failure to report implementation and maintain accountability. 
Mental Health Legislation – Legislation such as the The Mental Health Act 2001, Assisted Decision-Making (Capacity) Act 2015, and the proposed Mental Health Bill 2024 have or will have significant effects on the treatment of people with psychosocial disabilities. To ensure UNCRPD compliance, changes to these regulations are needed to ensure the use of fair language, the safeguarding of people’s rights when voluntarily or involuntarily detained and treated and the prevention of human rights violations. In addition, the rights to autonomy and respect for the will and preferences of children and adults with disabilities must be protected, including through access to independent advocacy and an independent complaints mechanism. 
Priority Groups – This section discusses some of the marginalised groups that are at specific risk of psychosocial disability and face a range of barriers to support in Ireland. Targeted supports for these groups are essential to ensure no person with psychosocial disabilities gets left behind.
Employment – The persistent and disproportionately high disability employment gap needs to be addressed by better implementation, follow-up, and reporting of government employment and support strategies. 
Health – Barriers to mental healthcare are both widespread and specific to populations such as women, people living in rural areas and children. There is a need for improved service quality and continuity of care across children’s and adults’ acute and community health services. People with disabilities also face a range of barriers to accessing digital mental health services.
Housing and the Right to Live in the Community – The homelessness crisis is inextricably linked with the perpetuation of psychosocial disabilities. Furthermore, too many people with psychosocial disabilities are prevented from supported living within the community and live instead in 24-hour residences, many of which are concerningly non-compliant with regulations. 
Data Collection – Current data collection undermines evidence-based policy development, monitoring, and accountability. In order to meet any of its UNCRPD obligations, the State must address its wholly inadequate data reporting in relation to disability, other marginalised identities, and policy delivery. 


[bookmark: _Toc483251985]About Us
Mental Health Reform (MHR) is Ireland’s leading national coalition on mental health. Our vision is of an Ireland with accessible, effective and inclusive mental health services and supports. Together with our 83 member organisations and thousands of individual supporters, MHR provides a unified voice to the Government, its agencies, the Oireachtas and the general public on mental health issues. MHR would like to thank our members[footnoteRef:1] for their continued insight, input and work.  [1:  https://www.mentalhealthreform.ie/membership/ ] 

[bookmark: _Toc1613242536]Acknowledgements
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[bookmark: _Toc1748118503]A Note on Language
MHR supports individuals' right to choose how they describe their own experiences, recognising that “it is an individual choice to self-identify with certain expressions or concepts, but human rights still apply to everyone, everywhere[footnoteRef:2]”. In line with the United Nations Convention on the Rights of Persons with Disabilities, ‘Psychosocial disability’ refers to the barriers and functional impacts faced by individuals living with enduring mental health difficulties in their daily lives. This is not about a medical diagnosis but rather the interaction between a person with a mental health difficulty and their social environment. [2:  https://mentalhealthreform.ie/wp-content/uploads/2021/11/Legal-analysis-MH-Act-28-October-1.pdf ] 

[bookmark: _Toc1316154155]Introduction
Psychosocial disabilities in Ireland are notably high compared to other EU countries[footnoteRef:3].  The UNCRPD affirms that its protections and rights apply to people with psychosocial disabilities. This alternative report focuses on key themes that are particularly relevant to the implementation of the UNCRPD in the context of those with psychosocial disabilities. These themes were chosen based on areas where MHR believe its insights meaningfully contribute to the work of the Committee, areas where there have been significant developments since the 2021 State Report, and areas where urgent concerns require the Committee’s attention. The key themes covered in this report are mental health policies, legislation, priority groups, employment, health, housing and the right to live in the community, and data collection.  [3:  https://sapienlabs.org/wp-content/uploads/2025/02/Mental-State-of-the-World-2024-Online-Feb-26.pdf ] 

It is important to note that this is not intended to be a comprehensive report, and the themes and articles addressed here do not reflect the full spectrum of issues covered by the UNCRPD. MHR anticipates that other alternative reports will explore additional areas. The aim of this submission is to share our insights and expertise on these particular issues, that are particularly relevant to those with psychosocial disabilities, supporting the Committee's first review of Ireland’s compliance with the Convention.



[bookmark: _Toc22204249]Mental Health Policies 
Articles (4, 9, 25, 28)
MHR recognises the advancements that have been made in developing progressive government policy, which reflect the UNCRPD, with Ireland now having a number of policies related to mental health[footnoteRef:4]. Notably, Sharing the Vision (StV)[footnoteRef:5], Ireland’s national mental policy published in 2020, provides a welcome framework for reform, pushing for a progressive, partnership approach by mental health services to respect individuals' wishes and preferences.  [4:  A large number of the relevant policies can be found here: https://hli.ie/c.php?g=710970&p=5131004 ]  [5:  https://assets.gov.ie/static/documents/sharing-the-vision-a-mental-health-policy-for-everyone.pdf ] 

However, a significant disconnect remains between the government’s policy aspirations and the lived reality of many people with psychosocial disabilities. We echo the opinion expressed in public and stakeholder consultations that Ireland is “policy rich but implementation poor”[footnoteRef:6]. As noted by a participant in our consultations for this report: “All the previous policies mention the same issues and ideas – the problem is that they have not been implemented". As an example, a number of critical milestones yet to be achieved under StV are outlined below: [6:  https://assets.gov.ie/204200/2f5ad4a7-d406-42ea-9cf1-c0ad86bb8605.pdf ] 

[image: ]
Feedback from MHR consultations consistently highlighted the lack of detailed information on how policy measures are to be implemented as a key reason for failure to deliver outcomes and there was broad agreement that this information was also lacking in the State Report. While the recent publication of StV Implementation Plan 2025-2027[footnoteRef:7] is welcome, the plan remains uncosted and does not include information about minimum staffing levels. Such omissions hamper resource allocation, limit progress monitoring and accountability, and increase the risk of delays in achieving policy goals. [7:  https://www.hse.ie/eng/about/who/mentalhealth/sharing-the-vision/sharing-the-vision-a-mental-health-policy-for-everyone-implementation-plan-2025-to-2027.pdf ] 

These implementation failures are not merely administrative shortcomings; they represent a failure to fulfil the State’s legal and moral responsibilities to protect and realise the rights of persons with psychosocial disabilities. Based on our consultations, the following issues need to be addressed to ensure the promises of rights-based and persons-centred services are delivered upon:
· Insufficient implementation detail means policies go unrealised – to ensure existing plans do not remain aspirational they must be fully and transparently costed and include clear information about staffing required to achieve outcomes.

· Significant delays exist between policy recommendations and their actual implementation.

· Uneven implementation – there are inconsistencies in policy implementation across public and private sectors and across different regions, with those able to avail of private services in urban areas benefitting sooner and more consistently.

· Underfunding and inadequate resourcing – 
· Despite the relatively high prevalence of psychosocial disabilities in Ireland [footnoteRef:8], mental health spending equalled only 5.8% of the total health budget in 2025, far below the 10% target outlined in Sláintecare[footnoteRef:9]. Moreover, only €16 million was designated for new developments to support the implementation of StV.     [8:  https://sapienlabs.org/wp-content/uploads/2024/03/4th-Annual-Mental-State-of-the-World-Report.pdf ]  [9:  https://assets.gov.ie/static/documents/the-slaintecare-report.pdf] 

· Chronic underfunding of the community and voluntary sector, despite its essential role in supporting people with psychosocial disabilities, results in unmet needs and reduced access to essential supports. 

· Persistent recruitment and staffing shortages in the HSE are preventing services from operating at full capacity.

· Deficits in data present a barrier to effectively monitoring mental health services and delivery.

· Weak oversight and accountability mechanisms inhibit the tracking of progress on the delivery of policy objectives.

· Need for more inclusive strategies to target and support marginalised communities, who face compounded barriers in accessing quality mental healthcare.

· Inadequate engagement with all stakeholders, particularly those with lived experience and service providers, through the implementation phase to ensure that any barriers to implementation are being proactively identified and addressed. 

· Limited commitment to co-production in policy design and implementation – embedding the principle of co-production into policies and services is necessary to ensure that they are rights-based, responsive, inclusive, and effective.





	Recommendations:
· Ensure full implementation of existing policies in a timely manner.
· All policy implementation plans must include detailed staffing information and costings and are supported by sustainable, multi-annual funding.
· Need to address uneven implementation of policies and target efforts at marginalised communities.
· Allocate increased funding to mental health and deliver a sustainable, multi-annual funding model for the voluntary sector, which reflects the true cost of delivering high-quality and person-centred mental health supports. 
· Review and address recruitment barriers in the HSE.
· Deficits in data must be addressed to ensure better service delivery and oversight.
· Increase commitment to co-production in policies and services and ensure continued engagement with service providers and persons with lived experience throughout a policy's lifecycle. 



[bookmark: _Toc342847711]Mental Health Legislation 
Articles (5, 7, 9, 12, 13, 14, 15, 16, 17, 18, 19, 21, 25, 28, 33)
Mental health legislation plays a crucial role in safeguarding the rights of individuals with psychosocial disabilities and ensuring access to appropriate care. In Ireland, the Mental Health Act 2001[footnoteRef:10] has provided the legal framework for mental health services for over two decades. While considered progressive for its time, there is a wide consensus of the need for a more rights-based, person-centred approach.  [10:  https://www.irishstatutebook.ie/eli/2001/act/25] 

Since Ireland’s initial report to the UNCRPD, there have been a number of notable legislative developments. Firstly, the commencement of the Assisted Decision-Making (Capacity) Act 2015 (AMDCA)[footnoteRef:11] in April 2023 marks a shift towards supported decision-making and greater respect for legal capacity. Moreover, Ireland acceded to the Optional Protocol to the UNCRPD on November 30, 2024, a key step towards increased accountability in the implementation of the UNCRPD.  [11:  https://www.irishstatutebook.ie/eli/2015/act/64/enacted/en/html ] 

Additionally, the Mental Health Bill 2024[footnoteRef:12], aimed at reforming the Mental Health Act 2001, is currently at Committee Stage in the Oireachtas. Given that the Bill is currently being debated, we cannot know what amendments may yet be made. Therefore, in this document, we only discuss the Bill as initiated in 2024 and not any of the recently proposed amendments. However, we note that one of the primary aims set out by legislators drafting the Bill is to modernise mental health laws to increase alignment with the UNCRPD and recent draft amendments appear to significantly deviate from this objective. We would urge the Convention to review all amendments to the Bill closely.  [12:  https://data.oireachtas.ie/ie/oireachtas/bill/2024/66/eng/initiated/b6624d.pdf ] 

In the following paragraphs, we will discuss key human rights concerns relating to Ireland’s current legislation. While recognising that many of the proposed amendments under the Mental Health Bill 2024 are welcome, we will also highlight how some aspects continue to fall short of the rights-based standards required of a State Party to the UNCRPD. 


[bookmark: _Toc683523648]Terminology and Language
Article (5)
The Mental Health Act 2001 uses outdated, medicalised terminology such as "mental disorder" and "patient." These terms perpetuate stigma and fail to reflect the human rights-based and social model of disability promoted by the UNCRPD.

The Mental Health Bill 2024 adopts more person-centred terminology, replacing the term “patient” with “person” or “service user,” reflecting an approach that recognises individuals beyond their clinical condition. However, problematically, it retains the terms “mental disorder” and “mental illness”. This is inconsistent with the terminology preferred by the United Nations, the UNCRPD, the World Health Organisation (WHO), and the European Commission[footnoteRef:13].  [13:  https://mentalhealthreform.ie/wp-content/uploads/2021/11/Legal-analysis-MH-Act-28-October-1.pdf ] 


	Recommendation:

· The terms “mental disorder” and “mental illness” in the legislation should be replaced with “psychosocial disability” in line with the UNCRPD. Alternatively, the term “mental health difficulties” should be adopted, reflecting the language of StV.



Voluntary Admissions
Articles (14, 15, 17, 28)
Under the 2001 Act, a voluntary patient is defined as “a person receiving care and treatment
in an approved centre who is not the subject of an admission order or renewal order”. There are significant human rights concerns relating to the lack of safeguards given to voluntary persons under the Act. Critically, the definition of voluntary patient includes no reference to the need for a person to have the capacity (with support if required) to make decisions and to convey his/her informed consent to admission and treatment[footnoteRef:14]. As such, a “voluntary patient” under the Act includes a person who is in an approved setting without necessarily being made aware of their rights to refuse treatment or leave. Moreover, these “voluntary patients” do not get the protections offered to those in the involuntary category, such as an independent review of their status, making their position arguably more vulnerable than those in the involuntary category.  [14:  https://assets.gov.ie/static/documents/report-of-the-expert-group-review-of-the-mental-health-act-2001.pdf ] 


In its 2020 Report to the Government of Ireland[footnoteRef:15], the European Committee for the Prevention of Torture and Inhuman or Degrading Treatment or Punishment (CPT) specifically highlighted its concerns relating to the vulnerability of these persons and the way in which voluntary patients can be deprived of their liberty and subjected to restraint and seclusion. Under the Act, if a voluntary patient in an approved centre expresses a wish to leave and a staff member believes the person is suffering from a mental disorder, the person may be detained for up to 24 hours to be examined by a second consultant psychiatrist. If the second psychiatrist agrees the patient is suffering from a mental disorder, an involuntary admission order is made by the patient’s consultant psychiatrist. While it has been argued that these provisions are needed for exceptional cases, people with lived experience have argued that in practice it means voluntary persons are coerced into remaining in detention and are “involuntary in all but name”[footnoteRef:16].  It should also be noted that more than 22% of involuntary admissions in 2023 were people regraded from the voluntary category, meaning that this practice could hardly be described as “exceptional”[footnoteRef:17]. [15:  https://rm.coe.int/1680a078cf ]  [16:  https://doi.org/10.1016/j.ijlp.2024.102004 ]  [17:  https://www.mhcirl.ie/sites/default/files/2024-06/MHC%202023%20Annual%20Report%20FINAL%20FINAL.pdf ] 


The Mental Health Bill 2024 includes some welcome provisions, requiring that voluntary patients are made aware of their entitlements to leave an approved centre, to refuse treatment and to have the support of a nominated person. However, the Bill does not follow the recommendations of the Expert Review Group[footnoteRef:18] to include explicit provisions around capacity and does not require that explicit and informed consent is obtained for admission and treatment, only that they are made aware of their right to refuse, potentially allowing for silence to be taken as consent. It also continues to allow for the use of restrictive practices against voluntary persons and for staff to involuntary detain a voluntary person for up to 24-hours to review whether they fulfil the criteria for involuntary admission.   [18:  https://assets.gov.ie/static/documents/report-of-the-expert-group-review-of-the-mental-health-act-2001.pdf ] 


	Recommendations:

· Legislation must require explicit and informed consent for admission and treatment of voluntary persons and provisions must be made for supported decision making in cases of diminished capacity.
· The use of restrictive practices against voluntary persons should be expressly prohibited and any exceptional use should be subject to independent scrutiny and oversight. 
· Measures must be taken to eliminate coercive dynamics within voluntary care settings. Individuals should not feel pressured or perceive a threat of being regraded as involuntary. 
· The regrading of voluntary person to the involuntary category should only happen in truly exceptional and emergency circumstances, subject to clear safeguards. Support must be offered to people during and after this process, including access to independent advocacy and an independent complaints mechanism. 




[bookmark: _Toc1724335733]Involuntary Admission and Treatment 
Articles (14, 15, 17)
The Mental Health Act 2001 permits the involuntary detention and treatment of individuals on the basis of a perceived mental disorder, without adequate safeguards or sufficient regard for the individual’s will and preferences.
While the Mental Health Bill 2024 narrows the grounds for involuntary admission – prohibiting detention based solely on diagnosis, disability, addiction, or non-conforming beliefs – involuntary detention and forced treatment is still permitted if a person is deemed to pose a serious risk or to require urgent treatment. Notably, the Bill permits treatment without consent for up to 21 days in cases where a person is considered to lack capacity, raising serious concerns about prolonged non-consensual interventions. These practices risk contravening the UNCRPD, which prohibits inhuman or degrading treatment and affirm the right to physical and mental integrity[footnoteRef:19].  [19:  https://mentalhealthreform.ie/wp-content/uploads/2021/11/25.11.21-List-of-Recommendations-from-Human-Rights-Analysis-on-Heads-of-Bill.pdf ] 

Under the Mental Health Act 2001, every adult involuntarily detained must have their detention order reviewed by an independent tribunal, which must be done within 21 days of the making of the order. The tribunal is composed of three people: a solicitor or barrister, a consultant psychiatrist and a layperson. The Mental Health Bill 2024 retains the tribunal system, renamed as “Mental Health Review Boards”. In 2023, a total of 3,638 tribunal orders were issued, with 52.2% revoked before the hearing. Of the 1,753 cases that proceeded to hearing, 215 (12.3%) were revoked during the process[footnoteRef:20]. In a 2023 audit of the tribunal process at approved centres, 151 issues were logged, of which 79% were linked to the revocation of involuntary admission orders on the day of the tribunal hearing, several at the time the tribunal was due to begin [footnoteRef:21].   [20:  https://www.mhcirl.ie/sites/default/files/2024-06/MHC%202023%20Annual%20Report%20FINAL%20FINAL.pdf ]  [21:  https://www.mhcirl.ie/sites/default/files/2024-06/MHC%202023%20Annual%20Report%20FINAL%20FINAL.pdf ] 

While it is positive that in 2023 the majority of involuntary detentions were revoked before a 21-day period, in practice, it means the majority of involuntary detentions were not reviewed by an independent body. This undermines the effectiveness of a review process that is necessary to safeguard individuals’ rights and raises questions about whether a shorter review period is needed to ensure greater oversight and that a detained person’s rights are vindicated. 
Moreover, once an order is revoked, there is no formal mechanism to retrospectively examine whether a person’s rights were violated during their detention, which is particularly concerning given the vulnerability of individuals in these cases. These individuals may have lacked capacity during their admission, had no statutory right to an independent advocate or legal representation during their admission, and have no access to an independent complaints mechanism. It is also important to highlight the lack of real-time oversight for treatment decisions made during the 21-day period, further underscoring the urgent need for access to independent advocacy and a robust complaint system during detention

	Recommendations:

· In line with the UNCRPD[footnoteRef:22], involuntary detention and treatment should only be implemented when the person’s condition represents a significant risk of serious harm to his or her health or to other persons and no less intrusive alternatives are available.  [22:  https://rm.coe.int/rec-2004-10-em-e/168066c7e1#:~:text=This%20recommendation%20aims%20to%20enhance,involuntary%20placement%20or%20involuntary%20treatment. ] 

· Involuntary detention must last no longer than absolutely necessary and should be reviewed in a shorter period than 21 days.
· To ensure the legality and appropriateness of the very serious violations of human rights that involuntary detention and treatment entail, either tribunals should proceed even if the order is revoked or a retrospective review mechanism for such cases must be introduced.
· A statutory right to non-institutional community mental health services should be introduced to ensure that viable and appropriate alternatives to inpatient care are available and accessible to all, thereby reducing reliance on coercive practices.



[bookmark: _Toc2085077596]Restrictive Practices 
Articles (14, 15, 17)
The CRPD committee has called for the elimination of the use of seclusion and physical, mechanical and chemical restraints[footnoteRef:23]. However, the Mental Health Act 2001 permits the use of coercive practices in approved mental health centres. Research by the Irish Human Rights and Equality Commission[footnoteRef:24] and the Centre for Disability Law and Policy[footnoteRef:25] has raised serious concerns that such practices may amount to inhuman and degrading treatment of persons with psychosocial disabilities. Section 69 of the 2001 Act provides that a person should not be placed in seclusion or subjected to mechanical restraint unless such seclusion or restraint is in accordance with rules made by the Mental Health Commission (MHC) and is necessary for the purposes of treatment or to prevent the person from injuring themselves or others. However, the scope of Section 69 is limited to mechanical restraint and does not encompass other forms of restraint, including physical and chemical restraint. Therefore, the MHC has developed a set of rules governing the use of seclusion and mechanical restraint and has a separate Code of Practice on the use of physical restraint in approved centres. Although adhering to Codes of Practice is best practice, there is no statutory obligation to comply with them. There are currently no regulations or Codes of Practice from the MHC to safeguard against the use of chemical restraint. [23:  https://docs.un.org/en/A/72/55 ]  [24:  https://www.ihrec.ie/app/uploads/2021/11/Submission-to-the-Mental-Health-Commissions-Public-Consultation-on-the-Rules-and-Code-of-Practice-governing-the-use-of-seclusion-and-restraint-002.pdf ]  [25:  https://www.universityofgalway.ie/media/centrefordisabilitylawandpolicy/files/archive/Submission-to-the-Department-of-Health-on-its-Review-of-the-Mental-Health-Act-2001-(November,-2011).pdf  ] 

While the Mental Health Bill 2024 includes some welcome improvements – such as enhanced safeguards and oversight of restrictive practices, it remains non-compliant with the UNCRPD. The Bill preserves a legal basis for seclusion and restraint, including against children, and fails to sufficiently recognise restrictive practices as violations of human rights. This approach undermines the principles of autonomy, dignity, and non-discrimination enshrined in the Convention. 
While earlier drafts[footnoteRef:26] included a comprehensive section on chemical restraint, the Mental Health Bill 2024 has entirely removed all references to and protections against the use of chemical restraint, a deeply troubling omission, particularly given that this practice is not covered under existing regulations or Codes of Practice.  [26:  https://assets.gov.ie/static/documents/draft-heads-of-bill-to-amend-the-mental-health-act.pdf ] 

Furthermore, while the MHC publish an annual report on restrictive practices in Ireland, given the lack of regulation or Codes of Practice regarding the use of chemical restraint, it is not included in this report. As a result, it is not clear how widely this restrictive practice is used. In its 2020 Report to the Government of Ireland[footnoteRef:27], the CPT found that pro re nata (PRN) or “as needed” medication was not being used appropriately at the psychiatric establishments it visited. It recommended that a review be done into this type of prescription at all psychiatric centres in relation to potential overmedication, chemical restraint and involuntary treatment and that, thereafter, directions be drawn up on the use of PRN medication.  [27:  https://rm.coe.int/1680a078cf ] 


	Recommendations:

· To meet international human rights obligations and to align with StV (which endorses a move towards a “zero restraint, zero seclusion” approach[footnoteRef:28]), the State must introduce legally binding safeguards against seclusion and all forms of restraint, establish independent monitoring and complaints mechanisms, and ensure that all mental health interventions are fully compliant with the UNCRPD. [28:  https://assets.gov.ie/static/documents/sharing-the-vision-a-mental-health-policy-for-everyone.pdf ] 

· The upcoming legislation must explicitly define and safeguard against chemical restraint, and, at a minimum, chemical restraint must be governed by clear rules and subjected to the same oversight as other restrictive practices.
· Given the potentially serious human rights violations currently going unreported in relation to PRN medication and sedation, an urgent review must be done of their use in mental healthcare settings. Clear guidelines should be established regarding the appropriate use of such medication and the MHC should document all instances of chemical restraint in its reporting of restrictive practices.




[bookmark: _Toc300221620]Children and Young People 
Articles (7, 12, 14, 15, 17)
Given that mental health difficulties now pose one of the most significant risks to illness and early death in young people under 20, it is essential that our legislation ensures a rights-based and high-quality care to this cohort.[footnoteRef:29] Currently, the Mental Health Act 2001 does not adequately protect the rights of children in accordance with the UNCRPD and Convention on the Rights of the Child (UNCRC). Specifically, the UNCRPD guarantees children with disabilities the right to have their views given due weight in accordance with their age and maturity. However, Section 25 of the Act permits the involuntary admission of young people under 18 based solely on parental or guardian consent, without requiring the child’s own consent or meaningful participation in the decision-making process. By contrast, 16- and 17-year-olds are able to consent to or refuse treatment relating to their physical healthcare, representing a clear discrimination against those with psychosocial disabilities. [29:  https://doi.org/10.1007/s00787-022-02040-4 ] 

Furthermore, the Act fails to guarantee children access to age-appropriate advocacy or therapeutic services, and there are no distinct legislative protections for children detained under the Act. The Act also permits the admission of children to adult psychiatric units, despite longstanding evidence that such placements are inappropriate and potentially harmful[footnoteRef:30]. In 2024, five children were admitted to adult mental health units in Ireland, a notable reduction from previous years, with 14 such admissions in 2023[footnoteRef:31] and 20 in 2022[footnoteRef:32]. Despite the reduced rate of admissions, this practice contravenes Ireland’s human rights obligations to children.  [30: https://tbinternet.ohchr.org/_layouts/15/treatybodyexternal/Download.aspx?symbolno=CRC%2FC%2FIRL%2FCO%2F5-6&Lang=en ]  [31:  https://www.mhcirl.ie/sites/default/files/2024-06/MHC%202023%20Annual%20Report%20FINAL%20FINAL.pdf ]  [32:  https://www.hrb.ie/wp-content/uploads/2024/06/AIPUH_Annual_Report_2022.pdf] 

The Mental Health Bill 2024 introduces a number of welcome reforms relating to young people, including a dedicated section for children and the recognition of consent rights for 16- and 17-year-olds. The Bill also expands the regulatory powers of the MHC to include oversight of Child and Adolescent Mental Health Services (CAMHS). However, the Bill does not prohibit the admission of children to adult mental health units. It also lacks comprehensive, child-specific guiding principles that reflect the rights, needs, and developmental stages of young people. Without such provisions, there is a continued risk that children and adolescents will be excluded from decision-making processes and denied access to appropriate, rights-based, and age-appropriate mental healthcare[footnoteRef:33] [footnoteRef:34].  [33:   https://www.childrensrights.ie/resources/report-card-2022 ]  [34:  https://www.mhcirl.ie/publications ] 

 
	Recommendations:

· A clear legislative prohibition on the admission of children to adult units is urgently required in the new Bill. 
· Maximum periods of detention of children and young people should be provided in the legislation and apply for the shortest time possible.
· There must be a concrete commitment made to the development and resourcing of specialist CAMHS to ensure age-appropriate, rights-based care. 
· The new legislation must enshrine the rights of children to independent advocacy to support them in exercising their legal capacity.





[bookmark: _Toc2093872955]Independent Complaints Mechanism  
Articles (16, 33)
The Mental Health Act 2001 lacks an independent statutory mechanism through which individuals can lodge complaints regarding violations of their rights[footnoteRef:35]. Such a mechanism is crucial for protecting potentially vulnerable individuals’ human rights and requires independent monitoring of services and accessible mechanisms for reporting and redress. The MHC currently lacks the authority to investigate or resolve individual complaints. Although the Inspector of Mental Health Services carries out systemic reviews, they are not mandated to respond to specific concerns raised by service users. Under the existing complaints system, an individual may be required to submit a complaint to a staff member who has the power to involuntarily detain and treat them or prolong their involuntary detention and treatment. An independent process is essential to ensure that individuals feel comfortable voicing concerns about their treatment, that their rights are protected and that their concerns are addressed effectively and sensitively. Disappointingly, the Mental Health Bill 2024 does not include any provisions for an independent complaint process. [35:  https://mentalhealthreform.ie/wp-content/uploads/2021/11/Legal-analysis-MH-Act-28-October-1.pdf ] 

	Recommendation:

· The State must establish an independent and direct complaint mechanism for children and adults exclusively dedicated to mental health services. This mechanism must be fully independent and operate separately from existing complaint systems, such as the HSE’s “Your Service, Your Say” platform. [footnoteRef:36]  [36:  https://mentalhealthreform.ie/wp-content/uploads/2021/11/Legal-analysis-MH-Act-28-October-1.pdf ] 





[bookmark: _Toc403192171]Legal Capacity and Supported Decision-Making 
Articles (9, 12)
[bookmark: _Toc1831261325]Advocacy and Information Rights
Access to independent advocacy is a cornerstone of a rights-based mental health system and in line with Article 12 of the UNCRPD. Advocacy enables individuals—particularly those with psychosocial disabilities—to understand, exercise, and defend their rights, and plays a critical role in supporting autonomous decision-making, challenging coercive practices, and promoting equality before the law. As stated by a person with lived experience in our consultations:
“Every person has a voice, but in their own mental health distress, they may not be 	able to use their voice to advocate for themselves. There should be a mental health 	advocate in every mental health unit across Ireland, not just a postcode lottery...”
Under the Mental Health Act 2001 there is no statutory right to independent advocacy for individuals accessing mental health services. Furthermore, people who are forcibly detained do not have a legal entitlement to have an advocate present during mental health tribunal reviews of their detention. These gaps leave both adults and children without necessary support to navigate complex systems or to assert their rights effectively[footnoteRef:37]. The Mental Health Bill 2024 does not propose to legislate for the statutory right to advocacy, although as far back as 2006 in the expert group report, A Vision for Change, the need for a right to advocacy for all persons using mental health services was explicitly acknowledged[footnoteRef:38]. The failure to legislate for this right more than 18 years later illustrates the persistent gap between rights-based policy commitments and legislative action. [37:  https://www.mentalhealthreform.ie/wp-content/uploads/2021/11/Legal-analysis-MH-Act-28-October-1.pdf ]  [38:  https://www.hse.ie/eng/services/publications/mentalhealth/mental-health---a-vision-for-change.pdf ] 

	Recommendations:

· The State should establish a statutory right to independent and age-appropriate advocacy for mental health service users, as seen in other jurisdictions such as The Mental Health (Care and Treatment) (Scotland) Act 2003[footnoteRef:39]. This advocacy service must be independent of the HSE, MHC, and Decision Support Service, and should be peer-led, with advocates who are experts by lived experience.  [39:  https://www.legislation.gov.uk/asp/2003/13/section/259 ] 

· The National Advocacy Service for People with Disabilities provides an existing framework for an advocacy service and their remit could be expanded to fulfil the role. 
· Advocates should receive ongoing training in human rights, mental health, and capacity legislation, and peer advocates must be provided with appropriate supports and reasonable accommodations to carry out their roles effectively.





[bookmark: _Toc1796767093]Assisted Decision-Making (Capacity) Act 2015 and Advance Healthcare Directives
While the ADMCA represents significant legislative advancement toward realising the right to legal capacity outlined in the UNCRPD, its full commencement only occurred in April 2023, and several implementation challenges continue to impede compliance with the Convention, as outlined below:
· Lack of Integration with Mental Health Legislation – the failure to harmonise legislative frameworks represents a serious breach of Ireland’s UNCRPD obligations.
· The Mental Health Act 2001 allows professionals to make decisions in a person’s “best interests” once they are deemed to lack capacity, rather than supporting them to exercise their own decision-making rights, undermining the principles of the ADMCA. This legislative inconsistency poses a risk of regression to paternalistic models of care[footnoteRef:40]. [40:  https://mentalhealthreform.ie/wp-content/uploads/2021/11/Legal-analysis-MH-Act-28-October-1.pdf ] 

· Although the ADMCA (Section 3(1)(a)) allows individuals to create Advance Healthcare Directives (AHDs), their use is significantly limited in mental health settings. In particular, the Mental Health Act 2001 does not fully recognise or uphold AHDs for individuals detained involuntarily under its provisions. As a result, people with psychosocial disabilities are excluded from supported decision-making mechanisms available to others, reinforcing structural discrimination [footnoteRef:41] [footnoteRef:42].  [41:  https://mentalhealthreform.ie/wp-content/uploads/2021/11/Legal-analysis-MH-Act-28-October-1.pdf ]  [42: https://data.oireachtas.ie/ie/oireachtas/committee/dail/33/joint_committee_on_children_equality_disability_integration_and_youth/submissions/2022/2022-04-08_submission-dr-meredith-raley-policy-research-officer-disability-federation-of-ireland_en.pdf ] 


·  Insufficient Awareness and Training – evidence suggests a lack of widespread understanding and knowledge of the ADMCA among health and social care professionals, legal practitioners, and persons with disabilities. This gap limits the consistent and effective application of the law[footnoteRef:43] [footnoteRef:44]. [43:  https://mentalhealthreform.ie/wp-content/uploads/2021/11/Legal-analysis-MH-Act-28-October-1.pdf ]  [44:  https://www.disability-federation.ie/resources/publications/  ] 


· Resource and Support Service Deficits – the success of the ADMCA depends on accessible and appropriately resourced support services, such as independent advocates and decision supporters. Current funding levels and infrastructure for these supports are inadequate. [footnoteRef:45] [footnoteRef:46]. [45:  https://mentalhealthreform.ie/wp-content/uploads/2021/11/Legal-analysis-MH-Act-28-October-1.pdf ]  [46:  https://www.ihrec.ie/publications/] 


· Over-Reliance on Formal Decision-Making Structures – the ADMCA’s tiered framework for decision-making support (including co-decision-makers and decision-making representatives) has led to a formalised approach that can be inaccessible or intimidating for many. There is insufficient promotion of informal, person-centred supports that better align with UNCRPD Article 12[footnoteRef:47]. [47:  https://mentalhealthreform.ie/wp-content/uploads/2021/11/Legal-analysis-MH-Act-28-October-1.pdf ] 


· Equity and Accessibility Challenges – persons with disabilities living in rural or marginalised communities face additional barriers in accessing decision-making supports. Furthermore, people with complex communication needs may find it difficult to benefit fully from the ADMCA’s provisions[footnoteRef:48] [footnoteRef:49]. [48:  https://www.disability-federation.ie/resources/publications/ ]  [49:  https://www.ihrec.ie/publications/ ] 


· Medicalised Capacity Assessments – despite the Act’s intention to move away from clinical assessments of capacity, medical opinions continue to dominate capacity determinations, potentially undermining the rights-based approach envisaged by the UNCRPD[footnoteRef:50]. [50:  https://mentalhealthreform.ie/wp-content/uploads/2021/11/Legal-analysis-MH-Act-28-October-1.pdf ] 


· Limited Monitoring and Accountability – an absence of robust, independent monitoring mechanisms impedes the assessment of the effectiveness of the ADMCA’s implementation, raising concerns about accountability, transparency, and the protection of individuals’ rights[footnoteRef:51]. [51:  https://www.ihrec.ie/publications/ ] 


The Mental Health Bill 2024 makes a welcome step toward compliance with the UNCRPD by recognising that the wishes expressed by an individual in an AHD should generally be respected in mental health settings. However, further legislative reform is needed to embed the right to autonomy and legal capacity. For instance, even where a valid AHD exists, the Bill allows the High Court to override it in exceptional cases – such as when treatment is deemed necessary to protect the life or health of others or the individual requires the treatment and no alternative is available.
Moreover, where a person lacks capacity, refuses treatment, and has no AHD or decision-making representative, the Bill permits court-authorised treatment without consent. This undermines the autonomy of individuals with psychosocial disabilities and retains a substituted decision-making model, which is contrary to the UNCRPD.
	Recommendations:

· Legislative consistency must be ensured by aligning upcoming legislation with the principles of the ADMCA. The ADMCA must also be amended to remove the exclusions that apply for those with psychosocial disabilities.  
· The State should guarantee the legal recognition and enforcement of AHDs for all individuals, including those detained or treated under mental health legislation, ensuring they have equal access to supported decision-making arrangements and AHDs under the ADMCA. 
· Measures must be taken to facilitate the creation, recognition, and implementation of AHDs across all health and social care services to promote autonomy.
· The implementation of the ADMCA must include investing in widespread training and public awareness initiatives and resourcing independent advocacy and support services. 
· Greater promotion of accessible, informal support mechanisms is needed to complement the Act’s formal structures and ensure they are inclusive and person-centred. 
· The State must address persistent geographic and communication-related barriers that affect equitable access. 
· There must be a decisive shift away from medicalised capacity assessments to uphold the rights-based intent of the legislation. 
· A robust, independent monitoring mechanism for the implementation of the ADMCA, with clear oversight and accountability functions, must be established.



[bookmark: _Toc1137593202]Priority Groups
Articles (5, 7, 11, 15, 25, 31)
MHR and government legislature highlights the fact that there are many groups in Ireland that are at greater risk of psychosocial disabilities, and that have unequal access to healthcare and disability supports. Of note, StV calls for: 
“The implementation of targeted mental health promotion and prevention actions that recognise the distinct needs of priority groups. These groups include the LGBTQ+ community; members of the Traveller community; people who are homeless; drug users; people who come in contact with the criminal justice system; people who have experienced domestic, clerical, institutional, sexual or physical abuse; asylum seekers; refugees; migrants and sex workers.”
This section will detail the specific issues that some of these priority groups face that prevent them from receiving equal recognition and protection as persons with disabilities in Ireland. Due to limitations of space, this section will not address all of the above priority groups. Rather the information should be considered an example of issues of discrimination which affect a wide range of demographic groups. Other sections of this report will also highlight group level inequalities arising within larger themes.

[bookmark: _Toc1832261952]People in Contact with the Criminal Justice System 
Following a visit to Irish Prisons in 2019 the CPT reported a list of issues that relate particularly to people with psychosocial disabilities in detention[footnoteRef:52]. These include inadequate treatment of prisoners experiencing acute psychosocial disabilities in the high support units in three prisons, poor living conditions, and an insufficient complaints system. Furthermore, the CPT considered that police were not appropriately trained to manage agitation when detaining and transferring persons under the Mental Health Act 2001. The CPT also observed drug misuse and high prevalence of drugs in all the prisons visited. Further intervention is needed to address the intersecting issues of substance misuse and psychosocial disabilities.    [52:  https://rm.coe.int/0900001680a078cf ] 

Overcrowding is a persistent issue within Irish Prisons. A report by the Prison Overcrowding Response Group found that the prison estate was operating at 108% capacity in 2024[footnoteRef:53]. This exceeds the Council of Europe’s recommendation for the prevention of torture; that prisons remain below 90% of total capacity[footnoteRef:54]. Prison overcrowding has been linked to worsened mental health[footnoteRef:55] and reduces access to support services due to staffing limitations. This relates to a further issue for prisoners with psychosocial disabilities; the lack of adequate mental healthcare. In 2023 Irish prisons had an average ratio of one psychologist per 295 prisoners[footnoteRef:56], a figure far exceeding the authorised ratio of 1:146[footnoteRef:57]. These issues are reflected in research findings from MHR’s report Mental Health Services & Supports in Prisons[footnoteRef:58]. Surveys and interviews with staff and detained men highlighted barriers to mental healthcare including stigma, lack of facilities and long waiting lists for psychology services and addiction counselling.  [53:  https://www.iprt.ie/latest-news/prison-overcrowding-response-group-report/ ]  [54:  https://rm.coe.int/16806f9a8a ]  [55:  https://doi.org/10.1108/IJPH-04-2018-0014 ]  [56: https://www.irishprisons.ie/wp-content/uploads/documents_pdf/IPS-Annual-Report-2023_.pdf]  [57:  https://www.myiacfp.org/foreword-from-dr-emma-regan-newly-elected-iacfp-president/#:~:text=In%20Ireland%2C%20for%20example%2C%20the,custody%20is%20currently%201%3A146 ]  [58:  https://mentalhealthreform.ie/mental-health-services-support-in-prisons/ ] 

	Recommendations:

· Align prison occupancy and staff levels with minimum standards to avoid causing psychological harm to people in detention
· MHR backs the recommendation of the Irish Penal Reform Trust to fully implement the recommended changes made by High Level Task Force on mental health and addictions [footnoteRef:59] in the Irish Prison Service  [59:  https://assets.gov.ie/static/documents/d5259297-high-level-taskforce-on-mental-health-and-addiction-1st-annual-progress-repor.pdf ] 





[bookmark: _Toc2115068129]Traveller Community 
Irish Travellers are an indigenous minority group that continues to be subjected to social and systematic prejudice within Ireland. Travellers are at elevated risk of frequent mental distress[footnoteRef:60]. Deaths by suicide[footnoteRef:61] and presentations of self-harm and suicidal ideation[footnoteRef:62] are significantly higher among Irish Travellers. In particular, Traveller men are estimated to be 6.6 times more likely to die by suicide than other men in Ireland. However, it is important to note that more recent data on suicide prevalence within the Irish Traveller Community are unavailable, as the Central Statistics Office does not collect information on ethnicity or Traveller identity in death statistics [footnoteRef:63]. Given the stark differences in prevalence, as well as the systemic exclusion of this demographic group from health services, it is of paramount importance that Travellers be recognised a distinct priority group in data collection and in suicide prevention policy. Responding to an online consultation one of MHR’s members, the Traveller Counselling Service noted that “there is a need to develop an ethnic identifier otherwise Travellers will remain invisible in the statistics…”  [60:  https://journals.sagepub.com/doi/abs/10.1177/1363461513503016 ]  [61:  https://assets.gov.ie/static/documents/all-ireland-traveller-health-study-our-geels-summary-of-findings.pdf ]  [62:  https://doi.org/10.21203/rs.3.rs-1442634/v1 ]  [63:  https://factcheckni.org/articles/do-11-of-travellers-die-by-suicide/ ] 

While some mental health policies have acknowledged the need for interventions that target the specific barriers affecting Travellers, there are still barriers to service access that must be addressed. Travellers describe Irish mental health services as inadequate and unsupportive and suggested that employing Travellers in mental healthcare settings and increasing cultural humility among healthcare professionals could increase service use[footnoteRef:64].  [64:  https://doi.org/10.1017/ipm.2024.51] 

 
[bookmark: _Toc1761329676]Roma
In this report the term Roma refers refer to an ethnic minority composed of Roma, Sinti, Kale and related groups in Europe, and Dom and Lom. As of 2022 there were estimated to be over 16,000 Roma in Ireland[footnoteRef:65].  [65:  https://assets.gov.ie/static/documents/Statistical-Spotlight-Roma-in-Ireland.pdf ] 

Historically, Roma with disabilities have been largely neglected in both National and EU Frameworks for Roma Integration leading to a failure to account for multiple discriminations[footnoteRef:66]. It is vital that this issue is not perpetuated in Ireland and that disability policy goes further to address the ways in which marginalisation may affect this population’s human rights and exacerbate their psychosocial disabilities.  [66:  https://www.ecmi.de/fileadmin/redakteure/publications/pdf/ECMI_Study__8_final.pdf] 

In a Needs Assessment of the Roma population in Ireland 70.5% out of the 78 Roma respondents reported that they felt discriminated against at health services[footnoteRef:67]. The majority of the participants reported very high levels of poor mental health (51.3% reported that their mental health was not good on more than 14 days of the previous month). These findings suggest a well-above-average prevalence of distress and psychosocial disabilities among this group. As noted above, the lack of national disaggregated data means that mental health policies fail to fully recognise the needs of marginalised groups.  [67:  https://www.paveepoint.ie/wp-content/uploads/2015/04/RNA-PDF.pdf ] 

The mental health needs of Roma have been directly addressed by Te Rodel Nevo Drom ‘We are Looking for a New Way’ A Health Strategy for Roma Families in HSE South-West[footnoteRef:68]. This strategy was developed in consultation with Roma “experts by experience” and calls for culturally appropriate mental health supports and a longitudinal study of the health of Roma in Ireland. The consultation identified other issues that contribute to psychosocial disabilities in Roma including historical and intergenerational trauma, and stress associated with housing insecurity. While this strategy is welcome, recognition and provision for the mental health needs of Roma should not be isolated to one region and should be extended across the entire country.  [68:  https://www.hse.ie/eng/services/publications/socialinclusion/roma-health-strategy.pdf ] 

	Recommendations:

· Implement the use of ethnic identifiers in national statistical reporting
· Develop a Traveller and Roma-specific mental health strategy that address the psychosocial factors contributing to higher rates of psychosocial disabilities in these groups.




[bookmark: _Toc139409111]LGBTQI+ Community
Systemic and individual discrimination are ongoing threats to the wellbeing of LGBTQI+ individuals and can prevent access to appropriate mental health supports. It is imperative that legislative changes are introduced to promote equality and reduce discrimination. 
LGBTQI+ young people in Ireland exhibit elevated levels of suicidal behaviour and self-harm, and experience more severe symptoms of stress, anxiety and depression[footnoteRef:69]. Additionally, LGBTQI+ youth are at elevated risk in relation to eating disorders and harmful alcohol and drug use. Concerningly, rates of these difficulties have disimproved in the past decade[footnoteRef:70]. Existing pathways for referral of transgender and non-binary individuals to mental health services are unclear[footnoteRef:71]. Furthermore, research has indicated that mental health clinicians and services in Ireland are not adequately equipped to provide care for transgender patients[footnoteRef:72]. This contributes to lack of trust within therapeutic relationships and increased attrition rates[footnoteRef:73].  [69:  https://www.belongto.org/app/uploads/2024/04/FINAL-Being-LGBTQI-in-Ireland-Full-Report.pdf]  [70:  https://www.tcd.ie/nursing-midwifery/news/2024/deterioration-in-the-mental-health-of-lgbtqi-people-since-2016/]  [71: https://www.cypsc.ie/_fileupload/Documents/Resources/Dublin%20City%20South/DCS%20CYPSC%20Belong%20To%20Trans%20Healthcare%20Needs%20Analysis%20Report%20Final%202019.pdf]  [72:  https://www.belongto.org/support-our-work/advocacy/lgbtq-research/the-lgbtireland-report/]  [73:  https://doi.org/10.1111/jonm.13115] 

The Gender Recognition Act 2015 permits transgender people to seek legal recognition of their gender as male or female but does not allow the same of non-binary individuals. Failure to legally recognise preferred gender is a breach of human rights law and can impose risk of discrimination by ‘outing’ individuals whose presentation does not correspond with their documented gender.  
Conversion practices designed to change or suppress the sexuality or gender of LGBTQI+ people have been repeatedly shown to cause psychological harm[footnoteRef:74] and are widely considered unethical. People exposed to conversion practices are at risk of psychosocial disability, self-injury and suicidality[footnoteRef:75]. While welcome progress has been made in recent years towards a ban on conversion practices, The Prohibition of Conversion Therapies Bill 2018 lapsed before being introduced into law[footnoteRef:76]. The lack of progression of this legislation on the basis that “doing so would be ‘complex”[footnoteRef:77] represents a failure to protect LGBTQI+ people in Ireland from significant and preventable psychological risk.  [74:  https://doi.org/10.1111/cpsp.12377 ]  [75: https://static1.squarespace.com/static/5f0df932fe24d51944633598/t/636a767467ca3d1c62923e1e/1667921524648/Conversion+Therapy+Bans%2C+Suicidality%2C+and+Mental+Health_10.10.22.pdf]  [76:  https://www.oireachtas.ie/en/bills/bill/2018/39/]  [77:  https://www.irishtimes.com/ireland/social-affairs/2024/07/12/legislation-banning-conversion-therapy-unlikely-in-governments-lifetime/ ] 


	Recommendations:

· Urgently progress the Prohibition of Conversion Therapies Bill 2018 into law
· The Gender Recognition Act 2015 should be amended to provide legal recognition for non-binary people, in line with international human rights obligations.
· Clear, inclusive, and accessible referral pathways to mental health services must be developed for transgender and non-binary individuals, accompanied by national training initiatives to upskill clinicians in gender-affirming care.




[bookmark: _Toc1060466633]Migrants
Migrants experience unique risks in relation to psychosocial disabilities, being significantly more likely to have experienced human rights abuses and to have post-traumatic stress disorder than native-born Irish people[footnoteRef:78]. Moreover, non-UK immigrants to Ireland have lower healthcare utilisation rates than native Irish people[footnoteRef:79]. Isolation, lack of awareness, and cultural and linguistic barriers can prevent migrants from accessing necessary supports for all health conditions including psychosocial disabilities. Despite this, the current action plan for disability contains no provision for migrants with disabilities. Two national intercultural health strategies have, in the past, addressed health issues experienced by people from diverse ethnic backgrounds. Since the most recent strategy ended in 2023, there has been no follow-up to address the persisting health inequalities faced by ethnic and cultural minorities.  [78:  https://nda.ie/uploads/publications/assessment-of-psychiatric-and-psychological-needs-among-help-seeking-migrants-in-dublin.docx]  [79:  https://doi.org/10.1016/j.jmh.2021.100076 ] 

In Ireland people seeking asylum from humanitarian threats can be placed in “short-term” accommodation (Direct Provision) for several years. Living in Direct Provision can cause psychological harm as a result of unsuitable accommodation, forced idleness, and lack of support[footnoteRef:80]. People in Direct Provision are entitled to healthcare as is necessary for treatment of serious illness or psychosocial disabilities, and mental healthcare appropriate to their special needs as asylum seekers[footnoteRef:81]. The special mental health needs of asylum seekers include those arising due to insecure residency and denial of the right to seek work[footnoteRef:82].  [80:  https://doras.org/sites/default/files/2023-07/Doras-Report.-Mental-Health-Direct-Provision.-Recommendations-for-Addressing-Urgent-Concerns.pdf]  [81:  https://www.irishstatutebook.ie/eli/2018/si/230]  [82:  https://doi.org/10.1192/s2056474000001082] 

A 2019 report by the Joint Committee on Justice and Equality noted that individuals with psychosocial difficulties in Direct Provision had been given sleeping pills in place of appropriate mental healthcare[footnoteRef:83] A report on the needs of asylum-seeking children depicts a lack of adequate and specific healthcare and unresolved barriers to healthcare access. This is deemed to be detrimental to their right to the highest attainable standard of physical and mental health[footnoteRef:84]. Finally, the Department of Justice does not currently have a formal arrangement to provide for the mental health needs of people who have survived torture in Direct Provision[footnoteRef:85]    [83:  https://www.oireachtas.ie/en/committees/32/justice-and-equality]  [84:  https://www.universityofgalway.ie/media/irishcentreforhumanrights/files/reports/Direct-Provision-Report_-ICHR_Final-23.09.pdf]  [85:  https://asylumineurope.org/reports/country/republic-ireland/reception-conditions/health-care/] 

	Recommendations:

· Ensure that disability and mental health strategies explicitly include migrants, asylum seekers, and refugees, with actions to reduce cultural, linguistic, and systemic barriers to care. 
· A new National Intercultural Health Strategy must be developed to address ongoing health inequalities among ethnic minorities.
· Mental health supports for people in Direct Provision must be improved, with access to timely, trauma-informed care that goes beyond medication.



[bookmark: _Toc1500548231]Employment
Articles (27, 28)
Ireland has one of the largest gaps between the employment rate of people with and without a disability in the EU. In 2024 this disability employment gap measured 38.2%, significantly higher than the EU average of 24.4%[footnoteRef:86].   [86: https://ec.europa.eu/eurostat/databrowser/view/tepsr_sp200/default/table?lang=en&category=tepsr.tepsr_spi.tepsr_spi_hi] 

[bookmark: _Toc2133262350]Major policy initiatives
The comprehensive employment strategy (CES) for people with disabilities was an initiative in place from 2015 to 2024 which aimed to reduce the country’s large disability employment gap.  Strategic Priority 4 of the CES was the promotion of job retention and re-entry to work. Employment of those with psychosocial disabilities is also addressed in StV which aims to ensure that people with psychosocial disabilities can avail of employment without discrimination and have adequate income.
However, fear of losing or secondary benefits when entering employment or being unable to access disability allowance when leaving employment act remain as barriers to uptake of employment among people with psychosocial disabilities [footnoteRef:87]. The CES laid important groundwork, but further work is needed to address the issue of employment inequality. This work should be a part of a subsequent national policy developed in consultation with people with disabilities. [87:  https://mentalhealthreform.ie/wp-content/uploads/2018/05/Submission-on-Strand-3-of-the-Comprehensive-Employment-Strategy.pdf ] 


[bookmark: _Toc594550364]Employment, and Vocational Training and Supports
Individual Placement & Support (IPS) has been shown to be an effective method to increase employment rates and promote career advancement of people with psychosocial disabilities[footnoteRef:88]. [88:  https://doi.org/10.1111/acps.13129 ] 

MHR acknowledges that IPS has been recognised in policy planning as far back as the 2006 A Vision for Change[footnoteRef:89]. The StV Implementation Plan 2025-27 includes a recommendation to develop a sustainable funding stream to support the IPS model. The model is also included in objective 3 of the national mental health promotion plan 2024-2030. However, available information about the application of this model suggests that it is not adequately meeting the needs of the population.  [89:  https://www.hse.ie/eng/services/publications/mentalhealth/mental-health---a-vision-for-change.pdf ] 

Psychosocial disabilities present a persistent barrier to employment. This is evidenced by 2019 Irish census data showing that 64.3% of people of working age with a disability of a psychological or emotional nature were unemployed. Despite this, a 2015 survey by the Department of Employment Affairs and Social Protection identified an interest to work full- or part-time among 43% of participants who were unemployed and in receipt of disability allowance[footnoteRef:90]. Among the same survey respondents 50% reported that mental health difficulties were their primary disability. In 2023, 774 people with mental health difficulties utilised IPS support[footnoteRef:91]. The most recent available census data from 2019 report that 54,130 of people of working age with a psychosocial disability were unemployed [footnoteRef:92]. In the absence of more up-to-date information these figures suggest that the need for IPS is much greater than its current uptake.  [90:  https://assets.gov.ie/static/documents/department-of-social-protection-report-on-disability-allowance-survey-2015.pdf ]  [91:  https://nda.ie/monitoring/national-disability-strategies/comprehensive-employment-strategy-for-people-with-disabilities. ]  [92:  https://www.cso.ie/en/releasesandpublications/fp/fp-iewad/incomeemploymentandwelfareanalysisofpeoplewithadisability2019/incomeandemployment/. ] 

Lack of awareness of available government supports is an issue that MHR highlighted in a 2023 submission on a new National Plan on Business and Human Rights[footnoteRef:93]  Likely due to lack of awareness, the reasonable accommodation fund helped fewer than 100 claimants per year from 2012 to 2021, while the Disability Awareness Support Scheme was used 33 times in the same ten-year period. Following review, these schemes were amalgamated into the Work & Access Scheme in 2024. This scheme is offered to adults with a disability and employers. While the introduction of this programme is welcome, lack of awareness remains a concern.  [93:  https://assets.ireland.ie/documents/Mental-Health-Reform-NAP-on-Business-Human-Rights-Submission.pdf ] 

	Recommendations:

· The State should provide transparent and accessible annual reports on the uptake of employment support initiatives.
· There must be increased awareness-building in relation to the availability of disability employment supports.


[bookmark: _Toc1348909082]Health
Articles (6, 7, 9, 25, 26)
[bookmark: _Toc1280758554]Access to Healthcare
A key issue facing people with psychosocial disabilities in Ireland is the lack of accessible mental health services, with citizens reporting the highest level of difficulty accessing supports in the EU (44% of Irish respondents compared to an EU average of 25%)[footnoteRef:94]. [94:  https://europa.eu/eurobarometer/surveys/detail/3032] 

The complexity and difficulties navigating access, entitlement, and eligibility to the various elements of the public health system were repeatedly raised in our UNCRPD consultations. One individual with lived experience described the mental health services as follows: “It’s good when you actually access but getting access is a nightmare”, with many echoing similar sentiments. 
Some of the key issues around access mentioned in our consultations, included:

· Affordability – a number of participants shared the viewpoint that paying for private care is the only way to get treatment when it is needed. The cost of early intervention services is also prohibitive for many people, meaning that they go without care until their condition worsens and then take longer to recover. 

· Geographic disparity – services are not geographically equitable, with some areas having a high concentration of mental health services and some having very few. People in some areas face an additional burden of having to travel long distances to access specialist services.

· Insurance limitations – people feel they have to choose between physical and mental health where there is an upper limit on the amount of care that will be paid for by private insurers.

· Long waiting lists for services – treatment is not accessible when needed and an individual’s mental health is deteriorating while they wait.

· Eligibility gaps – an individual may not fall neatly into the criteria (needs could be too high for one service and not high enough to access another) and these people are falling through the cracks. In particularly, those with complex needs, such as those with a dual diagnosis of addiction or intellectual disability, have reported failure to get access to mental health supports.

· Policy implementation failures – as noted previously, significant unmet milestones under policies such as StV mean that promised essential clinical programmes are not available. 

· Gendered barriers – 
· Disabled women face significant barriers in accessing perinatal mental health services and must be explicitly included in the upcoming refresh of the Specialist Perinatal Mental Health Model of Care, with services made fully accessible. More broadly, targeted mental health supports are needed across women’s reproductive lifecycle.
· The establishment of a Mother and Baby Unit also remains outstanding and must incorporate the specific needs of disabled women in its design. 
· Given the stark findings of the EU gender-based violence survey that 40% of women in Ireland have experienced psychological, physical and/or sexual abuse[footnoteRef:95], there is a substantial need for increased availability of targeted mental health supports for women and men who experience gender-based violence. [95:  https://fra.europa.eu/sites/default/files/fra_uploads/eu-gender_based_violence_survey_key_results.pdf] 


· Lack of continuity of care – multiple participants reported seeing different clinicians from one appointment to the next and a feeling that this leads to fragmented information and outcomes, can be re-traumatising by forcing people to constantly retell their story, and a sense that their care is not being dealt with in an integrated way.

· Stigma – considerable work must still be done to address prejudices Irish people have toward psychosocial disabilities. A Survey of 1000 Irish adults in 2024 found that 20% would tell no one if they were experiencing suicidal thoughts, 48% believed being treated for a mental health difficulty is seen as a sign of personal failure by Irish society and 23% would consider it a sign of weakness if they sought help for a mental health difficulty[footnoteRef:96].  [96:  https://www.stpatricks.ie/media/4000/2024-attitudes-to-mental-health-and-stigma-survey.pdf ] 


	Recommendations:

· Ensure universal and affordable access to timely mental health supports and subsidise early intervention care.
· Reduce waiting times by increasing staffing, funding and service capacity.
· Close eligibility gaps by enshrining a “no wrong door” policy, particularly for those with complex needs. 
· Fully implement national mental health strategies.
· Eliminate gender-based barriers and address the gaps in care that women with disabilities currently face.
· Expand trauma-informed services for survivors of gender-based violence.
· Place greater emphasis on continuity of care and make efforts to minimise clinician turnover to foster trust and effective treatment.
· Combat stigma through targeted public education campaigns that challenge societal misconceptions and promote help-seeking.




[bookmark: _Toc262357465]Young People
While access to mental health services is a significant issue for the general population, young people, face particular challenges with long waiting lists, a fragmented system, and a lack of age-appropriate support, which was not sufficiently addressed in the State Report. This is particularly troubling given that, as of January 2023, Ireland had the highest proportion of young people under 15 in the EU at 19.3% of the population (EU average of 14.9%)[footnoteRef:97].  Prevention and early intervention programmes are particularly crucial for this cohort. Research done by the London School of Economics for The Children and Young People’s Mental Health project[footnoteRef:98], a collaboration between MHR and five partner organisations, found that at least 20,000 more children aged 0-17 should be getting help every year. The analysis suggests that increasing investment in early mental health support by €15 million annually by 2030 could enable 12,500 additional children to access the help they need each year. Moreover, it should be noted that the research found that the cost of this support would be between €6,000 and €12,000 per healthy year of life gained, which is well below the usual cost-effectiveness limits used in Ireland.  [97:  https://ec.europa.eu/eurostat/web/interactive-publications/demography-2024#population-structure
]  [98:  https://mentalhealthreform.ie/wp-content/uploads/2025/03/CYPMH-Research-1.pdf ] 

Regarding children with moderate-to-severe mental health difficulties (criteria for CAMHS), figures from March 2024[footnoteRef:99] show that there were 3,819 young people on a waiting list for an initial assessment by a specialist CAMHS team. 520 of these young people had been waiting over 1 year for a first appointment. The lack of access to timely interventions can have a detrimental impact on the long-term wellbeing of these children and results in increased strain on health services down the line, representing a lost opportunity to provide for people living with psychosocial disabilities to attain their best possible mental health. Furthermore, a number of our members noted that young people who don’t fit the criteria for CAMHS are often left feeling like they have nowhere to go and that there can be long waiting lists for children when they are discharged from CAMHS to other services (such as primary care). Moreover, the current division between youth and adult services at age 18 means there can be considerable disruption and difficulties for young people transitioning from CAMHS services to adult services.  [99:  https://www.hse.ie/eng/services/publications/performancereports/performance-profile-january-to-march-2024.pdf ] 

A 2023 Review of CAMHS[footnoteRef:100] found that community CAMHS staffing levels were only at 66% of the staffing recommendations outlined in the 2006 A Vision for Change policy[footnoteRef:101], recommendations that are themselves outdated and in need of upward revision, given the significant mental health difficulties faced by many young people. Worryingly, the Inspector stated that “I cannot currently provide an assurance to all parents or guardians in all parts of Ireland that their children have access to a safe, effective, and evidence based mental health service”[footnoteRef:102]. Likewise, the UNCRC concluding observations 2023 expressed serious concerns about the waiting lists for and standard of mental healthcare services available to young people[footnoteRef:103].  The MHC notes that the CAMHS model of care places full responsibility for children's treatment on the consultant psychiatrist, which is unsustainable with the current medical workforce. In other countries, shared models of clinical responsibility acknowledge that each practitioner maintains autonomy and accountability for their specific interventions. [100:  https://www.mhcirl.ie/sites/default/files/2023-07/Mental%20Health%20Commission%20Independent%20Reviews%20of%20CAMHS%20services%20in%20the%20State.pdf ]  [101:  https://www.hse.ie/eng/services/publications/mentalhealth/mental-health---a-vision-for-change.pdf ]  [102:  https://www.mhcirl.ie/sites/default/files/2023-07/Mental%20Health%20Commission%20Independent%20Reviews%20of%20CAMHS%20services%20in%20the%20State.pdf ]  [103:  https://docs.un.org/en/CRC/C/IRL/CO/5-6 ] 

	Recommendations:

· The government must significantly increase the funding and availability of prevention and early intervention programmes for young people. 
· Greater connections must be built between CAMHS and community care so that discharge from one service does not mean sitting on an extended waiting list for the next service. There should be an ability step up and down interventions according to need in a timely manner.
· The current waiting lists for CAMHS must be substantially reduced. A review should be done of the current model of care to assess how to make it more efficient and sustainable.
· The government must address and resolve the current difficulties for young people transitioning from CAMHS services to adult services.




[bookmark: _Toc1049413457]Digital Accessibility
Disability organisations consulted for a recent study by MHR[footnoteRef:104] identified a range of accessibility barriers that can exclude people with disabilities from utilising digital mental health services. The report highlights significant issues arising for a number of disability groups, including people with vision or hearing impairments, which must be given urgent attention in order to ensure alignment with the UNCRPD.  [104:  https://mentalhealthreform.ie/wp-content/uploads/2023/10/Mental-Health-Reform_Digital-Inclustion_Executive-Summary_2023-111023.pdf   ] 

	Recommendations:
· Priority must be given to the alignment of digital services with WHO/ITU guidance[footnoteRef:105] and other relevant national and international guidance on digital accessibility. Provisions must be made for general web accessibility requirements, emerging guidance on telehealth, and other relevant themes.  [105:  https://iris.who.int/bitstream/handle/10665/356160/9789240050464-eng.pdf?sequence=1 ] 

· To get a better understanding of accessibility issues and potential solutions, the government should consult and engage with Disabled Persons Organisations and users with lived experience and expertise.



[bookmark: _Toc580262272]Inpatient Care Quality and Compliance
Persistent deficiencies in the quality and safety of inpatient mental health services across Ireland have been documented through successive MHC Inspection Reports[footnoteRef:106]. Problems  include inadequate staffing levels, poor sanitation and hygiene, lack of access to outdoor areas, and insufficient access to therapeutic activities, all of which are fundamental to recovery-focused mental healthcare. The Commission’s 2023 Annual Report[footnoteRef:107] (most recent available) found that 18 approved centres had instances of non-compliance that received a critical risk rating, meaning a high likelihood of continued non-compliance and a high impact on the safety, rights, health or wellbeing of residents. Alarmingly, just five of the sixty-six centres inspected achieved 100% compliance, with 22 centres having compliance rates under 80%. The Inspector noted that "MHC regulations represent minimum standards” and are based on long-established legal obligations. These troubling findings underscore the urgent work that must be done to ensure that all persons with psychosocial disabilities in inpatient settings receive appropriate, therapeutic, and rights-based care. [106:  https://www.mhcirl.ie/what-we-do/regulation/approved-centres]  [107:  https://www.mhcirl.ie/sites/default/files/2024-06/MHC%202023%20Annual%20Report%20FINAL%20FINAL.pdf ] 




	Recommendations:

· Increase investment in mental health facilities, provide targeted staff recruitment and training, and introduce stronger independent oversight mechanisms. 
· Care environments must reflect Ireland’s UNCRPD obligations, ensuring that all persons with psychosocial disabilities receive dignified, therapeutic, and person-centred care.





[bookmark: _Toc324279714]Crisis Intervention
StV highlights the need for appropriate emergency and out-of-hours mental health supports and this remains an ongoing, but critically important, process. Currently, Ireland’s emergency departments (EDs) are generally used to access emergency mental healthcare. Research by Trinity College Dublin, in partnership with MHR’s member organisation, 3Ts[footnoteRef:108], found that 50% of those who presented to EDs with self-harm, suicidal behaviours or an attempted suicide reported an overall negative experience, and 36% reported a mix of positive and negative experiences. The report also found that 72% of families & carers received no suicide prevention guidance after a loved one presented to an ED in those circumstances.  [108:  https://www.3ts.ie/about-us/who-are-3ts/our-research/Accessing-Help-ED ] 

Moreover, responses to our public consultations referenced experiences of being forced to wait an extremely long time for care and, in some cases, being turned away from EDs while facing severe mental health challenges. Member organisations agreed that EDs are not meeting the needs of people in mental health crises. In particular, they noted that the ED environment is chaotic and inappropriate, waiting times are too long, there is a lack of trained staff, and people are leaving the hospital with no aftercare plan. Likewise, a 2025 report from the MHC[footnoteRef:109] revealed serious gaps in emergency mental healthcare, especially during evenings and weekends. The report found that many EDs are ill-equipped to handle mental health crises, with substantial concern regarding the availability of timely mental health assessments for persons in EDs. [109:  MHC 2025 Mental Healthcare in EDs FINAL.pdf] 

Given the above, it is unsurprising that there has been increasing public pressure on government to provide an alternative to EDs for those in acute distress and develop community-based crisis services. 
	Recommendations:

· While Connecting for Life[footnoteRef:110] and the HSE Crisis Resolution Services Model of Care[footnoteRef:111] have made welcome efforts to progress the implementation of out-of-hours supports, further development and implementation of high quality 24/7 community mental health supports is urgently needed.   [110:  https://www.gov.ie/en/department-of-health/publications/connecting-for-life-irelands-national-strategy-to-reduce-suicide-2015-2024/ ]  [111:  https://www.hse.ie/eng/services/list/4/mental-health-services/crs-moc.pdf ] 

· Crisis supports must be person-centred, trauma-informed and accessible outside of hospital ED settings, to reduce stigma and facilitate engagement with services.



[bookmark: _Toc1214668663]Housing and the Right to Live in the Community
Articles (19, 26, 28)
The UNCRPD addresses both the right to live where and how one wants and the state’s responsibility to promote social inclusion and access to mainstream and specialist community services.
[bookmark: _Toc1218372831]Homelessness
Ireland is in the midst of a serious housing crisis, with official homelessness data figures indicating that more than 15,500 are homeless in Ireland as of April 2025, of which over 4,500 are children[footnoteRef:112]. These figures only record those in state emergency homeless accommodation and do not account for the significant numbers in precarious living situations such as temporary accommodation, refuges, asylum centres, those who are sleeping rough, and the many “hidden homeless” staying with friends or family. [112: https://www.focusireland.ie/knowledge-hub/latest-figures/] 

A strong bi-directional relationship exists between psychosocial disabilities and homelessness. Recent research by Depaul Ireland[footnoteRef:113] found that 36.9% of residents (2018-2023) reported enduring mental health difficulties requiring intervention, significantly higher than the national average (21%[footnoteRef:114]). Yet access to care remains strikingly limited for this population. Only 4% of Depaul residents had access to a psychiatric nurse, and fewer than 10% could see a counsellor. 39% experienced both mental health and substance use challenges, while 88% of service providers cited staff shortages and waiting lists as major barriers to care[footnoteRef:115]. [113:  https://ie.depaulcharity.org/wp-content/uploads/sites/2/2025/03/Depaul_Mental_Health_Homelessness_Report_ResearchBrief_.pdf?_gl=1*1johujf*_up*MQ..*_ga*MTc2ODA4OTcwOS4xNzQ1MzMyNTI2*_ga_6C44L64P00*MTc0NTMzMjUyNS4xLjAuMTc0NTMzMjUyNS4wLjAuMA.. ]  [114:  https://health.ec.europa.eu/document/download/20f96f89-7286-4e4f-8a2c-bea12cf97576_en ]  [115:  https://ie.depaulcharity.org/wp-content/uploads/sites/2/2025/03/Depaul_Mental_Health_Homelessness_Report_ResearchBrief_.pdf?_gl=1*1johujf*_up*MQ..*_ga*MTc2ODA4OTcwOS4xNzQ1MzMyNTI2*_ga_6C44L64P00*MTc0NTMzMjUyNS4xLjAuMTc0NTMzMjUyNS4wLjAuMA..] 

These findings spotlight a systemic failure to uphold the rights of people with psychosocial disabilities to health, housing, and dignity. The shockingly poor access to mental health professionals means individuals with psychosocial disabilities are not receiving the supports they need to manage their health and live independently. 
	Recommendations:
· Ireland must adopt a coordinated response that integrates these services within a rights-based and trauma-informed framework. 
· Individuals with dual diagnoses must not be prevented from accessing mental health services on the basis of their addiction, as this practice undermines their right to health and recovery. 
· As people experiencing homelessness face significant barriers in engaging with conventional mental health services, flexible supports should be provided (such as outreach teams, walk-in crisis clinics or the provision of mental health supports directly in homeless accommodations)[footnoteRef:116].  [116:  https://ie.depaulcharity.org/wp-content/uploads/sites/2/2025/03/Mental_Health_Homelessness_Research_Report_.pdf?_gl=1*hm9p2i*_up*MQ..*_ga*MTM0MzQ2NDM3NC4xNzUwMzUxNTM0*_ga_6C44L64P00*czE3NTAzNTE1MzMkbzEkZzAkdDE3NTAzNTE1MzMkajYwJGwwJGgw] 

· More supports must be given to people experiencing homelessness to access long-term, supported accommodation (e.g. through the Housing First model[footnoteRef:117]), to promote recovery and independent living. [117:  https://housingfirsteurope.eu/what-is-hf/ ] 





[bookmark: _Toc695065740]Living in the Community
Ireland’s legacy of institutionalising people with mental health difficulties still casts a long shadow. Additionally, the ongoing housing crisis severely limits options for independent or community-based living. As a result, many individuals – especially those with enduring mental health difficulties – remain in institutional settings due to the lack of suitable community housing alternatives. Based on MHC figures, just over 1200 people were residing in 24-hour supervised residences for long-term mental healthcare in 2022, a figure which they noted had remained stable over many years[footnoteRef:118]. In a 2019 report, the Inspector highlighted concerns about “the phenomenon of ‘out of sight, out of mind’ in which people with continuing needs are placed out of area or in residential care, or simply ignored” in institutional settings[footnoteRef:119].  [118:  https://www.mhcirl.ie/sites/default/files/2022-12/Opening%20Statement-%20Joint%20Committee%20on%20Disability%20Matters%208.12.2022.pdf ]  [119:  https://www.mhcirl.ie/sites/default/files/2021-01/Rehab%20and%20recovery%20_2018.pdf ] 

As far back as 2011, the HSE’s Report on Congregated Settings[footnoteRef:120] stated that there should be a maximum of four residents, each with their own rooms, in community houses for people with disabilities. However, a review of the individual inspection reports of the MHC[footnoteRef:121] indicate that this is not happening, even in the approved centres under the remit of the MHC, to say nothing of the centres that currently remain outside the remit of the MHC (the Mental Health Bill 2024 is seeking to bring all community mental health services under the authority of the MHC). [120:  https://www.hse.ie/eng/services/list/4/disability/congregatedsettings/time-to-move-on-from-congregated-settings-%E2%80%93-a-strategy-for-community-inclusion.pdf ]  [121:  All inspection reports are available here: https://www.mhcirl.ie/what-we-do/regulation/approved-centres ] 

Throughout our consultations we heard widespread concerns that acute mental health services are consistently prioritised over community-based support. Shifting focus toward prevention and early intervention within the community is crucial to reducing acute admissions and moving away from long-term reliance on institutional care.

	Recommendations:

· A comprehensive review of 24-hour residences must be conducted. 
· The State must invest in appropriate housing options that promote autonomy and inclusion for all people with psychosocial disabilities, including the particularly vulnerable cohort with enduring mental health difficulties who have been failed by Ireland’s mental health systems in the past.  
· Increased funding and supports must be given to prevention and early intervention measures in the community.



[bookmark: _Toc406767072]
Data Collection
Article (31)
MHR sees the lack, and at times, complete absence, of adequate data across government departments as a serious systemic weakness. In our consultations, our members consistently raised concerns about the scarcity of reliable, comprehensive, standardised, and disaggregated data, which is needed to monitor the provision and performance of mental health services. Such data is essential for the government if, in line with the UNCRPD, it is to create and implement effective policies to address the barriers currently faced by people with disabilities in exercising their rights. It is also necessary to enable services to identify and address inequalities in access, delivery, and outcomes. The lack of data hinders the ability of services to engage in the accurate, real-time planning that is necessary to meeting users’ evolving needs. Ultimately, without effective data, Ireland cannot monitor the implementation of, and uphold its commitments to, the UNCRPD.

	Recommendations:

· Legislation should be introduced requiring the State to develop and maintain a nationwide, publicly accessible dataset on disability. 
· The dataset must be presented in accessible formats and include disaggregated data on gender, disability type, ethnicity, services used and all other information that would aid in the planning and provision of disability services.


[bookmark: _Toc237859651]
Conclusion
MHR is grateful for the opportunity to contribute this report on Ireland’s implementation of the UNCRPD. Although there has been welcome progress in recognising psychosocial disability within policy and legislation since the Convention’s ratification, significant human rights concerns remain unresolved. Drawing on insights from individuals with lived experience and our member organisations, we have highlighted several of the most pressing issues in this submission. Our consultations suggest that the State Report does not accurately capture the lived reality of persons with disabilities in Ireland. There is a clear need for the State to prioritise the implementation of existing policies and to strengthen mental health legislation in alignment with the human rights principles outlined in the UNCRPD. Our recommendations underscore the importance of a rights-based approach to both disability policy and legislation and emphasise that the principle of ‘nothing about us without us’ must be fully embedded in all relevant policymaking and legislative processes. By implementing the recommendations outlined in this report, Ireland can move closer to creating a society where persons with psychosocial disabilities enjoy equal participation, dignity, and self-determination.


For more information on any of the above content please contact: Lisa-Marie O’Malley, Policy and Advocacy Coordinator (at lomalley@mentalhealthreform.ie or at 0860245409) or Róisín Farrelly, Programmes and Research Officer (rfarrelly@mentalhealthreform.ie or at 018749468). 
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