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1. Introduction
Our three organisations, none of which receive either State or Philanthropic funding have come together as one voice, to make this submission with the intention of assisting the Irish State Party to move to a Rights Based Approach in legislating, devising and implanting policy, budgeting and upholding both national and international human rights/equality standards and obligations in respect of Mental Health Services.

We note the Report dated 1 February 2013 of Special Rapporteur on torture and other cruel, inhuman or degrading treatment or punishment, Juan E. Mendez calling on all States to:
“Enforce the prohibition of torture in all health-care institutions, both public and private, by inter alia, declaring that abuses committed in the context of health-care can amount to torture or cruel, inhuman or degrading treatment or punishment; regulating health-care practices with a view to preventing mistreatment under any pretext; and integrating the provisions of prevention of torture and ill-treatment into health-care policies”

Contact Details: 
REE/ Ár Guth Ár Gcearta 
c/o Fiona Walsh,  14 Chesterfield View, Castleknock, Dublin 15
Tel: + 353 87 2367365   Email:  arguthargcearta@gmail.com   Twitter @argcearta

Mary Maddock, MindFreedom Ireland , Cork
Tel: + 353 86 3893830  Email: marymaddock@hotmail.com
Website www.mindfreedomireland.com  Twitter @maddockmary.
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2. Extract from [footnoteRef:1]Concluding Observations UN CAT (accessed here) dated 17th June 2011: [1: 	 Concluding Observations of the Committee against Torture UN CAT/CIRL/CO/1 dated 17 June 2011
] 

	Treatment of persons with mental disabilities
(29).	The Committee expresses concern at the fact that the definition of a voluntary patient is not sufficiently drawn to protect the right to liberty of a person who might be admitted to an approved mental health centre. The Committee further regrets the lack of clarity on the reclassification of mentally disabled persons from voluntary to involuntary. (articles 2 and 16)
The Committee recommends that the State party should review its Mental Health Act of 2001 in order to ensure that it complies with international standards. The Committee, therefore, recommends that the State party should report on the specific measures taken to bring its legislation in line with internationally accepted standards in its second periodic report.

Concluding Observations (page 9) para 32
(32). The Committee invites the State party to ratify the core United Nations human rights treaties to which it is not yet a party, namely, the International Convention on the Protection of the Rights of all Migrant Workers and Members of their Families, 1990, the International Convention on the Rights of Persons with Disabilities, 2006 and the International Convention for the Protection of All Persons from Enforced Disappearance 2006.




Extract from [footnoteRef:2]List of issues accessed here) prior to submission of the second periodic report of Ireland dated 17th December 2013: [2:  List of Issues prior to submission of the second periodic report of Ireland CAT/C/IRL/QPR/2 dated 17 December 2013] 

(24).  With reference to the Committee’s previous concluding observations (para. 28), please provide information on the status of the report of the Steering Group on the review the Mental Health Act of 2001 as well as an update on the assisted decision-making (capacity) bill and whether it can be applied retroactively. Please provide updated information concerning the definition of a voluntary patient in an approved mental health centre and on the process and number of mentally disabled persons reclassified from voluntary to involuntary. Please provide relevant statistics. Please provide information on any independent inspections regarding alleged abuse and mistreatment in residential settings of persons with intellectual disabilities.
[bookmark: 2]


3. Summary:
A strong strategic Psychiatry Lobby dominates. Failure of Government Ministers, Attorney General, legislators and officials to be informed on alternatives to Medical Model and the survivor perspective either not being either heard, actively silenced or taken on Board means that recent and proposed legislative changes by the Government do not provide any reassurance to survivors that human rights will be guaranteed to be respected.  As outlined in this submission the law and judicial systems continue to facilitate abuse essentially with impunity.

Despite some recent appointments there has been no perceptible change in culture within our Health Services and as a Profession in general Psychiatry refuses to reform itself and take on Board the international human rights standards and obligations, UN Conventions such as CAT and CRPD.  Quite simply retaining the status quo suits.

Over ten years since signing UN CRPD Ireland shamefully still hasn’t ratified the Convention or Optional Protocol, neither has it ratified OPCAT.  The Government has flagged declarations/reservations for ratification of the UN CRPD.  This essentially means that the standards in the CRPD will not be worked towards, let alone upheld.  

Increasingly forced psychiatric detention and treatment is being defined under the international human rights and prohibition of torture framework:

· UN Convention Against Torture (especially Articles 2, 16 …)
· Article 5 of the Universal Declaration of Human Rights and Article 7 of the ICCPR 
· Article 15 UN CRPD - Freedom from torture or cruel, inhuman or degrading treatment punishment
· Article 3 of the European Convention on Human Rights (ECHR)

To begin the process of genuinely moving towards a rights based approach in mental health services we urge the committee to ask the State Party to:
(i) Publish the stated remaining provisions in respect of Deprivation of Liberty and Chemical Restraint in the Disability (Miscellaneous) Provisions Bill and ratify UN CRPD without any flagged Declarations/Reservations without further delay
(ii) Bring forward legislation to finally end forced Electroshock (ECT) – Provision in law exists to continue this practice & the recommendations in the report of the review of Mental Health Act allows provision for the continuation of this barbaric practice
(iii) 	Amend the Capacity Legislation to put recognition of Advanced Healthcare Directives on an equal footing for all citizens, removing the discriminatory provisions enshrined in the Assisted Decision-Making (Capacity) Act 2015
(iv)  Amend legislation to recognise Legal Capacity (which underpins UN CRPD) in law
(v)  Incorporate the voice of lived experience of forced detention, drugging, electroshock, seclusion, restraint in drafting, implementing and monitoring of legislation, policy, procedures, budgeting, review and working groups; writing codes of practice and in the design of and decision making of Public Policy for mental health services



Articles 2, 16 (Concluding Observations para 28, page 8 & LOI para 24 page 9/10)

4. Legislative Framework
Following the publication of the [footnoteRef:3]Roadmap to Ratification of the United Nations [footnoteRef:4]Convention on the Rights of Persons with Disabilities (CRPD) in October 2015 accessed here, the Irish Government brought forward a number of Bills to legislate with the intention of ratifying the Convention: [3:  Roadmap to Ratification of UN CRPD  http://www.justice.ie/en/JELR/Pages/PR15000550]  [4:  UN CRPD  http://www.ohchr.org/EN/HRBodies/CRPD/Pages/CRPDIndex.aspx] 


4 (a)	Assisted Decision-Making (Capacity) Act 2015 (only partly commenced)

(i) The Legislation (accessed here) whilst assuming a presumption of Capacity, is fundamentally discriminatory as it denies the right for those with ‘involuntary’ status to have their Advanced Healthcare Directive guaranteed to be respected in law.  It also denies the right to have Legal Capacity recognised in Law

(ii) Concerns of the Centre for Disability Law & Policy, NUI Galway the Capacity Coalition and the voice of lived experience of coercion in mental health services, were not taken on Board, bar a number of minor changes

(iii)  Legislation is not compliant with the UN CRPD (Article 12 Legal Capacity & Article 14 Liberty & Security of the person)

(iv) Voice of lived experience of coercion again excluded from Steering Group and working groups set up by the Health Service Executive to implement the Capacity Legislation


(v) Voice of lived experience of coercion not represented on the Mental Health Commission, including recruiting for Head of Decision Support Service


4 (b) Advance Healthcare Directives in the context of Mental Health
Dr Fiona Morrissey lawyer, lecturer and published researcher/ author states in a chapter in a recently published [footnoteRef:5]book Disability Law and Policy:  An Analysis of the UN Convention: [5:  http://www.claruspress.ie/shop/disability-law-policy-analysis-un-convention/ 
Chapter Title : Advance Directives:  Supporting Legal Capacity in Mental Health Care
http://humanrights.ie/uncategorized/morrissey-on-the-assisted-decision-making-capacity-bill-and-advance-directives/
] 

“Advance Directives are amongst a host of measures which can be embedded into the legal framework to support legal capacity, autonomy, equality and non-discrimination.    The threat of coercion in mental health care suggests an increased need for legally binding non-discriminatory directives with accountability mechanisms to ensure respect for the preference of the person.  The adoption of a legal model for advance directives, whereby the preferences of individuals with mental health conditions are respected on an equal basis with others, can reduce stigma and discrimination.  Ultimately, the implementation of CRPD compliant advance directives requires respect for the ‘voice’ of all persons.  The potential implications demand their introduction by state parties”. Fiona Morrissey’s national [footnoteRef:6]research on Advance Directives can be accessed here.  Regarding this study Morrissey states ‘three-quarters of service user participants stated they would be more willing to engage with treatment if they had an advance healthcare directive and the majority were more interested in agreeing to certain treatments than refusing.    A published [footnoteRef:7]Article by Dr. Morrissey on Advance Directives is accessed here. [6:  http://humanrights.ie/uncategorized/morrissey-on-the-assisted-decision-making-capacity-bill-and-advance-directives/
]  [7: https://aran.library.nuigalway.ie/bitstream/handle/10379/1146/Medico%20Legal%20Journal%20Article.pdf?sequence=1
] 

At a time when Mental Health Services need to be actively moving to a rights based approach and the Government has a responsibility to be thinking strategically and intelligently, legislating for legally binding Advance Directives applied on a non-discriminatory basis would provide a very real alternative to coercive measures. It would also help move towards having CRPD compliant Capacity Legislation.  Sadly, to date the voice of Civil Society has been ignored in this respect.


4 (c) [footnoteRef:8]Mental Health (Amendment) Act 2015 [8: http://www.irishstatutebook.ie/eli/2015/act/58/enacted/en/html
file:///C:/Users/fiona/AppData/Local/Packages/microsoft.windowscommunicationsapps_8wekyb3d8bbwe/LocalState/Files/S0/105/EPMH%20Final%20Article[1439].pdf

] 

This legislation was brought forward to eliminate forced Electroshock (ECT).   Unfortunately, ECT continues to be given against expressed wishes.  An [footnoteRef:9]article  by Dr Fiona Morrissey in the Irish Examiner dated January 20th 2016 ‘Electroconvulsive Therapy is still given to patients who do not want it’  clarifies the position post legislation (accessed here) [9: 
 Irish Examiner Article dated January 20th 2016 http://www.irishexaminer.com/viewpoints/yourview/electroconvulsive-therapy-is-still-given-to-patients-who-dont-want-it-377065.html
] 

Quoting from the Article:

(i) Though the term “unwilling” to consent to the administration of ECT was deleted from the Mental Health Act, 2001 (s. 59 (1) (b)), the reality is that, under the 2001 Act, people can still be administered ECT without their permission once their treating psychiatrist and another psychiatrist deem they are “unable” to consent.  Any advance decision they make in regard to such administration is non-legally binding under recently-enacted capacity legislation.
(ii) This, in effect, means that any person who is “unwilling” to consent can still be administered ECT, if he/she is found “unable” to consent, even if that person clearly states in advance he/she does not want to have ECT and/or the family disagrees with it also.  According to Mental Health Commission statistics, the majority of people being administered ECT without their consent in Ireland in 2013 were deemed “unable” to consent (39/46). The assessment of capacity is subjective.  People are often found to lack the capacity to consent when they are refusing treatment.
(iii) Until advance healthcare directives are made legally binding for decisions in relation to ECT under the Mental Health Act 2001, people will continue to be administered ECT without their permission.  This is an important human rights issue, which needs to be addressed in the upcoming review of the Mental Health Act.  Maybe then we will be able to read that President Higgins has indeed “formally outlawed compulsory ECT in Ireland”.
Mary Maddock and [footnoteRef:10]Mindfreedom Ireland, affiliated to [footnoteRef:11]MindFreedom International continue to raise human rights issues around the use of electroshock (ECT) and coercive practices in mental health services. MindFreedom Ireland submitted to UN ICESCR review of Ireland.  Dr. Eilionoir Flynn, Deputy Director Centre for Disability Law & Policy ([footnoteRef:12]CDLP)  NUI Galway highlights this human rights abuse on a blog post on [footnoteRef:13]humanrights.ie dated June 4th 2015: [10:  http://www.mindfreedomireland.com/
]  [11:  http://www.mindfreedom.org/
]  [12:  http://www.nuigalway.ie/cdlp/index.html
]  [13:  http://humanrights.ie/international-lawinternational-human-rights/irelands-record-on-social-economic-and-cultural-rights-disability-and-mental-health-perspectives/
] 


‘Mindfreedom Ireland address this issue and particularly focus on the continued use of non-consensual electroconvulsive therapy, which can be authorised in Ireland where a patient is ‘unable or unwilling’ to give consent if the treatment is approved by two consultant psychiatrists. This approach stands in stark contrast to CESCR’s General Comment 14 on the right to health which states that this right includes “the right to control one’s health and body, … and the right to be free from interference, such as the right to be free from torture, non-consensual medical treatment and experimentation.”

In 2013 Irish Psychiatry shamefully electroshocked an 86 year old woman against her expressed wishes.  The case was [footnoteRef:14]reported in the The Times UK  accessed here (paywall) and the Connacht Tribune here: [14:  https://www.thetimes.co.uk/article/hse-wins-right-to-force-ect-on-patient-n5svqq6h0wt
] 

“The children of the 86-year-old Galway woman say that prior to the deterioration of her mental health, she made it clear she did not want Electroconvulsive Therapy (ECT).
The woman became an involuntary patient last October. Doctors representing both the HSE and the woman agree her deteriorating mental health means she no longer has the capacity to make decisions about her treatment.  Irish law does not allow patients to create advanced care directives setting out their medical choices in the event of mental incapability…..”
The woman had Parkinsons Disease, we might ask ourselves what sort of society do we live in to allow this type of abuse, regardless if authorised by the Irish High Court?  From the [footnoteRef:15]article in the Connaught Tribune we learn that her sons said when doctors said she needed ECT, she was frightened and adamant she didn’t want the therapy.  With all legislative changes the woman in 2017 if alive could still be electroshocked against the expressed wishes of herself and her family. [15:  http://connachttribune.ie/galway-woman-to-receive-ect-treatment-after-court-decision/
] 

 4 (d)  Disability (Miscellaneous Provisions) Bill 2016 (accessed here)
The following is an extract from a press release issued by REE clarified the main concerns from the survivor perspective:
Whilst we welcome ratification of CRPD for those advocating for a rights based approach to provision of mental health services, we have a number of concerns:

(i) Still no engagement/consultation with civil society since publication of the [footnoteRef:16]roadmap here for ratification of CRPD in October 2015, despite a number of TD’s raising this issue in the Dail on 31st January 2016. [16: Roadmap for Ratification of United Nations Convention on the Rights of Persons with Disabilities (UN CRPD http://www.justice.ie/en/JELR/Pages/PB15000549
] 


(ii) Deprivation of Liberty provisions would apply to the ‘de facto’ detained in psychiatric units, yet they are not published yet, to allow meaningful debate with civil society, especially to hear the voice of lived experience with respect to deprivation of liberty.  Under the UN CRPD Deprivation of Liberty on the grounds of Disability or perceived impairment is prohibited and ‘is discriminatory in nature and amounts to arbitrary deprivation of liberty’. (see [footnoteRef:17]general comment 1 Article 12 (accessed here) and guidelines Article 14 ( accessed [footnoteRef:18]here under ‘recent events & developments) [17: http://tbinternet.ohchr.org/_layouts/treatybodyexternal/Download.aspx?symbolno=CRPD/C/GC/1&Lang=en

]  [18:  http://www.ohchr.org/EN/HRBodies/CRPD/Pages/CRPDIndex.aspx
] 


(iii) No provision contained in this bill to amend capacity legislation, which denied the right to legal capacity to be recognised in law & right to make a legally binding advance healthcare directive that will be guaranteed to be respected in law (Capacity legislation is not CRPD compliant).  Perhaps this is why the word ‘Equality’ has been dropped from the title of the Bill?

(iv) The Irish Government contrary to the spirit and human rights and equality standards in the CRPD has signalled its intention to have declarations/reservations around key Articles of the Covenant, including Article 12 Equal recognition before the Law & Article 14 Liberty and Security of the Person

(v) We seek legislative provision for civil society groups with direct lived experience of coercion in Mental Health Services to be resourced and funded to take part in the implementation and monitoring of CRPD when ratified


4(e) [footnoteRef:19]Mental Health Act 2001 (accessed here): [19: 
 Mental Health Act 2001
http://www.irishstatutebook.ie/eli/2001/act/25/enacted/en/html
] 


[footnoteRef:20]Report of The Expert Group on the Review of the Mental Health Act 2001 [20:  Report of the Expert Group Review of the Mental Health Act
 http://health.gov.ie/blog/publications/report-of-the-expert-group-review-of-the-mental-health-act-2001/

] 

The voice of lived experience of forced detention, drugging and electroshock was not heard adequately on the review of the Mental Health Act and was declined in relation to implementation of the Capacity Legislation. One individual (15:1 ratio Expert Group members to voice of lived experience, accessed page 10 of report here) was appointed to represent the views of all service users, ex-service users , family, carers, advocates, human rights activists/defenders.  No direction or funding was provided regarding how one individual (later replaced by another gentleman) might engage, consult or hear testimony from survivors and those advocating for law reform.  Effectively one man, however genuinely totally committed, was deemed sufficient to represent all women survivor voices for the whole country. Survivors advocating for law reform and the CRPD standards struggle on an ongoing basis to get their voices heard.

The recommendations in the Report of the Expert Group reviewing the Mental Health Act are not all compliant with the UN CRPD and forced detention and treatment including Electroshock (ECT) could still be given against expressed wishes.  There has been no culture change and no sign of Irish Psychiatry stepping up to explore approaches that respect human rights and CRPD.  Many of the recommendations need to be revisited with the voice of lived experience of coercive practices before existing Bills before the Oireachtas are progressed or further legislation is brought forward by the Government.  A private members Bill [footnoteRef:21]Mental Health (Amendment) Bill 2017 (link here) was recently introduced by James Browne Fianna Fail Party and was brought forward with the support of Mental Health Reform.  Whilst there are some positive aspects including removing ‘best interests’ in its current format survivors and activists are very conscious the Bill will not stop forced detention and treatment including forced ECT.  Senator Joan Freeman also introduced the [footnoteRef:22]Mental Health (Amendment) Bill 2016 (link here) to legislate to stop children being admitted to adult inpatient psychiatric units (approx. 25% of admissions of children are still to adult psychiatric units). [21: 
 Mental Health (Amendment) Bill 2017 
https://www.oireachtas.ie/viewdoc.asp?DocID=34583&&CatID=59

]  [22:  Mental Health (Amendment) Bill 2016 
https://www.oireachtas.ie/documents/bills28/bills/2016/11316/B11316S.pdf

] 

Extract from Exclusion to Equality Realizing the rights of persons with disabilities [footnoteRef:23]Handbook for Parliamentarians on the Convention on the Rights of Persons with Disabilities and its Optional Protocol (can be accessed here) : [23:  https://www.un.org/development/desa/disabilities/resources/handbook-for-parliamentarians-on-the-convention-on-the-rights-of-persons-with-disabilities.html
] 

‘Ensure that all laws are consistent with the convention, ensuring that new laws and regulations are consistent with, and advance the goals of  the Convention, is as important as reviewing existing laws. Government officials should thus ensure that their proposals comply with the Convention when they are developing policies and legislation. The legislature has a critical role to play in scrutinizing new legislation. Parliaments should ensure that there is a stage of the legislative process at which legislation can be examined for its compliance with the Convention. 

4 (f) Suggested Enquiries for UNCAT to put to State Party
(i) Ratify UN CRPD immediately without flagged reservations/declarations on key articles
(ii) Prioritise amending capacity legislation to remove discriminatory provision in respect of Advance Healthcare Directives and recognise Legal Capacity which underpins the CRPD in law
(iii) Training on UN CRPD for all Parliamentarians, Government Ministers, the Attorney General and officials drafting legislation, Mental Health Lawyers, Members of the Mental Health Commission and Tribunal members, incorporating survivor perspective 
(iv) all future legislation to be proofed to ensure compliance with UN CAT, CRPD and international Human Rights standards and obligations utilising the expertise of CDLP NUI Galway
(v) Provide for genuine consultation and engagement with Civil Society, especially the voice of lived experience of Coercion, at all stages of the drafting, implementation, reviewing of legislation 
(vi) Revisiting recommendations of Review Group looking at the Mental Health Act given the standards in UN CRPD and [footnoteRef:24]OHCHR Report dated 30.01.2017 ‘Mental Health and Human Rights’ and the [footnoteRef:25]report dated 27.03.2017 of the Special Rapporteur on the Right to Health Dainius Puras [24:  http://ap.ohchr.org/documents/dpage_e.aspx?si=A/HRC/34/32
]  [25:  http://ap.ohchr.org/documents/dpage_e.aspx?si=A/HRC/35/21] 

(vii) Provide for the voice of lived experience of coercion on all future expert review groups/committees/working groups and on the [footnoteRef:26]Mental Health Commission including inspection of psychiatric detention facilities, tribunal composition, interview panels etc. [26:  http://www.mhcirl.ie/] 

(viii) Funding and resources to build the capacity and facilitate survivors to advocate effectively and access legal support, ideally in the form of a statutory funded permanent position affiliated to CDLP NUI Galway 
(xi) Statutory provision for appropriate [footnoteRef:27]peer support (see recent research and book published by Prof Anges Higgins Trinity College and Dr Mike Watts) and independent advocacy including providing for adequate peer and legal support in drawing up Advance Healthcare Directives [27:  https://www.tcd.ie/news_events/articles/the-transformative-power-of-peer-support-in-recovering-from-mental-illness/7865
] 


5.  Administrative Framework
[footnoteRef:28]The Strategic Priorities for the Health Service Executive (HSE) Mental Health Services has zero reference to International Human Rights Covenants or roadmap to achieve a Human Rights and Equality compliant approach, no reference to standards in UN CAT, CRPD, CRC … or [footnoteRef:29]Public Sector Duty Requirement.  A [footnoteRef:30]Vision for Change published in 2006 is the National Policy for the provision of mental health services in Ireland.  It expired in 2006 and has not been updated yet.   Although considered visionary when published, successive Governments have failed to have either the commitment or provide the necessary funding/resources to implement it.  Ring fenced funding allocated in theory for the provision of mental health services has been consistently cut.  Now difficulties are predominantly centred around the hiring and retention of staff, especially mental health nurses in HSE.  Despite Trojan efforts by Director of Human Resources Rosarii Mannion and colleagues to recruit nurses, pay and conditions need to be addressed with the unions allied with Government support and perhaps packages individualised to make it attractive for nurses to return or to stay in Ireland.   Also, many staff who are gaining awareness of Human Rights standards and obligations and alternatives to coercion, increasingly do not want to implement orders given to forcibly detain and treat individuals.  In addition, there are hundreds of vacancies unfilled in the HSE for mental health professionals.  Peter Hughes, General Secretary of the Psychiatric Nurses Association ([footnoteRef:31]PNA) addressed the Joint Oireachtas Committee on Children and Youth Affairs on Wednesday 28th June 2017.  Over the ten-year period in research carried out by the PNA in association with the Royal College of Surgeons: [28:  HSE Mental Health Division Operational Plan 2017 http://www.hse.ie/eng/services/publications/serviceplans/Service-Plan-2017/Operational-Plans-2017/Mental-Health-Operation-Plans-2017.pdf]  [29: Public Sector Duty Requirement – IHREC  https://www.ihrec.ie/our-work/public-sector-duty/]  [30:  HSE Vision for Change Report
https://www.hse.ie/eng/services/Publications/Mentalhealth/VisionforChange.html
]  [31:  Peter Hughes PNA addressing Joint Oireachtas Committee on Children & youth affairs 28.06.2017 https://www.pna.ie/index.php/news/latest-news/899-opening-address-by-mr-peter-hughes-general-secretary-of-the-psychiatric-nurses-association-pna-to-the-joint-oireachtas-committee-on-children-and-youth-affairs] 

· 60% of beds were closed yet only 30% of the recommended community services were put in place
· No 24-hour crisis Intervention Services as recommended
In relation to CAMHS:
· 37% of the recommended Multidisciplinary Teams operational as outlined in Vision for Change
· 53% of the Liaison Services in operation
· 52 beds operational out of the 100 recommended 

There are 74 Multidisciplinary Teams nationally, Vision for change recommended, 2 teams per 100,000 population which equates to 94 teams a shortfall of 20 teams.  


6. Coercion, readmittance rate and need for humane alternatives 
In many cases provision of community based services sees coercive practices transferred to care in the community.  There is a [footnoteRef:32]crisis in GP care, doctors stressed and unable to cope in many circumstances with the avalanche of patients in emotional distress.   Lack of alternatives to pathologizing/medicalising distress and forced depot injections means care in the community is not necessarily compatible with individuals’ autonomy, agency, will and preferences,  human rights.  Palpable fear prevents some women especially mothers accessing services, as was born out by[footnoteRef:33] research of Professor Agnes Higgins & Teresa Tuohy Phd Trinity College (see article Irish Examiner with links to video footage of presentations).  Threats of child protection are not uncommon to ensure compliance with treatment regimes.   A threat of coercion and fear hangs over many community based services.  In addition, the lack of appropriate community based care and 24/7 cover forces people in acute emotional distress to queue for protracted periods in accident and emergency departments, often spiralling their distress.  Increasingly we are coming across cases where the individuals would rather take their own life than either subject themselves to services that increasingly rely on coercion. The re-admittance rate is startling, with two thirds of people presenting for hospital treatment for ‘serious mental health’ difficulties in 2015 being re admitted within the year.    [footnoteRef:34]Mental Health Reform highlighted the figures HSE released recently confirming there was almost 13,100 admissions in 2015 and the readmission rate was 66% over a 12-month period.  [32:  https://www.imt.ie/opinion/general-practice-is-in-crisis-23-05-2017/
]  [33:  http://www.irishexaminer.com/ireland/women-not-seeking-mental-health-care-for-fear-kids-will-be-taken-away-seminar-hears-272652.html
]  [34:  https://www.mentalhealthreform.ie/news/irelands-readmission-rate-for-people-in-severe-mental-health-distress-too-high/] 


 A 2011 OECD study found that Irelands 30-day re-admission rate for those dx with ‘Schizophrenia’ was more than double the UK.  Bearing in mind that the [footnoteRef:35]Hearing Voices Network in the UK chaired by [footnoteRef:36]Jacqui Dillon is nearly 30 years in existence.  The [footnoteRef:37]Irish Hearing Voices Network was launched at Trinity College in 2015.  Whilst HSE funding channelled through the Schools of Nursing and Midwifery in Irish Universities has facilitated excellent training taking place over the last couple of years to train with professional trainers like Jacqui Dillon, [footnoteRef:38]Rachael Waddingham, ring fenced funding to provide trained individuals to work side by side voice hearers experiencing acute distress is also needed.    It is clear the impetus for innovation in mental health is coming through the [footnoteRef:39]Irish Institute for Mental Health Nursing (IIMHN), Schools of Nursing & Midwifery and survivors themselves researching and demanding change.   The annual [footnoteRef:40]CVNI Conference held at UCC in the autumn annually has also exposed many Irish academics, professionals, service users, service receivers/survivors and activists to alternative ways to view and support emotional distress.  Services that would provide support for those experiencing difficulties along with with alcohol or drug abuse are sadly lacking and we have had many disturbing cases including [footnoteRef:41]Dara Quigley (a video of her detention by members of an Garda Siochana under the Mental Health Act 2001 was posted on social media shortly before her death by suicide) and [footnoteRef:42]Caoilte O’Broin to name a couple. [35:  Hearing Voices Network in UK https://www.hearing-voices.org/]  [36: Jacqui Dillon  http://www.jacquidillon.org/
]  [37:  Hearing Voices Network Irelandhttp://hearingvoicesnetworkireland.ie/]  [38: Rachael Waddingham http://www.behindthelabel.co.uk/
]  [39:  Irish Institute of Mental Health Nursinghttp://www.iimhn.ie/]  [40:  Critical Voices Network of Ireland http://www.cvni.ie/
]  [41:  https://www.irishtimes.com/news/social-affairs/dara-quigley-case-inquiry-under-way-into-possible-data-breach-1.3082589
]  [42:  http://www.dualdiagnosis.ie/personal-stories/caoilte-o-broin/
] 


Reported on the [footnoteRef:43]Mad In America Blog:  Informed consent makes up a key part of the rights-based approach to mental health care and the Special Rapporteur to Health Dainius Pūras argues that:  [43:  https://www.madinamerica.com/2017/06/united-nations-report-calls-revolution-mental-health-care/
] 

forced treatment is ineffective and “perpetuates power imbalances in care relationships, causes mistrust, 
exacerbates stigma and discrimination and has made many turn away, fearful of seeking help within mainstream mental health services.”

 “The urgent need for a shift in approach should prioritize policy innovation at the population level,” he writes, “targeting social determinants and abandon the predominant medical model that seeks to cure individuals by targeting ‘disorders.”


6. (a) Suggested Enquiries for UNCAT Committee to address with State Party:
(i) Update [footnoteRef:44]Vision for Change Policy (2006 – 2016) in association with key stakeholders including voice of lived experience of coercion, with appropriate Human Rights/CRPD compliant /policies budgets/resources, taking due account for the social determinants of health, alternatives to Medical Model and the need for gender/trauma informed care/services [44:  HSE Vision for Change Report https://www.hse.ie/eng/services/Publications/Mentalhealth/VisionforChange.html] 


(ii) Explore and prioritise funding/resources/training for approaches that respect Human Rights, such as [footnoteRef:45]Open Dialogue, [footnoteRef:46][footnoteRef:47]Hearing Voices, [footnoteRef:48]Soteria Crisis Houses, Peer Support (see recently published Irish [footnoteRef:49]Research), Advocacy, Talk Therapies, Mental Health [footnoteRef:50]Trialgoues, making appropriate for gender and trauma informed care [45:  Open Dialogue Approach UK http://opendialogueapproach.co.uk/]  [46:  HVNI http://hearingvoicesnetworkireland.ie/]  [47:  Intervoice (International Hearing Voices Movement Organisation) http://www.intervoiceonline.org/]  [48: Soteria – Hungary https://www.madinamerica.com/2017/01/soteria-shelter-program-hungary/
]  [49:  http://www.mentalhealthireland.ie/news-events/impact-peer-led-mental-health-services-community-research-launched/
]  [50: Mental Health Trialogues http://www.trialogue.co/
] 


(iii) Put the necessary funding, training and resources in place to facilitate the total prohibition of seclusion and restraint, as recommended by the Special Rapporteur on Torture


(iv) Genuine collaborative consultation/engagement with voice of lived experience of coercion.  Whilst HSE has made changes, appointed staff, survivors are not optimistic that anything has fundamentally changed overall in terms of the culture (implementation of capacity legislation being a case at hand). Comprehensive Initial and regular Audit of the use by An Garda Siochana of Section 12, Mental Health Act 2001 to deprive individual citizens of their liberty.  Voice of lived experience of coercion in crisis situations to be incorporated into Garda training.  

(v) Provide for Training for all professional and administration staff on UN CAT, CRPD and international human rights standards and obligations including statutory training for all Mental Health Professionals (incorporating the survivor perspective). 

(vi) CRPD/Human Rights & Equality compliant proofed budgets/policies/procedures which would also be respectful of the Public Sector Duty Requirement.

(vii) Increase Budget spend on Mental Health to prioritise approaches that respect human rights.  Just 6% of the HSE budget is spent on mental health compared to 8.25% recommended in A Vision for Change


(viii) Address chronic professional Mental Health staff vacancies which would if human rights respected, reduce the incidence/use of coercive practices especially in inpatient units and make working conditions more pleasant, helping in the recruitment/retention of staff and reduction of stress levels.  


7. Gender, Trauma, Culture informed services
We do not appear to have data or research for sexual harassment, assault, rape .. in psychiatric units for Ireland.  The Australian experience however if anything to go by means this is an area that needs be 

addressed urgently.  The State of Victoria carried out such research resulting in a [footnoteRef:51]report Zero Tolerance for Sexual Assault, a Safe Admittance for Women.  The Statistics for the State of Victoria are shocking.    [51:  http://www.abc.net.au/reslib/201305/r1115028_13591277.pdf] 


“Data analysis demonstrated that 85% of females felt unsafe during hospitalisation, 67% reported experiencing sexual or other forms of harassment during hospitalisation and almost half (45%) of respondents had experienced sexual assault during an in-patient admission: 61% reported the assault to nurses and indicated that nurses were ‘slightly helpful’ (18%) or ‘not at all helpful’ (82%).”  
Whilst HSE has produced an intercultural guide to assist with the provision of services for the Irish Traveller Community there has been no attempt to introduce non pathologizing/non medicalising approaches, provide training on Open Dialogue, Hearing Voices Approach etc.  The All Ireland Traveller Health Study found that ‘one in eight travellers experienced frequent mental distress’.  The suicide rate for traveller males is seven times higher than in the general population, whilst for traveller women it is six times higher than that for settled women.  The role/use of coercion in mental health services along with discrimination faced by travellers accessing services and failure by the State to address the wider social determinants of health means many travellers do not access services at all and those that do are frequently given medication to ‘treat’ distress.



8. Judicial Framework
Case F.W. -v- Dept. of Psychiatry James Memorial Connolly Hospital, [2008] IEHC 283 (2008).  
Patient originally alleged distress due to Garda (police) abuse/harassment.  The Clinical Director told the patient free to leave facility but in fact had actually prearranged to have members of the Gardaí Siochana directly outside the unit door, with the intention of detaining the patient on leaving.  Contrary to the evidence given in court the Clinical Director did not afford the individual the opportunity to stay as a voluntary patient.  Case was a habeas corpus application based on the individual never having been really free to leave the facility in the first place. (see appendix 3 and Sworn Statement to be provided to UN CAT).

Mental Health legislation continues for the most part to be interpreted in a paternalistic, narrow medical model ‘best interests’ approach.  There appears to be no acceptance that some medical professionals can and do lie, even under oath.  Training for Judges does not incorporate the voice of lived experience of coercion, around forced detention and treatment.   To date we are not aware of any attempt by the Judiciary to instigate reform and educate themselves on alternatives to the Medical Model and the routine use of coercion. The deference to Psychiatry Profession combined with paternalistic ’best interests’ interpretation of legislation, and an inability to grasp that Professionals can and do lie on occasions in addition to failure to hear direct evidence from the Litigant, means most cases are unsuccessful.   

8 (a)  Suggested Enquiries for UNCAT to address with State Party:
(i)  Training for Judges to ensure the voice of lived experience of coercion in mental health services is hear including deprivation of liberty/habeas corpus cases 
(ii) Education for Judges on alternatives to medical model including Hearing Voices, Open Dialogue, Soteria crisis houses
(iii) Independent Statutory State funded peer support and advocacy for patients appealing decisions around deprivation of liberty, forced treatment and tribunals through the courts.
(iv) Choice of legal representation, currently allocated by Mental Health Commission, with zero consultation with patient
(v) 24-hour access to legal representation (including weekends)
(vi) Independent medical opinion of patient’s choice
(vii) Electronic/Hard Copy Stenographers report to back up audio recording, both of which to be provided to individual deprived of their liberty automatically




9. Article 10 (LOI para 10 page 4)

Suggested Enquiries for UNCAT Committee to address with State Party:
(a)  Voice of lived experience of coercion in mental health services to be involved in training all relevant personnel in the standards contained in UN CRPD, CRC the prohibition of Torture (CAT) other relevant conventions and international standards and obligations, including law enforcement personnel, medical, professional and administrative staff.

(b) Training to implement a Gender/Trauma Informed/Human Rights & Equality sensitive approach and training in Istanbul Protocol in places used to detain those in emotional distress.



10. Article 11 (LOI para 11 (d) page 5) , CO, para 11, recommendation (c)
“Ratification of Optional Protocol to the Convention against Torture and other Cruel, Inhuman or Degrading Treatment or Punishment and on the establishment of a national preventative mechanism”.


Suggested Enquiry for UNCAT Committee to address with State Party:
Urge the State Party to step up regarding immediate ratification of OPCAT without declarations/reservations and the prompt establishment of a National Preventive Mechanism.


Articles 12, 13 & 14 (LOI para 18)

11. Independent Complaints Mechanism
Regarding Mental Health Services there is a need to establish a fully functioning independent complaints mechanism.  The current system of lodging a complaint with the Health Service Executive, and then perhaps on to the Ombudsman when no resolution, is simply not working.  Irish Psychiatric Services essentially investigating themselves, with a copy of the complaint handed to the Treating Psychiatrist.  Nor is it doing anything to challenge the behaviour of those Psychiatrists and Mental Health Professionals abusing human rights with impunity.  Given the importance of this area and the numbers presenting in acute emotional distress an Ombudsperson exclusively to deal Mental Health complaints is required.  A Confidential Recipient (along the lines of Lee Gath, appointed by Tony O’Brien, DG HSE to deal with complaints regarding those with Intellectual Disability in residential care) and a mediation service could also be useful to avoid individuals being propelled into court actions when there are more sensitive approaches that could be used that would uphold the standards in UN CRPD.   Many survivors face considerable obstacles when they try to gain copies of their medical records.   Frequently being denied access to what is termed ‘third party’ information.  Another excuse given is that it would not be in the interests of the persons ‘mental health’ to be furnished with the information.  All patients should be automatically furnished with a copy of their care plans and medical records.


12. Need to Collate Data, Document Psychiatric Abuse, Obtain Sworn Testimonies obtain effective remedy and put Redress Scheme in Place

[footnoteRef:52]‘Additionally, the substantive and procedural obligations outlined in the Committee’s recently adopted General Comment No. 3, which addresses the issue of redress and rehabilitation ofvictims of torture, are also identified as an important step in the quest to prevent torture and provide redress to all victims of torture, including those in health care settings.’ [52:  http://antitorture.org/wp-content/uploads/2014/03/PDF_Torture_in_Healthcare_Publication.pdf
] 


Whilst there has been research done on the historical abuse in the psychiatric system, some of which was documented in the Journalist Mary Rafferty’s (RIP) Documentary [footnoteRef:53] [footnoteRef:54]‘Behind the Walls’ part 1 (historic issues accessed here) and part 2 (contemporary issues accessed here) , there has been zero attempt by the State to extensively document abuse or to provide redress scheme to victims of torture and cruel, inhuman and degrading treatment.  I would appeal to UN CAT committee members to watch these documentaries if at all possible.  Sadly [footnoteRef:55]Mary Rafferty an amazing investigative journalist/broadcaster who planned to further expose contemporary abuse died in January 2012.   A formal mechanism and funding to document the narratives of psychiatric survivor’s abuse both past and present is urgently required Dept of Justice and IHREC have been advised of the necessity to progress this matter.   The Centre for Disability Law & Policy (CDLP) NUI Galway, along with survivors/families/advocates and IHREC need to be consulted on this matter along with academics like Dr. Damian Brennan.  Given our unique history in the rates of incarceration per capita, allocating the National Museum to be responsible to gather, document and exhibit an appropriate archive of material would make sense.  Quoting Damian Brennan from an article in the Irish Times: [53: ‘Behind the Walls’ RTE Documentary Part 1 by Mary Rafferty (RIP), Journalist  https://www.youtube.com/watch?v=PvxOon7CWZI
]  [54:  ‘Behind the Walls’ RTE Documentary Part 2 by Mary Rafferty (RIP) Journalist
https://www.youtube.com/watch?v=LTOWZu0Gubo
]  [55:  http://www.thejournal.ie/journalist-and-documentary-maker-mary-raftery-dies-324386-Jan2012/
] 

[footnoteRef:56] ‘However, unlike the church-run institutions such as Magdalene Laundries and mother-and-baby homes, the mental hospitals were fully state-controlled. While there has been justified public shock at the neglect and abuse experienced within church-run institutions, responsibility for state mental hospitals cannot be placed at the door of the church, or within the opaque space that exists between the State and church." [56:  https://www.tcd.ie/news_events/articles/let-those-damaged-by-the-irish-asylum-system-tell-their-stories/4817
] 


"An inquiry into the excessive use of mental hospitals in Ireland will happen at some point. It is my hope that this review will start soon, as many of those who have been damaged by these institutions are now elderly. Their stories will be central in helping us understand how as a society we became so efficient at incarcerating our family members and neighbours in such great numbers."

In Behind the Walls Part 1 and from the research carried out by [footnoteRef:57]Damien Brennan Trinity College, [57:  Irish Insanity 1800 – 2000 Book by Damian Brennan, Trinity College] 

Aine Lawlor reporting “Ireland led the world in locking up more of its people per capita in Psychiatric Institutions than anywhere else, ahead even of the old Soviet Union in psychiatric institutions”
Huge numbers of people ended up in psychiatric institutions in Ireland, often due to social causes, wrote Mary Rafferty in an [footnoteRef:58]article in the Irish Times 05/09/2011: [58:  https://www.irishtimes.com/opinion/revealing-the-horrific-past-of-psychiatric-hospitals-1.591339

] 


Lines of naked people, faeces covering the floors, food served up with pitchforks, people deliberately kept in a state of animal-like existence – not exactly the kind of descriptions one expects to come across in Department of Health files.

The report concerned the Clonmel District Mental Hospital, as it was then, still open today and known as St Luke’s psychiatric hospital. It was written in 1958 by the assistant inspector of mental hospitals, Dr Ramsey, and delivered to the Department of Health in September of that year.


It was a revealing year in the context of Irish mental institutions. The patient population was close to an all-time high of more than 21,000. While for many years there had been anecdotal references to the enormous numbers in psychiatric hospitals, the definitive research establishing the State as a world leader was carried out recently by Dr Damien Brennan of the School of Nursing and Midwifery in Trinity College Dublin.
In addition to his international comparisons, Dr Brennan looked at figures closer to home, in particular comparing numbers locked up in psychiatric hospitals with those in prisons. This presents a truly remarkable picture of Irish society in the mid-decades of the 20th century, where the number of prisoners rarely exceeded 600.


Fintan O’Toole [footnoteRef:59]writing in the Irish Times: [59:  https://www.irishtimes.com/news/social-affairs/time-for-state-to-acknowledge-great-wrong-of-irish-mental-hospital-system-1.1323180
] 

“It was never called St Brigid’s, of course. In the Irish lexicon, “Ballinasloe” was a euphemism for mental hospitals in the same way “Letterfrack” stood for the industrial school system. At its height, the asylum held well over 1,000 miserable souls. And there were many Ballinasloes – Ireland locked up more of its population as “mentally ill” than anywhere else.
But there was nothing – absolutely nothing – like the scale of the Irish system. In a fine chapter in the recent book Asylums, Mental Health Care and the Irish 1800-2010 ,[footnoteRef:60] Damien Brennan has a statistical table. It shows the number of psychiatric beds per 100,000 people in 1955. A simplified version reads like this: Ireland 710; Soviet Union 617; United States 511; Northern Ireland 440; Scotland 436; Sweden 422; England and Wales 357; Australia332.” [60:  http://www.gillmacmillan.ie/AcuCustom/Sitename/DAM/058/Mental_Health_Policy_in_Ireland__-_Look_Inside_Sample.pdf
] 

Carl O’Brien [footnoteRef:61]writing in the Irish Times: [61:  https://www.irishtimes.com/news/social-affairs/ireland-s-mental-hospitals-the-last-gap-in-our-history-of-coercive-confinement-1.1833379
] 


In fact, Ireland led the world locking people up in institutions, with inpatient admission rates that were multiples of other countries – even ahead of the old Soviet Union.
“The high rate had nothing to do with mental illness,” says Dr Eoin O’Sullivan, associate professor in social policy at Trinity College Dublin. “They were used to dispose of people who society didn’t want . . . They were the single biggest part of our system of coercive confinement.”
Carl O’Brien “As the Government prepares to establish a commission of inquiry into the operation of mother and baby homes, some mental health campaigners now say it is also time to shine a light on another gap in our social history – what happened behind the high walls of our mental hospitals.”


Unfortunately, in 2017 the State continues to facilitate psychiatric abuse with impunity:

One survivor who was forced to give up her baby for adoption was recently pinned down by eleven staff members in a psychiatric unit to be forcibly injected with psychotropic medication against her expressed wishes.  


13.    Article 16 (LOI para 24 page 10 continued)

Definition of a ‘Voluntary Patient’ in an approved Mental Health Centre
The Mental Health Act 2001 Section 2 (1) defines ‘voluntary patient’ as:
“ a person receiving care and treatment in an approved centre who is not the subject of an admission order or a renewal order”


Process and number of mentally disabled persons reclassified from voluntary to involuntary
Any individual admitted to a psychiatric unit in a ‘voluntary’ capacity can have their status regraded to ‘involuntary’, by being detained for 24 hours under the MH Act s.23 (1).  Where a person is detained under s.23 (1), an examination may be arranged, following this examination an involuntary admission order may be made. The treating psychiatrist must arrange for the person to be examined by a second consultant psychiatrist who must confirm that the person has a ‘mental disorder’ and should be detained.  In the majority of cases the 2nd opinion confirms the original.  The patient has no say in who is called in for the second opinion.  Even if every member of the family object the patient can be forcibly treated.  ECT can still be given regardless, if they are deemed to lack capacity or ‘unable’ to consent.   

14.  Coercion & ‘best interests’ facilitating Torture or Cruel, Inhuman and Degrading Treatment or Punishment
See personal testimonies, attached in Appendix 4 in respect of survivors of psychiatric abuse including forced Electroshock (ECT) at end of submission
Coroners Court see Appendix 1 pages 24, 25
Legal Cases See Appendix 2 – pages 26, 27
Acting in the patient’s “best interests” ([footnoteRef:62]article dated 29.12.2012 in the Irish Times) [62:  http://www.irishtimes.com/news/slow-progress-in-mental-health-service-as-tide-goes-out-on-victorian-era-hospitals-1.5349
] 

Some voluntary service users describe their experience as ‘‘compliance under the veil of coercion”.  They have gone into hospital of their own accord, however, when they have decided to leave, their consulting psychiatrist has disagreed. Acting under the law, if your consulting psychiatrist believes he is acting in his patient’s “best interests” and if he believes they could be at risk to themselves or others, then he has the right to change your status from a voluntary patient to an involuntary.

Quoting from an[footnoteRef:63] article in the [footnoteRef:64]thejournal.ie  The ‘defacto detained’: How voluntary patients can be held without review: [63: ]  [64:  http://www.thejournal.ie/defacto-detained-mental-health-involuntary-voluntary-patient-984171-Jul2013/
] 

Louise Bayliss, one such service user, who later became an advocate, said:
“I was not well and I knew I needed some time out, to deal with it. I was voluntary as far as I was concerned, however when I decided I wanted to go, it became a big issue. My psychiatrist wanted me to stay but I was adamant I wanted to go, it was not what I thought it would be.
“I was effectively told that I could either stay as a voluntary patient or be made to stay as an involuntary, but that really, it would “look better” if I stayed as a voluntary 
– I mean, where is the voluntary choice there? And it seems the more you protest, the more likely you are to seem “distressed”, but wouldn’t anyone get distressed if they were told they couldn’t leave? Of course they would.”

Another service user who wished to remain anonymous said:

“I voluntarily signed myself in to a mental health facility because I was concerned about my general frame of mind. At the time, I was under the impression that if you voluntarily sign yourself in, you can then leave when you feel ready to. Sadly, this was not the case and I was not informed of this when I signed myself in.
It was only after I had signed myself in that I was then told by some of the other inpatients that I could only leave when whoever my attending psychiatrist had decided I was ready to. If I had known that this was how it worked, I would not have signed myself in at all, and I would not have subsequently ended up spending the next two months of my life being surrounded by some very disturbing people who I remain emotionally scarred about to this day.”

She said she believed people should be fully informed of what it means to sign yourself in before they do so, stating

 “because I guarantee, if most people were to be fully informed, they would end up not signing themselves in at all.”

Dr Shari McDaid, policy officer for Mental Health Reform said, “Voluntary patients should have the right to leave. But there are cases where voluntary patients have been converted into involuntary and brought in under an admission order. Last year there was 567 of these cases where patients were regraded from voluntary to involuntary. What should happen in these cases is that they should be clearly told what is happening and all information should be presented to them.”
She said while the figures for involuntary patients looks relatively small in comparison to years gone by, with voluntary numbers on the rise, she said the figures might not reveal the full picture. She said:
There are about 15,000 admissions each year and about 2,000 of these are involuntary last year. In that sense, the figures look small, but a quarter of involuntary admissions are actually voluntary patients who have been re-graded, so anyone going in needs to know that they can be regraded as involuntary.


Colm O’Gorman (Amnesty Ireland) said that there is a real concern over incidences when a person might be coerced into remaining a voluntary patient. “Someone who is coerced into staying in as a voluntary patient is not a voluntary patient. They are there because they are coerced into staying and/or they are threatened with involuntary detention because it is more onerous,” he said.


15. Case of Daniel Hogan (RIP) Reported in Irish Media 
Daniel (Dan) Hogan was a young man of seventeen when he took his own life.  His mother Elaine Clear was interviewed on National [footnoteRef:65]Radio regarding the effect of coercion on her son.  In an [footnoteRef:66]article in the Irish Times reporting on his inquest his mum stated: [65:  https://www.facebook.com/rteradio1/posts/1029740673750302

]  [66:  https://www.irishtimes.com/news/crime-and-law/courts/coroner-s-court/teen-who-took-own-life-failed-by-mental-health-services-1.2583248

] 

“He described in his diary how he’d felt “traumatised” by his 26 day stay at St Joseph’s Adolescent Inpatient Unit in Fairview as an involuntary patient weeks before his death.  In extracts read out by his mother Elaine Clear at an inquest into his death, Dan wrote that he had desperately wanted to go home.

“I want things to be back to normal and just be with my family. I can’t do this much more, it’s exhausting, so exhausting. I’m emotionally wrecked, tired. I feel like an elastic band that has been stretched so far,” he said.  After his discharge, he had nightmares about the hospital, Dublin Coroner’s Court heard.

“Hospital was torture and traumatising and was physically, emotionally and mentally exhausting, like nothing I have experienced before. I felt alone and that no one close to me understood what I was going through,” he wrote in his diary.  


Ms Clear said her son hated taking the anti-anxiety Lorazepam as it “dulled his brain”.  Elaine Clear spoke about her son ‘playing the game’ to get out of hospital, mirroring what many adults have to do to get out of lock up.  After his discharge, he had nightmares about the hospital, Dublin Coroner’s Court heard.



MindFreedom Ireland Member describing her experiences in that National Media:

Quoting from an article in [footnoteRef:67]Article by Carl O’Brien, a senior journalist in the Irish Times newspaper a survivor and member of MindFreedom Ireland said: [67:  Irish Times Article by Carl O’Brien dated 29th December 2012
Slow progress in mental health service as tide goes out on Victorian-era hospitals
] 

“Drugs work for some people but for me they just numb my emotions.”
“I needed the kind of peer support in the community and the kind of therapy that treats you as someone with emotional and spiritual needs.  I couldn’t find any of that.  All I was being offered was medication and more medication”
“I am a human being with emotional distress.  The system gives you a label and then goes on to give you even more labels.  Your choices are taken away”
“Looking back, I really don’t think I was mentally ill.  I had a lot of loss in my life, culminating in losing the rearing of my son to an open adoption… I feel now that I needed to address that grief, rather than medicating it”


16. Akathisia & Side effects of psychotropic medication 
Side effects of psychotropic medication include [footnoteRef:68]Akathisia, Tardive dyskinesia, Coronary Heart Disease, Diabetes amongst others.  Research has shown huge decrease in life expectancy for those taking psychotropic medication.  Robert Whitaker in Anatomy of an Epidemic states “In the United States, people (dx with) with depression bipolar, and schizophrenia are losing twelve to twenty years in life expectancy compared to those not in the mental health system”.  [68:  Drug Induced Akathisia http://journals.sagepub.com/doi/abs/10.1177/014107688507800910
] 

Per rxisk.org “Akathisia is a complex side effect of various psychotropic drugs including antidepressants and antipsychotics.  It is often described as an inner relentlessness. “At least 20% of people on an antidepressant experience akathisia and a minimum of 50% of people on an antipsychotic.  “On higher doses this rises to 80% or more”.  
A recent court case reported in the Chicago Tribune  [footnoteRef:69]Dolin -v- GSK Paxil saw Wendy Dolin being awarded $3million successfully sue Smithkline Beecham Corp. (also known as GSK or GlaxoSmithKline) for the alleged wrongful paroxetine-induced death of her husband Stuart, a legal partner at a large law firm Reed Smith.  On the 15th July 2010 Stuart Dolin threw himself in front of a train, his widow who believes that her husband was suffering from Akathisia after taking generic Paxil (Paroxetine) for six days, won her case that GSK failed to adequately warn the prescribing doctor of akathisia and an increased risk for suicidal behaviour for adults.   [69:  http://www.chicagotribune.com/news/local/breaking/ct-paxil-suicide-lawsuit-verdict-met-20170420-story.html
] 


Member of MindFreedom Ireland reports:
Earlier this year an Irish psychiatric survivor and member of MindFreedom Ireland with experience of forced detention and drugging hung herself.  Unfortunately, she suffered acute Akathisia akin to being tortured, even worse than that was the sense of disempowerment, of having little or no control over her life or treatment if she became acutely distressed and had an admission to hospital.  Increasingly we hear of individuals including children who would rather take their own life than submit to psychiatric coercion.


Reference to Iatrogenic Harm and Akathisia has come up at a number of court hearings in the Coroner’s Court, including the case of Jake McGill Lynch and Shane Clancy (see appendix 2 pages 24, 25).  

Side effects of psychotropic medication can drive children/teens/adults to acute distress, violence, aggression, having suicidal, homicidal thoughts and actions logistically will need to be considered in terms of the provisions in UNCAT and international human rights standards and obligations.


17. Informed Consent & The human Rights-based approach to Disability in the context of Mental Health
The Convention on the Rights of Persons with Disabilities negotiated by by individuals such as Tina Minkowitz, [footnoteRef:70]Centre for Human Rights of Users and Survivors of Psychiatry adopts a human rights based approach to disability.  The rights contained therein also apply to those ‘perceived’ to ‘have a disability’ and the associated discrimination they can also experience. [70: 	 http://www.chrusp.org/
] 


The Special Rapporteur to Health Dainius Pūras states that: 
forced treatment is ineffective and “perpetuates power imbalances in care relationships, causes mistrust, exacerbates stigma and discrimination and has made many turn away, fearful of seeking help within mainstream mental health services.”

The report of the OHCHR dated 31st January 2017 “mandated by the Human Rights Council in resolution 32/18, identifies some of the major challenges faced by users of mental health services, persons with mental health conditions and persons with psychosocial disabilities. These include stigma and discrimination, violations of economic, social and other rights and the denial of autonomy and legal capacity.”


The [footnoteRef:71]report entitled ‘Mental Health & Human Rights can be accessed here  (footnotes accessed from source document) [71: Report of High Commissioner for Human Rights ‘Mental Health and Human Rights’
 http://ap.ohchr.org/documents/dpage_e.aspx?si=A/HRC/34/32
] 


Lack of free and informed consent:
“As noted by the Special Rapporteur on the right of everyone to the enjoyment of the highest attainable 
The Special Rapporteur Juan E Mendez [footnoteRef:72]Report on Torture in healthcare settings: [72:  Report of the Special Rapporteur on Torture and Other Cruel, Inhuman or Degrading Treatment or Punishment on Torture in Healthcare Settings Juan E. Méndez
http://antitorture.org/wp-content/uploads/2014/03/PDF_Torture_in_Healthcare_Publication.pdf

] 

“I have noted that medical treatments of an intrusive and irreversible nature, if they lack a therapeutic purpose, constitute torture or ill-treatment when enforced or administered without the free and informed consent of the person concerned. This is particularly the case when intrusive and irreversible, non-consensual treatments are performed on patients from marginalized groups, such as persons with disabilities, notwithstanding claims of good intentions or medical necessity.”
“The doctrine of medical necessity continues to be invoked as an obstacle to protection from arbitrary abuses in health-care settings and it is important to clarify that treatment provided in violation of the terms of the CRPD cannot be legitimate or justified under the medical necessity doctrine.”
Article 12 UN CRPD Equal Recognition before the Law 
“Article 12 of the Convention on the Rights of Persons with Disabilities affirms the right of persons with psychosocial disabilities to equal recognition before the law, upholding their right to exercise legal capacity on an equal basis with others.”
Quoting from the [footnoteRef:73]Report of the OHCHR ‘Mental Health & Human Rights’ [73:  http://ap.ohchr.org/documents/dpage_e.aspx?si=A/HRC/34/32
Report of High Commissioner for Human Rights ‘Mental Health and Human Rights’

] 

 As noted by the Special Rapporteur on the right of everyone to the enjoyment of the highest attainable standard of physical and mental health, informed consent is not mere acceptance of a medical intervention, but a voluntary and sufficiently informed decision, protecting the right of the patient to be involved in medical decision-making and assigning associated duties and obligations to health-care providers.

“In order for consent to be valid, it should be given voluntarily and on the basis of complete information on the nature, consequences, benefits and risks of the treatment, on any harm associated with it and on the availability of alternatives.”


“Involuntary treatment refers to the administration of medical or therapeutic procedures without the consent of the individual. Treatment administered, for example, on the basis of misrepresentation would constitute involuntary treatment, as would treatment given under threat, without full information or on dubious medical grounds. 

“Guaranteeing informed consent is a fundamental feature of respecting an individual’s autonomy, self-determination and human dignity.”

 “In the area of mental health, legal capacity has an important application in the exercise of free and informed consent. Many national laws continue to allow for the denial of legal capacity of persons with psychosocial disabilities, precluding them from making their own decisions. These substituted decision-making regimes commonly permit third parties to provide consent for treatment or admission for treatment on behalf of the person concerned.” 

“States should repeal legal frameworks allowing substitute decision makers to provide consent on behalf of persons with disabilities and introduce supported decision making, ensuring its availability for those who request it. Health service providers should seek the free and informed consent of the person concerned by all possible means”.

“The Committee on the Rights of Persons with Disabilities has held that, in all cases, it should be understood that article 12 of the Convention on the Rights of Persons with Disabilities prohibits resorting to the principle of the “best interests” of the individual in relation to adults with disabilities. “
“Significant efforts must be made to determine the individual’s will and preferences, ensuring that all possible accommodations, supports and diverse methods of communication are made available and accessible. Where all means have been exhausted and the individual’s will remain undetermined, the principle of “the best interpretation of will and preferences of the individual” must be upheld and carried out in good faith.  This provision reflects the non-discriminatory approach guaranteed by the Convention in connection with the right to liberty and security of person.”
“Persons with psychosocial disabilities continue to be subjected to forced institutionalization, as allowed by civil codes and mental health laws in many countries. Deprived of their liberty, they are commonly subjected to forced treatment, and living conditions and arrangements may also put their physical and mental integrity at risk,”

18.   	The absolute ban on deprivation of liberty on the basis of impairments
Quoting from the OHCHR [footnoteRef:74]report ‘Mental Health & Human Rights’: [74:   http://ap.ohchr.org/documents/dpage_e.aspx?si=A/HRC/34/32
Report of High Commissioner for Human Rights ‘Mental Health and Human Rights’

] 

“Article 14 of the Convention on the Rights of Persons with Disabilities establishes an absolute ban on deprivation of liberty on the basis of impairments, which precludes non-consensual commitment and treatment.”

“The Special Rapporteur on torture and other cruel, inhuman or degrading treatment or punishment has found that children in residential or institutional care are at greater risk of mental health trauma, violence and abuse, and that the severe emotional pain and suffering caused by segregation may rise to the level of ill treatment or torture,”

“Outside of institutions, the use of community treatment orders or mandatory outpatient treatment, even if enforced in the community, violates the right to liberty and security of the person as such measures impose treatment and the threat of detention if refused.”

“Forced institutionalization violates the right to personal liberty and security, understood as freedom from confinement of the body and freedom from injury to one’s bodily or mental integrity, respectively. 
It amounts to a violation of the right to live free from torture and ill-treatment, and from exploitation, violence and abuse, and of the right to personal integrity. States parties should repeal legislation and policies that allow or perpetuate involuntary commitment, including its imposition as a threat, and should provide effective remedies and redress for victims.”



19. [bookmark: 15]Defining forced psychiatric detention and treatment in terms of Torture or Cruel, Inhuman or Degrading Treatment:

In Addition to UN CAT (Articles 2, 16…)

· Article 5 of the Universal Declaration of Human Rights and Article 7 of the ICCPR both provide that no one shall be subject to torture or to cruel, inhuman or degrading treatment.

· Article 3 of the European Convention on Human Rights (ECHR)
Article 3 – Prohibition of Torture:  No one shall be subjected to torture or to inhuman or degrading treatment or punishment.

· Article 15 UN CRPD - Freedom from torture or cruel, inhuman or degrading treatment or punishment
This key article in the CRPD taken along with other key articles including 12 Equality before the Law, 14 Liberty and Security of the Person, Article 17 Protecting the integrity of the person, sets out a very clear basis to uphold human rights for person with psycho-social disabilities or perceived disabilities. 

1. 	No one shall be subjected to torture or to cruel, inhuman or degrading treatment or punishment. In particular, no one shall be subjected without his or her free consent to medical or scientific experimentation.
2. 	States Parties shall take all effective legislative, administrative, judicial or other measures to prevent persons with disabilities, on an equal basis with others, from being subjected to torture or cruel, inhuman or degrading treatment or punishment.

[bookmark: 17]UN CRPD Article 17 - Protecting the integrity of the person
Every person with disabilities has a right to respect for his or her physical and mental integrity on an equal basis with others.
20.   Seclusion & Restraint (data in Appendix 1)
Noting references to the use of seclusion and restraint by Special Rapporteur Juan E Mendez:
“The mandate has previously declared that there can be no therapeutic justification for the use of solitary confinement and prolonged restraint of persons with disabilities in psychiatric institutions; both prolonged seclusion and restraint may constitute torture and ill-treatment (A/63/175, paras. 55-56). The Special Rapporteur has addressed the issue of solitary confinement and stated that its imposition, of any duration, on persons with mental disabilities is cruel, inhuman or degrading treatment (A/66/268, paras. 67-68, 78). “
“It is essential that an absolute ban on all coercive and non-consensual measures, including restraint and solitary confinement of people with psychological or intellectual disabilities, should apply in all places of deprivation of liberty, including in psychiatric and social care institutions. The environment of patient powerlessness and abusive treatment of persons with disabilities in which restraint and seclusion is used can lead to other non-consensual treatment, such as forced medication and electroshock procedures. 3. Domestic legislation allowing forced interventions.”
International research indicates that over 50 % of those presenting to inpatient units have lived experience of trauma, sexual abuse, domestic abuse or violence perpetuated against them. To subject individuals in acute distress to further abuse in the form of seclusion and restraint is inhumane.  Statistics are attached in Appendix 1 released by the Mental Health Commission.  We urge the State Party to prioritise funding/resources/training to extend approaches like Open Dialogue, Hearing Voices, Peer Support, Talk Therapies and take appropriate measures to resolve the staffing crisis in mental health services to facilitate the urgent need to move to a rights based CRPD compliant approach and eliminate seclusion/restraint.


Despite the efforts of the Mental Health Commission who issued a [footnoteRef:75]strategy to reduce the use of seclusion and restraint in 2014 and regulate the use of both practices considerable efforts need to be made to move to a rights based approach and eliminate the use of these damaging practices.  Some shocking abuses continue to be reported, as in a [footnoteRef:76]report from the Irish Times on the unit in Midland Regional Hospital Portlaoise  [75:  http://www.mhcirl.ie/File/Seclusion-and-Restraint-Reduction-Strategy.pdf]  [76:  https://www.irishtimes.com/news/health/psychiatric-patient-spent-12-days-in-isolation-without-shower-1.2863419] 

The inspectors’ report noted:
* One patient spent 12 days in seclusion without a shower or being allowed visitors
*The same patient said the window blinds were never opened and they cried themselves to sleep.
* Nine individuals had prolonged episodes in seclusion ranging from 80 hours to 576 hours and 30 minutes (more than 24 days).
* One patient was described as “pleasant and engaging” after being in seclusion for 10 days, but remarked that “even in jail I’d get out for exercise”




“But the commission found some patients were not allowed out of the emergency conditions – effectively 
solitary confinement – until they had “expressed remorse for their actions” which it found ethically unacceptable.”

21.  ‘Exporting' Children in emotional distress to UK & internationally
A [footnoteRef:77]report in the Irish Times confirms that Tusla the Child and family Agency has “placed six children into psychiatric care in secure facilities abroad in the past two years.”  From the information given three of the children were placed in St Andrew’s, one of Britain’s largest psychiatric hospitals.  This facility was the subject of a documentary on Channel4 Dispatches programme ‘Under Lock & Key’ which ‘suggested that serious concerns exist for relatives as to how residents there are being treated. [77:  http://www.thejournal.ie/tusla-secure-placements-abroad-children-3317001-Apr2017/
] 

The “documentary found that a significant number of residents at the hospital are living with autism and had specific needs which were not being met.
Regarding the placing of children by Tusla in institutions abroad, no such collated records for these kinds of placements exist for 2014 so no comparison can be made for that year.”
Prior to 2014, records on such out-of-state placements are held by the HSE, according to Tusla.
“There are a small number of children who require specialised care as a result of their life experiences. On rare occasions the level of specialised intervention required is not available in Ireland,” a spokesperson for Tusla told TheJournal.ie.

In such cases, a child or young person may be placed in out-of-State care at a facility abroad which offers a broader range of treatment options, support and/or interventions than those provided in Irish facilities.


The spokesperson confirmed that in 2016 three children were placed at St 
Andrew’s, and that “overall since the start of 2015, six children have been placed in secure mental health facilities abroad.”
When asked how many children were placed abroad prior to 2015 the response was “national collection of this data only began in late 2014 and so we don’t have directly comparable figures” for previous years.

It is shocking that the Irish State chooses to ‘export’ some of our most emotionally distressed young people, depriving them of their right to family, right to community, right to be treated with dignity and respect, right to have a say in their treatment options.   We need for this practice to stop as a priority and respect the rights in UN CRC, ICESCR, CRPD etc…  


22.  Conclusion

As Juan Mendez states in his crucial [footnoteRef:78]report “The doctrine of medical necessity continues to be invoked as an obstacle to protection from arbitrary abuses in health-care settings and it is important to clarify that  [78:  http://antitorture.org/wp-content/uploads/2014/03/PDF_Torture_in_Healthcare_Publication.pdf
Report of the Special Rapporteur on Torture and Other Cruel, Inhuman or Degrading Treatment or Punishment on Torture in Healthcare Settings Juan E. Méndez] 

treatment provided in violation of the terms of the CRPD cannot be legitimate or justified under the medical necessity doctrine.”

“As for the State’s core obligations under the prohibition of torture and ill-treatment, I have noted that under CAT “each State party should prohibit, prevent and redress torture and ill-treatment in all contexts of custody or control, for example, in prisons, hospitals, schools, institutions that engage in the care of children, the aged, the mentally ill or disabled, in military service, and other institutions as well as contexts where the failure of the State to intervene encourages and enhances the danger of privately inflicted harm.” As underlined by the CAT, the prohibition of torture must be enforced in all types of institutions and States must exercise due diligence to prevent, investigate, prosecute and punish violations by non-State officials or private actors.”

Survivors of coercive Psychiatry worldwide are using the International Human Rights Framework to highlight human rights abuse constituting at the very least cruel, inhuman and degrading treatment and frequently Torture.  The Complete Prohibition [footnoteRef:79]Campaign instigated by Tina Minkowitz, Centre for the Human Rights of Users & Survivors of Psychiatry ([footnoteRef:80]CHRUSP) highlights some of the abuse experienced internationally by survivors including [footnoteRef:81]Ireland with a blog post by Fiona Walsh. Having celebrated the centenary of the 1916 Rising last year, we recall one of the principles of the Proclamation guaranteed: ‘religious and civil liberty, equal rights and equal opportunities to all its citizens’In the context of those presenting in emotional distress today in Ireland in 2016 however there is still no guarantee that civil liberties will be respected and the reality of equal rights/opportunities for those perceived to be suffering from ‘mental disorders’ is not on the horizon just yet.  The rate for involuntary admissions is increasing, quoting the Mental Health Commission:                       [79:  https://absoluteprohibition.org/author/chrusp/
]  [80:  http://www.chrusp.org/
]  [81: https://absoluteprohibition.org/2016/03/29/fiona-walsh-convention-on-the-rights-of-persons-with-disabilities-crpd-civil-liberties-equality-and-upholding-human-rights/
] 

 ‘The Commission expressed concern at the 9% increase in the number of involuntary admissions, from 2,162 in 2014 to 2,363 in 2015’. 
We appeal for the UNCAT Committee to urge the Irish State Party to step up in this regard and to move to a rights based approach:

· To ratify UN CRPD without Declarations or Reservations
· Amend Legislation to finally put an end to forced Electroshock as a priority
· Remove the discriminatory provisions around Advanced Directives
· Recognise Legal Capacity in Law
· Ensure the voice of lived experience of coercion is heard, respected and taken on board at every level 

We thank the Chief Commissioner of IHREC Emily Logan, Director Laurence Bond, Ruth Gallagher Head of Policy and Engagement, Siobhan McNamara, Walter Jayawardene and Jack Gibson who engaged with civil society and facilitated consultations in advance of submitting to UN CAT.  We thank Dr. Fiona Morrissey for updating us on her research around Advance Healthcare Directives in the context of moving to a rights based approach respectful of the standards in CRPD and her ongoing efforts to have human rights upheld in mental health services.  We thank Eilionoir Flynn, Deputy Director & colleagues at the Centre for Disability Law & Policy NUI Galway (CDLP) for their continued support and advocacy to have Legal Capacity respected in law. 
Finally, we thank the United Nations Committee reviewing Irelands adherence to the United Nations Convention against Torture and Other Cruel, Inhuman or Degrading Treatment or Punishment.  We thank the staff of the Secretariat for facilitating our groups collectively making this submission.


Appendix 1 -  Quoting from the Mental Health Commission Report 2015 & Press Release

Involuntary admissions 
The Commission expressed concern at the 9% increase in the number of involuntary admissions, from 2,162 in 2014 to 2,363 in 2015.   Each patient admitted involuntarily has an automatic entitlement to review by a mental health tribunal, and 1944 such hearings took place in 2015
Whilst the Commission cannot identify the precise reasons for such an increase, it is worth noting that modern mental health policy and practice suggests that admission to inpatient care and, in particular, involuntary admission, should be a last resort intervention. All community based interventions should be considered and implemented prior to the decision to admit voluntarily and involuntarily. Additionally, the Commission is concerned at the preponderance of involuntary admissions where the family and Gardai are the primary applicants (23% and 47% respectively). This is a cause for concern and requires a review of the operation of the Authorised Officer Scheme as is proposed in the Expert Group Report. Other specific concerns of the Commission include the use of security personnel to restrain individuals in a small number of cases. Questions arise about the appropriateness of using security personnel in what is a controlled clinical intervention.

Detention of a Voluntary Patient (2015) Section 24 of the Mental Health Act
Detention of a Voluntary Patient (2015) Section 24 of the Mental Health Act 2001 outlines the procedures relating to a decision to re-grade a voluntary patient to involuntary status. In such admissions the admission order is made on statutory Form 13, Certificate & Admission Order to Detain a Voluntary Patient (Adult), signed by two consultant psychiatrists. There were 608 such admissions notified to the Commission in 2015.

Mental Health Tribunals and Legal Aid Scheme Procedures for Involuntary Admission (Adults)
 The 2001 Act introduced provisions for a system of free legal representation for adults and independent reviews during their episode of involuntary admission12. This independent review is performed by a mental health tribunal during each period of detention. This section of the report provides a comparative analysis of 2015 involuntary admissions and their review by mental health tribunals, with previous years. The 2001 Act provides for two methods of initiating detention; an Admission Order, (Form 6) and a Certificate & Admission Order to detain a Voluntary Patient (Adult), (Form 13). A person may be admitted to an approved centre and detained there on the grounds that he or she is suffering from a mental disorder as defined in the Act.

Sections 60 and 61 of the Mental Health Act 2001 (Administration Of Medicine) Consent to Treatment 
Sections 60 of the Mental Health Act 2001 specify that the administration of medicine to a detained patient for longer than three months cannot be continued unless the patient gives consent in writing or is approved by the treating consultant psychiatrist and authorised by another consultant psychiatrist

Seclusion
Almost half (43%) of applicable approved centres breached rules on seclusion, meaning patients were kept in seclusion contrary to the rules and in a way that could pose serious risk to their safety and well-being,” Dr Finnerty added. 
The Rules Governing the Use of Seclusion had a compliance rating of 57% (11 out of 26 approved centres were found to be non-compliant). 35 approved centres did not use seclusion in 2015.

ECT
“The Mental Health Commission received 154 forms authorising a programme of ECT without consent over the three years from 2013 to 2015. In 11% (17/154) of all forms it was indicated by one or both consultant psychiatrists that the patient was unwilling to give consent to ECT treatment”


http://www.mhcirl.ie/File/2015-Annual-Report-Press-Release.pdf
code of practice ECT voluntary patient
http://www.mhcirl.ie/File/COP_ECT_VolPat150216.pdf#
https://ectstatistics.wordpress.com/2016/10/29/ect-in-the-republic-of-ireland-2015/

https://www.mentalhealthreform.ie/resources/manifesto-guiding-a-vision-for-change/
https://www.mentalhealthreform.ie/news/irelands-readmission-rate-for-people-in-severe-mental-health-distress-too-high/

HSE Mental Health Division Operational Plan 2017 
https://www.mentalhealthreform.ie/news/irelands-readmission-rate-for-people-in-severe-mental-health-distress-too-high/
https://www.pna.ie/index.php/news/latest-news/899-opening-address-by-mr-peter-hughes-general-secretary-of-the-psychiatric-nurses-association-pna-to-the-joint-oireachtas-committee-on-children-and-youth-affairs




















































APPENDIX 2

ITRAGENIC HARM HIGHLIGHTED – CASES REPORTED IN THE CORORNERS COURT


1. Shane McGill Lynch (RIP age 14)
Leonie Fennell on her blog leoniesblog.com ‘All things Itrogenic’  in a [footnoteRef:82]blog post entitled  ‘Jakes Mammy on Drive Time’ speaking on the RTE 1 Radio Programme , as part of a [footnoteRef:83]series presented by Reporter Della Conroy: [82:  https://leoniesblog.com/2017/01/28/jakes-mammy-on-drivetime/ (with link to interview approx. 5 minutes in)

]  [83:  http://www.rte.ie/radio1/drivetime/highlights/2017/0125/847692-mental-health-and-adolescents/
] 


“For anyone who hasn’t heard of Jake McGill Lynch, age 14, who died following a prescription for Fluoxetine (Prozac), here’s his mom Stephanie being interviewed on RTE Radio. The journalist, Della Kiroy, also interviewed David Healy who speaks towards the end of the programme. Stephanie’s harrowing account of Jake’s life and death is a warning to all that antidepressants are far from harmless, particularly when prescribed to children. Despite the widespread antidepressant prescribing in Ireland, the European Medicine’s Agency has provided the following warning  –
“.suicide-related behaviour (suicide attempt and suicidal thoughts), and hostility (predominantly aggression, oppositional behaviour and anger) were more frequently observed in clinical trials among children and adolescents treated with these antidepressants compared to those treated with placebo. The Agency’s committee is therefore recommending the inclusion of strong warnings across the whole of the European Union to doctors and parents about these risks. Doctors and parents will also be advised that these products should not be used in children and adolescents except in their approved indications.”
A recent study by Sharma et al also found similarly. The study found that in children and adolescents taking antidepressants (SSRIs and SNRIs), the risk of suicidality and aggression doubled. Being aware of all the risks and benefits is crucial before deciding whether (or not) to take a pill – any pill. Knowing what to look out for may just save a life – it may well have saved Jake’s.  Leonie Fennell mother of Shane Clancy was present in the coroners court to support Jakes parents.  You can access her [footnoteRef:84]blog post here. [84: https://leoniesblog.com/tag/eli-lilly/
] 

Jake was diagnosed with Aspergers Syndrome, was highly intelligent and loved life. Coming up to his junior certificate like many children he was suffering from anxiety issues.   
Jakes Mum told the inquest into his death that she had no idea about the side effects of Prozac and that she would never have agreed to have given him the drug had she and her husband been warned of the side effects and emphasised they did not receive an information leaflet with the medication.   Stephanie McGill has been campaigning to have a Black Box warning similar to that used in the United States to highlight the dangers associated with these medications especially when they are prescribed off label as was the case with Jake.  From the report Della Kilroy tells us there is no real data around the numbers of children being prescribed antidepressants in Ireland, in the UK the prescribing has increased by over 50% in the last decade.
Jakes own words:
“I feel drugged out of mind, to the point where I am trying to suppress my bad feelings.”
Minister Helen McEntee (now has responsibility for a different portfolio) has refused to support a Black Box warning for the prescribing of these type of drugs, including off label for anxiety and pain in children).  The Minister in the report confirms that many children are waiting for over a year to see a psychologist.  The Youth Mental Health Task Force set up by Helen McEntee regrettably does not have voices like Stephanie McGill Lynch represented.

[footnoteRef:85]Stephanie Mc Gill Lynch (Jakes mum) : [85:  http://www.independent.ie/life/health-wellbeing/mental-health/irish-parents-on-losing-their-son-to-suicide-aged-14-after-turning-the-life-support-machine-off-i-threw-the-bottle-of-prozac-against-the-wall-31392882.html
https://leoniesblog.com/tag/eli-lilly/
http://www.rte.ie/radio1/drivetime/highlights/2017/0125/847692-mental-health-and-adolescents/
] 

“My child is dead.  I was not told this could happen.  I was not told that the side effects of Prozac include an increased risk in suicidal ideation.  My husband and I were not given any literature off the HSE or CAMHS or the pharmacist.    If we were, there is no mother in her right mind going to let their child have a drug that can cause suicide and self-harm when they are suffering from those symptoms in the first place.  Asperger’s is not an illness, it is a condition that no tablet or medication is going to fix”.
[endnoteRef:1]“After turning the life support machine off I threw the bottle of Prozac against the wall” [1: 







APPENDIX 2  - PERSONAL TESTIMONY  NO 1
My first contact with the psychiatric system was at an early age — 19 in 1970. I was committed to a private hospital, Lindville, in Cork city, Ireland. I spent 6 months there, pleading to go home every day I endured a massive amount of ECT and very heavy psychiatric drugs as the only therapy and was kept isolated. My friends used to call to see me, but I was not allowed to see them. In the end, I managed to run away.
I had about 5 terms in Sarsfieldscourt over the years and endured ECT and more heavy drugging, at times involuntarily. When I tried to resist the drugs, male nurses clamped me to the bed and I was injected against my will.
I suffered the humiliating forced committals almost every time. Once in 1981, I was chased around the Renault garage, where I had bought my car 3 months before. I had and still have an ever-present fear of being imprisoned against my will in a psychiatric institution.
“I suffered the humiliating forced committals almost every time. Once in 1981, I was chased around the Renault garage, where I had bought my car 3 months before. I had and still have an ever-present fear of being imprisoned against my will in a psychiatric institution.”
As a committed patient, I had no rights whatsoever. I did not believe the psychiatric system was helping me and said so. As I was non-compliant, I was made to suffer for it. I was not allowed to go to occupational therapy much of the time — as punishment. In 1979, after some time in Sarsfieldscourt, I talked with the other patients about how unsatisfactory this (psychiatric) mode of treatment was for us. We spoke out to the staff. I and others were sent to Our Lady’s (The worst psychiatric institution in Cork). I was put in a 
locked ward there as punishment. I can’t recall the details due to the massive doses of ECT and toxic drugs.
It was one of the others, whom I met in Our Lady’s, who told me this. I was very traumatized by my internment there.  I had severe difficulty with memory loss from age twenty-one. Working in a jeweller’s shop, I was asked about a customer’s jewellery and I had no recall and was sacked for this. This pattern continued in the Irish Examiner newspaper where I worked for twenty-three years. This caused me great strain and difficulty. I worked initially at the counter taking advertisements. If I was ever asked about an advertisement, I had taken even a couple of days, before I could not tell my supervisor what I had done with it.
In 1986, I was put on lithium for “Manic Depression”. The dose given me was excessively high. Over the years pharmacists told me this. Then in 1993, my thyroid began to malfunction. I was attending Sarsfieldscourt for blood tests for the lithium and even when these were above the therapeutic level and I had symptoms the consultant never followed it up.
As a result my kidneys and liver are weak. By 1998 I was diagnosed with chronic fatigue syndrome (ME). I believe that ECT toxic drugs especially lithium are major factors in the undermining of my health.
There is a tragedy that occurred in my family due I feel in great part to the limitations of the current psychiatric system. My mother had been given the same label as myself — “Manic Depression”. In 1985 she became extremely depressed. She was so bad she was hallucinating. She drowned herself in October 85.
I am writing this because I sincerely believe that the psychiatric system has been instrumental in destroying my mother’s life and severely injuring and limiting mine.
The psychiatric system is both a failure and destructive. The clear sign of this is that they have labelled all psychiatric “illnesses” incurable. This to me is an admission of failure. They claim these “illnesses” to be genetic without any proof. Consequently, their theory is based on a LIE. All the power is in the psychiatrists’ hands. Radical change is needed.
Now with my contact with other survivors and MindFreedom, I feel room for HOPE in my life and feel my suffering has not been in vain.

Colette Ni Dhuinneacha,  Member of MindFreedom Ireland , Cork, Ireland
https://www.youtube.com/watch?v=l7jWJU9b1bY (video of me speaking)


PERSONAL STATEMENT NO 2
Electroshock is a violation of human rights because it damages the part of the brain which is responsible for our ability to be and act as human beings.
It is designed to cause a seizure which causes brain damage and dysfunction.  In order to make it appear more humane it is done under anaesthetic.  In order to cause a seizure under sedation it is necessary to use more electricity which of course causes even more damage. 
Women receive electroshock twice as much as men everywhere in the world where it is practiced and particularly the elderly women!
I am an electroshock survivor who received modified electroshock in the 1970’s and 1980’s now presented as new and improved by the college of psychiatry.
I am free from psychiatry's unproven, biological so called 'solutions' for almost 18 years and have had time to recover from the terrible harm it caused me and my family. Thankfully '' I can see clearly now the rain has gone'' but many of my friends are lost to psychiatric harm and many more are still condemned to a living death because of 'mental health' laws and non-scientific psychiatric practice.  Human rights violations are the order of the day for those who find themselves unfortunate to be labelled by psychiatry. 

Signed:  Mary Maddock
www.mindfreedomireland.com 
Dated 25th May 2017

Mindfreedom Documentary
https://www.youtube.com/watch?v=zeHaYUd9













PERSONAL STATEMENT NO 3
In 2000, after a very demanding 40 years in London, bringing up 4 children while working full time in education, mainly with groups disadvantaged in their initial education, the last ten years as Access Development Officer for the London Open College Network, working across 9 University Colleges. 36 Colleges of Further Education and many Community and Adult Ed centres, a staff and curriculum development job to prepare their courses for LOCN accreditation and Access Validation, a route into HE taken by thousands of mature students,
I retired to Ireland where I had grown up and done my degree in TCD.
 
It was a great shock to me and my family when I had a breakdown at the end of 2001 and was committed to Newcastle Hospital where I received 8 sessions of ECT – my sister and husband were advised this was the best form of treatment for what was diagnosed as deep depression with psychotic symptoms. I believe the psychiatrists who treated me believed this was in my best interests and resulted in my apparent speedy recovery.  However, memory loss, continued anxiety and 6 years medication led me to have another episode in 2007.  This time I was admitted as a “voluntary” patient but it was clear to me that if I had not agreed I would have been committed.  Once there my clothes were removed for first ten days, I had no control over my drug regime, we queued up and nurses made sure we swallowed tablets, nor of my food intake.  The distinction between being a voluntary or involuntary patient is minimal.
 
I was an active Amnesty member and our Bray group partook in Amnesty MH campaign 2003-2013.  In 2012 Amnesty invited me to take part in a Citizen’s Jury where 14 “Experts by Experience” teased out many aspects of the MH Service measured against UNCRPD with e.g. chair of MH Commission, Human Rights Lawyers, facilitated by Amnesty staff for 4 full days, the findings subsequently published by Amnesty and launched by the Chair of the Justice and Equality Dail committee.
 
I t was during this process that we understood the distinction between Legal Capacity, which everyone has, and Mental Capacity, which some of us may occasionally lose for a period of time.  We also learned of the proposed Capacity Legislation.  Since I already had made an AHD in London, where they were recognised in law, I decided to add an extra clause relating to MH issues which I’d never previously experienced.  I did this with my lawyer and my doctor signed a form to say had full capacity at the time of making this AHD.  The extra statement reads,
 
Any mental health care I require is to centre on rest, counselling and minimal short term medication (preferably in my own home).  In any episode, treatment will assume my recovery and return to normal living.  I specifically never want to be subjected to ECT again.
 
I included this because I am very frightened of further hospitalisation, over-medication (the MH Commission reported that 88% of patients in Newcastle were over-medicated at the time I was there) and that, as an older woman, 79, living alone, I could be further institutionalised.  
 
I am opposed to any Capacity Legislation where any group of people may have their will and preference, expressed in an AHD or elsewhere, disregarded.  I consider this to be an Equality not a Mental Health issue.  It leaves me and many with similar Mental Health histories frankly terrified as we know how damaged previous treatments have left us.  Our only option is to keep well.  Everyone should be equal under the law.
 
Because of stigma, it is not easy to publicly admit our Mental Health episodes but keeping quiet reinforces stigma and nothing changes.
 
Yours Sincerely
 
 
Signed:  Rosy Wilson

Dated:    22nd May 2017
Personal Statement No 4

In January 1974 when I was 17 years and 2 months old (i.e. legally a child) while training in the hotel trade I was given some medication to take by my employer, which resulted in what I now know to be adverse side effects.  I was taken to the G.P. by my employer.  The G.P. stated opinion was that this was a relatively minor matter, which would diminish as the drugs wore off.  But in response to my employers concerns it was arranged to have a further opinion in XXX, a substance treatment centre, at that time.  The matter was considered to be serious, and as beds were available, an opportunity to have 48 hours’ observation was made available.  I wasn’t to receive any medication or even to be admitted, as this would require parental authorisation and I entered St Ann’s on this arrangement.
 
The first day passed uneventfully. I went to bed early and slept soundly.  I received no medication that day.  I was allowed to sleep late as exhaustion was considered to be part of the problem.  The day was uneventful until sometime after going to bed I was told to take pills, as I should be asleep.  I successfully pleaded to have more time.  The nurse returned and threatened that if I wouldn’t take the pills I would be injected.  I pleaded that sounds from the nearby nurse’s station were not helpful.  I was fearful of their threats and I covered my head with the bedspread to block out the light and I was asleep when the bedspread was pulled away and I was accused of breathing.  The nurse had he said” listened to the sound of my breathing for some time and had determined in this way that I was in fact awake.”   I was told that if I would not take the pills to turn over and lower my pyjamas.  I turned over and complied.  As the nurse was about to insert the needle a second person grabbed me roughly and pinned me to the bed while I was being injected.  When I asked what the point of the thuggery was, since I wasn’t offering any resistance, the response was, that it was to ensure I didn’t change my mind.  I soon became very weak and passed out.
 
I recall being woken and an attempt being made to feed me.  There was concern that I should starve to death as I was out for a long time.  I was too weak to move my jaws to chew the food and was very fearful I would choke, as the swallowing reflex might fail and I wouldn’t be strong enough to cough to clear my throat.  The attempt to feed me in this way was abandoned and I returned to sleep.  When I finally awoke a psychiatrist appeared and I was told I had been “out” for a few days.  The psychiatrist said I was to be given ECT, as I am hypersensitive to chemicals(drugs).  So before I had any further opportunity to recover having being “out” I received my first of a number of treatments of ECT.  My parents were later contacted by  X who were seeking retrospective authorisation for what had been done.  Authorisation was denied and it was pointed out to the hospital that no attempt at contact had been made at the appropriate time.
 
In speaking at the Mind Freedom Ireland meeting I outlined my attempts to obtain my medical records. This entitlement is enshrined in the freedom of information act.  I am exercising this important legal right.  The injection which I was given (not prescribed) almost caused my death.  The few days I was “out” extended from January to the end of May or early June.  I have information that I was not expected to live.
 


  Member of MindFreedom Ireland , June 2017





  
Personal Statement No 5

I recall the Psychiatrist was very kind and compassionate.  My husband had been made unemployed and she was reluctant to charge me as she knew we were under pressure financially.  So she arranged for me to go up to the ward to see her.  However, she didn’t know that it broke my heart to return to the ward, that I frequently encountered individuals that had been patients alongside me, that had ‘relapsed’ and were back in the hospital.  I put a smile on my face and said the right things.

I had been prescribed a small dose of haloperidol.  I had had a reaction to the tablet form, when acute akathisia set in.  I couldn’t sit still, not even for a minute on a tiny dose of it, I was told a starter dose.  I had never heard of akathisia before, other patients told me they knew people who had taken their own lives because of it, tormented.    They psychiatrist taken aback at the reaction on such a small dose, said not to worry going on the depot injection would sort that.  She also had another drug that would she said counter the side effects.   It wasn’t informed consent by any means.  I didn’t want to take it, I knew though I really I had no choice, that essentially I had to play the game, just as Paddy McGowan did on the video clip ‘                                  ‘.

I was ‘voluntary’ in theory but whilst I didn’t lie, I just appeared ‘compliant’ and moved step by step towards the door.  The carrot and stick approach which I now know is standard in majority of units, of access to your clothes, trips to the coffee shop, walks in the grounds, hours out, access to your children.  I knew the story.   It was agreed I would return to the ward for these depot injections once a month.  I hated it with a vengeance.  Dropping my underwear and trousers to be injected for my ‘mental illness’.   The indignity of it still pains me.   It was really an assault on my bodily integrity, my personality, my mind, the very essence of what made me a human being.    



 I thought how will I do this ongoing in to the future?  Eventually, an incident prompted me to take a different course.  After the depot injection was administered on particular month, I realised when I went to the bathroom off the main reception, that the skin had obviously torn and that the white jeans I was wearing, were destroyed with blood.  I had not realised walking from the ward quite a journey to reception, either no one saw or nobody commented.   I remember thinking, I just cannot do this anymore.  Whatever dignity I had before encountering psychiatry had dissipated bit by bit.  I went home and thought how do I get away from this regime?  Slowly it was killing me emotionally.   I kept going to appointments and I kept taking the prescription for the depot injections.  However, before the next injection was due I decided to phone the ward and say I had made an arrangement with the doctor that the GP would administer same.  It would save the commute and I would be happier to do that.  Thankfully there was no follow up with the consultant.   As it was a depot injection though, I had no choice but stop abruptly, I could not taper, I could not even have that conversation as it would have sounded alarm bells, no doubt my husband would have been contacted.   The sense of freedom was coupled though with intense dread, what if they found out?  I have no doubt that had I not taken the action I did, I would still be having the inhuman degrading experience of dropping my clothes and being injected without consent and without the freedom to have honest conversations and therapeutic support.

Whilst I received compassion, kindness and empathy by the Psychiatrist, my human rights were not respected. I could not have that conversation; no do I ever expect to be able to have that conversation with her.
Anonymous 
Dated June 2017





Personal Statement No 6

EXPERIENCE OF DENIAL OF LEGAL CAPACITY -  WHEN ‘VOLUNTARY’ IS JUST A WORD 


In 2011 I presented voluntarily via a & e to my local hospital in Dublin.  I was distressed and the GP on the request of my husband came on a home visit.  I was asked to go to the Hospital and obtain ‘support’.  If I am honest I didn’t want to go, I knew the regime of forced detention, regrading at the flick of a switch, thrust upon those who present those voluntary regraded to ‘involuntary’ if they do not conform, accept their label and medication.   I knew the endless hours sitting trying to put in time, listening to other patient’s stories acutely distressed with no meaningful therapeutic talk therapies available to them.   Colouring in pictures of cartoon characters, as a child of five or six might.  Little or no exercise, the indignity of queuing like sheep at the given times to take your medication.  Medication which if informed consent was required by law and without the unspoken threat of being pinned down for depot injections, I would not have chosen to take.  Wondering would my belongings still be there every time I left the room, having briefly being absent one day a small radio was gone on return.  The worry too on a mixed ward, could I be sexually assaulted?  Many women experience sexual harassment as inpatients, we have no data no research to tells us how many in Ireland, or indeed how many are sexually assaulted or raped.   On a previous occasion I had been denied my clothes, fresh air, trips to the coffee shop, newsagents/sweet shop, go to the oratory.  I was even denied the opportunity to go to Occupational Therapy, until I was sufficiently deemed ‘compliant’.  
I was ‘voluntary’, I was also essentially being held as an ‘inmate’. My experience of nursing staff in the unit generally was very positive albeit none bar one had the courage to stand up and articulate their concerns regarding coercive practices (at least to my knowledge).  I was on the receiving end of acts of kindness from individual nurses that made the experience bearable.   My impression was in the main the opinion of nurses however senior was neither sought nor respected either by the Clinical Director or the Consultant Psychiatrist.  More recently I have heard of people in my community who have had very negative experiences in the same unit, traumatised by witnessing other individuals being pinned down for depot injections.   Like most ‘voluntary’ wards the ward was locked, you had to pass a security man and the door had to be opened and closed.    I recall a senior nurse saying to me ‘one day you will write about your experience’, I never thought that would entail writing submissions to United Nations Committees attempting to put human rights abuse here on an international stage.  

Shortly after I arrived the Consultant Psychiatrist called a case meeting.  I was taken aback when I entered the room to find a room full of people, my husband sitting around a large conference table with numerous other staff, most of whom I had never met before.    The meeting commenced, I was already unnerved before it began, fearful knowing the role/use of coercion in that unit.  I felt though that I should surely be ‘safe’ enough, after all I had presented voluntarily and said I would agree to take ‘all prescribed medication’.  However, my crime was apparently that I was not likely to buy  into the diagnosis, in other words I was not ‘voluntary’ enough.  The consultant psychiatrist, top of her profession, addressed me and paraphrasing said ‘so can you tell me why you came to the hospital? What do you think we can do for you?’  I had a distinct uneasy feeling.  I looked at my husband puzzled.  I answered truthfully, that the GP had suggested I come, that I had been distressed (although that had completely abated shortly after I had been admitted, my main fear and acute distress came from the FEAR of being put into this unit and medicated, against my expressed wishes.   With the next couple of questions, it became very clear by the tone and line of questioning, where this was going.  ‘So what do you think we can do for you?  I said I didn’t think she could do ‘anything’ per se, but I was there on the ‘recommendation of my gp’ and I was prepared to’ take any prescribed medication’.  Clearly, I did not give the right answers.  The penny about psychiatric coercion dropped rather slowly for me even after a horrendous experience in 2008.   The conversation continued, from memory true to form the Consultant was the only person who spoke.  ‘So why then have you come, if we can do nothing for you?’  and so it continued going around in circles.    I looked at the consultant and said ‘are you saying I can go home, are you saying I am free to go?’  I stood up with my hands on the table and repeated tentatively and rather puzzled ‘am I free to go then’?  With that the Consultant gathered her files and papers & threw her hand in the air ‘too late there is another process in train here’!  I was left speechless and she was gone in a whirlwind out of the room.  The whole spectacle lasted approximately five to ten minutes’ maximum.    The lack of accountability and ripple effects appear to last a lifetime.

I felt a total sense of dread come over me. I was panicked, my heart began racing.  I sat down in shock.  All the rest of the team said nothing got up and left, not one said anything.  I remember thinking so much for multi-disciplinary teams, whilst some looked uneasy not one had the courage to challenge what was going on.  I was left sitting looking at my husband.  I had a sense of betrayal, that he could sit there, knowing I went to the hospital and agreed to take any psychiatric medication they prescribed on a voluntary basis.   His was taken aback, but the total deference he had to the medical profession, that psychiatrist, plus a polite quiet disposition meant he was never going to challenge what they did or said.  He has said he didn’t get the implications of what she did.   As a society, we have been conditioned to accept medical authority without question, especially psychiatric opinions.  The reality is there is no medical tests for these diagnosis, they are based on subjective interpretation of emotional distress.  I recall I reproached my husband saying ‘why did you say nothing’?  ‘You knew I came here voluntary, that I said I would take any prescribed medication, even though I knew it would do nothing, ever, yet you said nothing.’     I know if our roles were reversed and if he had presented voluntarily to a psychiatric unit, I would have demanded answers, left no stone unturned.  The reality is most individuals do not have that kind of advocate in their family/circle of friends to fight their case when crisis hits.  Even if they do however have such a person, Psychiatry have the power under legislation to do essentially what they want with any individual, backed with the knowledge that the courts in most cases defer to psychiatry with paternalistic judgements.

One nurse knew by my reaction that I was sorely tempted to walk from the facility.  That nurse came over discretely and when the psychiatrists back was turned near the nurses station and was engaged talking to someone else said ‘don’t walk, she wants you to walk’.   It would appear many psychiatrists quite like involuntary status, essentially, they can launch mission ‘save’ and administer any ‘treatment’ they want.  I took the advice of that nurse whom I respected.  I remember subsequently ringing my sister panicked.  That incident brought home the reality for her that human rights are not guaranteed to be respected in psychiatric services.  It was a turning point for me beginning the process of me reclaiming my autonomy and agency and my family beginning to question the whole validity of psychiatric diagnosis and treatment.  My family was well aware I had presented in a voluntary capacity.  My sister with caring responsibilities could not present to the unit and advocate but she advised me over the phone to check my health insurance and get out a transfer out of that unit immediately.    Her exact words were ‘is voluntary not enough for them?  What more do they want from you? ‘I asked for a referral to a private unit, specifying there was one hospital St Patricks University Hospital, a private facility that I never wanted to go to.  I knew they were/are especially fond of electroshock (ECT) there.  By chance I thought to ring ahead just to confirm the referral was received and everything was in order.  Unknown to myself the Consultant faxed a referral through, stating I was ‘too bad a case’ or words to that effect, it was read to me over the phone.  I wasn’t afforded the dignity of even being told where I was being dispatched to.   I then had to phone another private facility and ask had they a bed.  I then presented yet again to the nurse’s station and asked for a referral to be made to the facility that now said they would accept me.  Had I not thought to double check the arrangements I was being dispatched there and then in a taxi to a facility I had expressly said I did not want to go to.  Somehow many Psychiatrists seem to have an ability to ‘park’ human rights issues, you are not seen as a human being, a rights holder, rather a patient who should be grateful for being on the receiving end of coercion to ‘save’ you.  
The Psychiatrist then called in the 2nd in command in Dundrum Mental Hospital, whom she had previously worked with, who refused to sign the order, paraphrasing ‘I can’t be sure you have what they say you have, so I am not prepared to sign the order.  I would like you to stay in a ‘voluntary’ capacity though and see ‘what they have to offer’.  I remember he pointed out that I was wearing my nightclothes, that that hardly indicated I was being held as a ‘voluntary’ patient.  I replied he was correct but that given what had happened access to my clothes was not high on my list of priorities.  I was fighting for my liberty.  Eventually when I transferred to the other private facility and the penny dropped that Psychiatry were never going to ‘get’ what led to my distress.  I presented at the desk and said ‘I am ready to go home now.  I got it all wrong.  I never got Garda (police) harassment’.   In my presence, the Treating Psychiatrist rang my husband, although I was ‘voluntary’, ‘I have to release your wife, the Mental Health Act does not apply in this case’.     

My understanding is the Psychiatrist who was prepared to section me even though I presented voluntarily and stated I would take any prescribed medication, still thinks she acted in my ‘best interests.  The State seems to think that under the capacity legislation, a presumption of capacity will suddenly ‘fix’ this type of thinking which leads to human rights abuse and will address a totally paternalistic ‘best interests’ culture?  

Thankfully my husband and immediate family members/close friends have a different understanding.  A family member wrote to the GP to confirm that the distress I had experienced was valid and the direct result of harassment.   It was suggested strongly that I should contact the Garda Ombudsman.  A senior Irish psychiatrist has acknowledged privately that organised protocols of abuse to achieve psychiatric diagnosis have existed for decades here but we ‘just don’t talk about it’.   The reality is that there is no shortage of professionals to label individuals with ‘mental illness’ but a dearth of those to step up and attempt to ‘undo’ psychiatry’s trail of damage.   The General Practioner did write to the Consultant Psychiatrist, who politely pointed out that the ‘circumstances of her admittance’ … ‘are a symptom of her mental illness’.  The GP was advised to make a referral and I could submit as a patient if I wanted to discuss anything.  I politely declined.  I choose instead a route of advocacy, to speak out so that others may be spared the cruel, inhuman and degrading treatment I received, correction we all received as a family.  Our family unit amazingly stayed intact, and functions but it will never be quite the same, ever.  Regardless of the Consultants intentions, her actions had effects, the ripples of which still permeate my life today, our lives as a family today.

The truth is as a couple we still live with the reality of mission ‘save’ with the reality of denial of Legal Capacity and total disrespect for the standards in UN CRPD.    The intrusion of Irish Psychiatry in our relationship, on our family life has been profound, we had twenty plus very happy years together before psychiatry and state abuse cut across the balance in our relationship.  The power of a profession that can take your liberty based on their subjective interpretation of your distress, some bizarre risk assessment regardless if you had never expressed a wish to harm yourself or any human being, the indignity of your voice counting for nothing.  When you are rendered voiceless the very essence of your humanity is disregarded and discarded on the scrap heap, regardless of intent or alleged ‘medical necessity’.   As Dorothea Buck, who celebrated her 100th Birthday recently and survived both Psychiatry and Nazi Germany, stated in her address to the American Psychiatric Association ‘if only they had the humility to doubt their own self-worth?’ 

How many suicides and tattered lives are needed for Legal Capacity to be respected in law?’  How many suicides and shattered lives are needed for Advance Directives to be applied on an equal basis for all citizens?’   if only, if only, if only…….  Perhaps when impunity for abuse ends, and we being to see individual psychiatrists prosecuted for human rights abuse, not only cruel, degrading and inhumane treatment but torture in many cases.   Compared to some my experience is in the ‘Rolls Royce’ category.   Threats and the reality of Child Protection Services landing to your door if you are deemed non-compliant.  Perhaps if I had a history of child abuse, or domestic violence or had been forced to give a child for adoption I too would have resisted?  I likely would have mustered every ounce of strength to fight the sense of injustice of having my autonomy, bodily integrity and cognitive liberty invaded.  I would have likely then faced the further indignity of seclusion and/or face down restraint.  I cannot imagine how individuals ever put such abuse behind them. I didn’t resist, I opened my mouth and swallowed the pills, but bit by bit my human dignity dissolved with each one.   Having to ‘recover’ from services doesn’t feature in the ‘Recovery’ narrative being pushed by mental health services in 2017, yet that is the reality for many survivors. Whilst undoubtedly many people feel they are helped by services (regardless if only given the option of medication), I ponder how many of the individuals too fearful to share their stories even anonymously for fear of reprisals, survive admission after admission, every time they become acutely distressed.  Is it that hard to see why coercion in psychiatric services, not just lack of appropriate services is driving some adults and children to suicide?  
Peer support from individuals with lived experience of coercion including, Mary Maddock, Paddy McGowan (former head of service user/carer involvement in HSE), Dr. Liz Brosnan and REE members enabled me to move on, and I also learnt a lot from Bernie Bushe (who advocates from family/carer perspective and is a founding member of the Hearing Voices Network of Ireland and Tallaght Trialogue) and began a process of educating myself around human rights issues and abuses in mental health services.   For almost the last four years, working alongside other survivor voices, I have attempted to get human rights in the mental health system and the survivor perspective firmly on the radar in Ireland.   I am privileged albeit saddened to have had so many personal testimonies shared with me.  Some taken in handcuffs from their homes, when no adequate support is provided for them or their families, beyond medicating distress when the distress escalates to tipping point.  There are humane alternatives to coercion, that respect the will and preferences, dignity, autonomy, bodily integrity, cognitive liberty and personality of individual’s.  It is time the impunity for abuse in the psychiatric system was once again put firmly under the spotlight as the Journalist Mary Rafferty bravely did.  Amnesty Ireland have a wealth of knowledge, yet they cannot advocate publicly since their ten-year campaign around mental health officially long since finished.  My hope is the United Nations Committee against Torture will ask some pertinent questions and demand answers from the Irish State Party.  Psychiatry may still abuse, currently facilitated by the law and paternalistic interpretation of the law, however it is the State though who will ultimately be held responsible for the abuse.  Rather than dilute the standards in the CRPD we need to respect and give voice to the justifiable anger felt by many individuals and their loved ones, to prioritise, fund resource approaches that respect human rights, equality, dignity, autonomy, bodily integrity, cognitive liberty.  Not one of the legislative changes over the last years will guarantee human rights will be respected.  The Psychiatry Lobby and the total deference to the profession has had profound implications for human rights and denial of Legal Capacity.   Nor will the recommendations of the review of the Mental Health Act be guaranteed to uphold human rights.  Why?  Simply because the voice of lived experience regarding coercion in psychiatric services continues to be ignored, disrespected and silenced in the development of policy, provision of services and especially in the process of law reform itself.  A Profession in denial, a State in denial, a Society in denial.
The reality is any Irish Citizen presenting in a voluntary capacity, or a parent presenting their child/young person for support can be subjected to forced Diagnosis, Detention, Drugging, ECT, Seclusion, Restraint, denial access to fresh air/exercise/privacy/family/right to community.  Survivors like Tina Minkowitz, Centre for the Human Rights of the Users and Survivors of Psychiatry have paved the way for many of us to seek to use the international human rights framework to advocate and put an end to Irish Psychiatry continuing to essentially abuse many individuals and survivors with impunity.   I thank the United Nations Committee for the Prevention of Torture and other Cruel, Inhuman and Degrading Treatment or Punishment for the opportunity to submit personal testimony under the review of Irelands adherence to the Convention. 
Signed;   Fiona Walsh, Psychiatric Survivor & Human Rights Defender          Dated:   13th June 2017] 

“It was the only thing that had changed in Jake’s life — and I knew there and then”


Della Kilroy the RTE Journalist also referenced in her report that GP’s as a profession have stated they would be less likely to prescribe medication if other therapies are available.

2. Shane Clancy (RIP)
The mum of Shane Clancy (RIP) Leonie Fennell after researching the effects of psychotropic medication over many years, advocates relentlessly to highlight the serious side effects of psychotropic medication. In August 2009 Shane stabbed Sebastain Crean a young man to death, along with his Sebastain’s girlfriend and brother.  He then took his own life.  

Quoting from an article by Dave Kenny in an [footnoteRef:86]article in an article ‘The Real Shane was not a Killer’ the Irish Independent newspaper:  [86:  http://www.independent.ie/irish-news/the-real-shane-was-not-a-killer-26860449.html
] 

‘The inquest into Shane’s death returned an open verdict’.  Shanes mother believes the side effects of the drug caused the sudden change in his personality, likening it to torture.  
‘The jury rejected an option of death by suicide but found that he died from self-inflicted injuries.  It wasn’t satisfied that he had intended to take his own life.  Shane had toxic levels of the SSRI (Selective Serotonin Reuptake Inhibitors) anti-depressant, citalopram, in his system’.  
Declan Gilsenan is the State pathologist who carried out Shane’s post-mortem expressed his concerns about the link between antidepressants and suicide at Shane Clancys inquest.  Shane Clancys mum states ‘He took them as prescribed but after the first few days began to get agitated on citalopram’  
Leonie Fennell took Prof. David [footnoteRef:87]Healy and David Gilsenan to speak with the then Minister for Mental Health Kathleen Lynch to warn her about the dangers of [footnoteRef:88]SSRI’s.  Leonie Fennell quoting from the article: [87:  https://davidhealy.org/
]  [88:  https://rxisk.org/lessons-from-ssristories-5-of-5-what-does-research-tell-us-about-the-connection-between-ssris-and-violence/
] 


“Since that meeting, the Government is accountable the next time there's a shooting or some young person goes and does something suicidal or violent while on these drugs. It's been brought up in the Dail, the Seanad and in Leinster House. Nobody can say they weren't warned," she says.
Increasingly published research around the side effects of psychotropic medication causing homicidal, suicidal thoughts, aggression and violence cannot be ignored.  Leonie Fennell’s having acquired a law degree and now studying for a masters in medical ethics at RCSI to advocate and posts regularly on her [footnoteRef:89]blog ‘All things Iatrogenic’.  Jennifer Hough cites research in an article in the Irish Examiner [89:  https://leoniesblog.org
] 

[footnoteRef:90] ‘Forensic testing of blood can now determine if anti-depressants were the cause of violent behaviour, including murder or suicide, new research has found’.
 [90:  http://www.irishexaminer.com/ireland/pysch-drug-link-to-violent-episodes-analysed-400571.html
] 


APPENDIX 3 -   MENTAL HEALTH - CASE LAW 

1. Case of Pregnant Teenager sectioned under the Mental Health Act

The Child Care Law Report Project published information recently regarding a number of cases, one being of a pregnant girl deemed at risk of suicide who wanted an abortion.  The girl was sectioned under the Mental Health Act 2001.  Her treating Psychiatrist is reported as saying that terminating the pregnancy ‘was not the solution’.   
In an [footnoteRef:91]article in the Irish Times by Kitty Holland dated June 12th 2017: [91: 

 https://www.irishtimes.com/news/social-affairs/girl-sectioned-after-psychiatrist-ruled-out-abortion-1.3116111
] 

“The case is one of 22 reported by the [footnoteRef:92]Child Care Law Report Project, published this morning.  In the case, which was before the courts last year, an order was made to detain the girl on the evidence of a psychiatrist who said that while the child was at risk of self-harm and suicide as a result of the pregnancy, “this could be managed by treatment and that termination of pregnancy was not the solution for all the child’s problems at this stage”. [92:  https://www.childlawproject.ie/

Protection of Life during Pregnancy] 


A few days later, however, a second psychiatrist said although the “young girl” presented as being depressed “there was no evidence of a psychological disorder”
“As the young girl did not have a mental illness she could not be detained under the [footnoteRef:93]Mental Health Act. The consultant psychiatrist also reported that the young girl had very strong views as to why she wanted a termination of her pregnancy.” [93:  http://www.irishstatutebook.ie/eli/2001/act/25/enacted/en/html
Mental Health Act 2001] 


The court also heard from the girls treating adolescent psychiatrist who had seen her the day before the detention application.  “He was of the opinion that while the young girl remained agitated and angry, she did not suffer from an acute mental health disorder that warranted her detention under the Mental Health Act 2001. The consultant adolescent psychiatrist said that there was an initial concern of self-harm and that she was very distressed to find out about the pregnancy.”
He said her mental health was difficult to ascertain on admission because both she and her mother had thought they were being transferred to Dublin for an abortion and she was very agitated when she found that she was being admitted to a mental health unit.

Whilst this case is extremely disturbing it also shows the subjective interpretation of emotional distress by Irish Psychiatry, using Mental Health legislation to exert control over the autonomy and will and preferences of an individual, in the case the teenager.  Many survivors of psychiatric abuse however feel this case would have got zero coverage except the fact that the girl was pregnant and sought and a termination of the pregnancy.  Kitty Holland continues “An abortion would have been performed under the terms of the [footnoteRef:94]Protection of Life During Pregnancy Act, if she had been deemed to be eligible under its terms”.  However, it seems the Act was not invoked, despite her having been deemed suicidal as a result of the pregnancy by the first psychiatrist. [94:  http://www.irishstatutebook.ie/eli/2013/act/35/enacted/en/pdf

] 


At issue before the court in this case, according to the report, was whether the girl could be detained under the Mental Health Act. Though he was not obliged to, the District Court judge in the first hearing appointed a guardian ad litem (GAL), under the Child Care Act. The judge could have decided it was correct that she be detained in an mental health unit. The appointment of the GAL, however, ensured her voice was heard, that a second psychiatrist saw her and she was assessed as not suffering from a mental disorder.  The Judge in the District Court then discharged the order detaining the girl on the grounds that she was no longer suffering from a ‘mental disorder’ in accordance with Section 3 of the Mental Health Act.  It would appear the child was detained in the unit for several days before this.
Mairead Engright writing on humanrights.ie in a blog post entitled IRELAND’S FAILING ABORTION LAW: STATUTORY INTERPRETATION, HUMAN RIGHTS AND THE DETENTION OF PREGNANT CHILDREN, DISCUSSES THE LEGAL ARGUMENTS:
 At the time of making the detention order, the District Court judge appointed guardian ad litem to represent the best interests of the child. The guardian employed another consultant psychiatrist to assess the detained girl. This second psychiatrist found that the girl was not (or was no longer) suicidal. By this point, the treating psychiatrist in the institution where the girl was detained also agreed that the initial risk of self-harm had abated. The guardian ad litem therefore applied for discharge of the detention order on the grounds that the girl was no longer suffering from a ‘mental disorder’ within the meaning of the 2001 Act, and so there were no grounds for her detention.
What this case did not do was stimulate wider debate around deprivation of liberty for children and adults in Ireland, the subjective interpretation of acute distress by members of Irish Psychiatry, leading to pathologizing and medicalising the human condition and which can result in subjecting Irish Citizens to detention and treatment which can be classified as torture or at the very least cruel, inhumane and degrading.


2. F.W. -v- Dept. of Psychiatry James Memorial Connolly Hospital, [2008] IEHC 283 (2008)

With respect to the metal health law case F.W. -v- Dept. of Psychiatry James Memorial Connolly Hospital, [2008] IEHC 283 (2008) although the patient was present, able, competent and willing to give evidence in the High Court, the legal team automatically assumed the patient would not give evidence (normal in such cases although not prohibited in law and not communicated by anyone to the patient) and there was no attempt by the Judge to hear direct testimony.  No stenographer was in court, so there is no official transcript of the case.  Although there is provision in law for independent medical assessment under section 12 (2) of the Mental Health Act, the Judge stated it was ok for the Garda (police) doctor to perform ‘a charade’, that it was in fact in the patients ‘best interests’.  Had the patient been permitted to give evidence it could have been confirmed for the court that the Clinical Director had in fact declined to offer the patient the opportunity to stay as a ‘voluntary’ patient, rather told the person to ‘go, get out, get out now’ ‘you are free to go’.  In fact the Clinical Director as established in court had phoned the police station ahead and prearranged to have the Gardai in situ in advance of entering the patients room.  Neither the Clinical Director nor any member of staff alerted the patient that the Gardai were lined up waiting directly outside.  The legal advice obtained by the patient over the phone was to ‘exercise your right to liberty’, despite not being given personal belongings/bag and the manner/tone of the Clinical Director conveying aggression, all of which was conveyed to the solicitor.  The fact that the patient had neither expressed a wish to harm self or anyone else and was not taken into account.  The involuntary procedure was simply used to rectify deficiencies in completed paperwork, transporting the patient to the local police station and totally disregarding the emotional effects on the patient.  Given that the patient had complained of Garda Harassment prior to admission to Hospital, the actions of the Clinical Director could hardly be ever considered therapeutic.  Sworn Affidavit (hard copy) attached for this case for UN CAT review.  


3. A Minor -v -Psychiatry St Loman’s Hospital Mullingar (authors case ref)

Brought as an ex parte procedure, without informing the mother of the court date.  Shockingly neither the loving caring Mother nor child was independently represented in the original court hearing and the mother was propelled into a High Court action to try to stop her child being forcibly given psychotropic medication against both the mothers wishes and the childs.  The consequences of such cases can be truly devastating, appalling when there are humane alternatives to support acute distress.
