[bookmark: _Hlk204386920][bookmark: _Hlk203825016]Submission from ‘Recovery’ Experts by Experience (REE) –  July 2025
for consideration for the formal List of Issues to the 
21st Pre Sessional Working Group 
in respect of the UN CRPD Committee’s review of Ireland


Introduction:

‘Recovery’ Experts by Experience REE)  (is a group of  users and /or receivers /survivors of Psychiatry who are advocating for CRPD compliance with respect to psychosocial disability.[footnoteRef:1] Besides domestic advocacy, we are using the International Human Rights Framework; international law and especially the UNCRPD to highlight issues and place them on the international stage in an effort to hold the Irish State accountable and to reimagine what CRPD compliance might encompass and realise for psychosocial distress/disability. [1:  UN Special Rapporteur launches report on Convention… | IHREC - English The UN Special Rapporteur on the Rights of Persons with Disabilities, Catalina Devandas Aguilar, Monday 9th May  launched a new report on the 9th May Article 33: Establishing a Monitoring Framework for the UN Convention on the Rights of Persons with Disabilities. The report is available to download Establishing a Monitoring Framework in Ireland for the United Nations Convention on the Rights of Persons with Disabilities Recovery Experts by Experience (REE) referenced page 67 Recovery Experts by Experience “Recovery Experts by Experience is a small group made up of people in Ireland who have personal experience with the mental health system. Members of the group come from all over Ireland. Amnesty International established an Experts by Experience Advisory Group in 2008 as a part of its now concluded mental health campaign in Ireland, and members of this group have now gone on to form their own organisation. Amnesty described Recovery Experts by Experience as at the ‘forefront of the mental health movement in Ireland.’ Members of Recovery Experts by Experience were actively involved in a coalition of over 15 NGOs across disability, mental health and ageing which campaigned for a human-rights compliant Assisted Decision-Making (Capacity) Act 2015”.
 ] 




1. General Principles Article 1 -4

1.1 Is Article 4 (3) being upheld by the State Party?
The full, active and meaningful participation of PWD/disabled people/users/receivers and survivors of psychiatry is still not taking place in accordance with the mandate of the Convention, this constitutes a breach of Article 4 (3).
Examples of breach Article 4(3):  Mental Health Bill 2024[footnoteRef:2];  Assisted Decision Making (Capacity) Act 2015 [2:  Mental Health Bill 2024 – No. 66 of 2024 – Houses of the Oireachtas] 

Drafting, progression, implementation and review of the Assisted Decision Making (Capacity) Act 2015; Drafting and progression of the Mental Health Bill 2024

1.2 Declarations/Reservations placed on ratification by the State 
Interpretative Reservations/Declarations were placed by the State Party on the ratification the CRPD in respect of Articles 12, 14 and 19; with a simultaneous reservation and declaration placed in respect of Articles 12 [substitute decision making, with implications for lack of respect for the principle of informed consent for medical treatment] & 14 [involuntary detention]. This is also a breach of Article 5 CRPD [Equality and non-Discrimination; it also ignores the Committees interpretive guidance provided for in General Comment No. 1[footnoteRef:3] and Guidelines on Article 14[footnoteRef:4] along with key reports/advocacy of UN Special Mandate Holder Reports/OHCHR) and multiple concluding observations for other State compliance reviews]. Essentially, we understand this sends out a message that the ratification of the CRPD by the State is merely a cosmetic exercise.  The State will choose which rights or which aspects of rights it will respect, allowing the same power balances to operate and the dominance of the biomedical model which has been/is so harmful to many of us.  [3: General Comment No 1  https://www.ohchr.org/en/documents/general-comments-and-recommendations/general-comment-no-1-article-12-equal-recognition-1]  [4: www.ohchr.org Committee on the Rights of Persons with Disabilities | OHCHR Guidelines on Article 14
The Guidelines on the right to liberty and security of persons with disabilities are contained in the Annex to A/72/55, the Committee's Bi-Annual Report 2016.

] 


1.3	Failure to incorporate the CRPD in the domestic law 
The CRPD was ratified by the Irish State in March 2018 and finally acceded to the Optional Protocol on 8th October 2024. To date the State has failed to incorporate the Convention in the domestic law.   The incorporation of the Convention in the domestic law would assist  disabled people/PWD’s/users/receivers and survivors of Psychiatry to raise issues of Ireland’s compliance, attempt to hold the State to account with respect to the domestic courts.   It would also strengthen the access to Justice and assist upholding Article 13 CRPD.

1.4  CRPD Committee Review of the EU’s compliance with the Convention
We note the CRPD Committee Concluding Observations on the review of compliance by the EU[footnoteRef:5] and the joint commentary by ENIL and Validity to same, referencing the ‘highlighted concerns and formulated recommendations’ in relation to the effective implementation of the Convention (CRPD) in the European Union (EU).[footnoteRef:6] The EU ratified the Convention in January 2011 and as an entity was since reviewed for the second time in March 2025. [5: CRPD Committee concluding observations on the review of the EU’s compliance with the Convention – access via www.enil.eu  ENIL & Validity React to CRPD Committee's Conclusions on the EU - ENIL]  [6:  www.enil.eu  ENIL & Validity React to CRPD Committee's Conclusions on the EU - ENIL] 


1.5	Suggested Questions:
i) Given the States existing structure for engagement with disabled people is clearly deficient; what steps/commitments (with specific timeframe) will the Irish State Party commit to in respect of the full, active and meaningful engagement with disabled people/PWD’s including users/receivers and survivors of Psychiatry now and in the future? [including in consulting/drafting/formulation/implementation and monitoring of disability strategies, policies, services, drafting/amending, bringing forward and implementation of legislation
ii) What mechanism will be used to monitor the full, active and meaningful participation of disabled people/PWD’s/users/receivers and survivors of psychiatry? [a mechanism needs to be developed upholding 4 (3)]
iii) Regarding the Mental Health Bill 2024 which contains a regression of rights and breaches of the CRPD and other relevant/proposed legislation including review of Equality Legislation, discussions/proposals for Adult Safeguarding, what immediate steps will the State Party take up hold Article 4 (3) CRPD?
iv) When will the State Party commit (with specific timeframe) to removing the declarations/reservations placed on key articles of the CRPD [12, 14, 19] on ratification of the Convention?
v) When will the State Party take the necessary steps (specific timeframe) to include the CRPD in the domestic legislation of the State?
vi) Given we represent a marginalised group frequently exposed to multiple and intersectional forms of discrimination and human rights abuses; when will the IHREC be adequately resourced and funded to specifically assist the advocacy of users/receivers and survivors of Psychiatry including the resourcing and funding of legal services/advice/counsel opinions to support the advocacy of survivor groups?

2. Article 5 Equality & Non-Discrimination
2.1	Public Sector Budgetary Process:  
2.1.1 Lack of awareness/action in respect of the governments budgetary process including drawing up/agreeing budgets for public expenditure and alignment/compliance of same with the mandate placed on the State with the ratification of the CRPD. Lack of co-ordinated action across government departments in respect of implementing and embedding the CRPD and associated standards, CRPD compliant budgeting. [footnoteRef:7] Segregated data and specific reporting requirements around compliance with the Convention needs to be embedded urgently across all Ministries/Departments.  [7: www.inclusive-policy.org Document on CRPD compliant budgeting Inclusive-CRPD-budgeting-Brief_1006_-web.pdf] 

2.2.2 Extracts from an Inclusive Policy Budgeting document:
“Public resources, domestic and international, do not finance programs and services that are in contradiction with the CRPD standards:
Any non-compliant programs are reformed in line with the CRPD or their resources are reallocated towards CRPD compliant policies, services, and programs.  This may be realized progressively but a deadline should be set.  This applies to all services that are fully or partially funded and/or regulated by public authorities, including those delivered by private entities”. ……
“Budgeting processes and reports are transparent, with agreed upon indicators for monitoring the progress of CRPD compliant budgeting, including not only budgetary allocation but actual expenditures as well”.


2.2	Public Sector Recruitment:
2.2.1 Lack of awareness/respect/action regarding the mandate the CRPD places on the State in respect of the advertisement of positions, selection/recruitment process and awarding of jobs.  It appears to us that one of the reasons the medical model continues to be embedded, resourced and funded pivots back to public sector recruitment policies.  We need to see individuals including disabled people with the vision and skill set to move the state towards a social/human rights model of disability. 
2.2.2 	Senior Management Positions
Senior management positions/board member positions  in respect of various key organisations /statutory bodies/government departments etc are frequently still held by individuals either allegedly embedded in the medical model of disability or have played a role /been employed previously in positions where power imbalances and human rights violations were endemic/conducted research in medical approaches to disability [including embedding ‘mental health’ across the public and private sector]  policy and service provision].   This might help explain why the human rights issues especially for those who identify as survivors have gained so little traction, even when some users/receivers/survivors of Psychiatry and allies have advocated for decades. 

2.3	Legislation
2.3.1 The provisions in Article 5 in respect of equality and non-discrimination are not being upheld by the State in the legislative reform process, rather further inequality and discrimination are being further embedded and perpetuated. [e.g. Assisted Decision Making Act 2015, Discrimination embedded in respect of Advance Healthcare Directives not being legally binding for *all*].  There appears to be no recognition from the State that these are cross cutting principles and rights that are not subject to progressive realisation, they are immediately applicable, regardless of declarations/reservations placed on ratification. 
2.3.2 Inability or difficulty in accessing other legislative provisions on an equal basis with others due to discrimination emanating from psychiatric diagnosis and inability frequently to obtain discriminatory free psychological assessments; assessments and psychiatric assessments are typically demanded by lawyers to take cases;  e.g. Equality legislation, Non-Fatal Offences against the Person Act etc.

2.3 	Academia:
2.3.1 We urgently require independent funding streams and resources for universities/colleges so that disabled people, we as survivors, including those of us with academic qualifications can have some say on what is researched, how it is researched, who researches it, so that our voices and concerns around CRPD compliance are heard and magnified loud and clear.  This would help build a greater academic research base and a pool of disabled researchers and allies in respect of psychosocial disability to support the mandated move away from the medical model.  It would also facilitate disabled researchers to both work alongside and lead research and compete on an equal basis with others, without being tied to the time and financial pressures of the business model that universities now increasingly operate under.  Mentoring programmes are required for disabled researchers to achieve their maximum potential and contributions to CRPD compliant research.  This approach takes resourcing (both personnel and funding), patience and a vision/humility to accept that disabled people can be empowered and add value to the academic research sphere with the right supports and accommodations to contribute on an equal basis.
2.4	Services 
State funding is still going to providing services directly or indirectly embedded in the medical model or those who signpost individuals to medical model type provision.  We need to see funding for genuine alternatives to the medical model[footnoteRef:8] that would move the State towards compliance with the Convention:  Soteria[footnoteRef:9][footnoteRef:10][footnoteRef:11][footnoteRef:12], Hearing Voices[footnoteRef:13][footnoteRef:14][footnoteRef:15], Open Dialogue[footnoteRef:16][footnoteRef:17][footnoteRef:18][footnoteRef:19], Crisis Houses (eg Drayton Park[footnoteRef:20] in London, Peer Support, psychology/psychotherapy (non blaming/shaming CRPD compliant) where funded and resourced are examples.   State funding for alternatives needs to genuinely respect the CRPD including article 12. [8:  Piers Gooding, Bernadette McSherry, Cath Roper, Flick Grey; University of Melbourne,  Report Commissioned by the United Nations Office at Geneva to inform the report of the United Nations Special Rapporteur on the Rights of Persons with Disabilities:  Alternatives to Coercion in Mental Health Settings: A Literature Review Alternatives-to-Coercion-Literature-Review-Melbourne-Social-Equity-Institute.pdf]  [9:  How Does the Soteria House Heal? ]  [10: Soteria—A Human Response to a Human Problem - Mad In America]  [11:  Emotional Crisis Response: The Peer-Run Respite/Soteria House Approach Compared to the Conventional Approach - Mad In America]  [12:  Soteria: Through Madness To Deliverance Paperback – 21 Dec. 2004
by Loren R Mosher Voyce Hendrix Fort (Author), Loren R Mosher M.D. (Author)
]  [13:  Intervoice – Connecting People and Ideas in the Hearing Voices Movement]  [14:  Hearing Voices Network Ireland | HVNI]  [15:  National Hearing Voices Network – For people who hear voices, see visions or have other unusual perceptions]  [16:  The Power of Open Dialogue. Conversation with Dr Jaakko Seikkula - YouTube]  [17:  Irish Open Dialogue Shut Down—Despite Expert Report Stating It Should Be Scaled Up - Mad In America]  [18:  MIA Town Hall 1 - Are We Living in the Most Dialogical Time Ever? - Mad In America]  [19:  Open dialogue on a worldwide basis - implementation, results, experiences and perspectives - Mad In America]  [20:  ‘I’d Rather Die Than Go Back to Hospital’: Why We Need a Non-medical Crisis House in Every Town - Mad in the UK] 



2.5 Funding and resources for the IHREC to upholding its remit & engagement with disabled people/PWD’s/individuals/DPO’s/Groups including psychiatric survivors not aligned to larger funded DPO’s/NGO’s/organisations

2.5.1  Need for IHREC Public Consultations for all UN[footnoteRef:21] Convention compliance reviews [21: ] 

There is a need for the IHREC to be adequately funded and resourced to have public consultations in respect of all the State compliance UN Convention reviews including the UNCRPD.  We believe the IHREC needs to be mindful that only inviting certain organisations/NGO’s/DPO’s in ahead of IHREC writing their UN submissions/shadow reports including for other UN Conventions does not fulfil the requirement of Article 4 (3).  Survivors of Psychiatry as an ultra-marginalised group who experience multiple and intersectional forms of discrimination need to be heard in person not through others.  We look forward to consulting with IHREC regarding how the CRPD mandate might be upheld to address the further shrinking of the civil space we have experienced in favour of more formally constituted larger funded organisations/DPO’s.  We do not expect size or lack of formal structure to hamper our ability to be heard or to participate on an equal basis.  Representation for psycho-social disability on the IHREC DAC does not negate this responsibility.  The IHREC is independent of Government and the normal board structure that might provide accountability for us advocating is simply not there.  

2.5.2 Direct engagement with the IHREC by disabled people/pwd/s 

Users/Receivers and Survivors of Psychiatry have told us they expect to be able to engage with an IHREC staff member directly (face to face) to discuss human rights concerns.  Standard instructions for putting requests/information in email/hardcopy correspondence before direct engagement is often experienced as ableism and a form of gatekeeping to access the IHREC and can inadvertently place barriers/burdens and stress on individuals and can actively encourage disengagement however unintentionally.  Having to submit considerable private and sensitive information to be reviewed and then a decision made on who can be assisted needs to be examined considering the mandate of the CRPD.  Given very sensitive information /issues involved, and the level of redaction involved with provision of records [HSE, AGS (police) pulse records etc] along with experience of distress/trauma etc, barriers to accessing.  Bearing in mind many of us cannot even get our records/data.


2.5.3 IHREC Disability Advisory Committee (DAC) 
We had to fight to get representation for psycho-social disability beyond the legal profession on the IHREC DAC.   We welcome the appointment of Commissioner Rosaleen McDonagh as chair of the DAC. We thank Fiona Anderson and Aoife Price for their efforts in contributing regarding psycho-social disability.  We also acknowledge the contribution of Jacqui Browne (RIP) and all the other disabled people/PWDS’s on the DAC since its inception.  We hope their efforts will be supplemented in respect of other voices/experiences including those who reject the medical model entirely, including those labelled with ‘borderline personality disorder’ and other ‘mental disorders’ against their wishes/beliefs/values.

2.5.4 IHREC Funding Rounds
Given the informal structure of survivors typically advocating in groups, there needs to be a reappraisal of how funding is structured/requirements to develop and enhance our ability to advocate effectively.  We hope that IHREC will examine how their funding rounds can potentially discriminate against us inadvertently and further perpetuate marginalisation and embed the medical model.  Article 4 (3) needs to be upheld in respect of funding for civil society groups.  This would help support IHREC’s remit in terms of supporting civil society advocacy including regarding the monitoring and implementation process for the Convention. 

2.5.5 Access to free independent legal advice [or funds to purchase same] 
We have identified a need for the IHREC to resource and fund legal advice to support survivor advocacy including obtaining solicitor/senior and junior counsel opinion where required, especially around advocating in respect of complex legislation/assistance with the drafting of amendments.  At present we are completely dependent on the good will of academics/retired academics, that may not always be able to help when they are under pressure completing academic research projects/other academic responsibilities or on sabbatical/leave. 
2.5.6 Ongoing rollout of ‘mental health’ across society

The roll out/attempted rollout of ‘mental health, ‘wellness’ ‘recovery’ ‘resilience’ ‘workplace wellness programmes' ‘fitness to study policies’ etc is almost all pervasive now in Irish Society with ‘mental health illness’ ‘mental health challenges’' ‘mental health difficulties’ etc all interchangeable and supposed to be a more acceptable take on ‘mental illness.  All of this bombardment is rolled out without any real critique, regarding CRPD and the mandate to move to a social/human rights model of disability.   It is our experience that most State funded campaigns further embed and perpetuate the medical model of disability, often with indirect signposting to the medical/model services, irrespective of the softer language used.  We refer to the OHCHR-WHO Guidance on Mental Health, Human Rights and Legislation dated 9th October 2023 [footnoteRef:22] [bearing in mind the CRPD and the Committees interpretative guidance including the Deinstitutionalisation Guidelines], noting the advocacy of Tina Minkowitz & CHRUSP www.chrusp.org] and also joint CHRUSP statement with Validity and World Network of Users and Survivors of Psychiatry[footnoteRef:23] [22: www.ohchr.org  Mental Health, Human Rights and Legislation: Guidance and Practice | OHCHR]  [23:  crpd-forum@groups.io | Joint Statement Opposing OHCHR-WHO Guidance on Mental Health, Human Rights and Legislation] 



[bookmark: _Hlk204383972]Suggested Questions:
We urge the Committee to ask the State Party:
i) When will the State commit (specific timeframe) to stop funding Budgets, Programmes, Polices, Services that are clearly embedded in the medical model of disability in breach of the Convention and UN Committee Deinstitutionalization guidelines? 

3. Article 6    Women with disabilities
Women with disabilities experience multiple and human rights violations and multiple forms of intersecting discrimination.  Women over 60 run the most risk of being electroshocked including being forcibly electroshocked. [footnoteRef:24]  Women make up the majority being administered Electroshock (ECT) over a six-year period at 64%.  Given physically healthy young women experiencing depression can find it very difficult to mobilise given some psychotropic medication regimes, it is not difficult to understand how the State resorts to electroshocking brains and especially women’s brains, especially given the lack of meaningful tailored therapeutic supports and counselling in these units. Given the research of John Read and others in the UK, it is not inconceivable that the State will incur liability for brain injuries, especially when the information is not being given to provide informed consent. [footnoteRef:25] The lack of CRPD compliant alternatives based in the community is also a factor in the institutionalization of women and girls in residential/hospital settings and in their own residences/homes.  [24:  The Administration of Electro-convulsive Therapy in Approved Centres: Activity Report 2023 | Mental Health Commission
 Figure 4 shows the gender of residents who were administered ECT between 2019 and 2023. Approximately 64% of ECT residents on average across the six-year period were female, which is broadly consistent with other ECT administering jurisdictions. The average age of residents who were administered ECT in 2023 was 63 with an age range of 21 to 95. The data had suggested that the average age of residents receiving ECT treatment was increasing year on year up to 2022, but in 2023 has shown a decrease. Figure 5 shows the age range distribution by gender of residents receiving ECT. The largest age group was the cohort aged between 60 and 79 at beginning of their programme, representing 58% of all residents undergoing ECT treatment in 2023.]  [25:  Video | The lack of evidence for the safety and efficacy of Electroconvulsive Therapy (ECT)  
John Read, Psychologist UK , Psychology Today: Electroconvulsive Therapy Has Significant Cardiac Risks. Patients and families should be told about all the adverse effects of ECT.
https://www.nlb.ie/video/9/video-2024-03-does-electroconvulsive-therapy-have-a-place-in-21st-century-evidence-based-medicine
] 

[bookmark: _Hlk204384489]Suggested Questions:
i) When will the State provide alternatives to the medical model that respect the right to legal capacity (A12) such as crisis houses, including crisis houses for women along the lines of Drayton Park Crisis House in London[footnoteRef:26], that they can use when in acute distress including bringing their children with them where necessary? [26:  ‘I’d Rather Die Than Go Back to Hospital’: Why We Need a Non-medical Crisis House in Every Town - Mad in the UK] 


ii) We request the State to take immediate action to stop administering electroshocking (ECT) to women and girls and other individuals when they experience emotional distress both in residential/hospital settings and in the community, in line with the mandate of the CRPD and the Deinstitutionalization Guidelines[footnoteRef:27].  Can the State provide as a matter of urgency the detailed action plan and framework with committed timeframe to stop this practice? [27:  CRPD/C/5: Guidelines on deinstitutionalization, including in emergencies (2022) | OHCHR] 



iii) When will the State arrange to resource and conduct research in line with Articles 4 (3), 5,  6, 16 on sexual violence in residential and community psychiatric settings, including with respect to gender based sexual harassment, violence and rape?

4. Article 8     Awareness raising 

i) When will the State stop funding programmes and awareness training (including suicide awareness/training) that is not in line with the mandate of the CRPD to assist move the State away from the medical model of disability to the social human rights model?
ii) When will the State have a public campaign to inform the general public of the potential to experience human rights violence should they access the psychiatric system, especially residential settings with the risk of institutionalization including forced detention, regrading from voluntary to involuntary and administration of psychotropic medication /electroshock regimes without respect for free and informed consent. 


5.	Article 10   Accessibility
We wish to point out the lack of accessible transport and the excessive cost of private transport [e.g. taxis] where individuals cannot use the public transport system or in rural areas are not on public routes; for disabled people/PWD’s and how it impacts on individuals especially trying to get to appointments for physical health. This is contributing to the institutionalization of individuals in their own residences/homes’; and in some cases, rapid deterioration in mobility and physical health, whilst also impacting psychological wellbeing, exacerbating stress and having to cancel medical appointments etc.  This lack of appropriate and inexpensive transport in addition to the discrimination around assessment and provision of personal assistance for psychosocial disability; has a knock-on effect for the enjoyment of rights, including Articles 19, 23, 24, 25, 27, 30].
Suggested Question:
Can the State Party confirm when it will have a state funded appropriate and accessible transport scheme for all disabled people/PWD’s who require it, including those who live in rural areas and/or who have complex medical needs and are effectively institutionalised in their own homes, without access to this type of accessible transport especially with the discrimination around assessment and provision of personal assistance?

5. Article 10   Right to life
5.1	The State researching, promoting, resourcing and funding alternatives to coercion[footnoteRef:28] /neglect that respect the right to Legal Capacity (A12) would help assist uphold the right to life.  The right to life and the right to health are being used by Irish Psychiatry [see advocacy of Professor Brendan Kelly on behalf of the IMO/College of Psychiatry) to justify treatment based on need under equality and non-discrimination principles.[footnoteRef:29] [footnoteRef:30] [footnoteRef:31] [footnoteRef:32] Regrettably the CRPD is being used to justify forcibly detaining and treating individuals to uphold the right to life and the right to health on an equal basis.   Upholding the right to Legal Capacity (A12) along with other Articles including 5, 14, 15, 17, 19, 25 etc] would assist uphold Article 10 Right to Life. [28: Piers Gooding et al  Alternatives-to-Coercion-Literature-Review-Melbourne-Social-Equity-Institute.pdf]  [29:  Irish Times Newspaper Brendan Kelly: Admitting a patient without consent and not treating them isn’t ‘care’. It’s imprisonment https://www.facebook.com/irishtimes/posts/brendan-kelly-admitting-a-patient-without-consent-and-not-treating-them-isnt-car/1101636501994600/
]  [30:  Oireachtas Health Committee meeting 11.06.2025 report stage for Mental Health Bill 2024 text and video coverage available www.oireachtas.ie  Joint Committee on Health debate - Wednesday, 11 Jun 2025
]  [31:  Prof Brendan Kelly, Irish Medical Times, 15th December 2015 ‘With an amendment on the administration of ECT to those involuntarily admitted to psychiatric hospitals due in the Dail this week, Prof Brendan Kelly stresses that impaired mental capacity should never be an excuse for denying treatment.  …. Just as no one would dream of denying medical or surgical care to persons with impaired decision-making capacity for specific decisions (e.g. some people with intellectual disability), we should also ensure hat all approved mental health treatments, ranging across the spectrum from psychotherapy to ECT, are available to all, regardless of mental capacity. 
‘Fort those with impaired mental capacity (e.g. sever mental disorder, requiring ECT), additional safeguards are clearly needed and are in place, but impaired mental capacity should ‘never’ be used as an excuse for denying treatment.  To do so would be a profound violation of the equal right to medical care, on rare but very real occasions, a denial of the right to life’.  
‘It is recommended for “fast and short-term improvement of severe symptoms after all the other treatment options have failed, or when the situation is thought to be life threatening”.]  [32: Ireland’s Mental Health Bill 2024: progress, problems and Procrustean perils | Irish Journal of Medical Science (1971 -)] 

5.2	Meanwhile there are multiple reports of individuals taking their own life in hospital settings, in the grounds of hospitals, at home when on leave from the hospital etc. [footnoteRef:33]This can leave other patients traumatised to learn that a fellow human being they have been in hospital with has taken their own life.  The idea that inpatient psychiatric wards are *safe* needs to be challenged especially given the Irish survivor experience and the noted international experience in relation to sexual harassment, assault, rape. [footnoteRef:34][footnoteRef:35][footnoteRef:36] [33:  Mental Health Commission (MHC) Annual Report 2024 available at  www.mhcirl.ie see page 63 For 2024 Adverse Deaths reporting requirements changed.  There were 143 adverse deaths notified by approved centres for 2024 (resident + up to 4 week after discharge).  The figure for 2023 was 149 approved centres + 380 related to other community MH services

]  [34:  Alarming scale of sexual violence and abuse on mental health wards | Rape Crisis England & Wales]  [35: The Conversation 17.05.2013 Sexual assaults in psych wards show urgent need for reform]  [36:  Preventing gender-based violence in mental health inpatient units - ANROWS - Australia's National Research Organisation for Women's Safety] 


Suggested Question:
[bookmark: _Hlk204384869]i)  When will the State undertake to fund and resource alternatives to the medical model that respect the CRPD, the right to legal capacity and human rights?  Which would contribute to upholding the right to life especially for those whose human spirit is broken from experiencing coercion/neglect in the psychiatric system.  
	
6. [bookmark: _Hlk204384749]Article 11 	Situations of risk and humanitarian emergencies
The handling of the Covid situation here further institutionalised many disabled people in their homes/residences, leading to acute distress for many, increased lack of mobility in some cases, lack of human contact, extreme isolation/loneliness for many.  The deinstitutionalisation guideless issued by OHCHR do not appear to be disseminated and acted upon by the State and cross departments.  We are aware that some individuals engaging with some state funded services are taken aback by the lack of reference to a CRPD rights-based approach where the UNCRPD is clearly referenced.


[bookmark: _Hlk204384711]Suggested Question
We urge the Committee to ask the State Party:
i) Can the State Party confirm how the UN CRPD deinstitutionalization guidelines were disseminated to inform the drafting and progression of legislation, policies, programmes, services in line with 4 (3) and the CRPD mandate?
[bookmark: _Hlk204384927]
7. Article 12 	Equal Recognition before the law (Right to Legal Capacity)

7.1	Normative content of the Right 
Equality before the law is guaranteed in the Universal Declaration of Human Rights[footnoteRef:37] along with article 16 of the ICCPR[footnoteRef:38].  Article 12 CRPD outlines the important aspects that States must take into account, with respect to equality before the law, in respect of disabled people.  Specifically, Article 12 (3) mandates the State to take all appropriate measures to ensure that disabled people/PWD’s can access the supports they require in the exercise of their legal capacity (A12), the concept of support decision making in exercising legal capacity.  [37:  Universal Declaration of Human Rights | United Nations]  [38: Article 16 ICCPR ‘everyone shall have the right to recognition everywhere as a person before the law’ International Covenant on Civil and Political Rights | OHCHR ] 


7.2	Reservations/Declarations placed on ratification of the Convention 
The Irish State placed a declaration and Reservation in respect of Article 12 on the ratification of the CRPD Convention.[footnoteRef:39]  The State continues to use this as an excuse to continue to deny disabled individuals, PWD’s, survivors/receivers/users of psychiatry of their right to Legal Capacity [right to legal standing (holder of rights) and right to legal agency (to be able to exercise of those rights)]. [39:  “Ireland recognises that persons with disabilities enjoy legal capacity on an equal basis with others in all aspects of life. Ireland declares its understanding that the Convention permits supported and substitute decision-making arrangements which provide for decisions to be made on behalf of a person, where such arrangements are necessary, in accordance with the law and subject to appropriate and effective safeguards. To the extent that Article 12 may be interpreted as requiring the elimination of all substitute decision making arrangements Ireland reserves the right to permit such arrangements in appropriate circumstances and subject to appropriate and effective safeguards”. UNCRPD Declarations and Reservations, Ireland: Declaration and reservation (Article 12).] 


7.3	Multiplier Effect of the Right to Legal Capacity
Given the importance of the right to legal capacity, which underpins all the rights in the Convention and the multiplier effect in terms of having other rights upheld, the declarations/reservations placed by the State have allowed the dominance of medical/psychiatry/other professions and the medical model to continue to be embedded and perpetuated without check. 

7.4	Committees clarifications/advice for State Parties
General Comment Number 1 along with concluding observations gives the Committees clarifications for State Parties and Civil Society.[footnoteRef:40]  We have been unable to ascertain whose responsibility it is to ensure that the CRPD committees’ interpretative guidance General Comment No 1 along with other General Comments, also the Deinstitutionalization Guidelines are disseminated widely in the Public and Private sectors with appropriate training for all staff/professionals. [40:  Committee on the Rights of Persons with Disabilities, General Comment No.1 – Article 12: Equal Recognition before the law, CRPD/C/GC/1 (2014) para 28. IHRC  tbinternet.ohchr.org/_layouts/15/treatybodyexternal/Download.aspx?symbolno=CRPD/C/GC/1&Lang=en
] 


7.5      Assisted Decision Making (Capacity) Act 2015 [footnoteRef:41] [41:  Assisted Decision Making Capacity Act 2015] 

Despite the considerable advocacy of a capacity coalition from civil society chaired by Dr. Eilionoir Flynn from the Centre for Disability Law and Policy, University of Galway to have CRPD compliant legislation, the discriminatory Provisions remain (see below 7.5.1); REE was represented in that capacity coalition.  Discrimination was further embedded and perpetuated in the Act in respect psychosocial disability for those given ‘involuntary’ or regraded to ‘involuntary’ status under the Mental Health Act 2001[footnoteRef:42] , amended partly and still not addressed as promised in Mental Health Bill 2024 [footnoteRef:43]due to be brought before the Seanad in the Autumn. [42:  Menal Health Act 2001]  [43:  Mental Health Bill 2024 – No. 66 of 2024 – Houses of the Oireachtas] 

7.7.1 Advance Healthcare Directives
Despite considerable advocacy from the Civil Society Capacity Coalition including from Recovery Experts By Experience (REE), Mental Health Reform (Ber Grogan), the Centre for Disability Law & Policy (CDLP)/Law School, University of Galway and Dr. Fiona Morrissey (RIP), amongst others;  Advance Healthcare Directives (AHCD’s) are still not provided for on an equal basis for certain people detained under the Mental Health Act 2001 and the Criminal Law (Insanity) Act 2006.  The Government to appease Civil Society advocating introduced an amendment in 2022, providing that those deemed to have a ‘mental disorder’ and deemed to be ‘in need of treatment’ are given the right to legally binding Advance Healthcare Directives , whilst those detained and deemed to pose a risk of harm to themselves or others are denied the right to have a legally binding Advance Healthcare Directive with respect to ‘mental health’. [footnoteRef:44] All detained under the Criminal Law (Insanity) Act 2006 are not given the right to have legally binding Advance Healthcare Directives. [44:  Section 85 (7) Assisted Decision Making (Capacity) Act 2015 as amended] 


7.5.2	Inherent Jurisdiction of the High Court
The Assisted Decision Making (Capacity) Act 2015 provides for a form of substituted decision making under what is known as the Inherent Jurisdiction.  Rather than providing for any lacunas in legislation, the Government has embedded the provisions for Inherent Jurisdiction, effectively invalidating the Assisted Decision Making (Capacity) Act 2015 with respect to treatment and detention.[footnoteRef:45] Essentially a Judge of the High Court can make an order where the relevant order is not already expressly provided for in statute.  This is supposed to allow a High Court Judge to vindicate the fundamental constitutional/human rights of an individual where there isn’t express provision in statute. [footnoteRef:46]  Unfortunately, this parallel system does not have to take into account the will and preference of the individuals or their right to Legal Capacity (A12) and rather makes ‘best interest’ type decisions in respect of treatment, care and deprivation of liberty.  An amendment was brought forward by the then Minister Roderic O’Gorman stating “Nothing in this Act shall affect the inherent jurisdiction of the High Court to make orders for the care, treatment or detention of persons who lack capacity”.[footnoteRef:47] Article 4 (3) was breached when this amendment was introduced in respect of full and meaningful consultation with disabled people/PWD’s and also debate was truncated in the Oireachtas.  Professor Eilionóir Flynn, from the Centre for Disability Law & Policy (CDLP) has flagged concerns that family members or service providers [where costs are not an issue] can utilise the inherent jurisdiction which is not required to have the will and preference of the individual centred in any decisions made about the individual.[footnoteRef:48]  [45:  See Seanad Debates, Assisted Decision-Making (Capacity) Bill 2021, Report Stage, Senator Frances Black  29.11.2022 available at Assisted Decision-Making (Capacity) (Amendment) Bill 2022: Report Stage – Seanad Éireann (26th Seanad) – Tuesday, 29 Nov 2022 – Houses of the Oireachtas Quoting Senator Frances Black:
“At a procedural level, this amendment has significant implications for the rights of disabled and older people. It was introduced on Report Stage in the Dáil and was not properly discussed, unfortunately, as that debate was guillotined prior to the full reading of all proposed amendments.
The Minister's refusal to agree to this amendment on Committee Stage in the Seanad is a little concerning. He explained that his reason for introducing this provision was to clarify the intersection of the inherent jurisdiction of the High Court and the 2015 Act and that it was important to note that these provisions do not create new powers for the High Court. The Minister also suggested that deletion of this provision would introduce procedural uncertainty where urgent care may be required and would not serve to limit the constitutional power of the High Court in this regard. However, he went on to correctly point out that the court possesses a constitutional role as the guardian of constitutional rights and it is not the power of this or any other House to remove that jurisdiction. It is a little difficult to understand why the Minister believes this provision is necessary and it is not possible for the inherent jurisdiction of the High Court to be removed or even altered.
On Committee Stage, the Minister stated that part of the purpose of introducing the amendment was to signal that such applications should only be brought when the authority of High Court is very much needed to determine a matter in which a person's liberty might be in question. By seeking to qualify the role of the inherent jurisdiction in decision-making regarding the care, treatment and detention of individuals in the 2015 Act, he might be legitimising the option of seeking orders which circumvent the 2015 Act and allow for substitute decision-making entirely contrary to the stated intentions of the legislation. Removing this provision will not impact on the inherent jurisdiction of the High Court. However, its retention risks embedding a twin track for healthcare decision-making which can override the principles of the 2015 Act.
What is important here is compliance. If the Minister is serious about compliance with the obligations of the UNCRPD, he should accept this amendment”.
]  [46:  Article 34.3.1 Irish Constitution, 1937.]  [47:  See Dail Debates, Assisted Decision Making (Capacity) Bill 2021, Report Stage, Minister Roderic O’Gorman , 29 June 2022,  available at https://www.oireachtas.ie/en/debates/debate/dail/2022-06-29/33/
]  [48:  Submission from CDLP, University of Galway dated June 2025 re LOI CRPD compliance review of Irish State] 

[approximately 2,000 annually plus approximately 600 status regrading’s from voluntary to involuntary annually]

7.5.3 	Wardship 
There are significant issues to be addressed by the Irish State in relation to wardship and how wardship is dealt with under the Assisted Decision Making (Capacity) Act 2015;[footnoteRef:49] constituting a breach of the Convention [including Article 4 (3), 5, 12,13,25].  We acknowledge the trojan advocacy of Mary Farrell, Justice for Wards Group in this respect.[footnoteRef:50]  There have been numerous reports of difficulties regarding how the Decision Support Service operates and difficulties about engagement of disabled people/PWD’s including with wards and their nominated families/committees engaging and trying to access the system, with many individuals finding the whole system profoundly ableist and frustrating.[footnoteRef:51][footnoteRef:52] Failure to uphold Article 4 (3) regarding the full and meaningful engagement/consultation with wards along with their representative’s including Justice for Wards Group, in conjunction with the lack of CRPD compliance around the issue of functional mental capacity assessments for individuals [breach of Article 5, 12]  provided for in the Assisted Decision Making (Capacity) Act 2015 has compounded matters.  The express provision for the inherent jurisdiction of the High Court in the ADM Act and the potential for reverting to ‘best interests’ approach is extremely concerning. [49: Houses of the Oireachtas Joint Committee on Justice and Equality Report on the Wards of Court February 2018 32/JAE/23  2018-02-22_report-on-the-wards-of-court_en.pdf]  [50:  www.oireachtas.ie Justice & Equality Committee calls for audit of Wards of Court cases – 22 Feabh 2018, 12:36 – Tithe an Oireachtais ]  [51:  Mark Garrett Law Society Gazette‘Over-engineered’ portal falls short: Law Society Law Society of Ireland Gazette]  [52: RTE  Colm O’Mongain Liveline radio programme RTE player 24 July 2025 www.rte.ie  Liveline | Liveline - RTÉ Radio 1 & RTE news  The current system for Enduring Powers of Attorney is overly cumbersome and close to collapse. We continue to raise our concerns on this issue in the public interest. See RTÉ's coverage of how the system made one user "give up in despair" after 14 hours here, or our full statement on this issue here: https://www.lawsociety.ie/news/Media/Press-Releases/law-society-calls-on-minister-to-intervene-to-save-new-decision-support-service-from-failure | Law Society of Ireland | Facebook] 


7.6	Mental Health Bill 2024.

7.6.1	Bill constitutes a serious regression of rights, it does not as promised move the State   towards empowering individuals with respect to healthcare decisions nor move the State towards compliance with the CRPD.
· Bill retains mental capacity assessments, which have been typically used/are used to strip us of our right to Legal Capacity (Article 12)
· Does not provide the right for any indiviudal in distress to present to a unit purely for sanctuary if they do not wish to accept diagnosis and active treatment
· Bill appears to be drafted and progressed through a vulnerability lens [domination of psychiatry profession to retain coercion under the right to health and right to life, equal to right to treatment based on need
· Bill contains a weaponisation of the concept of supported decision making (however inadvertently), individuals experiencing distress may be subjected to multiple ‘mental’ capacity assessments.  A presumption of capacity has not typically protected us to date.  Potentially subjecting individuals to multiple mental capacity assessments during the course of an admission or as an outpatient is a breach of Article 12. 
· Breach Article 4 (3) regarding full and active participation of PWD’s/Disabled People/DPO’s, those with direct lived experience of violations. State appears to have no real understanding  
· Pre legislative scrutiny truncated by Ministers actions taking the Bill straight to the floor of the Dail for report stage before other witnesses from civil society could be heard.  Allowing the pre legislative scrutiny to be dominated by Professors of 
· Psychiatry/other actors effectively maintaining power imbalances and the domination of the medical model.   
· Expansion of coercion in terms of time permitted and grounds for use
· Discriminatory medical model language retained
· No provision to provide for legally binding advance healthcare directives for *all* categories           
· No statutory provision for independent complaints procedure
· No statutory provision for independent advocacy where the individual wishes to avail of this
Inability to access other legislation on an equal basis with others due to discrimination, including Equality legislation, nonfatal persons against the State act, harassment/stalking. 

7.6.2	Inherent Jurisdiction of the High Court [ see text on inherent jurisdiction above under Article 12 para 7.5.2 ]

7.6.3	CRPD deinstitutionalization guidelines state:
‘Persons with disabilities experiencing individual crises should never be subjected to institutionalisation.  Individual crisis should not be treated as a medical problem requiring treatment or as a social problem requiring State intervention, forced medication or forced treatment’. 
‘An enabling legal environment for deinstitutionalization includes legislative recognition, for all persons with disabilities, of the right to live independently and to be included in the community, including a right to personal assistance, alongside the following fundamental rights’. [A.54]
‘The reform of legislation on legal capacity, in accordance with general comment No. 1 (2014), should be carried out immediately, and simultaneously with deinstitutionalization.  Where persons with disabilities, including those placed in institutions, are subjected to guardianship, forced mental health treatment or other substituted decision-making regimes, those measures should immediately be lifted.   To prevent forced mental health treatment, affirmative, free and informed expression of consent by the person concerned is required.  The exercise of decision-making by persons with disabilities who are currently placed in institutions should be respected within the deinstitutionalization process’. [A54]

Suggested Questions:
We urge the Committee to ask the State Party:
[bookmark: _Hlk204385023]1.  When will the State Party address the discriminatory provisions embedded in the Assisted Decision Making (Capacity) Act 2015 which breaches the CRPD [including Article 12, 5, 25]?
2. 	What measures will the State adopt to repeal Mental Health Legislation? What measures the State will take to ensure the immediate removal from the text of the Mental Health Bill 2024 of any/all provisions that permit deprivation of liberty of disabled people/PWD’s on the basis of actual or perceived impairment/disability, stand alone or in conjunction with any other criteria?
3.   The measures the State Party will take urgently to rectify the deficiencies in the approach   to uphold Article 4(3) regarding the full and active participation of disabled   people/PWD’s/users/receivers/survivors of Psychiatry?

4.  What alternatives the State will research, resource and fund to provide urgently needed alternatives to the medical model/institutionalization regime for individuals experiencing emotional distress and crisis; specifically, those measures that will respect Article 12 CRPD Equality before the law/right to Legal Capacity?


8 [bookmark: _Hlk204385115]Article 13	Access to Justice
8.1	Access to Legal Representation
Survivors with given ‘mental health’ diagnosis often find it particularly challenging to get legal representation if they wish to take a legal case, particularly in relation to assessments/reports from physical healthcare practitioners given the deference to Psychiatry and discriminatory thinking.   Survivors are not seen typically as credible witnesses, victims, plaintiffs.

8.2	Statutory right to access advocacy services (that respect & uphold the CRPD standards)
There is no statutory right to advocacy for psychosocial disability.  Frequently a limited if any reference to the CRPD and a rights-based approach and rights-based language used in advocacy. 

8.3 	Use of the CRPD in Legal/Judicial Spheres 
There appears to be limited use of the CRPD in legal spheres and actual court proceedings and newly trained solicitors/barristers appear to have a very limited knowledge of the Convention.  No training programmes incorporating lived experience of violations from Psychiatric survivors, for Judges, Lawyers, Tribunal Members, constituting a breach of the Convention. 
We are not aware of a statutory right to transcripts/recordings from court proceedings.  We are not aware how many cases had no stenographer or accurate record of proceedings made/retained.  

8.4	Voice of the individual/disabled person 
It still appears to be the case that the voice of the indiviudal/disabled person may not actually be heard (accessing supports when wanted) in court proceedings concerning the individual including habeas corpus applications.  The assumption that individuals do not give evidence in such cases still exists, we are not sure in how many court cases the voice of the individual is actually heard other than by contributing to affidavits. This is a breach of the Convention. [Article 4(3), 5,  12, 13].

8.7 Statutory right to access individual’s own personal data
There is no statutory right enshrined in law to medical or police (AGS) pulse records.  Records are either not provided at all, heavily redacted or in the case of AGS a tabular synopsis for some of the data may be provided.  [essentially you get the data they decide to give you].  No properly functioning complaints mechanism for either HSE or AGS. DPC appears to be reluctant to pursue AGS in respect of GDPR compliance.
 
8.8 Need for independent Law Centre

Resourcing and funding for an independent strategic law centre(s) (one stop shop) to take on and litigate cases including in respect of breaches of the CRPD and international law. 

8.7 Tribunal system 
Whilst better than nothing is not typically upholding the Convention [in approx. 1 in 8 and 1 in 9 tribunals the status is revoked]. [footnoteRef:53] Even if revoked and the individual is experiencing distress the only model of support typically available in the public system is the medical model.  A recent Oireachtas health committee meeting demonstrated the limitations of the tribunal system when a Senator stated he had sat on mental health tribunals for 10 years and proceeded to give a glowing defence of the whole system, Psychiatry, Lawyers, An Garda Siochana (Irish Police) along with the Tribunal System.[footnoteRef:54] [53: Mental Health Tribunal Statistics | Mental Health Commission]  [54: Mental Health Act 2001 Revised Act to 23 September 2024 Revised Acts  https://www.mhcirl.ie/what-we-do/mental-health-tribunals 
] 



8.8 CRPD Review of CRPD compliance by the European Union (EU)
We note the CRPD Committee Concluding Observations on the review of compliance by the EU[footnoteRef:55] and the joint commentary by ENIL and Validity to same, referencing the ‘highlighted concerns and formulated recommendations’ in relation to the effective implementation of the Convention (CRPD) in the European Union (EU).[footnoteRef:56] The EU ratified the Convention in January 2011 and as an entity was since reviewed for the second time in March 2025.  [55: CRPD Committee concluding observations on the review of the EU’s compliance with the Convention – access via www.enil.eu  ENIL & Validity React to CRPD Committee's Conclusions on the EU - ENIL]  [56:  www.enil.eu  ENIL & Validity React to CRPD Committee's Conclusions on the EU - ENIL] 


The Committee recommends that the EU: 
‘Review its legislation on access to justice and guarantee the right to legal capacity of persons with disabilities in all legal proceedings, by, inter alia, ensuring that persons with disabilities can directly participate in all stages of the administrative and justice processes, according to their will and preference, and by establishing remedies for violations of their right to access to justice’. (para 35a)
‘Adopt additional criteria and procedures for the provision of support measures and procedural accommodation for persons with disabilities, in all legal proceedings, that include a dialogue with the persons with disabilities concerned to identify their requirements and positive measures to remove physical, communication and attitudinal barriers, a non-exhaustive list of procedural accommodations available, including the provision of legal documents and information on procedures in Easy Read, Braille, augmentative and alternative means and modes of communication’. (para 35b)
Amend the laws on judicial proceedings to guarantee all fair trial rights of persons with disabilities, including the presumption of innocence, the right to be present in criminal proceedings, to access to interpretation, a lawyer and legal aid, regardless of their legal capacity status’. (para 35e)
[bookmark: _Hlk204385175]Suggested Questions:
We urge the Committee to ask the State Party:
i) In accordance with the Mandate of the CRPD when will the State provide the necessary resources and funding to ensure robust civil society contribution in the implementation and monitoring of the Convention under articles 4 (3), 5 & 33; including for marginalised groups/DPO’s such Recovery Experts by Experience (REE)?

ii) In accordance with the mandate of the CRPD when will the State provide funding and resources for an independent law centre (one stop shop) that will assist individuals/DPO/s with legal advice/advocacy and engage in strategic litigation, bringing complaints/cases under domestic, EU and international law?


iii) When will the State set up a Commission of Investigation with full statutory powers to investigate the abuse of fundamental rights in the psychiatric system, historical and ongoing? [especially given the potential links between denial of Legal Capacity Article 12;  lack of free and informed consent; imposition of psychiatric diagnosis, deprivation of liberty and forced drugging/electroshock (ECT) compliance regimes & the other historical abuses already exposed including at UN level:  Magdeline Laundries, Mother and Baby Homes, forced adoptions, symphysiotomy …]

9 Article 14 	Deprivation of Liberty
9.1	Normative content of the Right to Liberty
The right to Liberty is guaranteed in Article 40.4 of the Irish Constitution. [footnoteRef:57]   Article 37 of the CRC refers to the right to Liberty and Article 6 of the EU Charter of Fundamental Rights upholds the right to liberty and security of the person. The right can also be found in Article 9, ICCPR Liberty and Security of the Person and Article 5 ECHR.  The right to Liberty is further located in Article 14 of the CRPD, with the Committee’s interpretative guidance contained in the Guidelines on Article 14 along with various concluding observations for country reviews and the Deinstitutionalization Guidelines.  Involuntary detention in a psychiatric facility based on disability or perceived disability constitutes a breach of Article 14 CRPD. [57:  Irish Constitution Article 40.4 Right to Liberty Irish Statute Book Constitution of Ireland : Art 40.4 No citizen shall be deprived of his personal liberty save in accordance with law.] 

9.2	Legislative Framework for Deprivation of Liberty in Ireland
9.2.1 	Mental Health Act 2001[footnoteRef:58]   [58: Law Reform Commission Mental Health Act revised Act to 23 September 2024	 Revised Acts] 

The Mental Health Act 2001 and associated amendments provides the legal basis for Deprivation of Liberty in the State based ‘on the grounds that he or she is suffering from a mental disorder’.  Criteria for involuntary admission to approved centres is provided for in Part 2 (section 8) under section 9 or 12.
9.2.2	Mental Health Bill 2024 [footnoteRef:59]	[Review of the Mental Health Act 2001 – Report of the Expert Group][footnoteRef:60]  It is important to note that the review of the Mental Health Act 2001 (165 recommendations) does not meet the mandate placed on the state by the ratification of the CRPD including in relation to upholding  Article 4 (3), 5.[footnoteRef:61]  The required full and meaningful engagement/participation of users/receivers/survivors in the review of the Mental Health Act 2001 has still not taken place. The membership of the Expert Review Group was heavily weighted in terms of Senior Government Department Officials, Psychiatry/Medics/Lawyers/other Professionals and HSE employees. [footnoteRef:62]  Out of sixteen members, one (1) male individual represented an organisation that existed then called National Service Users Executive (funded by HSE), this individual was replaced by another male representative in August 2013; [essentially 15 experts versus 1 male ‘service user’ representative]. We understand (but are open to correction) whilst HSE funded NSUE, there was no remit, direction or funding for any individual appointed ‘service user’ to the Expert Group membership; to engage with any of us as survivors/receivers’ users of Psychiatry.  We question whether the Minister, Government or any member of the Expert Group saw an issue with this imbalance in representation. [59:  Mental Health Bill 2024 – No. 66 of 2024 – Houses of the Oireachtas]  [60: Report of the Expert Group Review of the Mental Health Act, 2001]  [61:  https://www.gov.ie/en/department-of-health/collections/update-on-the-reform-of-the-mental-health-act-2001/
]  [62:   Www.gov.ie https://www.gov.ie/en/department-of-health/publications/report-of-the-expert-group-review-of-the-mental-health-act-2001/
  1.6 of Report page 10 gives composition of Expert Group appointed to the Review of the Mental Health Act 2001] 

	See para 7.6.1 page 13

9.2.3	Proposed legislation on Protection of Liberty Safeguards
The Department of Health published a discussion paper on ‘Protection of Liberty Safeguards’ in April 2025.  As published the criteria represent a breach of Articles 12 and 14 of the CRPD and General Comment No 1 on Article 12 [footnoteRef:63] and the UN Guidelines on Article 14.[footnoteRef:64]  It appears from the paper that the main target group for ‘protection’ is persons with intellectual disability and psychosocial disability.  The Centre for Disability Law and Policy at the University of Galway (CDLP) have detailed some of the most serious issues with these proposals in their submission for the LOI.  We are especially concerned that more and more legislation is being rolled out/planned supposed to be for our protection but in fact increasingly denies the right to legal capacity and free and informed consent, setting aside the need to respect our will and preferences, autonomy, dignity.  Already in relation to these DOL Safeguards we can see a replication of the failure to uphold Article 4 (3) which mandates the state to engage in full and meaningful participation with those directly affected; when considering legislation, disabled people/people with psychosocial disability including those identify as users/receivers or survivors of Psychiatry.  The deficits of such an approach can be seen in the discriminatory provisions enshrined in the Assisted Decision Making (Capacity) Act 2015 contrary to the CRPD and the amending legislation that was brought forward to remove ‘unwilling’ out of the MH ACT, leaving ‘unable’.  That was supposed to stop forced electroshock (ECT), the breach of (4) meant legislators didn’t hear our voice adequately and in reality, the legislative change made no material difference.  We can see the same approach being replicated  again with depart officials,  lawyers , psychiatry and some other professionals retaining a paternalistic ‘best interest’ type approach to adult safeguarding which they think is best for us, but in reality likely will disregard our legal personhood and right for us to make autonomous decisions, that respects our will and preferences , right to legal capacity, with supported decision making utilised  where we want to avail of it.  An example of this is the recently formed joint Oireachtas health committee meeting held on Wednesday 9th July 2025.  Again, the voices of those directly affected including disabled people/survivors of Psychiatry were not present constituting a breach of Article 4 (3) to challenge the narrative from the dominant actors proposing the need for this paternalistic best interest type approach.[footnoteRef:65]  A previous Oireachtas Joint Committee on Disability Matters produced a report in February 2023 on Aligning Disability Services with the United Nations Convention on the Rights of Persons with Disabilities.[footnoteRef:66] [63:  General Comment No. 1 - Article 12 : Equal recognition before the law (Adopted 11 April 2014) - Plain English version | OHCHR]  [64:  GuidelinesOnArticle14.doc]  [65:  Joint Committee on Health debate - Wednesday, 9 Jul 2025]  [66:  Joint Committee on Disability Matters February 2023 Report Aligning Disability Services with the United Nations Convention on the Rights of Persons with Disabilities ] 


9.4	Reservations/Declarations placed on Article 14
The state placed a declaration/reservation on Article 14 on ratification of the Convention, which is particularly targeted at psychosocial disability and also a breach of Article 5 (equality and non-discrimination). Regardless of what reservations/declarations were placed at ratification the equality and non-discrimination principles and associated rights are immediately applicable, i.e. not subject to progressive realisation. 
 
9.5  	Lack of choice/alternatives to the Medical Model
The lack of alternatives to the medical model is significantly contribution to the spiralling of distress and lack of engagement with statutory services and failure to uphold Article 12 and other rights in the Convention. 


9.6	Mental Health Legislation
9.6.1	Text
The text of the existing Mental Health Act 2001 and the Mental Health Bill 2024 both provide for DOL based on impairment or perceived impairment. The Mental Health Bill 2024 contains a regression of rights and breaches of the CRPD, outlined in point 7.6.1 above on Article 12. 

9.6.2	Functional (mental) Capacity Tests
The functional mental capacity tests contained in Mental Health legislation are not compliant with A12 and are frequently linked to the denial of the right to legal capacity which can result in DOL and a breach of A14.  This further enshrines inequality, discrimination, stereotyping, stigmatization.  
It is important to note that just because a person is involuntarily detained; it does not automatically follow that they should be deemed to lack the capacity to make decisions about consenting to medical treatment/Electroshock (ECT).  That is why the benefits, side effects, risks and withdrawal symptoms are to be advised to the individual in a manner which can be understood and provided with accessible information and given a minimum of 24 hours but ideally 48 hours to read, assess the information. The indiviudal should be free to consult with a person of their choosing under the three-tiered mechanism provided for, having regard for their will and preferences before making the decision to give free and informed consent or refuse a given treatment.  This should be free of fear or threat of coercion. 

9.6.3	Fear of potential Deprivation of Liberty/Coercion/coercive practices
The fear of coercion and associated risk of experiencing DOL frequently acts a deterrent for individuals to engage with statutory services when experiencing acute distress.  It also has a further negative effect in terms of the recruitment and retention of staff in respect of psychosocial disability services.  There are approximately 2,000 involuntary admissions and approximately 570 regrading’s from voluntary to involuntary annually. [footnoteRef:67]  [67:  mental health commission annual report 2024 - Google Search] 


9.6.4	An Garda Síochána  (Irish Police) & Deprivation of Liberty
The typical assumption by Psychiatry that individuals experiencing acute distress alleging harassment/abuse from An Garda Síochána (Irish Police)/intelligence are suffering from a ‘mental disorder’ unless they can produce what Psychiatry deem is acceptable plausibility for abuse and proof of abuse needs to be challenged.  

We draw the Committee’s attention to the case of Dr. Kahn who was struck off the medical council in June 2015, having previously according to media reports received a sanction. [footnoteRef:68][footnoteRef:69][footnoteRef:70] This doctor appears to have been on a panel list for An Garda Síochána [yet to receive written confirmation of this], to assess individuals under section 12 of the Mental Health Act 2001 with a view to transferring them to psychiatric units.   We do not know how many sections 12’s DOL cases he was involved in (involving An Garda Síochána).  We are not aware how many other doctors practicing here of his ilk have been/are currently involved in DOL cases.  We are aware Dr. Kahn was used by An Garda Síochána (Irish Police) in a case where an individual had alleged garda harassment, abuse of section 12 and that allegedly no independent medical assessment was conducted by Dr. Kahn at the local Garda Station as required by law.[footnoteRef:71]  [68:  Struck-off doctor admits writing prescriptions under false name | Irish Independent]  [69:  Public urged to be alert for struck-off GP practising – The Irish Times]  [70:  Gardai probe struck-off doctor who forged prescriptions | Irish Independent
Struck-off doctor admits writing prescriptions under false name | Irish Independent 
‘this weekend, Dr Khan admitted that he continued to prescribe drugs for "one or two very important" patients after he was struck off, but he only did so while he was trying to wind up his practice.
Asked if he wrote the prescriptions under the name of another doctor, he replied: "Yes, the guy who used to do locum actually, you know, yes. Because the Medical Council, they would not give me a chance, so yes."
Dr Khan first came to the attention of the Medical Council in 2012. He was reported by a pharmacist who noticed high levels of benzodiazepines - highly addictive, psychoactive drugs used as tranquilisers - that he was prescribing to patients. Dr Khan was allowed to continue to practise but with conditions attached to his licence’.
]  [71:  W(F) v Department of Psychiatry James Connolly Memorial Hospital] 

9.6.5  Mandatory Reporting where a medic/psychiatrist receives sanction(s) or is struck off the medical council. 
We are not aware whether when a medic/GP/Psychiatrist is given serious sanction or struck off the medical council (or any other professional dealt with by their professional body that had acted as an authorised officer under the Mental Health Act 2001); is there mandatory reporting to the Mental Health Commission/Department of Health/An Garda Síochána/HSE; to see if the indiviudal has been involved in Deprivation of Liberty cases?  Does this trigger a review of all cases where the individual was involved in Deprivation of Liberty? Are the individuals concerned, those who experienced a DOL formally advised?  

9.6.6 	Voice of the individual heard in Legal Proceedings /Tribunal Hearings
The voice of the individual concerned must be heard in all court proceedings concerning Deprivation of Liberty or the administration of psychotropic medication/electroshock.  In the above case the individual was told that typically individuals in those cases do not give evidence.  We do not know the percentage of cases in the courts in respect of psychosocial disability where the voice of the individual (albeit with reasonable accommodations provided where wanted) is heard.  The use of the Inherent Jurisdiction also needs to be considered where the will and preference of the individual does not have to be considered in the court’s deliberations.  The deference to the medical and psychiatric professions, legal professionals is embedded in the system and inherent bias/discriminatory thinking is a feature of many cases. 

The figure for involvement of An Garda Síochána in DOL has increased to approx. 32% of cases. [footnoteRef:72] This is a matter for concern given the propensity for abuse and discrimination and can have ramifications for the individual in terms of subsequently living or working in their communities.  The proposal to eliminate the role of An Garda Síochána  partaking in the actual transfer to hospital will likely not adequately deal with human rights concerns in relation to this organisation. [72:  Mental Health Commission Report 2024; table 6 page 124 Figure 7 Analysis of Applicants of Involuntary Admissions from Community from 2015 - 2014 Mental Health Commission publishes 2024 Annual Report | Mental Health Commission ] 


9.6.5 	CRPD Committee Deinstitutionalization Guidelines
Given the Committees deinstitutionalization guidelines CRPD/C/5 dated 10 October 2022 [footnoteRef:73] along with a considerable body of guidance in General Comments and Concluding Observations for other State Party Reviews we urge the State Party on the continuation of gross human rights violations in blatant breach of the UNCRPD and international law the State has signed up to.  The State at present is arguably liable, culpable in the denial of Legal Capacity facilitating gross human rights violations and going forward has a liability and will be held responsible at some future date. Survivors will be seeking redress/reparations. Quoting from the Deinstitutionalization Guidelines: [73:  CRPD/C/5: Guidelines on deinstitutionalization, including in emergencies (2022) | OHCHR] 

‘All legislative provisions that authorize the deprivation of liberty or other restrictions on liberty and security of person based on impairment, including involuntary commitment or treatment based on “mental illness or disorder”, should be repealed. Security measures applied in criminal proceedings, guardianship and other substituted decision-making regimes, and provisions for psychiatric hospitalization, including that of children, should be repealed. States parties should provide emergency assistance to persons with disabilities to enable them to leave places where they are arbitrarily detained’.   
The CHRUSP, Validity Organisation & WNUSP along with other organizational and individual human rights defenders, opposed the draft Guidance on mental health, human rights and legislation that the OHCHR and WHO put out for public consultation, issuing a joint statement on 9th October 2023. [footnoteRef:74]  [74:  crpd-forum@groups.io | Joint Statement Opposing OHCHR-WHO Guidance on Mental Health, Human Rights and Legislation] 

We note Michelle Funk, Unit Head, Policy, Law and Human Rights WHO posted on LinkedIn three months ago: ‘Truly impressed by the progress of mental health reform in Ireland.  Happy to share insights from our World Health Organisation guidance on mental health policy and QualityRights initiative at today’s sharing the vision conference. Inspiring presentations from @MinisterButler and all speakers John Farrelly …’
A press release from the Department of Health dated 17 June 2025 states ‘Minister for Mental Health, Mary Butler has signed the WHO declaration on ‘Mental Health’ in ALL Policies’ on behalf of Ireland in an effort to integrate mental health in all government policies.[footnoteRef:75] [75:  Minister for Mental Health Mary Butler signs WHO declaration on integrating mental health into all government policies] 

Rather than Minister Mary Butler issuing a press release that the CRPD standards, rights and obligations will be integrated in all government policies; in line with the States legal obligations under international law including the CRPD; the Minister has essentially undertaken to further embed the medical model i.e. ‘mental health’ in all government policies. [footnoteRef:76] The Mental Health Bill 2024 [footnoteRef:77] arguably demonstrates why the CRPD standards, the rights and obligations of the CRPD need to be embedded across all government departments, policies, programmes and legislation as a matter of urgency. [76:  CRPD/C/5: Guidelines on deinstitutionalization, including in emergencies (2022) | OHCHR]  [77:  Mental Health Bill 2024 Mental Health Bill 2024 – No. 66 of 2024 – Houses of the Oireachtas] 


[bookmark: _Hlk204385214]Suggested Questions:
We urge the Committee to ask the State Party about:
i) When will the State Party undertake to repeal ‘mental health’ legislation which provides for Deprivation of Liberty (DOL) based on disability/perceived disability and significantly contributes to breaches of A17 with respect to psychosocial disability in addition to breaches of multiple other Articles including: 5, 12, 14, 15, 16, 25 ….]? [noting the proposed text of the Mental Health Bill 2024[footnoteRef:78] even contains a regression of rights] [78:  Mental Health Bill 2024 – No. 66 of 2024 – Houses of the Oireachtas] 


ii) Bearing in mind Article 14 and the guidelines on Article 14 What specific measures the State Party proposes to prevent deprivation of liberty based on disability or perceived disability, either stand alone or in conjunction with any other ground?


iii) What measures does the State propose to take to eliminate the deficits in the approach the State has taken in relation to upholding Article 4 (3) and the full, active and meaningful participation of disabled people/PWD’s including psychiatric survivors/receivers/users especially in the context of the Mental Health Bill 2024 which shockingly contains a regression of rights. 
iv) What specific measures/timeframe will the State commit to in respect of the funding and resourcing alternatives to coercion to assist uphold Article 14 [along with Articles 5, 12, 15, 16, 17, 25 ..]


10. Article 15  Freedom from torture or cruel, inhuman or degrading      treatment or punishment


10.1 Normative content of the right
Torture and ill treatment are prohibited in international law in all places and for all cases, with States having immediate obligations under the prohibition of Torture Framework. [See Article 7 ICCPR; Article 37 CRC, Article 3 ECHR]. 

Article 15 CRPD states:
15.1	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.
15.2	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. 
Much of the human rights abuses taking place in the psychiatric system constitute as a minimum cruel, inhuman, or degrading treatment or punishment and can if other requirements are present based on the existing prohibition of torture framework amount to torture.[footnoteRef:79][footnoteRef:80] [79:  Psychiatric Torture - Center for the Human Rights of Users and Survivors of Psychiatry]  [80:  We Name It as Torture - Mad In America] 

10.2	Experience of Iatrogenic Trauma
Increasingly survivor/receivers/users of psychiatry define their experience of torture, or cruel, inhuman or degrading treatments. [footnoteRef:81]  We are regularly contacted by very traumatised people where they have experience of residential units, psychotropic medication regimes and Electroshock.  Many consent because they know they can be given the treatment ‘involuntary’ if they are not seen to be compliant and consent.  Others because no other alternative therapeutic supports are available.   Whilst they may well have experienced exceptional kindness and compassion from various staff members, overall, the experience can be very traumatising with lifelong ramifications.   [81:  Tina Minkowitz www.chrusp.org Hege Orefellen We Shall Overcome Norway www.wso.no
] 

10.3	Electroshock (ECT) and potential for harm to be inflicted 
John Read in the UK has conducted research on those who have been administered Electroshock with very worrying results. [footnoteRef:82][footnoteRef:83] [82: Electroconvulsive Therapy Has Significant Cardiac Risks | Psychology Today Ireland
]  [83:  https://www.nlb.ie/video/9/video-2024-03-does-electroconvulsive-therapy-have-a-place-in-21st-century-evidence-based-medicine
] 

“ECT advocates and researchers tend to present it as effective and safe. But I have just published an analysis of research studies in which I calculate that the probability of ECT causing a major cardiac event is “between 1 in 15 and 1 in 30 patients”. I concluded that “these cardiac events are a major cause of ECT-related deaths.” [1]
The analysis included six cardiac events: myocardial infarction, life-threatening arrhythmia, acute pulmonary oedema, pulmonary embolism, acute heart failure, and cardiac arrest”.  My analysis concludes: "The ethical principle of informed consent is being routinely breached by ECT psychiatrists."

15.2	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. 
Much of the human rights abuses taking place in the psychiatric system constitute as a minimum cruel, inhuman, or degrading treatment or punishment and can if other requirements are present based on the existing prohibition of torture framework amount to torture.[footnoteRef:84][footnoteRef:85] [84:  Psychiatric Torture - Center for the Human Rights of Users and Survivors of Psychiatry]  [85:  We Name It as Torture - Mad In America] 


10.4	Protecting persons with disabilities from torture
10.4.1	Extracts from a report [footnoteRef:86]by the UN Special Rapporteur on the prevention of Torture Manfred Nowak:  [86:  www.ohchr.org/Documents/Issues/Disability/A.63.175.doc. interim report of the Special Rapporteur of the Human Rights Council on torture and other cruel, inhuman or degrading treatment or punishment, Manfred Nowak, submitted in accordance with Assembly resolution 62/148.  Report dated A/63/175 dated 2807.2008] 

37.	In the exercise of his mandate, the Special Rapporteur has received information about different forms of violence and abuse inflicted against persons with disabilities — men, women and children. But for their disability, such individuals are targets for neglect and abuse.
38.	Persons with disabilities are often segregated from society in institutions, including prisons, social care centres, orphanages and mental health institutions. They are deprived of their liberty for long periods of time including what may amount to a lifelong experience, either against their will or without their free and informed consent. Inside these institutions, persons with disabilities are frequently subjected to unspeakable indignities, neglect, severe forms of restraint and seclusion, as well as physical, mental and sexual violence. The lack of reasonable accommodation in detention facilities may increase the risk of exposure to neglect, violence, abuse, torture and ill-treatment. 
39.	In the private sphere, persons with disabilities are especially vulnerable to violence and abuse, including sexual abuse, inside the home, at the hands of family members, caregivers, health professionals and members of the community.
40.	Persons with disabilities are exposed to medical experimentation and intrusive and irreversible medical treatments without their consent (e.g. sterilization, abortion and interventions aiming to correct or alleviate a disability, such as electroshock treatment and mind-altering drugs including neuroleptics).
41.	The Special Rapporteur is concerned that in many cases such practices, when perpetrated against persons with disabilities, remain invisible or are being justified, and are not recognized as torture or other cruel, inhuman or degrading treatment or punishment. The recent entry into force of the Convention on the Rights of Persons with Disabilities and its Optional Protocol provides a timely opportunity to review the anti-torture framework in relation to persons with disabilities.[footnoteRef:87] [87: ] 

10.4.2	Extracts from the Report of UN Special Rapporteur on Torture and other Cruel, Inhuman and Degrading Treatment or Punishment Juan Mendez:[footnoteRef:88] [88:  Report of Special Rapporteur on torture Juan E. Méndez, Feb 1, 2013, A/HRC/22/53 [Méndez report], para 34-35.  Available at: http://www.ohchr.org/Documents/HRBodies/HRCouncil/RegularSession/Session22/A.HRC.22.53_English.pdf.] 

24. Indeed, the State’s obligation to prevent torture applies not only to public officials, such as law enforcement agents, but also to doctors, health-care professionals and social workers, including those working in private hospitals, other institutions and detention centres (A/63/175, para. 51). As underlined by the Committee against Torture, 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.
32. The mandate has recognized that medical treatments of an intrusive and irreversible nature, when lacking a therapeutic purpose, may constitute torture or ill-treatment when enforced or administered without the free and informed consent of the person concerned (ibid., paras. 40, 47). This is particularly the case when intrusive and irreversible, nonconsensual treatments are performed on patients from marginalized groups, such as persons with disabilities, notwithstanding claims of good intentions or medical necessity. For example, the mandate has held that the discriminatory character of forced psychiatric interventions, when committed against persons with psychosocial disabilities, satisfies both intent and purpose required under the article 1 of the Convention against Torture, notwithstanding claims of “good intentions” by medical professionals (ibid., paras. 47, 48). In other examples, the administration of non-consensual medication or involuntary sterilization is often claimed as being a necessary treatment for the so-called best interest of the person concerned.
Suggested Questions:
i) [bookmark: _Hlk204385341]When will the Irish State take action to eliminate/stop the use of coercive practices/neglect in psychiatric services; commit to provide therapeutic supports, counselling/psychotherapy and other services that respect the will and preference, beliefs and values, autonomy, dignity and legal capacity of the individual; i.e. provide services that individuals experiencing acute distress want to actively engage with/utilise without fear or threat of coercion/neglect?

ii) When will the State Party ensure that individuals are given all the necessary information, have the full facts including information about side effects, withdrawal syndromes etc commencing psychotropic medication or being administered electroshock, so that they can weight up the risks and benefits (with support where wanted) and give genuine informed consent, including information about side effects, withdrawal syndromes etc?


iii) When will the State Party stop perpetrating state sponsored violence and trauma on individuals and respect the principle of informed consent (Article 25) in relation to proposed treatments? When will the public and private service providers stop wrestling individuals to the bed/ground to administer depot injections, administering electroshock, using restraint and seclusion?  

iv)  The State has a legal obligation under international law to move to the social human rights model of disability.  Can the State detail the steps it will take urgently to provide for rehabilitation/therapeutic resources/supports to allow individuals taper or eliminate psychotropic medication as they wish?

v) When will the State ratify the OPCAT?
[bookmark: _Hlk204385565]Article 16  Freedom from exploitation, violence and abuse
11.1	Upholding Article 12 (Right to Legal Capacity) in addition to respecting the right to give free and informed consent along with provision of CRPD compliant community/home supports would assist in ensuring that individuals are free from exploitation, violence and abuse.  Tina Minkowitz has written about the need for reparations for exposure to psychiatry violence.[footnoteRef:89] [89: Tina Minkowitz Published online Cambridge University Press 20th August 2021  Reparation for Psychiatric Violence: A Call to Justice (Chapter 3) - Mental Health, Legal Capacity, and Human Rights] 

43.	Article 16 prohibits violence, abuse and exploitation of persons with disabilities, and article 17 recognizes the right of every person with disabilities to respect for his or her physical and mental integrity.
11.2	In the standard narrative and advocacy around violence against women, the perpetration of violence on women and girls in ‘mental health’ services and just doesn’t appear to feature.  When conducted under the guise of medical treatment the violence perpetrated on disabled people/PWD’s is typically excused and rarely highlighted or reported on by the media. 
11.3	Research is required around sexual harassment, assault and rape in residential psychiatric settings. In the media violence is often linked to psychosocial disability ‘mental illness’ leaving the individual more open to violence and exploitation. 
Laura Davidson a UK legal scholar has published an article questioning why the CRPD guidance has failed to curb psychiatric coercion[footnoteRef:90]Focusing on the UK and Wales Davidson references the dominance of the biomedical model, the hard cases used to justify DOL’s and forced interventions, in direct breach of the UN CRPD and the Committees guidance.  [90:  Mad in America Blog www.madinamerica.com  Kelli Grant 17.07.2025 referencing research of Laura Davidson The UN CRPD Called to End Forced Psychiatry 17 Years Ago. Why Is It Still Happening?] 

“The wide-ranging scope of discriminatory, coercive practices prohibited under the CRPD encompass involuntary hospitalisation and enforced medical treatment, mechanical, physical and chemical restraining, and forced seclusion and segregation”.
11.4	The reality is similar here, with various high-profile cases in the media being used to backup the need for retention of coercive practices and leading to a regression of rights in the Mental Health Bill 2024 currently before the Oireachtas.  Those of us advocating meanwhile are aware of individuals taking their own life in the bedroom, bathroom, grounds of psychiatric hospitals, over motorway flyovers, train tracks whilst often whilst either in residential care or on leave from the psychiatric units.   The side effects of psychotropic medication have been linked to increased violence.[footnoteRef:91]  Meanwhile studies have demonstrated that psychotherapy halves the risk of a further suicide attempt where the individual has previously attempted suicide.[footnoteRef:92]   [91:  Violence Caused by Antidepressants Ignored Once Again by Psychiatrists - Mad In America]  [92:  Mad in America Blog Post www.madinamerica.com Randomised trials have shown that psychotherapy for patients who have attempted suicide halves the risk of another suicide attempt.  https://www.madinamerica.com/2024/08/violence-caused-by-antidepressants-ign
] 

11.5	Tina Minkowitz has written about the need for reparations for exposure to psychiatry violence.[footnoteRef:93]  The Irish State can never say it did not know, survivors have been calling out the gross human rights violations for years, some decades and more recently placing testimony on the international stage when the State is being reviewed for compliance with UN Conventions.  [93: Tina Minkowitz Published online Cambridge University Press 20th August 2021  Reparation for Psychiatric Violence: A Call to Justice (Chapter 3) - Mental Health, Legal Capacity, and Human Rights] 

[bookmark: _Hlk204385602]Suggested Questions:

11 Article 17    Protecting the integrity of the Person
12.1	Basis of the Right
Article 17 ‘recognises that persons with disabilities have the right to respect for physical and mental integrity on an equal basis with others’.[footnoteRef:94]  This provides for a general protection from ‘invasion of the human body or violation of inherent dignity’. [footnoteRef:95] [94:  Tina Minkowitz Prohibition of Compulsory Mental Health Treatment and Detention Under the CRPD]  [95:  Tina Minkowitz as n21] 

The Right to bodily integrity is protected in the Irish Constitution[footnoteRef:96] (unenumerated right). Article 8 ECHR recognises the fundamental right to autonomy.[footnoteRef:97]  It protects the individual’s right to both physical and psychological integrity along with privacy and self-determination in respect of consenting to medical treatments.[footnoteRef:98] It is also covered by Article 3 Charter of Fundamental Rights.  [footnoteRef:99]  Article 17 CRPD covers both physical and mental integrity including the right not to have psychiatric diagnosis imposed on the indiviudal against their will.   [96:  Irish Statute Book Constitution of Ireland]  [97:  EctHR, Pretty v United Kingdom Appl. No, 2346/02, 27 July2002, para. 65]  [98:  Mary Keys Article 17 Springer p 330]  [99:  Article 3 - Right to integrity of the person | European Union Agency for Fundamental Rights 
 UU Charter of Fundamental Rights Article 3 - Right to integrity of the person 
1. Everyone has the right to respect for his or her physical and mental integrity.
2. In the fields of medicine and biology, the following must be respected in particular:
(a) the free and informed consent of the person concerned, according to the procedures laid down by law;
(b) the prohibition of eugenic practices, in particular those aiming at the selection of persons] 

12.2  	The Concept of Free and Informed Consent
The CRPD committee has confirmed that informed Consent is a core element of Article 17. The concept of free and informed consent in respect of individuals decision making constitutes the gatekeeper to upholding both mental and bodily integrity.[footnoteRef:100]  The recognition and respect for legal capacity (A12 CRPD) underpins the right to the integrity of the person (mental and physical integrity). This also links into respecting the right of the individual to give free and informed consent to medical treatment including psychotropic medication/Electroshock (ECT) regimes.  The recognition for universal legal capacity mandated in A12 is essential for the Irish State to uphold a multitude of rights including the right to integrity. The State by not upholding Article 4 (3) in the drafting and navigation of legislation through the Oireachtas [including the Assisted Decision Making (Capacity) Act 2015 and the Mental Health Bill 2024] almost annihilated the opportunity for the voice of lived experience of violations including of A17 to be heard and taken account of in the legislative reform process.  The State as well as disabled people are impacted by this breach.  A modern democratic State, either now or in the future, should presumably not wish to be associated with the ongoing gross human rights violations that are being placed on the international stage by disabled people/survivors.  The Committee has been clear in various concluding observations that ‘forced treatment by psychiatric and other health and medical professionals is a violation of the right to equal recognition before the law and an infringement of the rights to personal integrity (art.17); freedom from torture (art.15); and freedom from violence, exploitation and abuse (art 16).[footnoteRef:101]  The Council of Europe Committee for the Prevention of Torture (CPT)  has also confirmed that ‘as a matter of principle’ individuals should be able to give free and informed consent to treatment and also that where an individual is admitted ‘involuntary’ to a facility, it should not be taken that treatment without consent is authorised.[footnoteRef:102]   Whilst the Irish Mental Health Commission has highlighted progress made, we note the Committee has called for *all* forms of seclusion and restraint to be discontinued from ‘mental health’ services, given especially the effect on the mental/psychological and physical integrity of the person and the disregard for the principle of free and informed consent. [footnoteRef:103] [100: Mary Keys in The United Nations Convention on the Rights of Persons with Disabilities A Commentary ;Springer Edited Valentina Della Fina et all … , Chapter 17]  [101:  Piers Gooding,  A new Era for Mental Health Law and Policy Cambridge chapter 2 p63]  [102:  Mary Keys Article 17 Springer p 330 referencing CPT (2003) (8th General Report [CPT/Inf (98) 12])]  [103:  Mary Keys Article 17 Springer p 333 referencing various CRPD Committee Concluding Observations including Czech Republic, CRPD/C/CZE/CO/1 …] 

It is beyond outrageous that the Irish State Party thinks it is ok for Irish survivors, citizens and asylum seekers to continue living in fear now or in the future of being subjected to forced detention, psychotropic medication regimes or Electroshock (ECT).  
(We highlight most of the public we come in contact with advocating believe the State stopped coercive practices years ago). 
Given the Committees deinstitutionalisation guidelines CRPD/C/5 dated 10 October 2022 [footnoteRef:104] which state: [104:  CRPD/C/5: Guidelines on deinstitutionalization, including in emergencies (2022) | OHCHR] 

‘All legislative provisions that authorize the deprivation of liberty or other restrictions on liberty and security of person based on impairment, including involuntary commitment or treatment based on “mental illness or disorder”, should be repealed. Security measures applied in criminal proceedings, guardianship and other substituted decision-making regimes, and provisions for psychiatric hospitalization, including that of children, should be repealed. States parties should provide emergency assistance to persons with disabilities to enable them to leave places where they are arbitrarily detained’.   
Suggested Questions:	

i) When does the State Party propose to uphold the right to integrity (Article 17 CRPD), including the right to give free and informed consent for medical treatment/interventions with respect to psychosocial disability on an equal basis with others (upholding A12 Legal Capacity; A5 equality and non-discrimination)?

ii) When will the State Party amend the Assisted Decision Making (Capacity) Act to respect Article 17 by removing all discriminatory provisions in respect of those given ‘involuntary’ status in the psychiatric system which would assist upholding A17 CRPD.

iii) When will the State Party undertake to repeal ‘mental health’ legislation which provides for Deprivation of Liberty (DOL) based on disability/perceived disability and significantly contributes to breaches of A17 with respect to psychosocial disability in addition to breaches of multiple other Articles including: 5, 12, 14, 15, 16, 25 ….]? [noting the proposed text of the Mental Health Bill 2024[footnoteRef:105] even contains a regression of rights] [105:  Mental Health Bill 2024 – No. 66 of 2024 – Houses of the Oireachtas] 


12 Article 19    Living independently and being included in the community
13.1	Article 3 (a) of the CRPD refers to ‘respect for inherent dignity, individual autonomy, including freedom to make one’s own choices, and independence of persons’ and can be linked to upholding Article 19. [footnoteRef:106]  Furthermore,  Article 12 concerning the right to equality before the law (legal capacity) is intrinsically linked to upholding the right to live independently in the community.  Article 3 (c) provides for ‘the full and effective participation and inclusion in society’. [106:  Article 3 CPRD [General Principles]] 

13.2	The CRPD Committee Deinstitutionalization guidelines state:
‘All persons with disabilities have the right to live in the community, and it is discriminatory to decide that some people cannot live independently and should stay in institutions.’
‘support services for living independently should be available, accessible, acceptable, affordable and adaptable’.
‘Personal Assistance services must be individualized, based on individual needs, and controlled by the user.  The user should be able to decide the degree to which they manage the service themselves, either acting as employer or engaging the service from a variety of providers’.
‘Institutionalization of persons with disabilities refers to any detention based on disability alone or in conjunction with other grounds such as “care” or “treatment.  Disability -specific detention typically occurs in institutions that include, but are not limited to, social care institutions, psychiatric institutions, long-stay hospitals, nursing homes …’

13.3	A Right to Personal Assistance on an equal basis with others
The Disability Act 2005 provides for the right to an assessment of needs.[footnoteRef:107] There is serious discrimination in the assessment (access and eligibility criteria are not published by the HSE and the process lacks transparency; criteria can vary depending on geographical location) of needs and provision of personal assistance services (or personalised budgets to purchase PA services).  ILMI commissioned a report in 2019 around realising a right to personal assistance.[footnoteRef:108]  This is in effect contributing significantly to the institutionalisation of people with psychosocial disability in their own residences/homes (regardless if the individual has significant physical disability due to being subjected to medication/electroshock regimes both in the past or presently). [107:  Disability Act 2005 Disability Act 2005, Section 10]  [108: Report commissioned by ILMI , completed by CDLP University of Galway Achieving the right to personal assistance in Ireland January 2019 Microsoft Word - ILMI memo FINAL Feb 2019_V5.docx] 

13.4	Minister Butler and the State regularly references community-based services and empowering individuals to make their own healthcare decisions with respect to psychosocial disability, emphasising the ‘rights based’ ‘recovery’ approach.  Providing more funds and more resources for services embedded in the same medical model; which typically sign post individuals based on their perceived level of distress to medical model services/supports, is not upholding the mandate of the Convention.  Respect for the dignity, will and preference of the individual, right to autonomy, right to give informed consent, mental/psychological and physical integrity along with respect for legal capacity (A12) has to take centre stage in all decision making around policy development and provision of services.  
13.5	Aspects of institutionalisation can and often does extend its reach to community-based services /day hospitals/’recovery’ colleges and even individual’s homes with demands for professionals to visit and ensure pressure to maintain compliance to regimes.  Many survivors experience shame as a feature of statutory and private services.  The increased labelling of women and girls and trans/LGBTQI people with ‘borderline personality disorder’ (often when distress is not fixed or self-harm is a feature) is very concerning.[footnoteRef:109]  The states failure to appreciate the demands that upholding 4 (3) places on it in respect of psychosocial disability means very little is changing and proposed legislative changes with a regression of rights compounds an already dire situation.  [109:  New paper from me: 'The Epistemic Injustice of Borderline Personality Disorder.' It is open access and continues a stream of work since 2016. | Dr Jay Watts] 

For those who especially have been on the receiving end of coercive practices/neglect including DOL, whether individuals engage with services or even when individuals have been away from the system for years/decades, the experience of disability-based hate/discrimination is a feature of many of our lives.  
We wish to draw attention to a State funded project planned for a new purpose-built congregated setting for psychosocial disability in the grounds of St Stephens Hospital, Glanmire, Co Cork. [footnoteRef:110]This is in total breach of the UNCRPD 12, 14, 17, 19 , 23] and HSE’s own policy on decongregation.[footnoteRef:111] [110:  Liam Quaide, TD www.echolive.ie Sat, 12 Oct, 2024 
Plans for new hospital mental health services unsuitable, says Cork county councillor
 https://www.echolive.ie/corknews/arid-41494028.html
]  [111:  www.hse.ie Time to move on from Congregated Settings - HSE.ie ] 


Suggested Questions
	
i) [bookmark: _Hlk204385805]Does the State Party think it is appropriate for many disabled people who experience psychosocial disability; survivors/receivers/users of Psychiatry to continue to be effectively institutionalised in their own homes/residences, communities?

ii) When will it ensure that the discriminatory provisions in the assessment of need and provision of personal assistance or personalised budgets for individuals who experience psychosocial disability be addressed? 


13 [bookmark: _Hlk204385835]Article 21     Right to freedom of expression, opinion and access to information
Survivors encounter considerable barriers to obtaining their data, including psychiatric medical records, pulse records etc.  Lack of access to the individuals own personal data works against the right to access justice/ability to seek legal redress.  A prominent solicitor who specialises in data protection/GDPR has stated that he can no longer take GDPR requests from individuals seeking data from AGS, there is no point, given the barriers being put up to accessing the data for individuals. 

[bookmark: _Hlk204385919]Suggested Questions:
i)  Can the State Party confirm when individuals will be freely able to request and receive their full psychiatric/pulse records to facilitate taking complaints and potentially cases linking to Article 13 Access to justice?

ii) Can the State Party confirm when the Data Protection Commissioner will take the appropriate action to uphold individuals’ rights to fully access their medical/psychiatric/pulse records?

16. [bookmark: _Hlk204385951]Article   25  Health 

16.1	Article 25 (d) requires healthcare professionals to provide care of the same quality to persons with disabilities as to others, including on the basis of free and informed consent.  PWD’s given psychiatric diagnosis cannot access services for physical health on an equal basis with others.

 
16.2	Lack of informed consent & harm caused
Consent to treatment requires the individual to be advised of the benefits, the side effects, the risks and the withdrawal symptoms of any proposed medical treatment or Electroshock (ECT), especially given the level of harm caused to physical health by psychotropic medication regimes[footnoteRef:112] [footnoteRef:113] [footnoteRef:114] [footnoteRef:115] and brain injury (loss of memory) in respect of ECT. [footnoteRef:116] Side effects of psychotropic medication can include diabetes, heart disease, obesity, akathisia, tardive dyskinesia, renal damage (especially from lithium toxicity), thyroid disease, range of inflammatory conditions … Interaction of psychotropic medications with other medications for physical health can be a source of concern and needs to be monitored carefully.   [112:  Wand, T. (2025). Examining the Long-Term Impacts of Psychotropic Drugs and Considerations for People Discontinuing Treatment . Issues in Mental Health Nursing, 46(5), 411–419. https://doi.org/10.1080/01612840.2025.2476156
‘Given that people are routinely informed they need to take these agents long term, robust longitudinal studies are required that investigate a range of aspects such as quality of life, productivity, morbidity, mortality and the human experience of taking psychotropic drugs. With the knowledge that there is no clear or direct neuro-biogenic cause for mental illness or identifiable disease process, the indication is that psychotropic drugs provide no more than a crude form of chemical restraint’.]  [113: www.madintheuk.com Anne Marie O’Beirne blog Irish Survivor  https://www.madintheuk.com/author/annemob/
]  [114: ]  [115:  Laura Delano Surivor/writer www.theinnercompass.org
 https://tuckercarlson.com/laura-delano-highlights-1

]  [116:  Dr John Read Electroconvulsive Therapy Has Significant Cardiac Risks | Psychology Today Ireland	r. ] 


16.3	Lack of informed consent & reduced life expectancy
Life expectancy is reduced by twenty to twenty-five years from foreseeable, preventable and treatable serious co morbidities associated with psychotropic medications[footnoteRef:117]. [footnoteRef:118] Drugs like Zyprexa that have black box warnings are especially problematic.[footnoteRef:119] [117:  Long-term effects of antipsychotics on mortality in patients with schizophrenia: a systematic review and meta-analysis - PMC]  [118:  RACGP - Mental illness can lead to 20 year loss in life expectancy: Research]  [119: Jim Gottstein, lawyer Zyprexa papers  https://psychrights.org/ 
] 


16.4	Prescribing off label & harm caused
The prescribing of medications off label with informed consent such as Epilim requires greater monitoring, vigilance and oversight given the propensity for harm especially in respect of childbearing women and severe disabilities it can have on a foetus. [footnoteRef:120] [120:  Inquiry begins into prescribing of anti-epilepsy drug] 


17.5	Four suppositions have been identified in the thesis written by Fiona Anderson as part of the requirements to achieve the LLM in Disability Law & Policy, University of Galway[footnoteRef:121] which potentially impact on receiving discriminatory free physical healthcare:  i) Figment of the imagination, ii) Reflection of the mental health diagnosis, iii) Psychosomatic or stress induced, iv) diagnostic overshadowing, over emphasis placed on the ‘mental health’ diagnosis and marks and blurs the presence of underlying co morbidity.  Often before the person crosses the threshold for a physical health consultation, the medic has made a discriminatory assumption that the issue is to with the psychiatric diagnosis detailed on the referral regardless of the presenting condition. [footnoteRef:122] [121:  Fiona Anderson ‘Irish Mental Health Inpatient Services ; in Crisis, a shambles and disintegrating’]  [122:  www.jointcommission.org Diagnostic overshadowing is a harm that stems from cognitive bias Diagnostic overshadowing contributes to health disparities and is of particular concern in groups experiencing health disparities, such as individuals with disabilities. Many people have a pre-existing diagnosis or condition] 


16.6 	Due to Discrimination/potential for discrimination, there is active disengagement from accessing physical healthcare/preventative screening etc.  by many Survivors/Receivers/  Users of Psychiatry.
Many survivors because of their experience of human rights violations and discrimination in psychiatric services choose not to engage with routine physical healthcare routine, including cancer screening, bowel, breast check etc; with some even not having a General Practitioner.

16.7 Regulation 19 Mental Health Act 2001 & noncompliance issues/potential for discriminatory assessments
Regulation 19 of the Mental Health Act 2001 about general health. A general health check is mean to be undertaken every six months in respect of psychiatric residential settings. Non-compliance rates for these health checks under regulation 19 are relatively high. Physical health problems are frequently put down to ‘mental illness’.[footnoteRef:123] [123:  The Joint Commission www.jointcommission.org  This newsletter is distributed to chief executive officers and survey coordinators at Joint Commission accredited organizations
] 

Suggested Questions:
i) When will the Irish State in accordance with Article 25 CRPD repeal discriminatory legislative provisions that deny individual’s the right to give free and informed consent for admission and medical treatment, respecting the dignity, autonomy, will and preference and legal capacity of disabled people/individuals?
ii) Can the Irish State confirm what percentage of the health/disability/equality budget has been/is being ringfenced/committed to providing therapeutic non-medical approaches for psychosocial disability/disabled people that respect the will and preferences, autonomy, dignity and legal capacity of disabled people in line with the mandate placed on the State Party since ratification?




17. [bookmark: _Hlk204386139]Article 33
‘Article 33 of the UNCRPD requires State parties to designate a focal point within government for matters relating to the implementation of the Convention and to establish a framework, including one or more independent mechanisms, to promote, protect and monitor implementation of the CRPD’.[footnoteRef:124] [124:  Dail Eireann Debate 20 September 2018 on the UN Convention on the Rights of Persons with Disabilities UN Convention on the Rights of Persons with Disabilities – Thursday, 20 Sep 2018 – Parliamentary Questions (32nd Dáil) – Houses of the Oireachtas] 


[bookmark: _Hlk204386118]Suggested Questions:
We urge the Committee to ask the State Party:
Can the State Party provide the documentation and concrete evidence plus desegrated data to show the progress made by the Office of the Taoiseach [nominated focal point under the Convention] in the monitoring and implementing of the Convention across all government departments and agencies to date since ratification?

We thank Tina Minkowitz and the CHRUSP organisation for their advocacy [footnoteRef:125] and the  Absolute Prohibition Group[footnoteRef:126];  along Irish and international survivors past and present, including those whom we have sadly lost.  We thank also the Centre for Disability Law & Policy (CDLP) /School of Law /Disability Support Services, University of Galway. We remember Dr. Fiona Morrissey (RIP) and her efforts to support our advocacy.  We are appreciative of the time and courtesy and willingness to listen shown by every TD/Senator in our Oireachtas (Parliament) who has engaged with us regarding our advocacy and those who brought forward amendments to legislation.   We also thank the UN Special Mandate Holders and the UN Secretariat and every member of the Committee who takes the time to engage with our advocacy to inform the Committee with respect to the List of Issues for the review of Irelands compliance with the Convention.  [125:  https://www.chrusp.org/home/additional-resources.html
]  [126:  https://www.absoluteprohibition.org/contributions/ 
] 


Conclusion:
Given the Committees deinstitutionalization guidelines CRPD/C/5 dated 10 October 2022; [footnoteRef:127] along with a considerable body of guidance in General Comments and Concluding Observations for other State Party Reviews; we challenge the State Party on the continuation of gross human rights violations against Disabled People/PWD’/receivers, users and survivors of Psychiatry in blatant breach of the UNCRPD and international law the State has signed up to.  The State at present is arguably liable, culpable and must take responsibility in the denial of Legal Capacity facilitating gross human rights violations and going forward has a liability and will be held responsible at some future date.  Survivors will be seeking redress/reparations.  Quoting from the Deinstitutionalization Guidelines: [127:  CRPD/C/5: Guidelines on deinstitutionalization, including in emergencies (2022) | OHCHR] 

‘All legislative provisions that authorize the deprivation of liberty or other restrictions on liberty and security of person based on impairment, including involuntary commitment or treatment based on “mental illness or disorder”, should be repealed. Security measures applied in criminal proceedings, guardianship and other substituted decision-making regimes, and provisions for psychiatric hospitalization, including that of children, should be repealed. States parties should provide emergency assistance to persons with disabilities to enable them to leave places where they are arbitrarily detained’.  
Dignity cannot be compatible with practices of force treatment which may amount to torture. States must halt this situation as a matter of urgency and respect each person’s autonomy, including their right to choose or refuse treatment and care
[Former UN Special Rapporteur on the Right to attain the highest standard of physical and mental health 03.07.2020] 

They were forcibly detaining, drugging, and electroshocking human beings in pre–Nazi Germany, placing individuals in seclusion and restraint. [footnoteRef:128] Peter Breggin, Psychiatrist has highlighted ‘It turned out that biological psychiatry in Germany developed the theory and practice of massive “scientific” murder, including extermination centre’s, gassing and cremation. Furthermore, the Germans were sustained in their efforts by approval from key figures in British and American medicine and psychiatry’.  [128:  Peter Breggin, Psychiatrist Breggin PR. Psychiatry's role in the holocaust. Int J Risk Saf Med. 1993;4(2):133-48. doi: 10.3233/JRS-1993-4204. PMID: 23511221. https://journals.sagepub.com/doi/10.3233/JRS-1993-4204 see also www.bregin.org
] 

 The Irish State is culpable and continues to electroshock and in some cases use forced electroshock in 2025 knowing there are alternative CRPD complaint approaches available.  These could be researched (upholding Art 4 (3)), resourced and funded immediately and assist move the State towards compliance with the UN Convention on the Rights of People with Disabilities (CRPD) and the Committees interpretative guidance.  The State can never say it did not know.  Our submissions, our testimony is and will be increasingly on record on the international stage.  
“the functional test of mental capacity seriously discriminates against persons with disabilities, and needs to be abolished to ensure compliance with Article 12, according to General Comment 1 of the UN Committee on the Rights of Persons with Disabilities.  As long as this test remains a part of the Assisted Decision Making (Capacity) Act, Ireland is still not compliant with its international human rights obligations”. [Jonas Ruškus] [footnoteRef:129] [129:  Elaine Loughlin ‘UN Disability Committee member calls for O’Gorman to clarify Dail remarks’ Irish Examiner Newspaper, 13 July 2022  accessed via  UN disability committee member calls for O'Gorman to clarify Dáil remarks
] 

“The one thing you can’t take away from me is the way I choose to respond to what you do to me. The last of one’s freedoms is to choose one’s attitude in any given circumstance.”
― Viktor E. Frankl
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