
THE  REVIEW  OF  MENTAL HEALTH  AND  LEARNING  DISABILITY
(NORTHERN  IRELAND)

A Strategic Framework for
Adult Mental Health Services

June 2005

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 42 of 3342

MAHI - STM - 083 - 42



CONTENTS

Page

Introduction 1

User Reference Group Statement 7

Carer Reference Group Statement 9

Vision, Principles and Policy 11

The Present State of Mental Health Needs and 
Provision of Services 21

Community and Primary Care Services 29

Secondary Mental Health Services (Part 1) 43
A Person – Centred Approach 43
Mental Health Needs 47
Physical Health 76

Secondary Mental Health Services (Part 2) 81
Education, Training, Occupation 81
Accommodation 85
Social Security Benefits and Suppor t 89
Personal Life, Family Life and Culture 93
Advocacy 96
Carer and Family Needs 97

Services for People with Special Needs 107
People with Eating Disorders 108
People with Acquired Brain Injur y or Progressive Brain Disease 110
Deaf People with Mental Health Needs 113
People with Psychological Trauma 116
People with Personality Disorders 119
People with Asperger’s Syndrome or High Functioning Autism 121
People with Disorders of Gender and Sexuality 126
Women with Perinatal Mental Health Problems 128

Supporting Change 131

Implementing the Strategic Framework 141

i
BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 43 of 3342

MAHI - STM - 083 - 43



Page
Annexes
1 Steering Committee Membership 159

2 Terms of Reference for the Review 161

3 Details on Expert Working Committees 162

4 Membership of Adult Mental Health Exper t Working Committee 165

5 Good Practice Examples 166

6 Background on Services for People with Special Needs, 
discussed at Chapter 6. 179

Appendix 7
Statement from Experts by Experience 203

References 233

Glossary 266

ii

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 44 of 3342

MAHI - STM - 083 - 44



FOREWORD

In the summer of 2002, I was invited to chair this independent Review , commencing in
October that year.  Shor tly after this Professor Roy McClelland was appointed Deputy
Chair.  It took about 6 months to clarify our terms of reference, guiding principles, high-
level objectives, strategic framework and even our title, which became “The Review of
Mental Health and Learning Disability (Northern Ireland)”.  By March 2003 it was clear
that the work consisted of several interlinked reviews under one overarching title, and
encompassing policy, services and legislation. 

The Review Steering Committee presides over the work of 10 major Exper t Working
Committees.  Four Committees commenced their work by April 2003, and a fur ther 6
by November 2003.  In consultation with Gover nment, we agreed to produce our
reports separately in a phased manner .  All of our Committees have adopted an
evidence-based approach, drawing upon existing relevant infor mation and research,
and where necessar y commissioning research.  Exemplars of best practice local,
national and international, have informed our Reports. 

We have maintained a clear vision for mental health and lear ning disability services in
Northern Ireland.  Widespread consultations with stakeholders have endorsed our vision
and the strategic direction of the Review .  A feature of the Review process is the
contribution of Users and Carers across both Mental Health and Lear ning Disability.
Their insights, advice and guidance continue to be invaluable.  The r ecommendations
for service reform have been underpinned by a sound economic appraisal car ried out
by our Needs and Resources Committee.  As recent research by the Nor thern Ireland
Association for Mental Health has shown, the cost of mental health needs of the people
of Nor thern Ireland are considerable and extend well beyond the direct cost of health
and social care.

This first report from the Review set out a vision for adult mental health services for the
next 15 to 20 years.  The sucess of this depends on the contribution of stakeholders, but
most of all, Government, who must give a lead in implementing the process of change.
We fully recognise the resource implications and urge Gover nment, in par ticular the
Department of Health, Social Services and Public Safety, to begin the necessary process
of reform and modernisation of these services as quickly as possible.

I thank all involved in this Review for their ef forts.  An immense amount of work is in
progress. 

DAVID R BAMFORD (PROFESSOR) 
CHAIRMAN
June 2005
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INTRODUCTION

BACKGROUND
1. A Review of the policy , practice and legislation relating to mental health and

learning disability was commissioned by the Depar tment of Health, Social
Services and Public Safety (DHSSPS) in October 2002.  The main factors
influencing the decision to establish the Review were:

• recent reviews of mental health legislation in neighbouring jurisdictions;

• the need to ensure that law, policy and practice is in keeping with human
rights and equality law; and 

• the need to reflect cur rent evidence of best practice.  

HUMAN RIGHTS AND EQUALITY PRINCIPLES
2. Everyone has human rights and must be valued for his/her self-wor th.

Moreover, States and inter national organisations have a duty to uphold and
protect these rights.

3. However, since people live in social settings, the human rights of any individual
have to be considered in the context of relevant and often competing rights and
interests, for example, the right not to have one’s liberty restrained carries with
it a potentially opposing right of another individual not to be endangered.

4. Human rights, including the rights of people with disabilities or mental disorder,
should not be arbitrarily diminished.  There are circumstances when it may be
appropriate to curtail a person’s human rights, but this should be limited to the
minimum extent necessar y, and a person whose rights have been cur tailed
should be entitled to appropriate care and treatment.

5. Those who deliver health and social care must uphold these human rights and
equality duties in per forming their functions.  Ultimately , law and decision-
makers, including members of this Review , have to strike the appropriate
balance in relation to the relevant rights and interests.

6. Rights are useless unless people enjoy the protection of fered by human rights
in their daily lives.  It is cr ucial that people know about their rights and, where
these appear to have been breached, are able to enforce their rights.

7. To enable people with a mental health problem or a lear ning disability to
exercise the same rights as others, additional support, information and training

1
BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 47 of 3342

MAHI - STM - 083 - 47



may be required to maximise understanding and par ticipation.  Ensuring
equality of oppor tunity can also mean making str uctural changes, tackling
discrimination and addressing the assumptions and attitudes of others about
learning disability or mental health.

8. Putting human rights and equality principles at the centre of the law, policy and
delivery of these ser vices under review is a legislative imperative because of
international and domestic law .  These principles also need to be taken into
account in professional codes of conduct and practice.

9. The principles on which the Mental Health (Nor thern Ireland) Order 1986
should be interpreted are contained in the relevant Code of Practice 1992.
These include reference to:

• dignity;

• individual background;

• resources;

• least degree of control and segregation commensurate with individual
safety and the safety of others;

• lease restrictive alternative;  and

• treatment and care that promotes self-determination and responsibility.

10.  While the clearest outworking of this Review’ s deliberations on human rights
and equality issues will be seen in future reports from the Social Justice and
Citizenship and Legal Issues Committees, human rights and equality
considerations are reflected in all of the Review’s work, including this repor t.

STRUCTURE OF REVIEW

Steering Committee
11. To oversee the Review , a Steering Committee was established under the

chairmanship of Professor David Bamford. The Committee has repr esentation
from a wide range of professional interests, the voluntar y sector and fr om
service users and their carers.  Three members come from neighbouring
jurisdictions.  

12. Details on the Committee membership are at Annex 1.  The Terms of Reference
agreed by the Committee are at Annex 2. 

2
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Expert Working Committees
13. Work on specific aspects of the Review has been delegated to 10  Exper t

Working Committees, which were established in two phases during 2003.  Brief
details on these are at Annex 3.

14. Conscious that the workforce is a key resource, the Steering Committee has
been collaborating with DHSSPS on a workforce planning group on mental
health and lear ning disability ser vices under the chair manship of Mr David
Bingham, Director of Human Resources in that Depar tment.  The Steering
Committee is anxious to see not just an increase in the numbers of staf f
working in the mental health and lear ning disability fields, but also that these
staff are equipped with the appropriate skills for the models of ser vice delivery
envisaged in the future.  

15. The Steering Committee decided that reports would be made to Government in
stages, as the work of the Committees was completed.  This repor t represents
the first major repor t from the Review , and deals with adult mental health
services across primar y, community and hospital sectors.  Other repor ts will
follow over the next 12 months.  

VALUES AND PRINCIPLES
16. One of the Steering Committee’ s first tasks was to agr ee a set of values and

principles to underpin its work.  Key among these are:

– Involvement and Open Access;

– Inclusivity;

– Quality;

– Existing Excellence; and

– Research and Information.

The Views of Stakeholders
17. At the outset of the Review , Professor Bamford wrote to over 200 stakeholder

organisations in the statutor y and voluntar y sector , seeking their views on
priority areas which the Review should examine.  A series of meetings with
stakeholders was held and a policy of open access to the Review and its work
has been maintained.  The comments received from both written responses and
the stakeholders meetings have informed the work of the Committees.
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18. Working Committees are also engaging with stakeholders as their work
progresses.  The Review operates an open access policy, in that any individual
or organisation can present their views to the Steering Committee or any of the
Working Committees.

19. A website has been established to keep stakeholders and the general public
informed on progress and with the work of the Review (www .rmhldni.gov.uk). 

Service Users and Carers
20. The views of ser vice users, carers and families are central to the Review .  The

Steering Committee and W orking Committees have user and carer
representation within their membership.  

21. User and carer refer ence groups have been established in respect of both
mental health and lear ning disability ser vices.  Each of these groups has a
membership of about 15-20 people.  With their help, consultation events have
been held in various locations to allow a wide range of people to voice their
opinions and tell their experiences.  A freephone message line (0800 3284260)
was also established to enable ser vice users and carers to make their views
known, in an anonymous way, if they wished.  

The Evidence Base
22. One of the principles informing the Review is that it should be grounded on the

best available evidence base.  As par t of defining the quality and
appropriateness of evidence, due consideration has been given to relevance,
applicability, reliability and validity. While noting these various dimensions, for
the Review as a whole the following classification has been adopted:

(A) An expert user group or carer group opinion;

(D) Descriptive sur veys of client groups; Evaluation of client needs and
services; Systematic user surveys;

(N) Interventions studies – non – randomised trials;

(R) At least one randomised controlled trial; and

(S) Systematic reviews including at least one randomised controlled trial.

23. It should be noted that the optimal evidence for par ticular issues may be quite
different, for example, descriptive analysis for community mental health
morbidity.  The various dimensions of evidence need to be considered with the
emphasis on fitness for purpose.  That said, the adequacy of the evidence base
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in a number of areas is still relatively weak and the Review emphasises the
importance of strengthening this with new research and ser vice evaluation
initiatives.

The Adult Mental Health Exper t Working Committee
24. This Committee first met in Febr uary 2003.  Details on its membership ar e at

Annex 4.  While this por tion of the Review focuses on adult mental health,
several areas of adult ser vices are the subject of separate reviews – Forensic
Services, Alcohol and Substance Misuse, Dementia and Mental Health Issues
of Older Adults.

Structure of the Strategic Framework for Adult Mental Health
25. The report recognises and follows the natural division of our Health and Social

Services into Community and Primar y Care (Chapter 3) and Secondar y Care
(Chapters 4, 5 and 6).  It also considers the requirement for regional level
services because of the exper tise required for people with par ticular mental
health needs (eg people with eating disorders) (Chapter 6).  While general
consideration of the nature and size of mental health problems is considered in
Chapter 2, the par ticular epidemiology of the disorders considered in Chapter
6 and Annex 6 are, for convenience, considered alongside the ser vice
considerations and recommendations for each of these groups.

Interface Issues
26. The Strategic Framework for Adult Mental Health is par t of a review of the

whole system of provision for people with mental health problems and people
with lear ning disability embracing ser vices, policy and legislation.  The
Strategic Framework, therefore, must be seen in the context of the entire
Review.  The success of any refor m of adult mental health ser vices is
dependent upon the successful refor m of the system as a whole.  There are
many interfaces between adult mental health services and other services.  This
Strategic Framework reflects these inter faces and, where appropriate, gives
detailed consideration to them.  That said, because of the phasing of the work
of the Review, there may be issues in the inter face areas which are identified
subsequent to the drafting of the Strategic Framework and may need to be
incorporated.  Ser vices in several areas outwith adult mental health have
historically been less well developed, notably child and adolescent ser vices,
forensic services and specialist services within adult mental health.

5
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27. While the emphasis of the Strategic Framework is the ser vice needs of people
with mental health problems, a holistic approach to the issues of mental ill-
health also requires a robust strategy for prevention and mental health
promotion.  Issues surrounding secondary prevention and the needs of families
and carers have been considered core to the service reform proposals within
this Strategic Framework.  The broader requirements of a strategy for mental
health promotion are the subject of a separate repor t.

28. The Review includes refor m of legislation driven by principles and priorities
underpinning policy and service reform.  This we believe is the right way round.
Nevertheless, the review of mental health legislation is likely to have an impact
on service development and provision.  Again, as with other inter face issues,
the Strategic Framework for Adult Mental Health will need to consider the
impact of legislative reform on service requirements.

6
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USER REFERENCE GROUP STATEMENT

As Experts by Experience we are key to the Review .  We claim our right to be valued
for our diversity and dignity and to shape the community and practice of mental health
care.  Everyone has mental health needs and anyone might have need of ser vices.  In
an imperfect world people become emotionally stressed, depressed and unwell and can
benefit from help and healing.  Mental health ser vices need to be delivered in ter ms of
needs and rights.

For the New V ision to be achievable the values and principles must be upheld and
implemented. Legislation must follow these values and principles.

Each of us in the Exper ts by Experience Group has our stor y of the negative ef fect of
the conditions and provisions of care.  One element must be changed and that  is the
attitudes of the professionals and all those who engage with us.  Essential to
empowerment and recover y is a person centred approach. Understanding the person
on their own terms and placing them at the centre of the process.   

When the cause of the ‘crisis’ is commonly social and emotional, clinical responses are
often inappropriate and ineffective.  What is needed arerespect, understanding, and the
provision of a safe and welcoming environment.  Hospitals do not often provide these
responses.  Home or respite ser vice responses should be the nor m. 

As Experts by Experience we recommend crisis responses from a variety of sources
that include ser vice user and carer initiatives and par ticipation. The person in crisis
must have a choice of care.  

Responses to people with mental health problems have been driven by an ethos of
doing to rather than being with, resulting in ser vice users become objects to control,
maintain and rehabilitate. W e ar e deeply concer ned that treatments which are
controversial, invasive and which can be fatal are still in use.  Within this environment,
individual recovery can never be fully realised.

Empowerment and recovery must replace older notions of rehabilitation.  Mental health
workers will encourage and support persons on their own journey of recovery.  The role
of the mental health worker should be augmented by the advocate, in par ticular the
peer-advocate, to aid communication, create an equal and positive relationship
between the mental health worker(s) and the person.
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The community has a critical responsibility towards the recover y of the person,
providing sanctuar y in times of crisis and alter natives to acute hospital care.  The
community must suppor t networks for the person, allowing them to af fect their
recovery with support from peers, their families and friends.

Service users must be involved with real consideration of the positive contribution they
can make to the mental health ser vices.  W e are invaluable in the planning,
development, delivery and monitoring of ser vices.

Our experience of services gives us a unique insight into:

• Self: only you can know yourself

• Others: an appreciation of others in distress

• Service provision: what works and what does not work

• Other statutory and voluntary agencies and how problematic they can be
for the individual.

Service user-led initiatives provide a safe, confidential and supportive environment and
must be resourced and suppor ted.

The exper tise of people who have experienced mental health problems must be
recognised equally with research based evidence or practice evidence. Evidence-based
research needs to include social, psychological and environmental investigations. They
must be valued and promoted equally with phar maceutically funded research.

Mental health service users’ skills must be incorporated within professional training and
education.

Service users must be involved in the recr uitment of mental health personnel and in
continued assessment of all professional development.

8
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A STATEMENT PREPARED BY THE CARERS’
REFERENCE GROUP

We in the Carers’ Reference Group all have family members or close friends who have
had experience of the mental health ser vices and therefore have a deep and personal
interest in, and a significant contribution to make to the development of ser vices
relevant to mental health and lear ning disability .  W e fully endorse the statement
submitted by the Service User Reference Group.

We welcome the cur rent Review and the oppor tunity to be involved in its work.  As
carers we wish to assert, and with enthusiasm and commitment implement, our right to
active par ticipation in the Review and in subsequent planning, monitoring and
development of public ser vices which intimately af fect our lives and the lives of those
for whom we care.  As is the case with ser vice users, carers need to be involved at all
levels, from individual assessments and care planning to reviews of gover nment policy
in community care.

Consultation with, and involvement of service users and carers in policy making which
affects their lives is a legal requisite, especially under Section 75 of the Northern Ireland
Act 1998.  Good practice is assessed in ter ms of how well such consultation and
involvement is car ried out, and the relationships and improvements in policy making
and implementation that develop from it.

We endorse gover nment policy concer ning the need for par tnership between civil
society and statutor y authorities as the basis of ef fective change and express our
willingness as carers to become actively involved in par tnerships across and within
sectors.

We support a human rights, equality, and needs-based approach to the development of
policies and deliver y of ser vices, and a commitment to providing the necessar y
resources for the implementation of the Review’ s recommendations.

A model of recovery and empowerment, rather than traditional paternalistic notions of
rehabilitation, is strongly endorsed by the Carers’ Group as the way for ward in the
maintenance of good mental health.  The nature of suppor t should be person-centred
and holistic, recognising and utilising the fact of social existence as the essence of
humanity and well-being.

We acknowledge complex and sensitive relationship issues that can arise with mental
health service users and their families, including that of confidentiality:  that they can
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be successfully dealt with.  Carers have an enor mous, often unacknowledged,
contribution to make in being par t of a community of suppor t for those they love and
care for.

In the development of care plans carers have a, frequently untapped, wealth of
experience and infor mation that can enable the for mation of an appropriate suppor t
package.

In ter ms of community care, carers seek acknowledgement and suppor t for their
involvement as par t of the series of community based networks – circles of friends –
that will contribute to the recover y of their family member or friend.

We wish to be par t of the creation of a process that makes a real dif ference to lives.
One that is self-reflective and responsive to need, and in which the exper tise and
experience of the services users and carers is central.

10
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CHAPTER 1

VISION, PRINCIPLES AND POLICY

A NEW VISION FOR ADULT MENTAL HEALTH
1.1 The vision underpinning this Strategic Framework is common to the Review as

a whole:

– valuing those of us with mental health needs, including rights to full
citizenship, equality of oppor tunity and self-determination; 

– addressing the challenges facing people with mental health needs; and

– a process of reform, renewal and modernisation of services that will make
a real and meaningful dif ference to the lives of people with mental health
problems, to their carers and families.

1.2 The vision has been greatly infor med by cor e values derived fr om the
consultations, the submissions to the Review and the dir ect involvement of
users and carers throughout our work.  People with mental health needs and
their carers should receive ser vices which:

• respect them as individuals – through openness in the providing of
information, respect and cour tesy in individual interactions with ser vice
users, tr ue par tnership and empower ment in ser vice planning and
provision – with Gover nment, providers and the wider society each
accepting their respective responsibilities;

• demonstrate justice and fair ness – resources for ser vices should be
allocated and managed accor ding to criteria which are transparent and
which demonstrate equity.

1.3 These values are underpinned by our obligations as a community under
Equality and Human Rights legislation.  

PRINCIPLES
1.4 The principles for the Strategic Framework draw on the vision and values of the

Review and are as follows:

• partnership with users and carers in the planning, development,
evaluation and monitoring of ser vices;

• partnership with users in the individual assessment pr ocess and all
therapeutic interventions of care and support;
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• delivery of high quality , ef fective therapeutic inter ventions, care and
support;

• equity of access and provision of ser vices, including the needs of people
from minority cultures, people with disabilities, people subject to the
criminal justice system;

• provision of services which are readily accessible;

• delivery of continuity of care and suppor t for as long as is needed;

• provision of a comprehensive and co-ordinated range of ser vices and
accommodation based on individual needs;

• taking account of the needs and views of carers, where appropriate, in
relation to assessment, therapeutic inter ventions, care and suppor t;

• provision of compr ehensive and equitable professional and peer
advocacy, where required or requested;

• promotion of independence, self-esteem, social interaction and social
inclusion through choice of ser vices, facilitation of self management,
opportunities for employment and social activities;

• promotion of safety for ser vice users, carers, pr oviders and members of
the public;

• provision to staff of the necessary education, training and suppor t; and

• services subject to quality control, infor med by the evidence.

1.5 Informed by these values and principles, the Review has pr ovided a unique
opportunity to address the full spectr um of issues relating to adult mental ill-
health.  The Strategic Framework provides the blueprint – a blueprint that is as
dependent on a cultural change as much as investment of new resources.  This
incorporates a new sense of par tnership and equality of esteem for ser vice
users, a valuing of carers as equal partners in service provision, effective team
working and collaboration with and between provider groups including user
provided services.

POLICY

Where we have come from
1.6 Over the past 30 years successive local and national strategies and a growing

body of research evidence have advocated refocusing of ser vice provision
away from hospital settings towards community based provision.  This shift
reflects the preference of ser vice users for home life over institutional care, for
local services over distant ones, for services sensitive to community needs and
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the pursuit of normalisation and integration.  It has led to a strong emphasis on
the provision of more and better care in the community, embracing support for
primary care ser vices and the development of a spectr um of community
facilities and services; the participation of service users and carers as par tners
in service planning, development, delivery and monitoring. 

Where we are
1.7 In its consultation with Boards and T rusts, the Review has been greatly

encouraged by the ef forts cur rently being taken to address the present
shortcomings in ser vice provision.  Planning initiatives have been well-
informed by new research evidence and exemplars of ser vice development
elsewhere.  The voice of users and carers is becoming better organised and
they are gradually becoming more involved in the planning and development
of ser vices.  W e ar e for tunate in having a ver y committed and professional
workforce.

1.8 Within Nor thern Ireland, considerable development in the provision of
community mental health ser vices and care has taken place.  Never theless,
recent reviews by Boards, professional organisations and voluntar y
organisations,1 while noting the strengths of present provision, have highlighted
deficiencies.  For example:

• while Nor thern Ireland policy has focussed on the development of
community mental health service provision, the pace of development has
lagged significantly behind developments in England;

• identified deficiencies point to the following ser vice needs:

– a person-centred approach; 

– more inclusive and integrated ser vices, including better working
between primary and secondary care;

– better community alter natives, par ticularly in the area of
assessments and crisis; 

– better services promoting recovery including greater participation of
service users and, where appropriate, their carers; 

– greater availability of psychological therapies; 

– better out-of-hours service provision; 

– a more collaborative and inclusive approach to care planning; and 

– more accessible advocacy, with user and carer involvement.  

13
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Where we need to get to
1.9 The goals of this Framework are to:

(i) provide better health outcomes and better outcomes for personal and
social functioning for all people with mental health needs;

(ii) ensure effective, accessible and safe ser vices;

(iii) guarantee service users and their carers significantly improved experience
of and satisfaction with ser vices; and

(iv) give staff real and meaningful oppor tunities for professional development
and job satisfaction.

1.10 The aim is to ensure that each person with mental health needs r eceives
appropriate services, where and when he/she requires them.  The emphasis is
on fitness for purpose.

How to get there
1.11 To ensure a balanced and inclusive Strategic Framework, the following high

level objectives have been set:

• specific refor ms and moder nisation of ser vices for people with mental
health needs;

• specific models of care and standards of provision in relation to the
quality, comprehensiveness, effectiveness, accessibility and acceptability
of provision;

• detailed consideration of primar y and secondar y care ser vices, the
interface between ser vices, the linkages and inter faces between health
and social care, education, culture, ar ts and leisure, employment and
housing, the complementar y roles of statutor y and independent ser vices
and the issues surrounding multi-disciplinary and multi-agency working.

1.12 Fundamental to the creation of improved services for people with mental health
needs are:

Workforce development:

• with an increased supply of health and social care professionals;

• with improvements in the skills and competencies of professional staf f;

• with greater development of user and carer led ser vices; and

• with the flexibility to change and to contribute to change.
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Information on: 

• services, for users and carers;

• the prevalence of mental health morbidity and needs for ser vices; and

• how successfully ser vices meet the needs of people for therapeutic
interventions and care.

Sustained interdepartmental support and investment to:

• provide for a substantial increase in a wide range of community ser vices,
supports, options and oppor tunities; and

• improve the quality and accessibility of inpatient provision.

1.13 The Strategic Framework envisages a br oad and detailed r eform and
modernisation of ser vices.  Given the complexity of this process, clear
signposts to mark out the highway of reform are essential.  This is provided by
10 Framework Standards which, in tur n, are underpinned by a detailed
roadmap for change (Chapters 3, 4, 5 and 6).

1.14 Given the anticipated long-haul nature of the reforms, requiring many years to
achieve the Strategic Framework goals, it will be essential that the
implementation process is per formance-managed.  The Standards and their
underpinning recommendations, therefore, have been mapped directly onto a
set of Performance Indicators (Chapter 8).

THE STANDARDS
1.15 Ten Standards are proposed to give clear direction to the Strategic Framework.

Standard 1.  Services to be Person-Centred

1.16 – A person-centered approach to planning and provision, with recover y
central to the vision

– A whole systems approach to strategic refor m and modernisation

– A planned approach to the whole system of mental health ser vices
organisation and development

– Independent providers fully engaged

– User and carer involvement in planning, development, deliver y and
monitoring

– Good managerial cohesion, information management and team working

– A comprehensive workforce strategy.  
(Recommendations 19 – 23)
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Standard 2:  Effective Community and Primary Care Services

1.17 – Community gr oups including employers and educational pr oviders
promoting the mental well-being of those for whom they have
responsibility

– Person-centred planning and a quality assured range of provision at
primary care level

– Service user and carer involvement in ser vice development, deliver y,
monitoring and evaluation of Primar y Care Services

– A range of advocacy provision in Primar y Care

– Targeted investment in primary care teams

– Seamless arrangements between primary and secondary care settings

– Access to a named mental health professional

– Accessible out of hours ser vices

– Effective arrangements for continued professional development.
(Recommendations 1- 18)

Standard 3.  Effective Community Mental Health Ser vices

1.18 – Comprehensive coverage by CMHTs

– CMHTs adequately staffed to a minimum of 50/100,000

– Ready access to a range of community resources including independent
and user led provision

– For people with complex and enduring needs:

– User participation in preparation of care plans

– Yearly multi-disciplinary review

– Mental health liaison services for all general hospitals

– Accessible and ef fective range of evidence-based and up-to-date
therapeutic interventions

– Tier 2 ser vices for people with psychological trauma, eating disor der,
personality disorder , disorders of gender or sexuality , women with
perinatal mental health problems, deaf people with mental health
problems.

(Recommendations 24 – 28, 54 – 63)
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Standard 4.  Effective Crisis Services

1.19 – Comprehensive provision of 24/7 appropriately resourced Home
Treatment Services

– A single system of acute and crisis provision including Home T reatment,
Day Hospital, Step-up, Step-down and Inpatient ser vices

– All services of high quality providing a range of therapeutic interventions,
sensitive to gender and cultural needs

– A lead clinician or manager with overall responsibility for inpatient
services.

(Recommendations 29 - 35)

Standard 5.  Promoting Recovery

1.20 – Those with greatest need given highest priority

– A comprehensive range of community ser vices available to facilitate
recovery of those with complex needs, including appropriately resourced
CMHTs, Home Treatment and Assertive Community Treatment Teams

– Separate services for younger people with a first episode of psychosis

– Appropriate provision for people with mild lear ning disability , service
users growing older , people with challenging behaviours, people with
mental health problems along with alcohol or substance misuse

– Tier 2 ser vices for adults with acquired brain injur y or progressive brain
disease, Asperger’s Syndrome or high functioning autism.

(Recommendations 36 – 53, 64+65)

Standard 6.  Sustaining Meaningful Lives

1.21 – Service users with complex and enduring needs enabled to live fulfilling
personal, family and social lives

– Opportunities for education, occupation and leisure

– Choice of a range of accommodation and suppor t

– A readily accessible Social Security system 

– Easy access to Advocacy ser vices

– Services sensitive to cultural, religious and spiritual needs.
(Recommendations 66 – 80, 85+86)
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Standard 7.  Providing for People with Special Needs

1.22 – Specialist regional ser vices in addition to primar y and secondar y care
services for people with eating disorders, acquired brain injur y or
progressive brain disease, psychological trauma, personality disorder ,
people with Asperger’s Syndrome or high functioning autism, disorders of
gender and sexuality, women experiencing mental health problems during
the perinatal period and deaf people with mental health needs.

(Recommendations 100 – 136)

Standard 8.  Meeting the Infor mation and Support Needs of
Service Users, Carers and Families

1.23 – Full implementation of existing policy and legislative obligations relating
to users  and carers

– Easy access to comprehensive information on services

– Service users and carers provided with appropriate suppor t, education
and information

– Family interventions should be an integral par t of mental health practice

– Service users who are parents suppor ted in their parenting role

– Where children may requir e protection, agreed protocols established
between young people’s services and mental health ser vices.  

(Recommendations 81– 84, 87 – 99)

Standard 9.  Ensuring Sound Infor mation for Mental Health

1.24 – Information systems to support professional staff, service providers and to
enable the Depar tment of Health, Social Ser vices and Public Safety to
monitor effectively the roll-out of its new Strategic Framework

– A Research and Development Strategy to inform and update the Strategic
Framework.

Standard 10.  Delivering an Ef fective, Competent and Confident
Workforce

1.25 – A comprehensive regional, flexible workforce strategy to underpin the
Strategic Framework, embracing multi-disciplinar y workforce training,
recruitment, retention;

– Provider workforce strategies which include recr uitment, retention,
training, support, career opportunities.
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1.26 These 10 Standards underpin the detailed recommendations emerging from
this Review (Chapters 3, 4, 5 and 6) and map directly onto the Per formance
Indicators which signpost the delivery of the Strategic Framework (Chapter 8).  

A BLUEPRINT FOR CHANGE
1.27 The Strategic Framework provides a blueprint for reform and modernisation of

services based on the agreed principles and values.  It adopts a strong user and
carer perspective and specifies evidence-based ser vice models aimed at
addressing the current problems and bar riers to good practice (Chapters 3, 4,
5 and 6).  It is underpinned by programme recommendations for funding,
human resources, infor mation management, research, ser vice evaluation and
performance management (Chapters 7 and 8).
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CHAPTER 2

THE PRESENT STATE OF MENTAL HEALTH NEEDS
AND PROVISION OF SERVICES

INTRODUCTION
2.1 Consistent infor mal advice and infor mation fr om ser vice users, carers and

service providers emphasise the existence of significant gaps and deficiencies
in service provision for people with mental health needs.  Strategic planning, to
be ef fective however , must be grounded on detailed population based
information on mental health needs.  This should include knowledge of:

• the prevalence of people with mental disorder*;

• the nature and prevalence of problems experienced by those suf fering
from mental disorder; and

• the extent to which cur rent services meet the needs of these people.

Each of these issues is considered in the following sections for mental health
problems in general.  The prevalence of those disorders for which regional
provision are proposed are described along with specific ser vice requirement
(Chapter 6).

THE PREVALENCE OF MENTAL ILL-HEALTH
2.2 From a global perspective, the scale of the challenge posed by mental illness

has become increasingly clear in recent years.  One in ten adults worldwide are
affected by mental health problems at any one time, accounting for over 12%
of the global burden of disease1. Mental health problems account for over 30%
of all years lived with disability , and in the developed world account for over
40% of the total burden of disability.

* Mental disorder is best understood as deriving from an interplay of biological, psychological and social
factors.  The ter m mental disorder is used throughout this Review to refer to a range of specific mental
illnesses such as schizophrenia, bipolar disorder, depressive disorder.  It includes other disorders such as
mental health problems arising from neurological disorders for example epilepsy , Parkinson’s Disease,
brain injur y secondary to trauma or substance misuse.  These are defined in the Inter national
Classification of Disease (version 10).

The term mental health problem is also used in recognition of the fact that, par ticularly for people with
more complex and enduring mental health needs, problems may extend beyond the disor der itself;
indeed the primary disorder may be in remission.  These problems include dif ficulties with thinking and
decision making, problems with esteem or self confidence, dif ficulties with social tasks and functions.
These are defined within the International Classification of Disabilities and Handicaps.
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2.3 Within the United Kingdom (UK) there are significant variations in the level of
mental health morbidity.  Socio-economic deprivation has a significant impact
on prevalence, reflected in, for example, the level of unemployment and the
quality of the social environment.  The social deprivation experienced by the
Northern Ireland community is among the worst in W estern Europe.2 In the
period 1997 – 2002, average gross weekly household income in Nor thern
Ireland was only 78% of the UK average.  Nor thern Ireland’s unemployment
rate has been consistently higher than that of Great Britain, and in 2001 was
6.2%, almost 30% higher than the UK average.  In addition, the community has
experienced 30 years of civil conflict.  

2.4 While social and economic factors contribute significantly to mental well-being
the opposite is also true.  Around half of the disabled population in the UK are
economically inactive compared with only 15% of the non-disabled population.
Moreover, people with mental health dif ficulties have the lowest employment
rate of all disabled people (18% compared to 48%). 3 In Northern Ireland more
than a third of Incapacity Benefit claimants have a mental or behavioural
disorder.4 In 2002, over 37,000 people were on Incapacity Benefit as a result
of mental and behavioural disorders, and just under one in five people receiving
Disability Living Allowance (DLA) gave mental health reasons as the main
disabling condition.

2.5 Using the General Health Questionnaire, the Northern Ireland Health and Social
Well Being Sur vey (2001) found a prevalence of mental health problems of
24% among women and 17% among men.  Such rates areover 20% higher than
the rates in England or Scotland. 5

2.6 While at the present time we do not have an in-depth profile for Nor thern
Ireland as a whole, a detailed prevalence study has been completed for the
District of Derry.6 The 1-year prevalence of psychiatric disorder was over 12%,
consisting mostly of depressive and anxiety disorders.  The overall prevalence
was again greater than the UK average and similar to a deprived inner city area
of London. 7 The prevalence of psychotic illness was 0.46%, similar to findings
from UK national surveys.

2.7 While this study does not allow one to generalise to the rest of Northern Ireland,
it provides impor tant pointers to the expected general prevalence of disorder
elsewhere.  In particular, it confirmed clear and strong associations between the
level of psychiatric morbidity and pover ty.8
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2.8 Within Nor thern Ir eland there is a significant variation in the level of social
deprivation.9 Among the most deprived are homeless people.  A recent study
of homelessness in Belfast found that 37% had mental health problems, rising
to 41% among single residents in accommodation for homeless people, half of
whom had moderate or severe levels of mental health impair ment, as well as
high levels of unmet need for most ser vices. 10

2.9 The impact of 30 years of civil conflict on community mental health has been
assessed in several community based studies.  In a random sample of 1000
adults, Cairns and Mallett11 found 16% to be “direct” victims and 30% “indirect”
victims of civil conflict.  Perception of being a victim was consistently
associated with poorer psychological well-being.

2.10 Again O’Reilly and Stevenson12 in a separate household survey found a positive
association between the extent to which people and areas were affected by the
conflict and significant mental health problems.  A variety of evidence,
including the findings of these prevalence studies, 8, 11, 12 is revealing that the
ceasefires have not been associated with any improvement in mental well-
being.  The civil conflict has, therefore, cast a long shadow on the mental health
of the community in Nor thern Ireland.

2.11 Suicidal behaviour is one of the major health challenges in Ireland, nor th and
south:  a challenge for mental health policy, services and the wider community.
A particular problem is the substantial increase in suicide over the past 20
years among younger people.  It is now the number one cause of death among
18-24 year olds in Ireland.

2.12 While suicide is a major health challenge, it is the tip of an iceberg.  Recent
research in Ireland and the UK have found rates among those who would
consider committing suicide to be around 20% among young people, with 7%
carrying out acts of deliberate self-harm.  While the challenge is particularly in
the area of primar y prevention, the ser vice needs of young people in
psychological crises needs to be considered par ticularly at community and
primary care levels.

NEEDS FOR CARE
2.13 Needs can be considered as pr oblems which may benefit from care or

treatment.  Prevalence of mental ill-health is only an approximate guide to
needs, as these are not just deter mined by symptoms, but from associated
features such as impaired social functioning.  Many aspects of a person’ s life
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may be disr upted as a consequence of a mental disorder .  This may include
suffering caused by symptoms, loss of independence, lower quality of life and
difficulties with social interaction.

2.14 Assessment of population needs is an essential step in the planning of services.
A systematic and comprehensive evaluation of mental health needs for care
and treatment has not been car ried out for Nor thern Ireland as a whole.
However, in the District of Der ry study, needs for care were found to be met in
less than 30% of care episodes.  In a large propor tion, needs were not met
because people had either not presented or not continued with treatment.  This
reluctance to engage with ser vices, which has been confir med in national
studies,13 highlights a need for better public education and infor mation and for
services that are more accessible and user -friendly.

2.15 The generally agreed priorities for mental health services highlight the needs of
the severely mentally ill.  The District of Der ry study included recording the
number of people with psychotic disorder known to primar y, secondar y and
non-statutory services.  This gave a prevalence of 0.46%, consistent with the
most recent UK prevalence estimates. 14 Schizophrenia was the most single
common diagnosis, present in over half.

2.16 The Medical Research Council Needs Assessment Interview was used to assess
psychological and social need.  While the most frequent problem areas related
directly to illness, (eg psychotic symptoms, the ef fects of medication), other
symptoms (eg anxiety, depression) were relatively common. In addition, a wide
range of problems were found in social functioning. The presence of these
additional problems must be considered in ser vice provision.  

2.17 The wide profile of problems affecting this group of people highlights the need
for a holistic approach to ser vice development and deliver y.  Of equal
importance for ser vice planning is the extent to which cur rent ser vices are
meeting the needs of this group.  While in the above study the most common
problem area, psychotic symptoms, was for the most par t being dealt with
satisfactorily, medication side-effects were being addressed in just over half.

2.18 A substantial amount of unmet need was also identified in the areas of
psychological and social functioning, including under -activity, dif ficulties with
day to day activities, where between one third and one quarter of all needs were
unmet.  The issue of unmet need in relation to neurotic symptoms may be
important, not only for quality of life, but also in relation to the well-recognised
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high suicide risk among this group of people.  Unmet need was greatest among
males and people with longer duration of illness.

2.19 A new Nor thern Ireland Strategic Framework for mental health must include
better information on mental health and better infor mation on service needs.  

SERVICE PROVISION
2.20 A third element in the infor mation requirements concer ns ser vices, both

current and planned, and a matching of these to local population needs.  As
part of this Review, baseline information is currently being obtained on existing
services provided by each Trust throughout the Board areas.

2.21 Mental health inpatient provision in Nor thern Ireland, as in the rest of Ireland,
is and has been significantly greater than in England.  Historically this may
have reflected greater commitment from local administration in providing for
the most vulnerable in our society.  However, the present relatively high level of
provision reflects a lack of alternative provision, the result of deficiencies in the
current and previous strategies, lack of investment and resources.  Baseline
information recently obtained from ser vice providers for the Review indicates
current acute inpatient provision for adults under 65 years to be approximately
50/100,000 adult (<65) population and continuing care inpatient provision for
all adults to be 28/100,000 adult population.  There is significant variability
across Northern Ireland.

2.22 Local evidence points to high levels of need among people with the most
severe forms of mental disorder and to significant ser vice gaps, particularly in
relation to co-morbid emotional needs and social provision.  Ser vices for the
severely mentally ill in particular require better community provision and better
resourcing of day care and community based interventions, including adequate
numbers of appropriately trained staf f.  

THE ECONOMIC AND SOCIAL COSTS OF MENTAL ILL-HEALTH
2.23 The Health and Personal Social Services expenditure on adult mental health in

the year 2002/03 was £110 million, 6.1% of the total expenditureon health and
social care.  Over half (57%) of the mental health expenditure was on hospital
services.  

2.24 However the total economic costs of mental illness is much greater than the
direct health ser vices costs.  For example, the estimated economic ef fect of
depression on employment, and hence on national pr oductivity in cost ter ms,
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is over twenty times greater than the costs falling to the health ser vices15. In a
recent study the Nor thern Ireland Association for Mental Health, in
collaboration with the Sainsbur y Centre for Mental Health, London, has
estimated that the total financial cost arising from mental ill health in Nor thern
Ireland in 2004 to be £2,852,000,000 16. This includes the cost of care, loss of
output and the human cost.  It has been estimated that overall about 70% of the
costs of mental illness is bor ne by the individuals who experience it and their
families17.

2.25 Currently the Nor thern Ireland expenditure on mental health ser vices is less
than the comparator expenditure in England.  From the Needs and
Effectiveness Evaluation Repor t the per capita expenditure for 1999/2000 in
Northern Ireland was at a similar level to that in England.  This, however, takes
no account of the characteristics of the populations of the dif ferent countries
with different levels of need.  

2.26 Two significant indicators used in resource allocation formulae are dependence
on income suppor t and standardised mor tality ratios.  Research evidence
shows a strong cor relation between deprivation and need for adult mental
health and social care ser vices.  In Nor thern Ireland the propor tion of 16-64
year olds dependent on Income Suppor t is 60% higher than in England.  The
standardised mor tality ratio, a measure of early death and a proxy for
morbidity, for 65-74 year olds is 6% higher than in England.  The Needs and
Effectiveness Report estimated that Nor thern Ireland’s need for mental health
services was around 25% higher than in England.

2.27 Since 1999 and with implementation of the National Ser vice Framework for
Adult Mental Health in England and W ales there has been a significant
investment in mental health ser vices.  Expenditure on mental health in
2002/03 accounted for 11.8% of public spending on health and social services
compared with 8.4% in Nor thern Ireland for the same period 17.

CONCLUSIONS
2.28 Present information on mental ill-health needs for treatment, care and ser vice

provision, together with economic evaluation, point to the requirement for
greater investment in mental health ser vices throughout Northern Ireland.  

2.29 A new Nor thern Ireland Strategic Framework for mental health must include
better information on mental illness and better infor mation on ser vice needs.
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The evidence base for local practice must be underpinned by greater
investment in epidemiological and mental health ser vices research.

2.30 A holistic and comprehensive approach to service provision and mental health
practice is necessary to address the high prevalence and the wide spectrum of
health, psychological and social needs of people with mental health problems
throughout our community. 
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CHAPTER 3

COMMUNITY AND PRIMARY CARE SERVICES

INTRODUCTION
3.1 A fundamental principle of this Review is that mental health and social care

should be provided in the community unless there is good reason for not doing
so. Mental health care in the community embraces the spectr um of mental
health promotion, pre-primar y (community) care through social networks, ill-
health prevention, generic care, specific inter ventions by primar y healthcare
teams and specialist secondary services.  The following key themes provide a
rationale and foundation for the development of community (pre-primary) care
and primary mental health care:

• The principle of equity must underpin future community and primary care
services;

• Much psychological and emotional distress can be resolved by the
imaginative use of generic ser vices, the voluntar y sector and by
community development approaches which provide suppor t to people at
times of need;

• Most people with mental health problems who receive health and social
care services do so entirely in a primar y care setting;

• Service users and their carers prefer primar y care based ser vices, which
are accessible, responsive, and work in par tnership, thus respecting the
insight of service users and carers;

• Investment in primar y care produces better healthcare outcomes in
respect of activity in both primar y and secondary care1;

• Each individual with mental health problems should be given the
opportunity to have their mental health needs understood and addressed
promptly within primar y care settings, taking into account biological,
psychological and social dimensions;

• Commissioners of mental health ser vices must car ry out comprehensive
needs assessments at population and community level; and

• Community and primar y mental health care requires systematic ef forts
being directed towards mental health improvement.  This is being
examined by a separate Exper t Working Committee.
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ILL HEALTH PREVENTION
3.2 Mental health ser vice providers can assist other organisations such as

employers, educational establishments and community groups to develop
specific strategies in time to prevent mental ill-health.  Such strategies should
be directed towards people who show no over t signs of mental disorder , but
who are in high risk groups such as young adult males in socially
disadvantaged localities.  Much can be done using dedicated suppor t systems
and ser vices for vulnerable individuals who show evidence of psychological
distress.2

Good Practice Example (Annex 5.3.1).

3.3 Early detection of signs of distress may lead to the speedy resolution of the
problem.  Where the problem is more persistent, then it is essential that people
have access to ser vices of fering early assessment and early treatment.  At
these early stages psychological distress does not often fit easily into
conventional classifications and should be addressed in a manner and setting
which is acceptable and accessible to those suf fering.  These early
interventions have much in common with the public health model described by
Albee.3

Good Practice Examples (Annex 5.3.2).

3.4 Early pr evention and assessment strategies can minimize any stigma
associated with traditional mental health models.  It is clear that ther e will
always be those who, in spite of the ver y best system of prevention, will
develop more severe or enduring problems.

3.5 Employers have a duty to ensure the mental well-being of their employees.
The use of employee assistance and counselling programmes is commended
by the Review and should be made more widely available.  
Good Practice Example (Annex 5.3.3)

Recommendation

1. Employers, educational establishments and community groups must promote
and ensure the mental well-being of those for whom they have responsibility .

3.6 Voluntary agencies play an impor tant role in providing ser vices to people with
mental health problems.  However, they are often unable to rely on consistent
and planned levels of funding from statutor y bodies.  There are clear
opportunities to expand the role of voluntar y agencies at primar y care level.
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Voluntary agencies often have the flexibility to respond innovatively to the
changing demands of mental health care.  
Good Practice Example (Annex 5.3.4)

3.7 The Review believes that those responsible for assessing mental health needs
at community and primar y care level must have available a quality assured
range of adequately funded, super vised and monitored voluntar y ser vices to
whom they might refer .  In par ticular ready access should be ensured to self-
help and guided self-help through a variety of media including video, audio,
written word and electronic storage.

Recommendation

2. Commissioners of mental health ser vices must seek to develop and expand
the range of independent ser vices in order to provide a planned and quality-
assured profile of care available to ser vice users at primary care level.  

USERS AND CARERS INVOLVEMENT
3.8 In spite of much recent progress involving services users and their carers in the

planning and deliver y of mental health ser vices, there is much left to do. 4 All
services providing care for mental health problems should foster a culture
where users and carers are actively involved in the planning and deliver y of
services as well as being fundamental to the monitoring, developing and
refinement of ser vices.5 Service users and their carers have much to of fer to
programmes of education and initiatives designed to reduce stigma and
increase acceptability of mental health ser vices.  Carers may have their own
mental health needs requiring suppor t and specific interventions.6

Recommendation

3. All community and primar y care mental health ser vices provided by and
commissioned by statutory services must have service users, their carers and
families involved in the development, deliver y, monitoring and evaluation of
services.  

ADVOCACY
3.9 At present the use of advocacy in community and primar y care is not well-

developed.  The Review recognises that primar y care professionals advocate
for service users in secondary services and welcome both formal and informal
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advocacy within the primar y care setting.  Advocacy occurs at individual,
family, group and ser vice level.  Par ticular problems associated with mental
illness might require specific advocacy skills.  Advocacy ser vices described in
Chapter 5 should be linked to ser vices within primary care.

Recommendation  

4. Community and primar y care organisations must ensure that advocacy
arrangements are developed within primar y care settings.  

PERSON-CENTRED PLANNING
3.10 People should be encouraged to take as much control as possible over their
own care.  A Person-centred Plan could be developed, led by the ser vice user ,
supported by his or her carers and advocates, in par tnership with professionals.  This
would enable care to be planned in the context of the individual’s aspirations and life as
a whole.  It would also enable ser vice users to make more ef fective use of direct
payments.

Recommendation  

5. Community and primar y care organisations should facilitate person-centred
planning.  

PRIMARY CARE TEAMS

Team Structure
3.11 At present primary care teams in Northern Ireland face many difficulties.  They
vary in composition and size, and in the skills available within them.  A full range of
professionals is often not clearly identified, deployed or networked as a team, and there
are a number of dif ferent management ar rangements within teams.  These include
independent contractors such as General Medical Practitioners, Community
Pharmacists; practice employed staf f such as Nurses and Receptionists; T rust staf f,
such as District Nurses, Health V isitors, Community Midwives, Social W orkers and
aligned staf f such as specialist mental health pr ofessionals or Allied Health
Professionals. 

3.12 Quality patient care is dependent on the ef fective functioning of primar y care
teams.  It is vital that the teams comprise the full complement of professionals and that
the var ying contractual ar rangements and managerial str uctures do not impede
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effective team working.  A strategy for the development of primar y care in Nor thern
Ireland must recognise the obstacles to ef fective team working.  Each practitioner
should have a clear knowledge of the roles and responsibilities and when onward
referral is appropriate.

Recommendations

6. Membership of the primar y care team should be clearly defined and each
team should have the full complement of professionals.  Organisational
barriers should not impede ef fective multi-disciplinary working.

7. There should be targeted investment in the development of primar y care
teams to promote better recognition of common mental health problems and
clear working arrangements for managing such problems.  

WORKING ARRANGEMENTS
3.13 Contractual ar rangements for deliver y of general medical ser vices of fer

opportunities to improve mental health care at primary care level.  Work is be
required to determine how mental health ser vices can best be ar ranged within
the framework of core, additional, extended and enhanced ser vices.  

3.14 Local Health and Social Care Groups play a key role in the development of
primary care mental health ser vices.  Where they become commissioners of
services, it will be necessar y to ensure that conflicts of interest do not occur
within organisations responsible for both commissioning and provision of
similar services.  

3.15 Contractual ar rangements for groups such as Community Phar macists of fer
opportunities to reflect the substantial contribution to be made by people
throughout the primary care setting.

3.16 Efficient working at primar y care level can be dependent on ef ficiency of
working at secondar y care level.  Mental health care working in Nor thern
Ireland shows that seamless deliver y by single management str uctures
provides better ser vices than when several T rusts are involved in delivering
care.  It is in ser vice users best interest that management boundaries are
broken down where possible.
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Recommendations

8. Statutory mental health ser vices must have seamless management
arrangements between secondar y and primar y settings in order to maximise
the efficiency and effectiveness of service delivery.

9. New working ar rangements in primar y care should seek to maximise
treatment of mental health problems in primar y care.

ASSESSMENT
3.17 The fundamental role for primar y care is to ensure that individual needs are

met in a timely, appropriate and accessible manner.  In many cases this can be
achieved by members of the primar y care team such as Social W orkers,
offering social care and intervention, Health Visitors and Community Midwives
giving advice about the emotional effects of pregnancy and childbirth, Practice
Nurses giving lifestyle advice, Community Pharmacists managing concordance
and the General Practitioner prescribing for significant depressive illnesses.

3.18 For assessment of more complex needs appropriate exper tise must be
available at primar y care level and appropriate refer ral to other agencies
arranged where necessary. A minority of practices presently have directly
attached mental health workers (link workers).  Such ar rangements have
advantages for patients and for the primary care team.  It is important however
that such workers retain the ethos of team working with colleagues from a
mental health background and that adequate professional super vision, clinical
guidance and personal suppor t are of fered, as well as oppor tunities for
continuing professional development.  It is equally important that mental health
workers feel par t of the primar y care team in order to integrate care within
primary care services. Identified primary care mental health professionals (link
workers) should of fer suppor t, advice and guidance within the primar y care
team.  The assessment process should be auditable and should contribute to
the continuing education of all involved.  Lessons may be lear nt from the
experience of innovative projects such as in Limavady and Mid Ulster .  It will
also be appropriate for primar y care teams directly to employ mental health
workers to provide specific psychological, social or phar macological
interventions.  It is envisaged that such workers will be few in number at first
(2/100,000 population) but will increase as workforce competencies and
funding permit.  
Good Practice Examples (Annex 5.3.5)
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Recommendations

10. All primar y care teams must have access to a named mental health
professional (a Link W orker) in order to provide timely , appropriate and
accessible assessment and management of people with mental health
problems.

11. Mental health ser vices must be accessible in order to provide timely and
appropriate assessment and treatment in a manner valued by ser vice users,
their carers and by practitioners.  

IDENTIFICATION AND ACCESSIBILITY
3.19 Most people with mental illness should be and are tr eated in the primar y care

setting.  There is a problem of under-recognition of mental health problems by
General Practitioners and other members of the primar y care team.  Present
evidence suggests that educational initiatives, whose ef fectiveness has been
measured, have a limited ef fect, which might only be of shor t duration.  There
are many contributor y causes to under -recognition of illness including time
constraints, characteristics of the practitioner , setting of the consultation and
characteristics of the patient.  

3.20 It is recognised that issues of stigma can prevent people accessing appropriate
mental health care. 7 It is impor tant the primar y care teams recognise the
internal8 and exter nal causes of stigma 9 in order to devise working
arrangements to facilitate access.  T eams should for mulate policies of good
practice for health promotion, disease prevention, early diagnosis, illness
management and refer ral within and outside the team.  Dif ficulties regarding
confidentiality and consent should be addressed specifically.

3.21 One of the key skills of a General Practitioner is to interpret the complex and
different range of problems often presented by their patients, to come to an
agreed understanding regarding the natur e of these problems and then
negotiate an appropriate course of action for each problem.  General
Practitioners have crucial roles to play in managing inter -relationship between
physical and mental health problems and ensuring the deliver y of holistic
healthcare to people. 

3.22 Similarly, one of the key skills for Social W orkers, working with client groups
such as families, people with disabilities and vulnerable adults is to identify
psychological and emotional stress and refer on appropriately.
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3.23 The uptake of specialist community mental health services is likely to be better
where such services are developed locally, are not perceived to be institutional
and provide specific inter ventions as well as of fering suppor tive aspects of
care. 

3.24 It is known that major psychiatric illnesses such as schizophrenia and affective
disorders, car ry a significantly increased burden of mor tality and morbidity
from physical causes.  It is essential that primary care str uctures of fer
opportunities for asser tive recognition and management of risk factors and
early management of physical health problems in those with mental illness.

OUT OF HOURS SERVICES – THE NEED FOR MENTAL HEALTH
SERVICES NOT CONFINED TO OFFICE HOURS
3.25 Service users and carers value the oppor tunity to get advice about their

problems and about treatment.  Crisis assessment and inter vention ser vices
(see Chapter 4) should be provided for those for whom hospital admission
would be the only other alter native.  Mental health providers should also
however, of fer locally-based dedicated telephone advice fr om qualified staf f.
Such ser vices might also of fer suppor t, advice and ar range appointment for
people with ser vices that might be of fered during the next or subsequent
working days.

3.26 All providers should seek to offer extended hours facilities and services at times
convenient for users, rather than those based on of fice hours that avoid
holidays and weekends.  Examples include statutor y ser vices provided by
Trusts and Voluntary sector services.  
Good Practice Example (Annex 5.3.6)

3.27 Access to mental health services in an emergency can be through a number of
means.  Primar y care out-of-hours ser vices may overlap with hospital based
accident and emergency depar tments and with dedicated mental health
services.  The targeting of Crisis Inter vention Ser vices to those who would
previously have been admitted to hospital leaves a significant number of
people who are experiencing significant personal dif ficulty for example
overwhelming social distress, have self-har med or are acutely intoxicated.  It
should be clear to service users, carers and to practitioners how best to access
appropriate services.  Local agreements will be required to define the working
relationships between hospital liaison teams, primar y care teams and
community mental health services.
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Recommendation

12. The means of access to out-of-hours mental health ser vices should be
stratified according to clinical need and to comprise face-to-face contact,
telephone advice and ar rangements for organisation of ser vices during
subsequent working days.

SCREENING TOOLS
3.28 There is evidence that the use of scr eening tools in healthcare increases the

detection of mental health problems.  Commonly used research tools are
recognised to run the risk of identifying disorders where none are present.  This
can cause significant wor ry to those being screened and diver t attention from
those with greater needs.  There is not evidence to advocate the widespread
use of screening tools.  The Review encourages their use to suppor t trained
practitioners in the assessment of targeted populations at risk or suf fering
severe mental health problems, such as those admitted to hospital following
deliberate self-har m, or those thought to be at risk of developing perinatal
psychiatric illness.

3.29 Many practitioners value checklists for common disor ders, such as those
contained in the World Health Organisation Guide to Mental Health in Primar y
Care.10

Recommendation

13. Formal screening tools should be used to suppor t trained practitioners in a
holistic assessment of at risk populations.

PSYCHOSOCIAL CARE, COUNSELLING AND SPECIFIC
PSYCHOLOGICAL THERAPIES IN COMMUNITY AND PRIMARY
CARE
3.30 There is patchy and inadequate provision of psychological therapies in

community and primar y care.  There is clear evidence that psychological
therapies should be routinely considered as an option when considering mental
health problems, with par ticularly strong evidence for patients suf fering from
addictions, depression, psychosis, anxiety disorder , eating disorders and post
traumatic stress symptoms.  Specific psychological therapies do not pr eclude
the simultaneous use of medication or social inter ventions.  Indeed such
combinations may have a complementar y effect for treatment of some
presentations.11
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3.31 It is recommended that a tier ed approach to assessment and treatment is
utilised (see Chapter 6.4).  

3.32 All primary care workers of fer a degree of psychological suppor t.  In addition
some will have specific competencies to provide tier 1 or tier 2 inter ventions.
Mental Health Link Workers should aid other practitioners to secure access to
psychological therapies and to more specialised ser vices.  

3.33 The evidence for counselling is variable in quality and outcome.  The best
evidence for efficacy is for structured specific interventions rather than generic
counselling15. Counselling is not recommended as the main inter vention for
severe and complex mental health problems or personality disorders.  Much
support and counselling can be provided by voluntar y agencies providing that
guaranteed standards are assured.
Good Practice Examples (Annex 5.3.7)

3.34 Much can be achieved by people availing of self-help.  This may be through
access to written or electronic media, guided self help or by participating in self
help groups. 

SKILLS AND COMPETENCIES
3.35 All professional staf f in the mental health field have a r ole in providing

psychological inter ventions.  This may include psychosocial inter ventions
which are an integral component of routine mental health care and/or specific
psychological inter ventions.  The qualifications, training and skills of each
practitioner will dif fer.  More complex pr oblems require greater skills. 14 It is
essential that anyone delivering psychological treatments has received the
minimum level of training that would enable them to carry out therapies safely
and effectively.  It is also essential that adequate clinical supervision is provided
for the work to ensure that it is done safely and effectively.  Continuing
development of a therapist’s skills and supervision is also impor tant if therapy
is to be delivered to an acceptable standard. 12

3.36 Key considerations with regard to psychological therapies are:

• education, training and workforce development for all primar y care staff
to develop cultures of excellence;

• the use of par tnerships between statutor y and voluntar y sectors,
particularly to allow creative use of community resources for those with
less severe mental health problems;
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• the provision of health promotion and illness prevention programmes
targeted at those in at risk groups;

• the need for the ser vice to develop with regard to evidence-based
guidelines to practice in order to allow joint decisions between practitioner
and service user about care packages; and

• a focus of adequate resources in primar y care.

Recommendations

14. People receiving care at primar y care level must have access to a high
standard of psychosocial care and to a range of psychological therapies
delivered by people working in managed clinical teams.  

15. All practitioners of fering psychological therapies must have assured levels of
qualification, experience, supervision and monitoring.

USE OF MEDICATION
3.37 There is clear evidence for the use of antidepressants in moderate or severe

depression, for the use of antipsychotic dr ugs in psychosis, for prescribing
mood stabilising agents in bi-polar affective disorder and for the short-term use
of anxiolytic agents. 

3.38 Perceived problems in Nor thern Ireland include long ter m use of
benzodiazepines, polypharmacy, failure to offer appropriate treatment to those
who need such treatment and use of treatment in those unlikely to benefit from
treatment.

3.39 There ar e oppor tunities to develop closer working ar rangements between
prescribers and phar macists.  All people with mental illness, living in the
community, who require medication will obtain this through a community
pharmacy.  The role of the community pharmacist is developing.  The DHSSPS
strategy13 or phar macy in the community envisages phar macies as an open
door to the health ser vice providing up-to-date quality focused care.
Opportunities exist to extend the existing Medication Management Ser vice to
psychiatric medications prescribed within the community.

3.40 Guidelines are available outlining the evidence-base for the use of dr ugs in the
major mental health categories.  It is known that guidelines seldom work unless
practitioners have been involved in the production and ownership of such

39

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 85 of 3342

MAHI - STM - 083 - 85



guidelines.  The Review commends evidence-based guidelines such as those
prepared by the British Association of Psychopharmacology14 and the National
Institute of Clinical Excellence.15

3.41 Involvement of users and carers in the development of locally-agr eed practice
guidelines is important. Pharmacists can provide a valuable role in developing
treatment protocols.  They can also facilitate educational initiatives with
primary care staf f as well as of fering oppor tunities to patients to have their
medication regimens monitored and tailored according to safety , tolerability
and efficacy considerations.  

3.42 Factors of particular note include: 

• antidepressants are a first line treatment for major depression irrespective
of environmental factors.  Antidepressants are not indicated for initial
presentation of acute mild depression.  Education, suppor t and problem-
solving are indicated.  People with minor depression are at risk of
developing major depression:

• it is essential that tolerability , safety and ef ficacy of the prescribed dr ugs
are reviewed regularly:

• particular care should be given in preparing patients for discontinuation of
medication:

• the choice of drug treatment should be made jointly by the individual and
the clinician responsible for treatment based on an informed discussion of
the relative benefits of drugs and their side-ef fect profile:

• whatever treatments are of fered it is essential to engage the ser vice user
in a collaborative, tr usting and caring relationship at the earliest
opportunity:18

Recommendation

16. Those responsible for prescribing physical treatments in mental illness must
be encouraged, within a multidisciplinary framework, to develop protocols for
the prescribing, monitoring and review of treatment regimens according to
evidence-based guidelines.
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RESEARCH, EDUCATION, DEVELOPMENT AND CLINCIAL AND
SOCIAL CARE GOVERNANCE
3.43 There is currently no clear structure in Northern Ireland for the recognition and

dissemination of good practice in mental health care.

3.44 There is a clear need to stimulate innovation by dir ecting funding towards
research into service delivery and treatment choice in primar y care settings.

3.45 The challenge of delivering continuous targeted education is great. 16 There is
a constant need for professionals to maintain high levels of knowledge and
skills, while fostering developing and sharing examples of best practice.

3.46 The implementation mechanism following this Review must ensure that
provider agencies are facilitated in delivering high quality , evidence based,
accountable service models.

3.47 There is much that ser vices in Nor thern Ireland can lear n from other local
services and by practitioners sharing infor mation within their own ser vices.
There are also clear opportunities for fostering teaching and research links both
locally and nationally.

Recommendations

17. The Department of Health, Social Services and Public Safety must ensure that
there are mechanisms to identify examples of good practice and to encourage
widespread implementation of these.

18. Local statutor y mental health providers must be funded for , and take
responsibility for , the continued professional development of primar y and
secondary care staff by ensuring targeted and audited lear ning.  The Review
commends the use of multidisciplinar y models of learning.
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CHAPTER 4

SECONDARY MENTAL HEALTH SERVICES – PART I

A PERSON-CENTRED APPROACH
4.1 The Strategic Framework provides a ser vice blueprint for adults with more

severe mental health problems and needs* requiring the specialist skills and
facilities of mental health ser vices.  This includes:

• enhanced support for primary care services;

• a range of services for people with acute needs;

• support and inter ventions to promote recover y and addr ess the residual
effects of mental disorder which can significantly impact on the personal,
domestic and occupational aspects of daily life;

• the psychological, educational and training needs and aspirations of
service users;

• the management and prevention of relapse; and

• the need for psychoeducational suppor t for family members and carers.

4.2 A person-centred approach to ser vice planning and provision is fundamental.
The focus for strategic development is the individual ser vice user and his/her
family, person-centered and family-orientated ser vices enabling and
empowering the person with mental health needs and their family . Mental
health services must reflect the multi-dimensional nature of ser vice user and
carer need, embracing:

Health Needs Education/Training
Occupation Income
Accommodation Personal Life, Family Life and Cultur e
Carer and Family Needs Advocacy

Recovery must be core to the vision for strategic development of ser vices.

4.3 The Framework envisages a major shift in the centre of gravity of secondar y
mental health ser vices being achieved over the next 10-15 years.  W ith
appropriate development of the full range of community based ser vices it is
anticipated that the need for admission to hospital will be much r educed and
the duration of admissions much shor ter.

* More severe health problems and needs arise from such mental disorders as schizophr enia, bipolar
affective disorders, severe depression
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The Whole System of Care
4.4 Service Planning and Development . While the sections which follow review

each of these issues and associated ser vice requirements, beginning with
health needs, consideration must also be given to the whole system of ser vice
organisation and delivery.  Central to effectiveness of a person-centred holistic
approach is the integration of ser vices – the relationships between dif ferent
service elements and functions require careful planning, including sequencing,
appropriate for local ar rangements.  The optimal shape of local community
mental health services should therefore be the subject of careful planning and
consultation including the involvement of representative ser vice users and
carers.  Independent providers must be fully engaged as appropriate, in
planning, development and service delivery.  Person-centred services must be
needs-driven considering both service users and their carers.

4.5 Service configuration should be considered for mental health as a whole (see
4.118).  The principles that must infor m configuration are that:

• delivery of ser vices are focused on the community and not dealt with
separately from other community health and social ser vices;

• service deliver y bodies cover a population of suf ficient size to allow for
delivery of an appropriate range of ser vices;

• resources are equitably allocated according to need;

• transparent accountability for resources exists within each programme of
care;

• commissioning of ser vices is based on population groups co-ter minous
with one or more providers;

• a regional mechanism is used for commissioning and delivering highly
specialised services;

• a regional body has responsibility for strategic planning and for
monitoring of strategy implementation, service development and delivery;

• administrative boundaries for HPSS Services are aligned with other public
services (for example, education, housing);

• the role of the independent sector in the planning and delivery of services
is fully recognised;

• partnership arrangements which integrate the independent and statutor y
sectors are supported.
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4.6 A smaller number of deliver y bodies than cur rently exist, covering larger
populations, would give each of them more leverage in ter ms of budget and a
better capacity to deliver smaller sub-specialities.  Based on consultations,
provider units based on an adult population size of 200,000-300,000 is
recommended, informed by the Review of Public Administration.  A regional
mechanism is required for a small number of highly specialist ser vices.

4.7 Inpatient services are an impor tant element in the whole system of care and
must be considered in that context, not in isolation.  While Northern Ireland still
has its six large psychiatric hospital sites, the direction of change throughout
the UK, Western Europe and beyond is away from this for m of provision.  This
change has been achieved through development of community care and
alternatives to hospital for both acute and longer ter m care.  

4.8 The Review’s vision for service development includes a significant acceleration
of this process for the people of Nor thern Ireland.  Acute inpatient ser vices
should be located within the community they serve and closely integrated with
the other service elements, par ticularly crisis services (see 4.23).  For people
requiring longer ter m residential care, this should, as far as possible, be
community based.  Some ser vice users with persistent and severely
challenging behaviour may require prolonged periods of hospital provision (see
4.34, 4.63).  The present balance of resource spend is approximately 60% on
hospital ser vices and 40% on community ser vices.  The recommended
developments in community ser vices should be reflected in a reversal of this
balance of expenditure within 10 years of implementation of the Strategic
Framework.  

4.9 For each of the groups with special needs (see Chapter 6) there is a small
requirement for highly suppor ted provision, including independent sector
provision where appropriate.  The needs of adults requiring treatment in
conditions of security are considered in the repor t by the Forensic Ser vices
Committee.

4.10 Configuration of ser vices is considered fur ther at paragraph 4.118 following
review of the various elements of ser vice provision.

4.11 The pr ocess of change . The sequencing of planned changes will be most
important.  In general, investment and development in community based
services will be an essential first step to ser vice development, including any
restructuring of inpatient services.  It is essential that the needs of those within
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the current model of provision, service users, carers and staff, are addressed as
part of the change process.  Par ticular attention must be given to the small
number of people still resident in mental hospital settings, many now elderly
and frail.  

4.12 Adult Mental Health Ser vices cannot be considered in isolation.  There ar e
many interfaces between adult services and other services.  A key inter face is
between primary and secondary care (see Chapter 3).  Consideration must be
given to the transitional needs of younger people, older adults and those with
less severe lear ning disability , in consultation r espectively with child and
adolescent services, services for older adults and lear ning disability ser vices.
There are also impor tant inter faces with substance misuse and forensic
services.  The needs of people requiring specialist ser vices (see Chapter 6)
must be reviewed by each local ser vice provider in consultation with the
Department.  While all T rusts should assume responsibility for tier 2 ser vices
(see Chapter 6) some must assume responsibility for tier 3 and 4 ser vices.

4.13 The service reforms and developments envisaged for Mental Health Ser vices
are considerable.  The changes and the process of change will present
formidable challenges for professional staf f, administrative staf f and
management at all levels.  These challenges must be adequately prepared for .
Robust ser vice organisation, infor mation management, team working and
communication will all be pivotal in realising and maintaining these refor ms.1

(see 7.7)  These must be complemented with a comprehensive workforce
strategy embracing recr uitment, retention, training, super vision and also the
participation of service users.  

Recommendations

19. A person-centred approach to ser vice planning and provision must be
adopted with recovery core to the vision of strategic development.

20. Strategic reform and modernisation, including service configuration, must be
considered for each local system of provision as a whole, based on whole
populations of 200-300,000. 

21. Each provider should adopt a planned approach, including sequencing, to the
whole system of mental health ser vice organisation and service development
in their area:

– all statutor y and independent providers must be fully engaged and
involved
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– representative ser vice users and carers must be involved in ser vice
planning, development, delivery and monitoring

– service vision, plans and strategy should be needs driven, based on local
assessment

– the needs of specific ser vice users must be considered: 
- younger people and older adults 
- adults with mild learning disability
- current long stay residents in mental hospital settings 
- the mental health needs of people in general hospital settings
- people requiring specialist services (Chapter 6)

– the inter face with Forensic, Alcohol and Substance Misuse Ser vices,
Services for Younger People and Older People must be included within
service plans for Adult Mental Health.

22. Services must be underpinned by good managerial cohesion, infor mation
management, team working and communication.

23. Provider units must have a comprehensive workforce strategy embracing
recruitment, retention, training, suppor t and super vision tailored to the
specific needs of staf f and work requirements.  This must address specific
training needs of specialist ser vices and primar y care mental health training.
Training should be multidisciplinar y and include teamworking and leadership
skills, as well as therapeutic skills.

MENTAL HEALTH NEEDS
4.14 From a user perspective the various elements of ser vices r equired to meet

individual mental health needs must be available and accessible.  In the
planning and deliver y of ser vices a user perspective on the pathways into,
through and out of ser vices is essential.  Such a perspective emphasises the
importance of the connectedness of ser vices, patient and carer infor mation
appropriate to their situation, and the maintenance of hope for recover y and
restitution through the provision of appropriate ser vices and supports.

4.15 A moder n mental health ser vice consists of a complex set of activities and
functions designed to meet the needs of individual ser vice users.  From a
person-centered and needs perspective, the complement of mental health
services can be considered in three domains:
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• living in the community;

• times of crisis, including acute episodes of mental disorder and social
difficulty; and

• promoting recovery of health, personal functioning and fulfilment.

Each of these is considered in detail below , followed by a r eview of the needs
of people with specific ser vice requirements, therapeutic inter ventions and
physical health needs.  

Living in the Community
4.16 For people whose mental health needs cannot be met within primar y care,

ready access to mental health ser vices is essential.  The Community Mental
Health Team (CMHT) with its close links to primary care forms the cornerstone
of person-centred secondary services.

4.17 Community Mental Health Teams. Throughout most of Great Britain generic
CMHTs have become the basic building block of community mental health
services.2 CMHTs are central to suppor ting ser vice users and their families
within community settings and for suppor ting the mental health work of
Primary Care T eams.3, 4, 5 Within this Strategic Framework, CMHT s are
considered central to the care of the majority of people with mental health
problems in the community requiring secondar y ser vices, including tier 2
services for people requiring specialist ser vices (Chapter 6).  

4.18 Person-centred services. A central advantage of generic CMHTs is their ability
to provide a wide range of ser vices and continuity and flexibility of care.
Service users may , at times, require intensive contact, for example during a
relapse, and at other times require relatively low levels of support.  People with
complex and enduring mental health needs arising from their mental disorder
should be provided with a yearly multi-disciplinar y review including review of
care plans, physical health and risk assessment. 6

4.19 In many places CMHT s are undergoing a process of change, but their core
functions remain.  The wide spectr um of ser vice user needs has led to a
differentiation of functions within or between established CMHT s with a focus
on either primary care liaison or ser vices promoting recovery.  These services
are considered in detail in subsequent sections.  
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4.20 The effectiveness of CMHTs is dependent on a number of factors:

• Resources.  Teams must be adequately staf fed by a range of health and
social care professionals, including social work, nursing, occupational
therapy, suppor t workers, clinical psychology and medicine.  There
should also be ready access to specialist psychological therapy ser vices.
One advantage of larger catchment-based ser vices (50,000) is a
corresponding enlargement of CMHTs to provide a greater range of skills,
competencies and increasing patient choice.  Based on the ser vice
mapping data in England in 2004, the median provision of community
staffing was 78 staff/100,000 adult population.7 For Northern Ireland this
is equivalent to 50 staf f/100,000 whole population.

• Skills.  Staf f must be appropriately skilled and competent to respond to
the range of health and social needs of ser vice users embracing a wide
spectrum of treatments, suppor t, care, health promotion and relapse
prevention.  There should be a facility for continuing professional
development and mechanisms for suppor ting staff.  

• Information.  CMHT s must have access to a detailed knowledge of the
number and needs of individuals with severe mental health illness in their
area. 

• Effective T eam W orking.  Staf f require ef fective team working skills.
There must also be effective team leadership and team management.  The
integrity of the team – issues such as professional accountability , agreed
policies on confidentiality and information sharing - need to be agreed.

• Access.  The boundaries for teams need to be agreed with local
stakeholders.  Access ar rangements need to be clear and transparent to
service users and carers.  Primar y care’s relationship with its local CMHT
is fundamental to effective working.  The team’s relationship with the local
A&E depar tment, the Liaison Mental Health Ser vice (LMHS) and the
Home Treatment (HT) service should be clear (see 4.91). 

4.21 Although a key building block, CMHT s cannot work in isolation.  They must
develop appropriate relationships with other mental health services.  Access to
a range of day-time facilities and accommodation is essential.  Ef fective
working relationships with primar y care, day care, day hospital and inpatient
services are fundamental.  Within a given ser vice sector Primar y Care Teams
must have ready access to a CMHT (See Chapter 3).  This may be achieved by
a CMHT being based in a primar y care setting or a mental health professional
working in primar y care suppor ted by or par t of a CMHT (see Chapter 3).
Where appropriate, ef fective access ar rangements should be assured for the
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student health and counselling ser vices within fur ther and higher education.
Primary care provision for people with more complex mental health needs must
be determined locally and requires the development of shared care pr otocols.8

4.22 Access to a range of non-healthcare ser vices, including employment agencies
(see 5.8) and housing agencies (see 5.16), voluntary and user-led facilities are
essential.  Co-locating ser vices to the workbase of CMHT can provide a One
Stop Shop for services and improve access and ef ficiency.

Recommendations

24. Community Mental Health T eams should be established so as to provide
comprehensive coverage of each provider unit’ s population as an essential
element of future mental health ser vice provision.  They must have or be
provided with detailed information on the numbers and needs of individuals in
their area, particularly those with more complex and enduring needs.

25. CMHTs must be adequately staf fed with a range of health and social care
professionals.  A minimum provision of 50 care staff/100,000 whole
population, including community rehabilitation is recommended.

26. Where CMHTs are providing input to primar y care, then the seamlessness of
provision must be addressed, including the identification of a named individual
on the CMHT for primary care staff.  In addition to service support, such input
has an impor tant educational role (see Chapter 3).  The relationship with
primary care, A&E and HT ser vices should be clearly defined and agreed by
both provider and referring services.

27. CMHTs must have access to and good interface arrangements with a range of
community facilities and ser vices, including day hospitals, day activities,
special accommodation including respite facilities, vocational and leisure
services, independent and user-led facilities.  Where other community teams,
for example, HT teams, are separate from CMHT s, then good inter face
arrangements are essential.

28. People with more complex and enduring mental health needs should be
provided with a yearly multidisciplinary review, including review of care plans,
physical health and risk assessment.  The par ticipation of ser vice users and,
where appropriate, their key carer in the preparation and review of care plans
is essential for person-centred care.
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In Times of Crisis
4.23 People with more complex and enduring mental disorder often experience

acute dif ficulty or need which may arise through relapse of their mental
disorder or through problems in coping with the demands of their social and
personal situation.  At present the most common service response to people in
such situations is admission to hospital.

4.24 Present evidence suggests that conventional community ser vices, including
CMHTs working within nor mal working day ar rangements are unable to
respond adequately to the needs of people with severe mental health problems
at times of urgent need.  Research also suggests that up to one third of
inpatients could have been provided with therapeutic inter ventions and care in
more appropriate settings. 9, 10, 11, 12

4.25 Home Treatment/Crisis Resolution. Home Treatment/Crisis Resolution has
been introduced in a number of wester n countries as a community alter native
to inpatient hospital care.  The purpose of moder n HT ser vices is to provide
flexible assessment and home-based treatment, care and suppor t, as an
alternative to inpatient care on a 24 hours a day 7 days a week basis.  The
introduction of HT is greatly appreciated by service users and families and can
make a significant impact on the requirements for inpatient admission.11,13,14 HT
teams typically have a time-limited role (weeks) but never theless assume
responsibility for the period of acute need.  Referrals are accepted from General
Practitioners, A&E depar tments, social ser vices depar tments.  Ar rangements
may also be made for HT teams to respond to the needs of mentally disordered
people in police stations.

4.26 A second function of HT is to provide a gatekeeper function for hospital
admission which can make an impact on the requirement for admission.11,13,14,15

Teams can also facilitate the early discharge to home of patients admitted to
hospital.16 Together these impact on inpatient ser vice requirements.  HT
services may be a stand alone team or a sub-function within a CMHT (see
Configuration of Services 4.118).

4.27 More r esearch is required on the various elements that may optimise the
functioning of HT and on their relationship with CMHT s.  Never theless key
elements found to be central to ef fectiveness include:

• Policy. Services must be targeted – specifically the needs of those who
would other wise require admission to hospital.  T ypically people with
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acute psychosis, people with relapsing chronic mental disorder , severe
depression or acute reaction to severe stress.

• Philosophy.  HT is premised on the view that the management of a
person’s problems can be achieved within a community setting.

• Assessment – a comprehensive initial assessment is fundamental with
access to multiple sources of infor mation.  This should embrace clinical,
social and risk assessment.

• Planning.  Flexible plans prepared in collaboration with the ser vice user
and, where appropriate, their key carer is essential.  All participants in the
situation must understand the plan.

• Management.  Action plans must address practical problems, for example
accommodation, financial issues.  Treatment must be at the point of need.
Follow-up frequency must be appropriate to the needs of the situation.
HT team members must aim to build a tr usting relationship with the user
and carers.  The HT team remains involved until the crisis is settled.  For
people with enduring mental health needs involvement of the key worker
from the CMHT facilitates continuity of care.

• Gatekeeping.  HT teams must inter face efficiently with primar y care and
A&E services on the one hand and be given a clear gatekeeping function
for hospital admission on the other.  HT teams must be closely integrated
with all elements of crisis ser vices – acute inpatient, acute day hospital
and crisis arising in the work of CMHTs.

• Skills.  Staf f require appropriate skills to deal with a range of healthcare
and social situations.

• Resources.  HT teams must be appropriately resourced and suppor ted
including the availability of crises houses.

4.28 The Review strongly recommends early consideration of HT ser vices.
Adequately resourced HT teams with clear gatekeeping functions can
significantly reduce the pressures on inpatient ser vices and CMHT s while
providing users with increased choice of provision at times of crisis.  Over time,
as HT becomes a dominant characteristic of recover y ser vices, HT teams
should become part of Recovery CMHTs (see 4.121).  
Good Practice Examples (Annex 5.4.1)

4.29 If a person cannot be maintained in their own home an ef fective alternative to
hospital is community step-up residential care. 17,18

Good Practice Example (Annex 5.4.2)
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4.30 Day Hospital Ser vices. Acute day hospitals should be considered as a cost-
effective option for the provision of acute care both as an alter native to acute
admission to hospital and to facilitate early discharge from inpatient care. 19 A
recent systematic review identifying 9 randomised controlled trials found that
day hospital treatment was a feasible alter native to inpatient admission in
between 23% and 38% of instances.  There is also evidence of greater
satisfaction among patients and no evidence of increased burden on carers.
The cost-ef fectiveness of this model of provision over home treatment is an
important consideration.20 Within a moder n community focused ser vice Day
Hospitals are an important element in Crisis Services, provide a valuable step-
down function and a base for Community Teams.  

4.31 Day hospitals can also provide an impor t base for Recover y Ser vices (see
4.38) and for specialist services, for example, Eating Disorder and  Personality
Disorder services (Chapter 6).  
Good Practice Example (Annex 5.4.3)

4.32 Inpatient Provision. Acute inpatient care is an integral par t of mental health
services.  In the context of well-developed community ser vices, inpatient
admission should only be required for people with most severe episodes of
mental disorder , typically psychosis and severe depression.  Improving the
quality of inpatient care and its integration with the other key elements of the
whole system of service provision form an essential par t of this Framework.

4.33 Several repor ts, including repor ts from ser vice users and from the Nor thern
Ireland Association for Mental Health on inpatient ser vices, have highlighted
significant shortcomings and dissatisfaction with current provision.11,21-24 From
a service user perspective, if a period of inpatient care is necessar y, this must
be of high quality and provide an appropriate range of therapeutic interventions
and services including, where necessary, intensive care.  (see 4.65).

4.34 A small number of people with sever e and enduring mental health pr oblems
will require the safety and security of hospital provision for lengthy periods of
time, for example people recovering from severe brain injury, people suffering
from psychosis with ongoing high risks to themselves or others (see 4.63).
While there is a need for a better evidence base on inpatient ser vices, several
reviews and sur veys provide strategic pointers for addressing present
shortcomings.11, 22, 23, 25
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4.35 System of Car e. A single system of co-ordinated acute and crisis care is
fundamental for service effectiveness.  In particular, there must be joint working
between inpatient and HT services.  Inpatient services work best when they are
close to the service user’s local community, maximising their connections and
integration with community mental health ser vices, including CMHT s and
supports.15, 26 Such connectedness can be facilitated by the formation of Acute
Care Fora involving representative users and carers along with ser vice
providers, with clear accountable links to Trust management.21 While the Royal
College of Psychiatrists recommends inpatient units are best located on district
general hospital sites, 23 Boards and T rusts should explore the full range of
choices for providing care.

4.36 Milieu and Envir onment. Service user -centred provision is a fundamental
principle which should underpin inpatient ser vices.  Ser vice users require
individual care plans specific for their needs.  A range of therapeutic resources
must be available appropriate for need.  The hospital environment must be
designed to deliver a relaxed, secure and non-stigmatising atmosphere.
Provision must be appropriate for gender and cultural needs.

4.37 Leadership and Staf fing. Clinical and professional leadership is essential for
ensuring co-ordination across the Acute Care system.  Staf f must also be
provided with suppor t and super vision.  Staf f levels and skill mix must be
appropriate for ser vice user needs and staf f must be provided with
opportunities for education, training and professional development.

Recommendations

Home Treatment Services

29. HT ser vices must be available and accessible to each provider’ s catchment
area, on a 24 hour basis subject to demand, accessible to general
practitioners, A&E departments, CMHTs, social services and police.

30. There should be a single system of co-ordinated acute care, including step-up
community residential care and inpatient provision.  HT ser vices must
become the gatekeeper for hospital admissions.

31. HT teams must be appropriately resourced and skilled to deal with the range
of healthcare and social situations for people in mental health crisis, their
carers and families, including risk management.
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Day Hospitals

32. Within each T rust consideration should be given to providing day hospital
provision as an alternative to acute admission and complementing HT teams.

Inpatient Services

33. Acute inpatient services should be based in well-designed facilities and close
to the community they ser ve such as general hospital sites.

34. The quality of inpatient ser vices should be the subject of both regional and
local review.  Ser vices must be of high quality and provide an appropriate
range of assessments, therapeutic inter ventions and ser vices including
intensive nursing ser vices.  They must deliver a therapeutic and safe
atmosphere and be sensitive to gender and cultural needs.

35. Each provider must designate a lead clinician or manager to take overall
responsibility for inpatient services.

Promoting Recovery
4.38 Central to recover y from a mental disorder is regaining control of one’ s life.

Individuals who have experienced recover y highlight the impor tance of hope,
self esteem, empowerment and social connectedness.  

“A person with mental illness can recover even though the illness is not
“cured” …Recover y is a way of living a satisfying, hopeful, and
contributing life even with the limitations caused by illness.  Recover y
involves the development of new meaning and purpose in ones life and as
one grows beyond the catastrophic ef fects of mental illness.  (Dr W A
Anthony, 1993)”27

4.39 For people with more complex and enduring mental health needs, a diverse
range of ser vices is required to pr omote recovery, tailored to individual needs
and circumstances.  They have, by definition, greatest need and should be
afforded the highest priority . Services are also required to give carers the
information, skills and support necessary to assist them in their caring role and
to minimise the stress associated with that role. 28 In this section, detailed
consideration is given to the needs of people with more complex and enduring
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needs and the ser vices necessar y to meet these, including Rehabilitation
Services and Asser tive Outreach Ser vices.  Some people have special needs
including needs arising from challenging behaviour , co-morbid substance
misuse, growing older .  They may also have secondar y problems r elated to
income (see 5.32) and accommodation (see 5.16).   These issues are dealt
with in subsequent sections.

4.40 Research, including local r esearch, has shown deficiencies in ser vices
particularly in the areas of psychological and social provision 29,30 including
provision for educational needs, work-related activity, domestic functioning and
socialisation and also emotional needs (see Chapter 5). 29

4.41 The needs of this group of people often cannot be met fully by cur rent generic
CMHTs and require specialist community ser vices, for example, by sub-
specialisation of or within CMHTs.31 People with complex needs require service
responses which guarantee continuity, flexibility and accessibility.32 This can be
facilitated by Care Plans and consideration of their individual Care Pathways,
based on a multi-disciplinar y approach and the involvement of users and,
where appropriate, carers in the planning ar rangements.33

4.42 When people with complex and enduring needs no longer require the intensive
provision of acute ser vices they may still, for a time, require a range of
supportive services within an appropriate residential environment.  Such “step-
down” facilities need not be within a hospital setting and may often be mor e
appropriately provided in the community and nearer to home.  Never theless
their functional integration with acute services is essential.34,35 The continuum
of provision includes services led by service users.  

4.43 Given the aim of full community integration, ever y ef fort should be made to
destigmatise and nor malise aids to recover y, making maximum appropriate
use of mainstream facilities and resources.

4.44 Essential professional skills to promote social integration for ser vice users
include:31

• prescription and supervision of complex medication regimens;

• evidence-based psychosocial interventions;

• training/support for independent living skills;

• training for vocational skills;

• evidence-based psychological treatments, including family work;
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• social skills training; and

• financial management.

4.45 In the context of community based recover y and longer ter m support the role
of carers is often pivotal.  In addition to their own health needs they require and
can greatly benefit from formal education, training and support for their caring
role (see 5.62).  
Good Practice Examples (Annex 5.4.4)

4.46 Assertive Outreach. A small number of people with complex mental health
needs have dif ficulty maintaining involvement with the ser vices they require.
As a result, they are at high risk of relapse which would require readmission to
hospital.  Present evidence suggests that Asser tive Community T reatment
(ACT) is a successful alter native to inpatient hospital treatment, enabling
service users with the highest levels of disability and greatest vulnerability to be
maintained more successfully in community settings. 34-41 Effectiveness
depends on small caseload and on staf f having the necessary skills.42, 43

4.47 ACT sits best within the spectrum of services promoting recovery, enabling the
most vulnerable and severely mentally ill to move more easily from inpatient
settings to community settings and reducing the need for lengthy inpatient
stays.44,45 Present evidence46,47,48 demonstrates that Assertive Outreach* can:

• improve engagement;

• reduce hospital admissions;

• reduce length of stay when hospitalisation is required;

• increase stability in the lives of ser vice users and their carers/family;

• improve social functioning; and

• be cost-effective.

4.48 The goal of Assertive Outreach is to increase stability within the lives of service
users, to facilitate personal growth and provide oppor tunities for personal
fulfilment.  Fundamental to the effectiveness is the establishment of meaningful
engagement with service users.  The aim is to provide a service that is sensitive
and responsive to users’ needs and suppor tive to ser vice users and their
families over sustained periods of time.  This must include ef fective risk
assessment and risk management.  ACT ser vices must also ensure ef fective

*The ter m Asser tive Outreach is used in this context to refer to the availability of an Asser tive
Community Team.
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liaison with community forensic services.  While treatment support and care for
this group of people will usually be required on a long term basis, this need not
necessarily be provided by ACT.

4.49 Assertive Outreach cannot work ef fectively in isolation.  The generic needs of
this group of users are similar to all people with mental illness.  These include
the need for adequate income, accommodation, meaningful day time activity ,
support with daily living, in addition to both primary care and specialist mental
health inter ventions.49 This, in tur n, depends on a readily available range of
services, including suitable suppor ted accommodation, a range of daytime
activities including employment oppor tunities, clear ar rangements for
accessing safe 24 hour care.  

4.50 While more research is required on the specific elements of Assertive Outreach
which contribute to ser vice ef fectiveness, present evidence suggests two key
features.  First, staf f must be appropriately skilled 39, 49, 50 in:

(i) assessment – embracing mental state, general functioning, needs and
risks;

(ii) planning – including care planning and management;

(iii) interventions with ser vice user and families including medicine
management and concordance, problem solving and goal setting, issues
surrounding dual diagnosis, infor mation and education, family
interventions;

(iv) social support with housing, education, work and welfare benefits; and

(v) multi-disciplinary team working.

Second, ACT must be adequately resourced.  The Royal College of
Psychiatrists recommends an optimal team size of between 8-10 FTEs with
social work, nursing, occupational therapy , clinical psychology and medicine
as essential disciplines.31 An optimal caseload for individual care co-ordinators
is about 12.39, 5 The relationships among services promoting recovery, CMHTs
and ACT teams need to be carefully planned, appropriate for local needs.
Good Practice Example (Annex 5.4.5).
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Recommendations

36. The service requirements of people with complex and enduring mental health
needs should be given the highest priority and clearly defined for each Trust’s
catchment area.  

37. Identifiable ser vices promoting recover y should be established within each
Trust for people with complex needs and providing comprehensive coverage
of the Trust area.  Care plans embracing risk assessment should be pr ovided
based on a multidisciplinary and when required a multi-programme approach.
Risk assessment should include accommodation needs.  Users and, where
appropriate, carers must be involved in care planning.

38. A comprehensive range of community ser vices must be available to facilitate
recovery for people with complex needs.  The introduction of step-down
facilities should be considered to facilitate discharge from acute inpatient care.

39. Every effort must be made to destigmatise and normalise, making maximum
appropriate use of mainstream facilities and resources.

40. ACT should be provided for ser vice users with highest levels of disability and
greatest vulnerability, particularly those who have dif ficulty maintaining links
with existing services.

41. ACT teams must be adequately resourced – an optimal individual caseload for
delivering care is 10-12.

People with Specific Service Needs
(i) Younger People
4.51 The Review envisages a substantial development in young people’ s services.

Nevertheless, there is a need for flexibility and, where appropriate, joint
working appropriate for the needs of individuals.  It is essential that there are
seamless transitional ar rangements for people whose mental health problems
arise in childhood and extend into adult life.  These should include specific
plans for:

• younger people with psychotic illness that may require lifelong care;

• adults with developmental disorders such as autistic spectr um disorders,
learning  disability and attention deficit hyperactivity disorder; and

• adults with mental health problems arising from adverse childhood
experiences including people who are sur vivors of abusive experiences.
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4.52 While a comprehensive adolescent ser vice must include appropriate inpatient
facilities, the reality at the present time is a deficiency of such places.  It is
wholly unsatisfactor y that older adolescents are admitted to adult inpatient
units.  Never theless, until additional adolescent inpatient facilities are
established, it is essential that there are agreed flexible ar rangements at local
level to allow, where necessary, young people to be admitted to adult inpatient
facilities.

4.53 Further consideration on the inter face between Child and Adult Ser vices is
given in the Review of Child and Adolescent Mental Health Ser vices which is
the subject of a separate repor t.

4.54 People with a first episode of psychosis. There have been growing concer ns
regarding the shor tcomings of ser vice provision for younger people, both
adolescents and young adults, with severe mental disorder .  These arise from
the evidence that delays in first treatment may lead to poor outcomes both the
short term and long term.51, 52 Surveys of services by Rethink have highlighted
delays on average of twelve months between onset of psychotic symptoms and
initiation of treatment.  They also repor t services to be insensitive to the needs
of younger people including their training and employment needs.

4.55 Emerging evidence suggests that early inter vention, embracing assessment,
medical and psychological treatment and appropriate assistance with training
and educational needs, can improve recover y and social functioning. 53-56

General Practitioners are key pathway players.  Based on current evidence the
NSF Implementation Guidelines 5 suggest the following principles for ser vice
provision:

• separate, age-appropriate facilities for younger people;

• emphasis on ser vice users’ needs including suppor t, education and
employment;

• family-orientated services;

• age, gender and culture sensitivity;

• treatment provided in the least r estrictive and stigmatising setting; and

• emphasis on managing symptoms rather than diagnosis.
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4.56 The aims of early inter vention are:

• to encourage liaison between primar y/secondary car e in the early
detection and management of the first psychotic episode to reduce
duration of untreated psychosis;

• early effective interventions to accelerate remission and pr event relapse,
including pharmacotherapy and adjunctive psychosocial inter ventions;

• normalising experiences and reducing adverse consequences of trauma,
depression and suicide; and

• maximising social, educational and work functioning. 57

Good Practice Examples (Annex 5.4.6)

Recommendation

42. Separate age-appropriate ser vices for younger people with a first episode of
psychosis should be established.  Ser vices should be gender and culture
sensitive.

(ii) Adults with Mild Learning Disability
4.57 The majority of people who have a mild lear ning disability live in society

without for mal additional suppor t and may be well-integrated into their
communities.  While not necessarily disabled in their daily functioning, by their
intellectual impairment they are at increased risk of mental disorder 58. Mental
disorder in addition to pre-existing intellectual impair ment may be disabling.
Adults with mild lear ning disability and their carers wish to access health
services as other adults including, where appropriate, Adult Mental Health
Services.

4.58 The Royal College of Psychiatrists 59 endorsed infor mal examples of good
practice in Nor thern Ireland where adult mental health ser vices and lear ning
disability ser vices co-operate to provide treatment and care for people with
various degrees of lear ning disability.  Community based models of tr eatment
in both programmes are broadly similar although differ in resources and skills.

4.59 Services should be based on individual context and a comprehensive
assessment of need.  Continuity of care is of great impor tance for people with
a learning disability.

4.60 Fuller consideration of the mental health needs of people with lear ning
disabilities is given in the Equal Lives Review.
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Recommendations

43. Adults with mild lear ning disability should be facilitated in accessing adult
mental health ser vices as a first preference.  The preferences of people
already within either adult mental health ser vices or lear ning disability
services should be respected.

44. Adult mental health services should be resourced to include people with mild
learning disabilities.  Additional time and exper tise are requir ed for
assessment and for consultation between professionals within and across
programmes of care.  Co-operative working, sharing of facilities and expertise
between adult mental health services and learning disability services must be
established in each Trust area.

(iii) People Becoming Older with Enduring or Relapsing Mental Illness
4.61 With increased life expectations generally mor e people with major mental

disorders such as schizophrenia, bipolar af fective disorder , organic brain
disease, severe depression, are living into later life.  Given the separate
development of health and social service services for older people it is essential
that there are locally agreed ar rangements for ser vice provision for people
within adult mental health services who reach 65 years of age.  As noted by the
Royal College of Psychiatrists, 60 graduation from one age group to the next
offers an impor tant opportunity to review treatment and care needs including
any comorbid physical illness.  Such a review by the lead ser vice providers
should include social needs including accommodation, support, and the needs
of carers.

4.62 Further consideration on the interface between Adult Services and Services for
Older People is given in the Review of Mental Health Issues of Older People
which is the subject of a separate repor t.

Recommendations

45. Local arrangements for meeting the needs of people who enter old age with
enduring or relapsing mental disorder must be agreed.  Where individuals
graduate from adult mental health ser vices to ser vices for older adults,
therapeutic and care needs should be the subject of review .

46. Local population needs of people entering older age and their carers should
be assessed.
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(iv) People with Challenging Behaviour
4.63 Within adult mental health, the ter m ‘challenging behaviour’ r efers to people

who are suf fering from a serious mental illness, for example schizophrenia or
sequelae of head injur y and who, in addition to severe and often persistent
symptomatology, show a range of behavioural problems, such as aggression,
violence, repeated self-harm, extreme self-neglect, fire-setting or inappropriate
sexual behaviour.61-63

4.64 The majority is young males, most of whom have schizophrenia, whose
disorder is poorly controlled and have co-morbid drug and/or alcohol misuse.61

Second, is an older group, often with treatment resistant bipolar disorder, which
is likely to account for a further 20%.  Third, is a group with significant cognitive
impairment due to acquired brain damage, alcohol misuse, pre-senile
dementia or psychosis associated with severe cognitive decline.  Estimating the
numbers in each categor y is dif ficult.  Wing 65 suggests that, for specialist
residential care for this group, between 10 and 30 places per 100,000 might be
needed.

4.65 Therapeutic Options. Specialist Suppor ted Living.  Residential provision for
this group of ser vice users attempts to combine the best features of hospital
care  (high staf fing levels, intensive professional input, individualised
programmes of care) with a setting that is both homely and domestic in scale
and operation.  A range of residential provision is essential including the use of
the “ward in a house” and the “hospital hostel”. 66 The emphasis must be on
improving and maintaining functioning rather than simply symptomatic
improvement.  

4.66 Intensive community suppor t.  Present evidence favours the use of Asser tive
Outreach for people with psychotic disorders who relapse frequently , requiring
hospital admission and with low engagement with ser vices and concordance
with treatment. 67 People targeted for Asser tive Outreach ser vices have
complex needs, including challenging behaviour.  

4.67 Hospital treatment and care.  The following definitions were developed by a
multidisciplinary practice development network as par t of their work in
developing national minimum standards for Psychiatric Intensive Care Units
(PICU) and low secure units, and published by the Depar tment of Health.68

4.68 ‘Psychiatric intensive care (PICU) is for patients compulsorily detained usually
in secure conditions who are in an acutely disturbed phase of a serious mental
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disorder.  PICUs must be part of acute inpatient services.   They should provide
a comprehensive range of activities and therapies, underpinned by a core
philosophy of risk assessment, risk management and intensive engagement.’

4.69 ‘Low secure units deliver intensive, comprehensive, multidisciplinary treatment
and care by qualified staff for patients who demonstrate disturbed behaviour in
the context of a serious mental disorder who require the provision of security….
Patients will be detained under the Mental Health Act …. needing rehabilitation
for a period of up to 2 years’.

4.70 Secure locally-based NHS facilities are also part of a seamless forensic service.
The Reed Repor t69 into ser vices for mentally disordered of fenders and others
requiring similar ser vices, proposed that, in addition to medium secure
facilities, access to local intensive care facilities should be available more
widely and that ‘secure provision should include provision… for those who
require long-term treatment and/or care’. 

4.71 The Cavan/Monaghan project 70 recommends that patients who have enduring
disturbed and challenging behaviour in the context of mental illness require
care in a specialist unit, possibly provided on a regional basis in view of the
very small numbers of people requiring such facilities.  A policy statement from
Rethink71 stated that suf ficient secure facilities should be available for those
who need them, that they should be locally based and used for the shor test
possible time.

4.72 Further consideration on the inter face with Forensic Ser vices is given in the
Review of Forensic Services which is the subject of a separate repor t.

Recommendations

47. Service providers must plan for the needs of people with challenging
behaviour:

– community mental health services with the capacity to provide intensive
support 

– specialist accommodation with appropriately skilled staf f (see
recommendations).

– local intensive care 

– low secure inpatient ser vices with a recover y ethos and with links to
Community Recovery and Assertive Outreach services.  
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48. Low secure units can function as ‘step-down’ ser vices from the Regional
Secure Unit.

49. Longer term high quality hospital provision is likely to prove necessar y for a
small group of people whose behavioural problems are often chronic and
severe.  

(v) People with Mental Health Needs Subject to the Criminal Justice System
4.73 People with mental disorder may , like other members of society , become

subject to the criminal justice system.  Thus, people with mental disorder may
be found in police stations, on bail, attending cour t, on probation, in prison or
recently released from prison.  Not all of the people require designated forensic
services to meet their mental health needs.  Adult mental health ser vices must
co-ordinate ef fectively with forensic ser vices to addr ess the needs of each
individual, including those who are transferred from forensic services.  There is
a need for co-ordination in the development of ser vices and for a training
strategy to suppor t adult mental health ser vices.  This is likely to involve the
work of CMHTs including, where appropriate, inr each services to prisons (see
4.17).  Fur ther consideration on the inter face with Forensic Ser vices will be
given in the repor t on the Review of Forensic Ser vices.

Recommendation

50. Service providers must ensure co-ordinated development of adult mental
health and forensic services.

(vi) People with Co-existing Substance Misuse and Mental Health Problems (Dual
Diagnosis)

4.74 While the ter m “dual diagnosis” is unsatisfactor y as personality disorders and
serious medical problems are also frequently present in those with a histor y of
substance misuse and mental health problems, it is retained here as other
alternatives are less succinct. Providing high quality care to those with a dual
diagnosis of concur rent mental health problems and substance misuse
problems- alcohol and/or drugs – has been identified as a major challenge for
mental health services.  

4.75 Concerns have been raised that people with a dual diagnosis have fallen
between the mental health and addictions ser vices.72 The Safer Ser vices
report73 recommended that people with concur rent severe mental health
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problems and substance misuse should be managed within mainstream mental
health ser vices.  The commonest co-morbid disorders are anxiety states,
affective disorders and personality disorders. 74

4.76 Drug use in inpatient units is an increasing cause of concer n in the UK.  Some
service users with dual diagnosis may continue to use alcohol or drugs in acute
inpatient units.75 There is also evidence that the routine assessment of alcohol
or drug use at the time of admission to acute units markedly underestimates
substance misuse problems.76

4.77 Substance misuse, suicide and homicide . Substance misuse is an impor tant
risk factor of suicide and homicide.  In Nor thern Ireland, the estimated risk of
suicide in the presence of cur rent alcohol misuse or dependence was found to
be 8 times greater than in the absence of cur rent alcohol misuse or
dependence.77 The National Suicide Prevention Strategy for England (2002)
identified the need for mental health ser vices to implement local strategies for
dual diagnosis covering training on the management of substance misuse, and
joint working with substance misuse ser vices.78

4.78 Substance misuse and co-existing physical disor ders. The health problems
associated with alcohol and drug misuse are widespread.  People with a history
of injecting dr ug misuse are par ticularly at risk from overdose, infections and
blood borne viruses such as hepatitis C and to a lesser extent hepatitis B and
HIV. The highest risks of premature death from natural and unnatural death
for common mental disor ders are for substance misuse and eating disor ders.
Opioid dependence and abuse had a mor tality risk for suicide of 10 times that
expected, for violent deaths 13 times that expected and for natural deaths 4
times that expected.79

4.79 Management and Ser vices Models. Guidance on good practice in relation to
people with a mental disorder and also alcohol or substance misuse reflect the
complex interactions between substance misuse and mental health problems.80-85

Three main models of service delivery have been proposed for people with dual
diagnosis; serial, parallel and integrated. 

4.80 The serial treatment model proposes mental health and substance misuse
disorders are treated consecutively  For example, patients presenting to mental
health ser vices with a substance-induced mood disorder which subsequently
quickly resolves following a brief period of abstinence would then be
appropriately refer red on to addictions ser vices.  In the parallel treatment
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model concurrent input is proposed by substance misuse ser vices and mental
health ser vices.  However this may create tensions in treatment deliver y
between the two ser vices.  In the integrated treatment model treatments for
both psychiatric and substance misuse are provided within one clinical team.
Specialist integrated ser vices have been established in both the USA and UK
for people with dual diagnosis.  

4.81 While there is a lack of sound evidence on the relative ef fectiveness of these
models86 current UK guidance strongly supports an integrated treatment model
delivered within mainstream ser vices by mental health staf f who ar e
appropriately trained in substance misuse.  The National Treatment Agency for
substance misuse have been developing modules of care for the treatment of
drug misusers, including care pathways, which will incorporate issues pertinent
to dual diagnosis workers.87

4.82 Further consideration on Dual Diagnosis ser vices is given in the Review of
Alcohol and Substance Misuse Ser vices which is the subject of a separate
report.

Recommendations

51. Trusts should make provision for people with mental health problems and co-
existing alcohol or dr ug misuse.  Local prevalence and needs of people with
dual diagnosis should be assessed.

52. People with co-existing substance misuse and mental health problems should
be treated using an integrated treatment model within a single ser vice.

• The needs of those with complex, enduring and relapsing mental
disorders can best be met by adult mental health ser vices.

• The needs of those with less severe mental health problems, whose main
difficulties are directly related to substance misuse, can best be met by
substance misuse services.

• Agreed ar rangements need to be established between any specialist
services for people with personality disorder and substance misuse
services.

• There should be systems of liaison between substance misuse and other
mental health services to ensure that people with a dual diagnosis have
access to the full range of the most appropriate treatment ser vices.
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• Physical health problems associated with substance misuse need to be
identified and addressed.

53. The needs of people with co-existing substance misuse and mental health
problems in contact with the criminal justice system should be identified and
addressed.  

(vii) People in General Hospital Settings
4.83 Mental health services are required to address the needs of people with mental

health problems presenting in general hospital settings.  There is increasing
recognition of the high prevalence of mental health problems in general
hospital settings, both inpatient and outpatient.  The following are the most
common.

4.84 Deliberate Self-Harm. The frequency of deliberate self-har m (DSH) has risen
steadily since the 1960s and cur rently there are 140,000 such presentations
per year at general hospitals in England and W ales with this behaviour. 88 The
individual intent in DSH varies.  Underlying the act of self-har m there are a
variety of situational, addictive and mental health disorders that require
accurate assessments.  Between 5-20% of people who present with an act of
deliberate self-harm require urgent psychiatric admission for their own safety.89

In the year following an attempt of self-har m about 1% commit suicide.  There
is a significantly higher rate of suicide after self-har m in those who are not
adequately assessed. 90

4.85 Alcohol and Drug Misuse. Alcohol misuse contributes to 20-25% of all general
hospital admissions.91, 92 Alcohol misuse is a risk factor for many serious health
problems including cancers, hear t disease, stroke, accidents and suicide.
Screening for alcohol misuse in a general hospital setting is simple and
effective.  There is also clear evidence of the ef ficacy of brief inter ventions to
reduce alcohol misuse in those identified and appropriately counselled. 93

4.86 Organic Brain Syndr omes. Dementia is common in general hospital
populations reflecting the age profile of patients today .  Prevalence rates as
high as 35% have been reported, increasing with age.  Delirium is also common
with prevalence rates in general hospital patients of up to 60%.  This is
particularly common after cardiac and hip fracture surger y and again with
increasing age.  Both dementia and delirium are impor tant indicators of
physical illness and are associated with increased mor tality and increased
length of stay in hospital.
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4.87 Medically Unexplained Symptoms. Some people present with physical
symptoms for which there is no obvious underlying physical cause, or where
symptoms are dispropor tionate to any underlying medical disorder .  In many
but not all, the presentation is associated with underlying mental health
problems.  While such conditions are known by a variety of dif ferent ter ms,
“medically unexplained symptoms” is to be prefer red, as this does not imply
any specific cause.  Medically unexplained symptoms account for 40-50% of
service users in hospital outpatient clinics.  The more physical symptoms that
people report, the greater the likelihood of associated mental illness regardless
of the nature of their symptoms.  Appropriate psychological inter vention can
reduce such functional somatic symptoms, generally best tried initially by the
treating physician with mental health specialists involved where problems are
more intractable. 93

4.88 Behaviours and Emotional Reactions Impacting on/or associated with
Medical Care. Lifestyle issues account for a significant propor tion of physical
illness.  Smoking for example, despite education regarding its negative
consequences, risk taking behaviours, which negatively af fect physical
morbidity or mor tality, may be helped by specific psychological inter ventions.
The emotional needs of people with physical health problems may require
specific psychological interventions in addition to general suppor t.

4.89 People with Physical and Mental Ill-Health. Given that mental health problems
are common, many people admitted to general hospitals may have
unconnected mental disor ders, which may require advice or adjustment of
treatment because of the associated physical dif ficulties.

4.90 It is impor tant that medical specialists should have access to Liaison Mental
Health ser vices to allow input where necessar y91 particularly to the above
groups of people.

4.91 A multidisciplinar y Liaison Mental Health Ser vice (LMHS) pr ovides the best
means of ensuring effective methods of dealing with the mental health needs of
service users in a general hospital setting.

4.92 Liaison Teams are also suitably placed to provide education and to improve the
knowledge and skills required to treat people with mental health problems and
learning dif ficulties in general hospital settings, regardless of whether or not
they need to be refer red to specialist services.
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4.93 Identification and Assessment of Needs. It is generally acknowledged that the
identification of mental health problems in general hospital settings is poor .
Identification is based on clinical assessment, histor y taking and mental state
assessments, supplemented by other sources of infor mation.  Whilst it may
sometimes be difficult, staff should endeavour to identify admitted patients who
have a mental health problem, lear ning disability or dementia and any special
needs they may have arising from this.  Where appropriate and with the
person’s consent additional information should be sought from key informants.
Appropriate information and education should be provided to general hospital
staff to enable them to undertake psychosocial assessments.  Ward staff should
liaise with professionals in the community.

4.94 Stigma. People with mental health problems, lear ning disability or dementia
have the same fundamental rights as any other person, including rights to the
same standards of health and social care.  General hospital staf f should be
trained in mental health awareness to prevent medical patients with mental
health problems feeling stigmatised or prejudiced.  They should also have
access to an advocate, should they wish to avail of this.

4.95 Care Envir onment. General hospital staf f should consider the immediate
environment of patients in ter ms of physical needs, safety and where
appropriate potential risk of deliberate self-harm.  Staff undertaking such duties
should have adequate training in the care of patients with mental health needs.
It may be advisable that specific staf f or units are allocated such patients
because of familiarity and experience in dealing with the above dif ficulties.

4.96 Referral to Liaison Services. On occasion referral to a mental health specialist
is appropriate for assessment, advice and management of a ser vice users’
mental health problem.  Refer ral should be to a LMHS, a multi-disciplinar y
team that may typically consist of a liaison nurse, social worker , clinical
psychologist, psychiatric trainee and consultant psychiatrist.  The LMHS should
provide prompt and, ideally , same day assessment to assess risk, identify
mental illness, and advise on physical and appropriate psychological
treatments and follow-up.  The LMHS team can also give specialist advice
regarding the use of the Mental Health (Northern Ireland) Order 1986 and offer
training and education to hospital staf f or identification and management of
mental health problems in the general hospital setting.  

4.97 Because of potential dangers in cer tain presentations, it is impor tant that the
LMHS team can respond quickly (usually within one hour) if requested.  There

70

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 116 of 3342

MAHI - STM - 083 - 116



is a need for clear refer ral protocols from the general hospital ward.  It is also
important that the LMHS team have ef fective patterns of communications with
General Practitioners and other mental health professions, allowing clear
aftercare plans to be made prior to the service user leaving the general hospital.

4.98 In view of the sensitivity of many of the issues surrounding mental health in the
general hospital setting, it is impor tant that consultation ar rangements ensure
comfort, privacy and security for ser vice users and for the mental health
professionals involved.  In view of the unpredictability of crises, it is impor tant
that appropriate services are available 24 hours per day, 7 days per week.

4.99 Accident and Emergency (A&E) Ser vices. The range of presentations noted
above can present to A&E depar tments and often in a more acute state than
on a general hospital ward. 94 It is impor tant therefore that depar tments have
appropriate access to Mental Health ser vices 24 hours per day , 7 days per
week.  The speed of response is imperative because of the potential dangers of
severe untreated mental health emergencies but also to alleviate distress to
waiting ser vice users and their carers.  Agreement will be required between
LMHS teams, HT teams and CMHT s regarding nature and configuration of
services (see 4.17).

4.100 Deliberate self-harm is a very common reason for presentation to departments
and as noted above there is a wide range of mental health problems associated
with this presentation.  It is impor tant that as many users are of fered
psychosocial assessment and where necessary support.  Misuse of alcohol and
drugs is common within the deliberate self-har m group and while brief
counselling can be under taken in an A&E setting, it is impor tant that there is
ready access to addiction ser vices. 

4.101 It is again important that comfortable, confidential and safe accommodation is
provided for interviewing in the A&E environment.  In view of the potential for
aggression there should be clear policies including suppor t procedures by
security staff.

4.102 Young people attending A&E with mental health problems should be seen by
those with appropriate exper tise.  Clear protocols authorising responsibility
(based on relevant exper tise) should be in place between Liaison T eams and
CAMHS teams.
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4.103 Commissioning and Audit of Ser vice. The above ser vices should be
developed in all general hospitals throughout Nor thern Ireland, the extent
depending upon the size of the hospital and par ticular patient mix.  Specialist
hospitals may require emergency liaison mental health assessments and local
arrangements should be established for each hospital.  This should be par t of
the commissioning process although LMHS teams may not be required at these
hospitals.

Recommendations

54. Appropriate education should be provided to general hospital staf f:

– to prevent people with mental health needs feeling stigmatised

– to provide basic psychosocial assessments and suppor t.

55. Acute hospitals should ensure that appropriate liaison ser vices are
established:

– clear referral protocols should be in place 

– general ward staff should, where necessary, have access to appropriately
trained and experienced mental health professionals on a 24 hour basis

– Liaison Ser vices should provide prompt same day assessment and
advice on therapeutic interventions, risk management and follow-up.

– confidential, comfortable and safe accommodation must be provided to
interview ser vice users in A&E environments and general hospital
settings.  Policies outlining the suppor t procedures from security staf f
should be established.

56. Liaison Ser vices must be able to access addiction ser vices promptly for
service users willing to avail of them.

57. Liaison Services to A&E depar tments should be appropriate for user needs:

– all people with deliberate self-har m should be of fered psychosocial
assessment and appropriate after care plans

– people with problems relating to addiction attending A&E should be able
to avail of prompt access to community addiction ser vices

– young people attending A&E with mental health problems should be
seen by those with appropriate exper tise.  Clear protocols should be in
place between Liaison Teams and CAMHs teams.
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Therapeutic Interventions
(i) General
4.104 From a health perspective ser vices, their configuration and organisation, are

but vehicles to promote recover y and underpin optimal deliver y of specific
therapeutic interventions, care and support.  Service users with more complex
and severe mental disorders often have enduring or inter mittent problems
including residual symptoms, functional impair ments and disabilities af fecting
their role and functions within their family, work and wider social situation.  

4.105 The variety of needs require a range of skills, including self help skills, and
understanding grounded in evidence-based health and social care, including
evidence based processes of care provision. 95 This in tur n assumes the
availability of an appropriately trained and adequately staf fed workforce (see
Chapter 7).  Ser vice user par ticipation in ser vice deliver y can make a
significant contribution to both the values base and the ef fectiveness of
services.  

4.106 Evidence, including strong and consistent user consultant responses to the
Review, directs attention to the impor tance of the ser vice user/pr ofessional
relationship.  This is a key element in the recover y process and for all
therapeutic work. Optimal holistic therapeutic inter ventions and care depend
fundamentally on collaborative working between persons with mental health
needs, their families, carers and the professionals and organisations involved.
In addition to specific inter vention skills, health and social care professionals
require a range of general skills including interpersonal skills, team-working
and communication skills.  

4.107 Psychological Therapies. One of the consistent obser vations received by the
Review is the relatively poor development of psychological therapies in
Northern Ireland, resulting in limited access and unacceptability long waiting
lists for assessment and treatment. 96 There must be improved access to
psychological therapies, from appropriately trained, qualified and super vised
staff.97

4.108 A number of service examples for the deliver y of psychological therapy are in
operation within the NHS, for example the Northumberland Tiered Approach.98

Their aim is to increase access to a broad spectrum of psychological therapies
for a range of problem severity and complexity .  Ser vices place emphasis on
training and super vision as well as the provision of intensive and dedicated
therapy services.  These can probably be best provided through a T rust-wide
multi-professional department.  
Good Practice Example (Annex 5.4.7)
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(ii) Treatments and Interventions
4.109 The complexities of mental illness and their sequalae often r equire a variety of

approaches – medication, psychological therapy , psychosocial inter ventions
and specific social and occupational programmes such as vocational training.
Recent developments in models of ser vice deliver y, psychological and social
interventions suggest that the range of therapeutic options is likely to expand
significantly.

a. Use of Medication
4.110 Medication is an impor tant aspect of therapeutic inter ventions for specific

mental health disorders. The most up to date evidence based guidelines such
as those of the British Association of Psychophar macology and the National
Institute for Clinical Excellence (NICE) should be employed and the medication
should be within the recommended dose ranges stated in the British National
Formulary.  Medication can be an impor tant par t of a comprehensive care
package which addresses an individual’s clinical, emotional and social needs.99-

103, 105-117 The choice of treatment inter vention should be made jointly by the
individual, the clinician responsible for treatment, and where appropriate the
individual’s 101 carer or advocate. 104 

b. Psychological Interventions 
4.111 Major advances in psychological treatments have taken place in the last few

decades, both in ter ms of their sophistication and proliferation. In parallel, a
more rigorous approach to resear ching clinical ef fectiveness has resulted in a
number of repor ts advising which psychological therapies may be helpful for
particular conditions. 118,119,120 The evidence is now strong in relation to the
effectiveness of specific psychological therapies for anxiety disorders with
marked symptomatic anxiety (panic disor der, social phobia, obsessional
compulsive disorder and generalised anxiety disorder). 120 Likewise, rigorous
protocols have been developed for post traumatic stress disorder and moderate
levels of depression.120 A report from NICE clarifies the state of the evidence
in relation to psychological approaches to the treatment of eating disorders.

4.112 Evidence about the efficacy of psychological approaches with people who have
severe and enduring mental illness is relatively recent and it may suf fer from a
bias that af fects all research on such treatments. 122-144 Certain treatments,
because they can be protocol driven (such as cognitive behaviour therapy
(CBT)) lend themselves to investigation through randomised controlled trials,
whilst others such as the psychodynamic therapies do not. This may result in
some treatments being assigned an ar tificially low grade of evidence.
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4.113 Increased knowledge about the interaction of biological, psychological and
social factors involved in psychosis, the “stress-vulnerability” model 121 has led
to a multi-factorial understanding of risk and relapse in psychosis. This model
suggests that each of us has a different level of vulnerability to the development
of psychotic experience.  The vulnerability may be the result of biological
factors (e.g. genetic, or bir th trauma) or psychosocial ones (e.g. resilience to
stress or histor y of childhood abuse or neglect). This model underpins and
provides a rationale for psychological and social inter ventions.  For example,
it hypothesises that if an individual is provided with increased resources for
coping with stress, or reduce the stress in the environment, significant
advances in outcome could be made.

4.114 Access to Psychological Inter ventions.  Accessibility to psychological
interventions remains extremely poor within Nor thern Ireland.  Increasing
accessibility to evidence-based interventions for psychosis is a major challenge
involving a number of elements. This includes staf f training.

4.115 Staff Training. There is a requirement for training across all mental health
professional groups in developing skills of therapeutic relationship building and
the use of evidenced-based psychosocial therapies. 124

Good Practice Examples (Annex 5.4.8)

Recommendations

58. The choice of therapeutic inter ventions should be made jointly by the
individual and the clinician responsible for treatment.

59. Medication, psychological and social inter ventions must be integrated within
a complete package of treatment, care and suppor t.

60. Therapeutic inter ventions must be provided within a multidisciplinar y
framework, according to evidence-based guidelines.

61. Psychological therapy ser vices must be organised in ways that promote the
use of psychological interventions in routine practice.

62. A workforce strategy developing psychological therapy ser vices must be
addressed as a matter of urgency.

63. A Northern Ireland-wide training strategy to improve access to psychological
therapies and psychosocial inter ventions must be developed as a matter of
priority.
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PHYSICAL HEALTH
4.116 People with mental health problems are at increased risk of having physical

health problems.  Many of the excess deaths of people with more complex and
enduring mental disorder are potentially pr eventable by better medical
treatment and attention to lifestyle, including diet and smoking.   Smoking as
substance use is par t of the specific Review of Alcohol and Substance Misuse.
Assessment, therefore, should cover physical health needs.  One approach to
identifying and targeting people with more severe and enduring mental health
needs is the establishment of case registers at primar y care level. 145 Primary
and secondary care services, in conjunction with the service user, should jointly
identify which service will take responsibility for monitoring physical health.  

4.117 General Practitioners should consider the health promotion of people with
severe mental health problems within their practice and regularly monitor their
physical health.  The NICE Guidelines for Schizophrenia recommend paying
particular attention to endocrine disorders such as diabetes and
hyperprolactanaemia, cardiovascular risk factors, side-ef fects of medication
and lifestyle factors such as smoking. 19

Recommendations

64. The assessment of people with more complex mental health needs must
include assessment of physical health needs.  Local providers of ser vices
should agree which service (primary or secondary) will take responsibility for
monitoring physical health.

65. Registers should be established of people with sever e mental health needs at
primary care level.

Configuration of Person-Centred Services
4.118 The goal of the whole system of car e is to provide person-centred ser vices for

a wide range of needs.  All provider units should aim to have the main elements
of service provision (above) in place and operational by 2010.  Organisational
structures play a key role in ef fective and ef ficient delivery of services.  While
the details of ser vice configuration must be infor med by the local context the
following is presented as a model of good practice.  The following key elements
must be suppor ted by the full range of ser vice elements with optimal
functioning inter faces with other ser vices eg forensic ser vices, child and
adolescent services.
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4.119 A Model Ser vice Configuration . As noted earlier , the Review recommends
provider units serving populations of between 200,000 and 300,000.  Provider
unit ser vice configuration is here considered for a community of 250,000
people.  The short-term community staffing goal for this population is 150 (see
4.20) with appropriate training including staff required for Home Treatment and
Assertive Community Treatment.  As ser vice providers advance towards their
goals of a comprehensive person-centred service the following configuration of
the key building blocks of provision are recommended, based on present
evidence and on the principles infor ming the Strategic Framework.  

4.120 CMHTs Supporting Primary Care. Present evidence suggests that the optimal
model of CMHT configuration is 5 teams, each of approximately 11 staf f,
supporting primar y care ser vices, each ser vicing a population of
approximately 50,000 (see Figure).  T eams will r equire access to a
comprehensive range of community resources, both statutory and independent
sector.  Such teams should provide Tier 2 level ser vices for deaf people with
mental health problems and women with perinatal mental health needs.  Where
a provider unit has a general hospital within its catchment then one of the local
CMHTs should have close links with the Liaison Mental Health Services.  Teams
must have a multidisciplinar y ethos (nursing, social work, psychology ,
medical) in order to provide a broad range of skills and therapeutic
interventions.  T eams should have user membership, engaged through
appropriate employment arrangements.

4.121 Recovery Service CMHTs. Sectorised ser vices are required for people with
enduring and recurring mental disorder.  Three CMHTs are recommended, one
each underpinning Recover y Services for approximately 85,000 people (see
Figure).  As a shor t-term goal, the staf f complement for each team should be
approximately 23 with a multidisciplinar y composition appropriate for the
needs of recover y ser vices including nursing, social work, occupational
therapy, speech therapy, physiotherapy, medical and user participation.  These
CMHTs will be required to pr ovide Tier 2 level ser vices for the mental health
needs of people with brain disease and injur y, ASD, also ser vices for people
with challenging behaviour, dual diagnosis, first episode of psychosis and mild
learning disability.  HT and Asser tive Community Treatment teams should be
closely associated with each Recover y CMHT.  

4.122 Home Treatment Teams. In order that HT teams can provide 24/7 services, it
is recommended that the complement for a provider for 250,000 should be 24
staff, configured as three teams of 8 staf f, each team linked with a Recover y
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CMHT.  Close association between each HT team and CMHT is essential to
enable HT teams fulfil their gatekeeping function and ensure continuity of care
between Recover y CMHTs and inpatient ser vices.  In order to ensure out of
hours services, HT teams will need to co-operate across the Provider Unit.  Five
staff working in Asser tive Community T reatment should be linked to each
Recovery CMHT.  A home-based approach to community ser vice provision is
recommended as the long-ter m goal of Recover y services.  This is dependent
on adequate staf fing and can be linked to a convergence of the roles of HT
teams, ACTs and Recovery CMHTs.

4.123 Psychological Therapy Ser vices. Psychological therapy ser vices should be
consolidated into a single unit from which support, supervision and training can
be provided for all CMHT staf f.  They should be responsible for specialist
services for people with psychological trauma, people with eating disorders and
people with personality disorders.  

4.124 Inpatient Provision. Acute inpatient services should be provided as par t of an
integrated model of crisis ser vices with locally accessible units, utilising where
possible, the facilities of general hospitals.  Acute inpatient ser vices can be
complemented by step-up and step-down houses in close collaboration with
HT teams (see Figure).  As the goals of the Strategic Framework are achieved,
then the requirement for acute inpatient provision should reduce to
approximately 20 places per 100,000, their location recognising the
advantages of general hospital settings.

4.125 In addition, inpatient facilities for people with challenging behaviour with
approximately 25 places for a population of 250,000 people will be required.
The requirements for inpatient provision will turn critically on the adequacy and
comprehensiveness of alter native community provision, including residential
facilities.

4.126 The model is predicated on all of the ser vices elements specified above for
secondary ser vices, including the skill levels of staf f, being successfully
implemented to high fidelity with the recommendations.  Monitoring and
evaluation of this implementation will, therefore, be essential.
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The Whole System of Care
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CHAPTER 5

SECONDARY MENTAL HEALTH SERVICES - PART II

INTRODUCTION
5.1 A person-centred approach is core to the vision of the Strategic Framework

and, as noted in Chapter 4, ser vices must reflect the multi-dimensional nature
of user and carer needs.  While the primar y focus of the last chapter was on
health and social care services reform, we must now consider a range of other
issues – education; training; occupation; accommodation; income; advocacy;
personal life; family life and culture; and carer and family needs.

EDUCATION, TRAINING, OCCUPATION
5.2 Occupation, defined as all purposeful human activity , encompasses personal

activities of daily living, leisure activities and work activity .  Education and
training relates to activities compatible with both vocational outcomes and
personal development.  Occupation is a basic human need, which is dir ectly
related to the meaning and quality of ones life1 and important for both physical
and mental well-being.  Ever yday occupations play a significant par t in
maintaining structure, meaning and social inclusion.  

5.3 Serious mental illness often results in a disruption of occupational balance, with
lack of meaningful occupation limiting social connections and increasing stress
and isolation. 2 In quality of life studies, ser vice users repor t lack of a job,
loneliness, health problems, looking after self and lack of leisure activities as
priority areas in relation to quality of life.3, 4, 5 The Labour Force Survey of  2002
Great Britain found that only 21% of adults with mental illness were in
employment.6 Three issues are important for the Strategic Framework -
assessment, barriers to employment and employment models.

Assessment
5.4 Recent clinical guidelines emphasise the impor tance of holistic assessment

including social functioning, occupational status and potential, with
interventions beginning at the earliest oppor tunity. The impor tance of
assistance to access employment, education and training oppor tunities has
been acknowledged.7 Supported employment programmes are but one aspect
of work activity which should be made available.  Inter ventions aimed at
maintaining and improving social networks through appropriate day care
programmes should be available to all ser vice users.8
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5.5 The Mental Health Policy Implementation Guidance advises that the availability
of specialised employment, education and occupation ser vices should be a
priority for all those with severe mental health needs.  T rained professionals
with the skills to assess these areas should be available to all community
mental health teams.  With respect to early inter vention for psychosis the
guidance is that all users should have a vocational assessment within three
months of referral to the service.9

Barriers to Return to Work
5.6 Many people with enduring mental health problems are financially better of f if

they remain unemployed and in receipt of social security benefits.  Cur rent
rules and financial incentives to move from benefit to work are complex,
fragmented and assume a move from no work to full-time work.  For those on
Incapacity Benefit, work is allowed in specific circumstances.  Even with the
support of Disablement Employment Advisors and professional staf f the
process can be complicated and daunting. 10

5.7 The Depar tment for Work and Pensions has recognised these dif ficulties and
produced  new proposals to address some of the issues.   The proposals
emphasise rehabilitation and job retention.  Specialist help will only be effective
provided there are closer working relationships between DHSSPS, Depar tment
of Enterprise, Trade and Investment (DETI), Depar tment of Employment and
Learning (DEL), Depar tment of Education (DE), Depar tment of Social
Development (DSD), healthcare providers, the voluntar y sector and
employers.11

Employment Models
5.8 The following are models of employment, which encompass the range of

provision from social suppor t through to health care and to those concer ned
with productivity.12 With the exception of Clubhouse, all of these options exist
in Northern Ireland.

Vocational rehabilitation PACT (Placement, Assessment and
(Prevocational skills training) Counselling Team)
Sheltered employment Transitional employment
Clubhouse Supported employment
Voluntary work Social firms/ businesses

5.9 The paucity of quality research in this area could lead to a narrow view of those
services which represent ‘best practice’.  While a Cochrane review concluded
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that “suppor ted employment is more ef fective than prevocational training in
helping severely mentally ill people to obtain employment.”13, it must be noted
that there is a tendency to select more able individuals for suppor ted work
placements.  Most of the studies reviewed were conducted in America, where
the social security systems are less extensive than in the UK. 

5.10 Two features of employment programmes that have most empirical suppor t
are: integration of mental health and vocational services within a single service
team; and the avoidance of pre-placement training. 14 People with complex
mental health problems should be of fered choice in ter ms of occupational,
education and training oppor tunities, facilitating ser vice users to experience a
meaningful day and consequently improving quality of life.   Emphasis should
be placed on user -focused initiatives that allow a pr ogression towards paid
employment where this is the most appropriate option for the client.   A range
of occupational ser vices should be provided within each T rust area to allow
professionals and ser vice users to match the level of need with the ser vice
provided.  The continuum should include: 

services with a predominantly high quality sheltered workshops
treatment function 

leisure and creative activities links to learning and training
opportunities and voluntary work

good quality vocational guidance social enterprises

specialist day care access to supported placements in
competitive employment.  

5.11 The use of mainstream community ser vices, facilities and activities should
promote social inclusion and help reduce the stigma that mental health service
users face.  Effective links to voluntary work and organisations such as Further
Education Colleges, Educational Guidance Ser vice for Adults and the various
job brokers and training organisations will expand the oppor tunities for people
with complex mental health needs.

5.12 Some ser vice users require considerable suppor t in order to access
mainstream ser vices.  Suppor ted education initiatives for employment or
leisure services have been shown to be ef fective in relation to health gains for
people with more enduring mental health needs. 15 The key worker should
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retain a co-ordinating role for the client16. Service providers, particularly those
with a mental health remit, should be exemplar y in providing and promoting
employment oppor tunities for ser vice users.  Sensitive, needs-led, flexible
support must be maintained to reduce anxiety and alleviate bar riers to
engagement.17

5.13 Significant benefits of volunteering have been obser ved for those with mental
health problems.18 For those service users with complex and enduring mental
health needs adequate support and tailoring of opportunities must be provided
in order to maximise the benefit from volunteering.

5.14 Leisure as an occupation contributes to social identity and is fundamental to
physical, social and psychological well-being.  For many ser vice users
successful engagement in leisure activities can be a catalyst towards
employment.  For others it can be the predominant occupation that defines
their identity and maintains social inclusion.  At all levels, leisure occupation
should be valued and facilitated by mental health workers.  
Good Practice Examples (Annex 5.5.1)

5.15 Assessment of an individual’ s occupational per formance, exploration of
vocational goals and networking with local ser vice providers is currently being
performed by many CMHTs within Northern Ireland.  However, many teams do
not have access to Occupational Therapist (OT) exper tise or, when present in
teams, they are engaged in generic work due to high caseload numbers
amongst multidisciplinary team members.   The ‘A von’ model (Annex 5.5.1)
could be replicated in Nor thern Ireland.  The inter ventions required ar e core
skills of OTs and partnership working is already established in many T rusts.  

Recommendations

66. People with severe mental health needs should be offered an early opportunity
to  participate in a full occupational assessment.  This should be reviewed on
an annual basis as par t of the ser vice user’s review.  Assessment should be
conducted by an OT with the emphasis on quality of life, time management
and occupational issues.

67. More straightforward and flexible social security benefits should be introduced
to facilitate the transition from benefits to work.
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68. A comprehensive range of occupational ser vices must be provided within
each Trust area and should include access to voluntary work, educational and
leisure opportunities.

69. Day care ser vices should provide a comprehensive range of activities and
opportunities to support the different needs of service users.

70. Vocational specialists with mental health exper tise and the flexibility to work
on an interagency basis should be commissioned to enhance the rehabilitative
function of CMHTs.

ACCOMMODATION
5.16 Having a home is a basic human right.  The impact of poor housing on mental

health has been well documented, as has the association between type of
housing and prevalence of mental health problems.  The Audit Commission
1994 found that:

• poor housing is par ticularly common among people with mental health
problems;

• mental disorder is a frequent cause of tenancy pr oblems and tenancy
breakdowns; and

• poor housing and inappr opriate accommodation can lead to the
development or exacerbation of mental health problems.

5.17 Suitable accommodation is a fundamental element of ef fective ser vices to
support people with mental health problems. A number of principles need to be
considered in order to ensure an appropriate range of accommodation and
support.  These principles draw mainly on the recommendations of the Newby
Inquiry:19

• as far as possible, people with mental health pr oblems should have a
choice of the type of accommodation in which they wish to live.  This has
to be balanced in relation to the degree of risk posed to themselves or
others;

• assessment of accommodation needs should be a component of an
overall assessment;

• support for people receiving mental health services should be available to
people with mental health problems regardless of wher e they are
accommodated; and
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• providers of accommodation should receive training and should be
supported regardless of whether the accommodation is statutor y,
voluntary or private.

5.18 Supporting individuals in suitable housing in ordinar y settings will help them
gain access to a wide range of mainstream ser vices and resources.  The
challenge is to provide accommodation with suppor t for the range of needs
experienced by those with mental health problems without recreating
institutions.

5.19 Homeless and rough sleepers present par ticular challenges.  A recent study in
Belfast identified mental health problems among 86% of single homeless
people.20

5.20 The Northern Ireland Housing Executive, through joint planning ar rangements
with the Health and Personal Social Ser vices, seeks to extend the suppor ted
housing option for various client groups in response to discharge from hospital
and wider community needs.  Each year 20% of the new build programme is
targeted to meet suppor ted housing needs.21

Accommodation Needs
5.21 People with mental health needs have a range of accommodation

requirements.  The foundations of good provision include quality of care and
management.  Accommodation needs range from independent tenancies in
mainstream housing to 24 hour intensively suppor ted accommodation.  A key
objective of People First: Community Care in Nor thern Ireland for the 1990’ s
was to promote the development of domiciliar y day and respite ser vices to
enable people to live in their own homes, whenever possible.

Types of Supported Housing
5.22 Supported housing involves providing integrated housing and suppor t.  The

type of housing available covers a wide range including:

• temporary or homeless hostels: shared housing where board or access to
cooking facilities are provided;

• rehabilitative suppor ted housing: shared housing in group homes or
hostels providing a rehabilitation ser vice;

• shared suppor ted housing accommodation in shared housing or flats
providing a permanent home;
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• self contained suppor ted houses: housing provided in flats or houses,
which is not shared with others but has targeted integrated suppor t; and

• residential care homes: usually shared accommodation, which are
registered under the Registered Homes (Nor thern Ireland) Order 1992
(since April 2003 many of the registered care homes in Nor thern Ireland
managed by the voluntar y sector and the statutor y sector with special
provision for people with mental health needs have de-registered and now
operate under Supporting People).    

5.23 People who require support to stay in their own or rented accommodation may
require essential suppor t at a practical level to ensure the maintenance of the
tenancy, e.g. floating suppor t, home help, mental health suppor t workers.
Those who need respite on a shor t stay basis to prevent acute admission may
require emergency or non-emergency respite.  Non-emergency respite may be
required to accommodate people whose mental health is deteriorating and who
require input from experienced staf f over a period.  Examples of this provision
is available mainly in statutor y/non hospital facilities in Nor thern Ireland.  
Good Practice Example (Annex 5.5.2)

5.24 Crisis diversion/non-hospital accommodation may be provided as part of Crisis
Response to prevent inappropriate admission to hospital.  
Good Practice Example (Annex 5.5.3)

5.25 People who are returning to independent living as par t of their rehabilitation
require specialist accommodation with suppor t.  They should, as far as
possible, have choice of location.  Moving out of an institutional setting to
independence can be daunting.  Many will require phased independence
combining suitable accommodation and daytime occupation.  Staf f in
supported housing can provide valuable help to those who lack social skills.
This can be enhanced by access to daytime occupation and leisure facilities.
Confidence building is impor tant and input is required from trained and
experienced staff.  
Good Practice Example (Annex 5.5.4)

5.26 People with challenging behaviour require specialist facilities with high staf fing
levels (see 4.63).  This accommodation may be provided by the Housing
Executive or Housing Associations in conjunction with T rusts or voluntar y
sector.  It may also be provided through therapeutic type communities.  It is
important that the layout of the accommodation provides adequate personal
space and access to daytime occupations and intensive staf f suppor t.  Staf f
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require specialist training in relation to dealing with challenging behaviour and
potential violence.  Risk assessment should be car ried out to identify patter ns
of behaviour , which may lead to har m either to the resident or others.
Thorough risk assessment and risk management are essential to allow an
acceptable level of freedom and independence for personal development within
a context of safety for both ser vice users and staf f.
Good Practice Example (Annex 5.5.5)

5.27 People with mental health problems without accommodation pose a par ticular
challenge.  Homelessness may have been caused or exacerbated by their
mental health problems.  Some may have become displaced because of their
mental health problems or rejected from accommodation as a result of their
health problems or the degree of challenge posed to staf f.  Many have dual
diagnosis.  (See 4.74)

5.28 It is essential that homeless people with mental health problems have access
to mainstream ser vices at primar y and secondar y care level.  Accident and
Emergency Ser vices provide an impor tant access point to care.  Good
communication between generic and mental health ser vices is essential.  
Good Practice Examples (Annex 5.5.6)

5.29 Access to housing alone is not suf ficient and must be complemented by the
provision of appropriate therapeutic inter ventions and suppor t, for example
using Assertive Community Treatment 22 (see 4.46).  
Good Practice Example (Annex 5.5.7) 

5.30 The Homeless Strategy and Ser vice Review Nor thern Ireland Housing
Executive 2001 aims to reduce the levels of homelessness by the provision of
a tenancy support service and by developing move on accommodation as part
of their supported housing programme.

5.31 Discharge protocols in mental health ser vices in Nor thern Ireland require
further refinement to ensure that people leaving mental health facilities have
appropriate accommodation on discharge.  Close co-operation is required
between housing, mental health ser vices and the independent sector.
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Recommendations

71. Providers should ensure that a complete range of accommodation is available
to meet the needs of people with mental health problems.  Suppor ting People
partnership between Trusts, Boards, Nor thern Ireland Housing Executive and
the independent sector should be suf ficiently flexible to make timely
responses to the accommodation needs of people with mental health
problems.

72. Service users should have choice of accommodation appropriate to their
needs and given maximum independence through appropriate levels of
support.  Care environments and practices should be designed to maximise
personal autonomy and reduce the risks of institutionalisation.  Ser vice
principles must underpin the development of standards and must focus on the
needs and rights of individuals.

73. Discharge protocols should ensure that people leaving mental health facilities
have appropriate accommodation.

74. Staff working in residential settings should have adequate support and training
including, where appropriate, training in the management of people with
challenging behaviour.

75. Statutory ser vices should provide suppor t to residents and staf f to optimise
community living, prevent unnecessary hospital admission and to reduce the
risk of homelessness in people with mental health needs.  

76. Monitoring and evaluation of ser vices should be a continuous process and
involve users and carers. 

SOCIAL SECURITY BENEFITS AND SUPPORT
5.32 In the non-disabled population in the UK, 15% of people are economically

inactive compared to around half of the disabled population. The figure for
people with mental health dif ficulties is around 80%. 23 In Nor thern Ireland,
more than a third of Incapacity Benefit claimants have a mental or behavioural
disorder.  In November 2002, over 37,000 people were in receipt of Incapacity
Benefit as a result of mental and behavioural disorders and just under one in
five people receiving Disability Living Allowance cited mental health problems
as their main disabling condition. 24
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5.33 The key issues facing people with mental health problems are:

• inadequate levels of benefit, for example, personal expenses payments for
people in residential/institutional care, help with the cost of prescriptions,
problems with the Social Fund;

• assessment – the prevalence of medical examinations that are often seen
as intimidating; many of those conducting assessments have limited
experience of mental illness;

• easing the transition to work; there is much of a gap between incapacity
and getting back to work.  The cur rent rules and financial incentives to
move from benefit to work are complex and fragmented and there is a
need for simpler, more flexible and improved financial incentives to allow
people to return to work without the fear of penalties if unsuccessful; and

• delivery – there is a need to take greater account of mental health issues
in the administration of social security benefits.  A wareness training,
increased user involvement in training and planning, improved claim
forms and tailored independent advice and advocacy ser vices are all
needed.

Levels of Benefit
5.34 While considerable ef fort has been made to impr ove the level of financial

assistance available to families (both in and out of work) and older people,
Incapacity Benefit for a single person unable to work because of ill-health or
disability is wor th barely one sixth of average ear nings. The weekly rate of
Income Support based Jobseeker’s Allowance for a single person is presently
(2004) £55 if aged 25 or over and £44 if under 25.  

5.35 Young single people’ s dif ficulties are compounded by private rented sector
housing benefit rules which apply a ‘single room rent’ rule to entitlement.  Many
young single people with mental health problems fall foul of this r ule and get
into dif ficulties paying rent. Y oung people, therefore, find themselves pushed
towards less self-contained, cheaper accommodation which may not be
appropriate.  An exemption to the single room rent should be made for people
with mental health dif ficulties.

5.36 Social Fund r ules make it dif ficult for single people to qualify for grants for
essential items such as fur niture or household equipment. Often, the only
option is a loan which compounds financial difficulties.  The Social Fund should
be reviewed so that loans do not continue to be the main for m of discretionary
support.
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5.37 Income Suppor t for people in residential care or other institutional settings
currently (2004) entails paying a personal allowance of £17.50 a week to meet
living expenses.  This can lead to dif ficulties in managing the transition to
independence.

5.38 Prescription charges can be a major cost to people with ongoing health
problems. Often, people with long-ter m mental health problems on incapacity
benefit alone do not qualify for help with prescriptions. Pre-payment certificates
allowing multiple and long-term prescriptions to be paid in advance are helpful
but are often beyond the means of people on low incomes. People with severe
mental health problems should be exempt from such charges.

Assessment
5.39 The current strategy for Social Security is ‘work for those who can, security for

those who cannot’.  As a result, a considerable ef fort has been put into
encouraging the long term sick and disabled back into work.*  However , there
is a need to recognise that not everyone is capable of open employment (going
beyond those granted an automatic exemption from these arrangements).  It is
important that all frontline employment advisers receive mental health
awareness training, part of which should involve interaction with people directly
affected by mental ill health. 

5.40 The cur rent strategy also contains an element of compulsion.  People on
Incapacity Benefit who fail to attend inter views can be penalised by loss of
benefit or incapacity status.  This fails to acknowledge the pressure having to
attend such interviews can cause for someone with a severe mental illness.

5.41 Medical assessment is a regular feature of establishing and retaining
entitlement to key disability benefits (notably Incapacity Benefit and Disability
Living Allowance) and the quality of such assessments has been subject to
significant scr utiny.25 Rushed assessments, lack of knowledge of mental ill-
health, disbelief of claimants, a disregard of specialist evidence and cultural
insensitivity are not uncommon experiences.  A repor t on the Social Security
Agency’s Medical Referee Service by the Advice Services Alliance in 2002 was
also critical of the quality of assessment and sensitivity of some doctors.26 The
Social Security Agency (Northern Ireland) has recently announced a review of
the Medical Referee Ser vice. This could usefully lead to greater use of
occupational nurses and mental health specialists (medical and non-medical).

* For example, the introduction of Jobcentre Plus, compulsor y work centred inter views for new and
recent incapacity benefit claimants, the New Deal for Disabled People initiative and tax credit and benefit
reforms aimed at easing transition back to work.
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Easing the Transition to Work
5.42 People with mental health problems who have been on benefit for long periods

often need intensive suppor t to get back to work.  The cur rent Social Security
system does not allow for a continuum that would enable a person to move
gradually through voluntary work to part time work and full time work or to stay
at one level for a prolonged period if appropriate.  The Gover nment has
improved flexibility within the social security system to encourage a retur n to
work, but the cur rent ar rangements are complex, fragmented and not easily
understood by claimants.  An understanding of the ar rangements requires
extensive knowledge of social security and concer ns have been raised that a
move into training or work triggers a review on the assumption that a person’ s
condition has improved.  This is a disincentive to rehabilitation through work or
training.

5.43 Improvements have been made to claim for ms in recent years, but there is a
considerable way to go.  The claim for m for Disability Living Allowance
remains complex and significantly oriented towards physical impairments.  The
claim for m for incapacity benefit has an open question about mental health
with no guidance as to the infor mation required.

5.44 The Social Security Agency is moving towar ds providing greater suppor t to
assist with claims for disability benefits.  It has also worked with the voluntar y
sector to look at ways of enhancing its customer ser vice to par ticular groups
(for example, physically disabled people and ethnic minorities).  A similar
exercise working with voluntary sector and other interested par ties to examine
customer ser vice issues for people with mental health problems would be a
welcome development.  

5.45 There is a need to ensur e that all those involved in fr ontline benefit
administration and decision-making receive mental health awareness training
that incorporates interaction with people with mental health problems.  This
also applies to the Medical Referee Ser vice personnel, as well as chairpersons
and panel members hearing social security appeals.  People with mental health
problems should have access to an independent dedicated advice and
advocacy service to deal with social security problems.

5.46 The social security system should suppor t and enable people with mental
health problems to live independently with dignity and a good quality of life,
both in and out of work. 
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Recommendations

77. The Social Fund should be reviewed with a view to ending loans as the main
form of discretionary financial support.  An exemption to the single room rent
should be made for people with mental health dif ficulties.  People with severe
mental health problems should be exempt from prescription charges.

78. Trusts must ensure that people with mental health problems have access to
independent dedicated advice and advocacy services to provide assistance in
dealing with social security problems.

79. Returning to work: people with mental health problems wishing to work and
who have been on benefit for long periods should be provided, as necessar y,
with intensive suppor t.  Rules encouraging a retur n to work should be made
more flexible and easier to understand.

80. Staff Training and Development.  All frontline benefit advisers, social security
decision-makers, medical referee ser vice staf f and appeal tribunal members
should receive mental health awareness training, part of which should involve
interaction with people directly af fected by mental ill-health.  Medical
assessors must have appropriate skills in assessing the mental health needs
of applicants.  Consideration should be given to gr eater use of mental health
specialists (medical and non-medical).

PERSONAL LIFE, FAMILY LIFE AND CULTURE
5.47 Mental well-being has been defined as the emotional and spiritual resilience

which enables us to survive pain, disappointment and sadness.  It is a positive
sense of well-being and an underlying belief in our own and other dignity and
worth.27

Social Self
5.48 A person’s social connectedness – activities, relationships, interests,

networks – has a significant impact on mental well-being and self-esteem.  The
reactions of others are often influenced in our social life, our activities,
interactions, our social self.  Becoming mentally unwell can profoundly af fect
both our own social interactions and the reactions of others.  It is in such
situations that the experience of ignorance, fear and stigma can bring a new
dimension of distress to the suf ferer.  
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5.49 Mental ill-health and the accompanying distress can af fect all aspects of one’s
social life and relationships - within the family , with friends, with work
colleagues.  The sense of feeling isolated and stigmatised is a ver y real
experience of many suf ferers.  There is also a sense of disempower ment and
the distress arising from this – “my life will never be the same again”.
Acknowledgement of these issues and concer ns can be of par ticular
importance in promotion of recover y and needs to be recognised by
professionals. 

Relationship between Service User and Professionals
5.50 The relationship between service providers and service users is of considerable

importance in building and maintaining self-esteem, hope and self-wor th for
individuals with severe episodes of mental illness, experiencing loss of insight,
loss of control, in addition to the painful experience of the symptoms of mental
illness.  This relationship can also provide a role model for family members who
themselves may be bewildered and distressed through the experience of an
illness episode.  The engagement and empower ment of family members can
greatly assist in the recover y and re-engagement of the ser vice user in their
social life and relationships.  

Sharing of Information
5.51 From a ser vice user perspective, knowing that the pr ofessional to whom you

are relating is tr ustworthy, will listen in a non-judgemental way and respects
user views and requests, is essential to a par tnership of tr ust, respect and
empowerment.  Confidentiality is an impor tant par t of this relationship.
However, if a ser vice user asks a family member or friend to request
information on his/her behalf, this request should be respected by professional
staff.  Once a delegated person has been named and the request confirmed by
the user of the service requested, information should be given to the nominated
person.  This need not include personal infor mation.  

5.52 Access to information has generally been experienced as a problem for service
users in mental health services.  It is often difficult to get clear information and
this lack of clarity is a problem for users, family and friends.  The failure to
convey relevant information clearly and in simple ter ms can cause distress to
the user and their families.  Infor mation is required about ser vices, choice of
services, specific interventions including, for example, medication side-ef fects
and crisis arrangements.
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5.53 In the situation of involuntar y admission, clarity takes on even gr eater
importance.  The suf ferer in such situations often experiences a significant
intrusion into their personal and family privacy .  Involuntar y admission
procedures should be clearly explained and all involved should identify
themselves to the suf ferer, family and friends.  Dif ficulties for the user in
understanding infor mation at such times requires professionals to pay even
greater attention to communication and infor mation sharing.

Spirituality
5.54 Within a multi-cultural society, the service user’s specific cultural, spiritual and

religious needs need to be recognised and acknowledged.  With the emphasis
on community based care and treatment, the religious and spiritual dimension
of an individual’s life should be considered as par t of holistic assessment.

5.55 From a user perspective, spirituality can be an important part of one’s personal
life and in times of crisis a major source of sustenance.  This can be of
particular importance in situations where admission to hospital is required with
the inevitable separation from family, friends and one’ s local community.  It is
a common user experience when in hospital, that religious and spiritual needs
are not adequately met.  Ser vice providers need to be sensitive to the spiritual
needs of service users at such times.  

Culture
5.56 Culture shapes many aspects of mental health and people from ethnic minority

communities have needs and concer ns related to their cultural uniqueness,
their minority position and often issues related to recent immigrant status.
Culture shapes both perception and expression of mental distress and disorder.
It also influences attitudes and coping mechanisms for the person, the family
and for the specific cultural group.  Ethnic minorities are especially vulnerable
to stigmatisation, discrimination, racial stereotyping and social isolation.  Many
of these issues have been highlighted in the r ecent user sur vey of ethnic
minorities in Northern Ireland.28

5.57 Mental health ser vices must be sensitive to these issues and to the par ticular
needs of ethnic minorities.  The Department of Health report “Inside Outside”29

emphasises three key objectives: 

• to reduce and eliminate ethnic inequalities in mental health ser vice
experience and outcome;

• to develop cultural capability of mental health ser vices; and
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• to engage the community and build capacity through community
development workers.  

5.58 Important factors are personal attitude, professional skills and competencies,
and awareness and appraisal of specific cultural nor ms.  These point to
important aspects of professional development among mental health
professionals.  Priority must also be given to the provision of better information
and better communication including the appropriate use of interpreters and
translators.  

Recommendations

81. Information.  Service users and, where appropriate, carers, family and friends
should be provided with relevant infor mation in clear and simple ter ms.  The
information and communication needs of ser vice users in situations of non-
voluntary admission require special attention.  Priority must be given to
improved methods of communication and infor mation for people from ethnic
minorities, including the use of interpreters and translators.

82. Services must be sensitive to the cultural needs of people from ethnic minority
communities.  Within a multi-cultural society , the ser vice user’ s specific
communication, cultural, spiritual and religious needs must be recognised and
acknowledged.

83. Advocacy services should be sensitive and appropriate for the needs of people
from ethnic minority communities.

84. Staff training and awareness.  The distress accompanying mental illness and
its impact on an individual’s personal life, including a sense of stigma, need to
be recognised and acknowledged by mental health professionals.  The
importance of the relationship between service providers and service users in
the maintenance of self-esteem, hope and self-wor th needs to be recognised
and valued by providers.

ADVOCACY
5.59 In 1996 Building Bridges30 identified service user involvement as a fundamental

principle in mental health care and user advocacy as an impor tant support of
this process.  The Mental Health Patient’ s Char ter31 states that ser vice users
should be infor med of and have access to local advocacy ser vices.  The
purpose of advocacy is to ensuremaximum preservation of each service user’s
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personal autonomy and self determination.32 Advocacy assists service users in
expressing their views and taking an active par t in decision making af fecting
their situation.  The United Kingdom Advocacy Network (UKAN) stresses that
a key objective of advocacy is to enable people to advocate for themselves.
Nevertheless, there are occasions when people are unable to represent their
own views and interests.  

5.60 Peer advocacy is par ticularly valued by ser vice users.  It challenges the
discrimination and stigma attached to mental illness.  It is a process for
empowerment by which to build or rebuild well-being for people whose mental
health condition has damaged self-esteem and confidence. 33

5.61 The Review considers advocacy as an essential par t of mental health ser vices
and expects the issue to be taken for ward by the Legal Issues Exper t Working
Group.  
Good Practice Example (Annex 5.5.8)

Recommendations

85. Independent Advocacy ser vices ensuring maximum preser vation of each
service users personal autonomy and self deter mination must be established
in all Trusts providing mental health ser vices.

86. Advocates should be involved in service planning and development, be given
access to appropriate ser vice information and receive suppor t, as necessary,
from Trust staff.

CARER AND FAMILY NEEDS
5.62 The UK Gover nment’s National Strategy repor t ‘Caring about Carers’ 34 states

that

• Northern Ireland has 250,000 carers, 7% (17,500) of whom are caring for
a person with mental health needs and a fur ther 15% (37,500) for
someone with both a mental and physical disability; 

• carers need support and information, especially when caring for someone
with a mental health problem;

• nearly 60% of carers receive no regular suppor t from service providers;

• stress related health problems ar e most acute among carers of people
with a chronic mental health condition such as schizophrenia; and 

• helping carers is one way of helping those they care for .
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5.63 In the past, mental health systems around the world tended to focus on the
individual without considering the system in which they lived, often overlooking
their roles within families and communities. 35 Yet the family usually has
primary responsibility for care, with approximately 50% of those with severe
mental illness living with family or friends, and many who do not, still receiving
substantial suppor t from them. 36 The cost of this care in Nor thern Ireland, if
provided by the state, is estimated by the Sainsbur y Centre for Mental Health
to be £122 million. 

5.64 The inter-relationships between ser vice user, carer and other family members
are impor tant for each person’ s well-being. The carer who is a spouse may
have to assume new roles and responsibilities. The carer who is a mother may
concentrate on the ill family member to the neglect of others. A child whose
parent is unwell may become a ‘young carer’ and may suf fer adverse
consequences. 

5.65 Mental disorder can be demanding and stressful for a family . It can be
intermittent, adding uncer tainty to family life and an inability to plan in the
short and long ter m.  Children may experience dif ficulties at home but not
speak about them at school because of stigma. Carers and families commonly
experience fear of the unknown arising from lack of knowledge of the illness
and its consequences, and grieving for the loss of future potential in their own
lives and that of their family member.

5.66 Individuals within a family whose lives are affected by these circumstances
must be identified and of fered suppor t in their own right in order to avoid
adverse consequences to their health and well-being. 

Carers
5.67 Current Policy and Legislation. Service providers have traditionally shown a

reluctance to comprehensively address the needs of carers.  However , the
needs of those caring for others with severe and enduring mental illness are
especially high and cannot be ignored.  V aluing Car ers37 (2002), Nor thern
Ireland’s carers’ strategy , recognises that carers’ health needs must be met,
that they must be provided with adequate infor mation and be involved in the
planning and provision of ser vices. 
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5.68 Its key elements relating to car ers of those with serious mental illness ar e:

Recognition

• all organisations must begin to recognise carers and be prepared and able
to direct them to sources of suppor t; 

• older carers should be sought out and suppor ted; and

• young carers should be identified and suppor ted in their education and
development.

Assessment

• carers should be informed of their right to a separate assessment, 
separately recorded.

• Information and Support 

• clinicians should seek their patient’ s consent to provide r elevant
information to the carer;

• carers should be fully involved in the timing of hospital discharge and
given the infor mation they require for the aftercar e of the patient. The
carer’s name should be included in the discharge letter to the GP;

• the training needs of carers must be assessed and training provided;

• handbooks of local services are required, as is information on the Internet;
and

• locality-based and disability-specific self-help groups should be
encouraged.

Services for Carers

• carer services should be reviewed with car ers;

• reviews must be made of respite oppor tunities. Carers and ser vice users
must be involved in the reviews;

• a carer liaison or co-ordinator position should be created in each Health
and Social Services Trust;

• carer advocates should be developed and trained; and

• front line staff should deal sympathetically with complaints.

5.69 The recent Carers and Direct Payments Order (Nor thern Ireland) 2003 entitles
those who provide regular and substantial care to an assessment of their own
needs and enables T rusts to provide ser vices directly to carers after
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assessment. Assessments should be under taken annually and a written care
plan produced and implemented in consultation with the carer. In looking at the
circumstances of both ser vice user and carer consideration must be given to
the degree of suppor t a carer can, or is willing to provide, so that there are no
adverse effects on her/his own health and well-being.

5.70 Identifying the Car er. Mental health professionals should know who is
providing care and suppor t. General Practitioners, other clinicians and mental
health professionals should actively seek the consent of ser vice users to
provide their key carer with relevant infor mation. This should be done on the
basis of clear protocols for the identification of key carers. 

5.71 Service users should be encouraged to nominate a key car er, who may not be
a family member . This infor mation should be reviewed regularly , as many
carers would not identify with the ter m ‘carer’ or describe themselves as such,
seeing their role simply as a family responsibility.  The Review recommends the
concept of a User-Key Carer partnership 

5.72 Partnership with the Carer. Agencies and care providers should recognise and
value carers and accord them equal status with other providers of care. 37

Working with ser vice users and carers in par tnership is conducive to the
creation of holistic suppor t networks, which are impor tant in bringing relief
from isolation and loneliness. A culture of creating and encouraging suppor t
systems for the whole family should be developed.

5.73 With the consent of the ser vice user the key-carer should be involved in the
drawing up of care plans, consulted about hospital discharge and periods of
leave from hospital. Hospital admission and discharge are par ticularly difficult
as they are often unplanned, with little or no involvement of patient or carer .38 

5.74 Information for the Car er. Carers and families need a wide range of
information to manage their day-to-day circumstances and alleviate the
helplessness many experience. This would include infor mation on social
security benefits, the law , their own rights and entitlements and those of the
service user.  Social security benefits can create urgent problems around the
times of hospital admission and discharge.  Carers are generally not familiar
with mental health legislation and the associated processes and str uctures.
Carers need infor mation about the str ucture of health and social ser vices so
that they can ef fectively deal with them.
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5.75 On occasion the needs of carers and families for infor mation may conflict with
the wishes of the service user. While the fundamental right to confidentiality for
the ser vice user must be respected, a way for ward should be negotiated to
ensure that the needs of the carer and family are also met.  A person-centred
approach to the deliver y of care will both highlight and moderate these
conflicting rights, with measures which can be put into effect at times when the
service user may not well enough to make infor med decisions, such as
advance directives, identifying and working in par tnership with the carer ,
providing carers and families with infor mation about the illness.

5.76 With the consent of the ser vice user key-carers should be pr ovided with
information about the mental disorder af fecting their loved-ones, including
medication and its side-ef fects, what choices are available regarding
therapeutic interventions, prognosis, how to get help, what to do in a crisis, how
to deal with cer tain situations and symptoms. 39 Carers must be provided with
names and telephone numbers of who to contact in a crisis. Carers need to be
listened to when they repor t that a crisis is pending.

5.77 Support for the Carer. Stigma, guilt and shame can bring about a breakdown
in natural, supportive social networks causing carers and families to experience
a deep sense of isolation. Self-help groups provide an ef fective counteracting
measure where people can speak about their circumstances, receive and give
support and make sense of their experiences.  A variety of flexible and
responsive support mechanisms should be on offer to assist families in dealing
with the many issues they face including helplines available during and after
business hours, dedicated carer and family workers and oppor tunities for
respite breaks.  Carers of people with mental health problems find family
worker suppor t of value. It should be sensitive to ethnic diversity . A range of
opportunities for breaks is required for users and carers.  Partnerships involving
the independent sector are often an ef fective way of providing this ser vice.
Support services for carers provided by the independent sector , and involving
carers have particular advantages.36

Good Practice Examples (Annex 5.5.9)  

5.78 Empowerment of the Carer through Training. Training programmes have been
established to empower carers to respond to the challenges arising from mental
health problems, increase their knowledge, develop coping skills and deal with
grief and isolation. These should be made widely available.  The anticipated
developments in Home Treatment and Crisis Resolution make it imperative that
carers receive appropriate training to car ry out the tasks required of them.
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They need to know about risk management and be advised about vulnerable
periods such as the period following hospital discharge.  
Good Practice Examples (Annex 5.5.10)

5.79 Family interventions can have considerable benefits for relatives’ psychological
distress, family functioning and the carer’s relationship with the service user.40,41

Despite its ef fectiveness, few carers and families cur rently have access to this
form of support. 
Good Practice Example (Annex 5.5.11)  

Children and Young People
5.80 It is estimated that 30% of adults with mental health needs have dependent

children. Rates of psychiatric diagnosis in these children range from 30% to
50% compared to 20% in the general population. 42 The presence of alcohol or
drug misuse among parents can add significantly to the mental health
difficulties of children. Ser vice users may also be reluctant to seek help
because of fear that children may be taken into care. 

5.81 In the UK, it has been shown that children who become involved in the child
protection system often have significant experience of parental mental illness,
parental substance misuse and/or domestic violence.47 A survey conducted in
2000 in the Northern Health and Social Services Board area found that 72% of
the 467 children placed on the child protection register had a histor y of
parental mental illness or substance misuse while, 79% of the 703 children who
received services under the Children (N.I.) Order 1995 had a history of parental
mental illness or substance misuse. 44

5.81 The potential ef fects of mental health problems of par ents and siblings on the
health and well-being of children in the same household has been recognised
for some time. These children are more likely to experience financial hardship,
marital discord and social isolation than children in a household without a
parent with mental health problems.45 They may experience anxiety, extended
periods of separation, disruption in schooling and, in a relatively small number
of cases, neglect and/or abuse. 46 Other risks include:

• between 25% and 50% of children of parents af fected by severe mental
illness will experience psychological disturbance during childhood or
adolescence with up to 14% of such children developing a psychotic
disorder in adult life;

• risk may double for children where both principal caregivers ar e affected;
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• risks to children increase during the acute phase of an illness and are
exacerbated by marital breakdown, social isolation and stigma; and

• some children may become involved in parental symptomatology.47

5.83 The mode of deliver y of ser vices can sometimes reveal tensions in a system
that has been primarily created to help adults, sometimes at the expense of
their children. For example:

• patient confidentiality can sometimes be an obstacle to the sharing of
crucial information;

• understanding of roles and responsibilities in multi-disciplinary teams can
be highly variable; and

• inpatient facilities are often not best suited to the needs of parents, babies,
small children and/or adolescents. 

5.84 Routine good practice among child protection workers is to consider the special
needs of children in these circumstances. However , there is no cer tainty that
these needs are routinely taken into account during the course of assessments
carried out by mental health workers.  Although there is a wider recognition of
child protection issues among all professions, the recognition of these issues by
hospital based multidisciplinar y teams varies.  It is essential that the
assessment process for parents with a diagnosis of severe mental illness
includes an assessment of the needs of children within the household. W ritten
child protection protocols and policies, agreed between child care and mental
health services, are an essential element of good practice and it will be vital to
ensure that such protocols remain in place and are reviewed as organisational
structures change and evolve.

5.85 Support for the family must become an integral component of a
comprehensive service which encourages a ‘family wrap-around’ approach. 43

Appropriate suppor t must be provided for the children of those with mental
illness so that they benefit from the same life chances as other children.36 Their
needs must be identified in the course of drawing up a care plan for the service
user and they should be fully included and addressed in any subsequent care
planning process. 

5.86 Very young children may put additional pressure on the coping capacity of both
service users and carers requiring measures to be taken to prevent extra stress
within the home.  These issues should be recognised as early as possible in the
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assessment process. In the longer ter m, children will need advice and help to
‘navigate’ their way through their education and transition to adulthood.

5.87 Children and parents value a range of suppor tive measures including:

• a contingency plan drawn up for times of crisis;

• maximum continuity and minimum disr uption for children when their
parent is admitted to hospital;

• an age-appropriate explanation for children of events sur rounding an
admission;

• the availability of a confidante for children during a crisis;

• facilitated access to other children in similar circumstances;

• continuity of family suppor t workers;

• suitable visiting arrangements in hospital; and

• parental support groups.48

5.88 An agreed, for mal protocol between children’ s and mental health ser vices
should be established for those responsible for delivering health and social care
to families where children may requir e protection. This would gover n the
sharing of information, the management of cases and the identification of lead
agency and key worker status and roles.

5.89 Young Car ers. Some children may be under taking levels of care that are
considered inappropriate for their age. As a result ‘Y oung Carers’ have been
highlighted as a priority group by government policy in recent years. These
children and young people assume levels of responsibility for caring which
impacts on their health, education and development. 

5.90 Valuing Carers 37 makes specific reference to young carers and recommends
that they are identified and that ser vices are put in place to ensure that their
development and education do not suf fer as a result of their caring duties. The
Internet should be considered as a means of making infor mation available to
them.

5.91 The key messages in guidance from the Department of Health, Social Services
and Public Safety are that joint assessment of parent and children is necessary
and that services should be comprehensive, flexible and timely.34 Assessments
can be seen as a means of suppor ting the family and of considering both their
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strengths and the areas in which they need suppor t. Service users should be
supported in their parenting and caring roles.  
Good Practice Examples (Annex 5.5.12)

Resources
5.92 While much of the suppor t that carers need to continue in their caring r ole is

relatively inexpensive, additional resources are necessar y.  In England and
Wales, the Gover nment made available £140 million over two years, to
facilitate the creation of a wider range of services to allow carers to take a break
from their caring responsibilities. In resourcing changes to the mental health
services in Nor thern Ireland, funding must be similarly ear marked and ring-
fenced for carer and family suppor t. The voluntar y sector should continue to
play a significant role in the provision of this suppor t.

Recommendations

87. Boards and ser vice providers must fully implement existing policy and
legislative obligations relating to carers.

88. The needs of carers, children and other relevant family members, should be
identified at assessment.

89. Key carers should be provided with appropriate suppor t, education and
information to carry out their role, as par tners with the service user.

90. Agencies should accord carers equal status with other providers of care.

91. Key carers should be of fered an annual assessment and a written care plan.

92. Family interventions should become an integral part of mental health practice.

93. Training programmes for dealing with mental health problems should be made
available to all carers.

94. Service providers should ensure that a range of suppor t services, in the form
of helplines, self-help groups, directories of services, help with social security
benefits and respite oppor tunities, is provided for carers and families.
Providers should make available dedicated carer and family workers.  The
services of appropriately trained professionals should be made available for
key carers.
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95. Service users who are parents should be suppor ted in their parenting role.

96. Children of people with mental health problems should be provided with
appropriate support in their day-to-day lives and measures taken to suppor t
them in times of crisis, including the availability of a confidante.

97. Hospitals must ensure there are suitable visiting ar rangements for families.

98. Agreed protocols must be established between child and adolescent ser vices
and mental health services where children may require protection.

99. Staff training must include engagement with carers and the assessment and
management of their needs as carers.
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CHAPTER 6

SERVICES FOR PEOPLE WITH SPECIAL NEEDS

6.1 Most people with mental health problems receive ser vices exclusively at the
primary care level.  For people with more complex and more enduring mental
health needs mental health ser vices are required.  There ar e, however , a
number of specific mental health problems which cannot be fully addressed at
either the primary or secondary care levels, usually because inter ventions are
necessary which require specialist skills and specialist services.  In this section
of the Strategic Framework, the needs of people requiring such specialist
services are addressed.  We have identified eight specific ar eas:

• People with eating disorders;

• People with acquired brain injur y or progressive brain disease;

• Deaf people with mental health needs;

• People with mental health needs arising from psychological trauma;

• People with personality disorders;

• People with Asperger’s Syndrome or High Functioning Autism;

• People with disorders of gender and sexuality; and

• Women with perinatal mental health problems

6.2 While forensic ser vices and ser vices for people with substance misuse or
alcohol related health problems are also specialist services, these are already
established ser vices and are therefore the subject of specific independent
reviews, to be repor ted on separately.  The inter face between community and
primary care and secondar y care ser vices with these ser vices is dealt with in
Chapters 3, 4 and 5.

6.3 Some of the ser vices being considered, for example eating disorder ser vices,
are currently the subject of DHSSPS initiatives.  In others, for example services
for people with acquired brain injur y or progressive brain disease, aspects of
service development are already in progress.  Never theless, the needs of
people with more severe and often protracted mental health problems still
require to be addressed.  

6.4 A common aspect to the ser vice requirements of people with special needs is
a tiered approach to provision.  That is, ther e are needs that can be met at a
local level, whether community or primar y care (Tier 1).  Other needs can be
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met within local community mental health services (Tier 2).  However for some
individuals, some or all of their needs can only be met through highly
specialised services (Tier 3 and 4).

SERVICES FOR PEOPLE WITH EATING DISORDERS

(for background see Annex 6.1)

6.5 Services for people with eating disorders must be able to respond to the
multidimensional nature of the problems presented, the dif ferent levels of
severity and complexity and be able to cater for the needs of ser vice users
across the age range. There are now several evidence-based guidelines that
give guidance regarding specific treatments. 1, 2, 3

6.6 There is a relative lack of r esearch-supported inter ventions in anorexia
nervosa. The management of medical complications and nutritional
rehabilitation is a priority . Str uctured psychological therapy by a competent
therapist over a steady period of time is a central par t of treatment. Family
therapy is par ticularly helpful with younger suf ferers. Medication may be
required for co-existing psychiatric conditions but needs to be used with
particular caution. Chronic, severe anorexia ner vosa where the ser vice user
may not be fully engaged in treatment poses many challenges.

6.7 There is more research evidence for treatment interventions in bulimia nervosa.
As before, physical stabilisation may be the immediate concern, particularly in
view of potential electr olyte disturbance. A specific for m of cognitive
behavioural therapy (CBT) appears to be the clear tr eatment choice and this
can be delivered in a variety of ways. Thereis some evidence that interpersonal
therapy (IPT) can be as ef fective as CBT , but may take longer to work.
Antidepressant drugs, in par ticular higher-dose fluoxetine, can rapidly reduce
the frequency of binge-eating and vomiting but the longer -term effects are
unknown.

6.8 The current guidance on atypical eating disorders is that they should be treated
according to which of the above conditions they most closely r esemble. The
treatment of binge-eating disor der seems to be developing along the lines of
treatments for bulimia ner vosa with CBT based approaches and specific
antidepressants being used to some ef fect.
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6.9 Following extensive stakeholder consultation, consideration of good practice
examples elsewhere and much strategic discussion, the DHSSPS has
developed a Four -Tier Model of Ser vice Provision that will aim to provide a
comprehensive service for sufferers of eating disorders within Northern Ireland.

6.10 Tier 1 involves primary care services, voluntary organisations, self-help groups
and families/carers. The development need in this area is in regard to health
promotion, early detection, basic psychosocial inter vention and ef fective
physical monitoring. Tier 1 will require access to a compr ehensive range of
services at Tier 2-4.

6.11 Tier 2 involves assessment and inter vention by existing community adult and
child and adolescent mental health ser vices and general hospital ser vices,
where necessar y. These ser vices of fer more in-depth mental and physical
health assessments and include shor t-term psychological treatments and
longer-term suppor t. This Tier will be impor tant in the management of co-
existing physical and psychiatric conditions.

6.12 Tier 3 is envisaged as the main provider of locally based specialist ser vices
within each HPSS Board area. Each Board has been tasked to establish a
multidisciplinary specialist Tier 3 team in its area to pr ovide an ef fective local
response for people suf fering from an eating disorder across the age range. In
addition, teams will also provide training and supervision of practitioners within
Tiers 1 and 2, shared care ar rangements with primar y care ser vices, generic
mental health services, obesity clinics and general hospital ser vices as well as
overseeing research, monitoring and evaluation of eating disorders ser vices.

6.13 It is expected that the Tier 3 teams will come together as a regional network in
order to share exper tise and resources. These are likely to include the
assessment and treatment of more complex cases, ‘gatekeeping’ for extra-
contractual referrals and ongoing clinical supervision, training and professional
development.

6.14 Tier 4 refers to specialist day patient and inpatient provision. Given the limited
level of resources available and, in addition, that most people with an eating
disorder can be successfully managed as an outpatient, the initial priority is to
develop Tiers 1-3. However, once the regional network is established, it would
be appropriate to examine both interim ar rangements for inpatient provision
elsewhere and to formally examine the need for inpatient beds within Nor thern
Ireland over the longer term.
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6.15 The Regional Eating Disorders W orking Group is sensitive to the issues and
difficulties that may arise in the for mation of new specialist ser vices, such as
ensuring equitable provision and the recr uitment, training and retention of
adequate numbers of staff. The principles of good communication, interagency
coordination and collaborative planning are viewed as being essential to the
service development process.

Recommendations 

100. The Regional Eating Disorders W orking Group needs to continue its work of
overseeing the strategic planning and practical implementation of eating
disorders service development.

101 DHSSPS and service providers should establish Tier 3 teams. 

– Tier 3 teams should define local operational policies and form a regional
network enabling exper tise and resources to be shared across the
Province.

– Tier 3 teams should suppor t Tiers 1 and 2 through training, super vision
and shared care arrangements.

102. Strategic planning should continue for longer ter m needs such as Tier 4
services and the further development of specialist child and adolescent mental
health services.

SERVICES FOR PEOPLE WITH ACQUIRED BRAIN INJURY OR
PROGRESSIVE BRAIN DISEASE 

(for background see Annex 6.2)

6.16 A four tier model as described by the Health Advisor y Ser vice4 should be
adopted to plan comprehensive ser vice provision to meet the mental health
needs of people with acquired brain injur y (e.g., arising from trauma,
haemorrhage, anoxia, infections, toxins including alcohol, nutritional
deficiency, epilepsy) and progressive brain disease (e.g. Multiple Scler osis,
Parkinson’s Disease, Huntington’s Disease, early onset dementia).

6.17 Tier 1:  Primary Care Services
Primary care services working with non-statutor y organisations, families and
carers are essential in addressing mental health needs, through medical
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treatments, education and psychosocial inter ventions.  They should be
supported through a range of ser vices at Tier 2-4 levels.

6.18 Tier 2:  Secondary Care Services
Mental health services play an important role in addressing the needs of people
with acquired brain injur y or progressive brain disease.  Linkages between
adolescent, adult and older adult mental health ser vices are impor tant to
ensure smooth transitions across these ser vices.  Close collaborative working
relationships between mental health and physical disability ser vices are
essential.  Specialist expertise needs to be integrated within both mental health
and physical health and disability ser vices to ensure that they have the
capacity to address needs.

6.19 Tier 3:  Dedicated Community Based Ser vices
Services dedicated to the needs of those with acquired brain injur y or
progressive brain disease are requir ed at local provider levels.  Such ser vices
should include the expertise to address mental health needs.  Community Brain
Injury Teams already provide ser vices promoting recover y and community
reintegration for those with acquired brain injur y and have demonstrated their
effectiveness within this area 5. They work directly with the ser vice users and
their families and in collaboration with local statutor y and independent
services.  Dedicated multidisciplinary services for adults with progressive brain
disease should be developed to optimise ser vice user functioning across the
physical, cognitive, emotional and social aspects of their lives.

6.20 Specialist residential and suppor ted living facilities are required to address the
needs of those with acquired brain injury or progressive brain disease, who also
have emotional, social behavioural or other mental health pr oblems.  Good

Practice Examples (see Annex 5.6. 1-3). A range of individual facilities are
required to meet the dif fering needs of those with acquired brain injur y or
progressive brain disease.  Flexibility regarding access is required, with a focus
on individual needs rather than on diagnostic categor y.

6.21 Tier 4:  Regional/Sub-regional Specialist Services
Specialist ser vices to promote mental health and well-being and
neurobehavioural recovery are required.  A specialist multidisciplinar y mental
health team with core inputs from neuropsychiatr y and clinical
neuropsychology/clinical psychology is required.  This team would of fer
expertise in the assessment, diagnosis, therapeutic inter ventions and
management of mental health needs of people with acquired brain injur y and
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those with progressive brain disease.  It should provide direct care to people
with complex mental health problems, together with a consultation/liaison role
to a range of medical specialities (e.g. neurology , r ehabilitation medicine,
general medicine, geriatrics, psychiatr y and older adult psychiatr y).  It should
also provide a consultation role to dedicated community ser vices for people
with acquired brain injur y or progressive brain disease (Tier 3) and sessional
input to the Regional Brain Injur y Rehabilitation Unit.

6.22 A specialist inpatient facility is r equired for people whose behavioural
difficulties are so severe that they cannot be managed within other ser vices.
This facility would of fer multidisciplinar y mental health assessment and
treatment, aimed at reducing the behavioural problems that impede
community placement.  T eams generally comprise clinical neuropsychology ,
neuropsychiatry, specialist occupational therapy , physiotherapy, speech and
language therapy, social work and RMN trained nursing staf f.  
Good Practice Examples (see Annex 5.6.4).

Recommendations

103. Planning and Development. Ser vices should be developed to address the
psychological and mental health needs of people with acquired brain injury or
progressive brain disease, their carers and families.  Partnerships are required
across statutory and independent sectors.  Ser vice planning must involve
clinical leaders, users and carers. Local infor mation on needs must infor m
planning and development of ser vices:

– Local primar y care and secondar y care physical disability and mental
health services should be strengthened.

– Priority should be given to the ongoing development of community brain
injury teams throughout Nor thern Ireland.  

– Service planning for those with progressive brain disease must address
the cognitive, emotional, social, behavioural and mental health needs of
this group.  An emphasis should be placed on multidisciplinar y team
working within community based ser vices for people with progressive
brain disease.

– Development of day care, respite, residential and suppor ted living
options are required for those who present with cognitive, emotional,
social, behavioural and other mental health problems associated with
acquired brain injury and progressive brain disease.
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– A specialist regional mental health team is required to of fer expertise in
the assessment, diagnosis, treatment and management of mental health
problems in acquired brain injur y and progressive brain disease.

– Maine Neurobehavioural Unit should be enabled to develop fully as a
regional specialist service.  This might provide services on an all-Ireland
basis.

– The development of care pathways is required to develop links and
networks between dif ferent ser vices and ser vice components for both
brain injury and brain disease.

104. Partnerships.  Par tnership between statutor y and independent sectors and
within statutory sector organisations (health, housing, education, employment
and training) should be pursued, to ensure a comprehensive range of ser vice
provision.

105. Workforce.  A workforce strategy is required to ensure that there are sufficient
numbers of appropriately qualified staf f, across the range of disciplines,
required to enable ser vice developments to address the mental health needs
of both acquired brain injur y and progressive brain disease.  

– Attention to skill mix and the development of new job roles in required.

– Attention to the training and ongoing development needs of specialist
staff is required.  

– Specialist ser vices should pr ovide training and suppor t to local
community ser vices and to care staff working in acute hospital,
residential and day care settings.       

SERVICES FOR DEAF PEOPLE WITH MENTAL HEALTH NEEDS

(for background see Annex 6.3)

Specialist Mental Health Services for Deaf People
6.23 With the introduction of the Disability Discrimination Act (1995) and the

modernisation of mental health ser vices, par ticularly the development in
community based provision, there is an oppor tunity to address issues of
equality of access, and the needs of minority and excluded groups.  The
Department of Health consultation document “Sign of the Times” 6 outlines
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proposals for future developments for deaf mental health ser vices.  There
should be a tiered approach to the provision of mental health ser vices for deaf
people7.

6.24 Outreach Clinics in Nor thern Ireland from the Bir mingham and Solihull
specialist service have provided assessment and treatment, and patients have
been admitted to their beds.  T eaching, liaison and joint working have
established a basis for fur ther local ser vice development.  The recent
appointment of a part time specialist consultant psychiatrist in Northern Ireland
and a full time community psychiatric nurse, and the planned appointments of
other team members, create an oppor tunity to of fer locally based clinics and
community services.  The planning of future ser vices will include consultation
and involvement of service users and carers.

6.25 Primary Care Services.
Patient access to primar y care should be improved to comply with the
implementation of the Disability Discrimination Act.  Deaf awareness training,
technology such as loops and text phones, and access to interpreters should
facilitate assessment and refer ral by GPs.  At present social workers for deaf
people initiate many psychiatric refer rals.  These need to be channelled
through GPs, as for hearing people, but with joint working, as r equired.  
Good Practice Example (see Annex 5.6.5)

6.26 Hospital Inpatient Facilities. 
Hospital inpatient facilities are required for a small number of clients with more
acute mental health problems 8. Consideration should be given to developing
such a facility on an all-Ireland basis 9.

6.27 Deafened and Partially Hearing People.
Specialist deaf services should have a low threshold for assessments, including
for deafened or par tially hearing people, in any circumstance where a mental
health problem is suspected, and the person’s deafness is significant to him or
her.  Mental health input to rehabilitation programmes for deafened people is
essential to address the additional stresses due to anxiety and depression which
frequently occur.  
Good Practice Examples (see Annex 5.6.6)

6.28 Training.
There is clearly a need for training of mental health workers in the
psychological, sociological and psychiatric aspects of deafness 10 and the
training of staff as mental health professionals.  
Good Practice Examples (see Annex 5.6.7)
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Recommendations

106. There should be a tiered approach to the provision of mental health ser vices
for deaf people.  A regional plan for services should be developed with service
user and carer involvement and should include audit, research, teaching and
health promotion.  There should be ef fective inter faces and liaison between
primary care, social ser vices, voluntar y organisations and the deaf
community.  Protocols for ef fective joint working between local Community
Mental Health Teams and services and the specialist mental health service for
deaf people should be developed. 

107. Long-term plans should be developed for the local establishment of inpatient
facilities, possibly on an all-island basis.

108. The deaf service user must be given full information about his or her rights and
referred as soon as possible to specialist services, if they are required.

109. For deaf people being assessed for inpatient admission, protocols must be
developed for the use of interpreters and other relevant professionals, such as
Social Workers with deaf people, in addition to the Approved Social W orker.
During an admission period, appropriate and accessible communication
support must be provided within a maximum of 24 hours.  All ser vice users
should be enabled to give fully infor med consent for their treatment, or to
appeal against it. 

110. Primary care teams should be provided with appropriate infor mation about
mental health & deafness ser vices to enable them to refer ser vice users for
specialist assessment.

111. Deaf A wareness training, appropriate technology and access to
communication suppor t, especially interpreters, are essential for those
working with the Deaf Community.

112. Staff in Community Mental Health Teams and services must be provided with
knowledge and skills to enable them to work, if necessar y through
interpreters, with deaf people, including staff in day services and out-of-hours
services.
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113. Specialist mental health services for deaf people must: 

– develop a multidisciplinar y team which should include deaf
professionals;

– provide assessment and treatment for ser vice users at clinics in all the
Health and Social Services Boards and in the community;

– work jointly with primar y care, local mental health teams and other
specialist mental health services, including with learning disability, older
adult forensic and psychological therapy ser vices;

– carry out preventative work including provision for deaf children,
adolescents and their families, rehabilitation programmes for people with
acquired deafness.

114. Specialist mental health ser vices for deaf people should work with other
agencies including education, social ser vices, the independent sector , deaf
community organisations, employment and housing.

SERVICES FOR PEOPLE WITH PSYCHOLOGICAL TRAUMA

(for background see Annex 6.4)

6.29 Policy and Philosophy . Northern Ireland (CREST) guidance on the
management of Post Traumatic Stress Disorder (PTSD) in adults was issued in
2003.11 This followed the guidance issued by the Inter national Society for
Traumatic Stress Studies 12 (2000) and the Depar tment of Health, 13 which, on
the basis of available research evidence, pointed to the treatments of choice for
(inter alia) PTSD.  In 2004, The National Institute for Clinical Excellence
(NICE – England & Wales) issued draft guidance on the treatment of PTSD in
both adults and children (with a final version of this guidance expected in
2005).  The CREST guidance is a key element in the development of an
evidence-based approach to the understanding, recognition, treatment of PTSD
and related conditions.  It for ms a key building block in the development of a
response to this area of need and should form the basis for the development of
policy, services and training.

6.30 Key to the recognition, assessment and treatment of people suf fering from
PTSD, and related conditions, is the level of awareness amongst professionals
and organisations that represent first points of contact.  Beyond detection of
psychological trauma lies the impor tant task of evidence-based assessments,
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which examine in detail the specific impact on each individual who is refer red,
including associated needs, risks and complicating factors. 

6.31 The development to date of services has been piecemeal and patchy, and lacks
both a managerial and professional coherence.  The development of the
CREST guidance represents a significant building block in addressing these
shortcomings.  The establishment of a managed ser vice network, identifying
the contributions of all providers of ser vices would enable significant progress
to be made.  Ser vice pathways and menus should include the contributions of
clinicians who have been treating trauma, mainstream mental health ser vices,
voluntary and community organisations suppor ting those af fected by trauma-
related disorders, Trauma Advisory Panels and specialist trauma ser vices.

6.32 Given the developing understanding of needs arising from exposure to
traumatic experiences and the implications for functioning and health, the
developing knowledge and skills base in recognition, assessment and
treatment, and the emergence of clear guidance on treatment etc. ther e is a
strategic opportunity for progress in this area.

6.33 Identification, Refer ral and T reatment. Whilst research demonstrates that
those who have mental ill-health are at higher risk of developing post trauma-
related conditions, other considerations are impor tant in ter ms of identifying
and providing treatment for trauma-related needs.  Clinical experience
demonstrates that many people who have had no significant mental health ill-
health prior to the trauma have acquired a post trauma condition.  Further, it is
well established that avoidance of any reminders of the traumatic experience
(including the prospect of seeking treatment) is a key component of trauma-
related conditions.  These features (and the additional sensitivities required by
the context of the Troubles) point to the need for specific response to needs and
potential needs.  Par ticular groups of those af fected by violence, whose ability
to access services is adversely affected by the context of the Troubles and who
have multiple psychological, mental health and social needs, would benefit
from a multi-agency and multi-professional approach.

6.34 Training. Treatment ser vices should employ appropriately trained staf f,
preferably drawn from a range of professional backgrounds to provide added
value and perspective to the assessment and treatment of people with trauma.
Further, staf fing levels, experience and skill mix must be gear ed to the
provision of effective care at each level in the ser vice tiers.  Clarity about what
a service can (and cannot) of fer should infor m recr uitment and training
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strategies.  Appropriate training in evidence-based practice (appropriate to
each level) is required for staf f involved in identifying, assessing, treating and
supporting people with trauma-related needs.

6.35 Viewed from a potential ser vice user perspective, the r esponse of the health
and social care ser vices (statutor y and independent) should reflect the
following characteristics:

• clear and non-bureaucratic points of access to infor mation and services;

• proactive awareness of and sensitivity to potential trauma-r elated needs
by key first-point-of-contact professionals and organisations;

• effective first line responses offering reassurance, clear information, initial
care, and onward referral;

• active response and follow up to reduce the potential for drop-out
associated with avoidance;

• individualised care to reflect the highly individualistic pr esentations of
trauma-related needs, and the personal associated circumstances (e.g.
other illnesses, financial hardships, disability etc.)  and any co-morbid
mental ill-health needs;

• access to a range of evidence-based therapeutic resources;

• services should place a clear emphasis on creating a safe and confidential
treatment environment; and

• services should have in place key links and ar rangements to respond to
urgent and other needs that cannot be met within the specific ser vice.

Recommendations

115. The development and expansion of evidence-based ser vices, including
CREST guidelines, to address psychological trauma and including adult
survivors of childhood trauma should be taken for ward as a priority .  The
expertise developed in the non-statutor y sector should infor m the
development of the overall trauma network.

116. To facilitate progress, a coherent tiered strategy should be developed, based
on a managed service network:

– service planning must involve clinical leaders, users and carers and
clinical managers;

– an audit of what is cur rently available (i.e. resources and skills), tested
against the CREST guidance (2003), should be under taken;
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– future ser vice configurations should build upon the experience and
expertise that has been developed in both the statutor y and non-
statutory sectors;

– standards should be developed to suppor t the development of and
access to services.

117. Primary care staff (and other front line services), in line with CREST guidance,
should be provided with the necessar y guidance, training and suppor t in the
detection, preliminar y inter vention and appropriate refer ral of people with
trauma-related needs.

118. A workforce plan, which addresses staff levels and qualifications, training and
re-training, should be developed.

– Training.  Pre-professional training for health and social care professions
should include appropriate content on the conceptualisation, recognition
and treatment (including referral) of psychological trauma.

– Advanced training for the treatment of PTSD (and related conditions)
should follow current evidence-based guidance on the management and
treatment of psychological trauma.

119. Health promotion programmes to address the specific needs of those affected
by traumatic events should be developed in line with evidence-based practices
and principles.

120. Organisations which employ people who, in the course of their work, may be
exposed from time to time to traumatic experiences should put in place
measures relevant to the nature of the work and risks.

SERVICES FOR PEOPLE WITH PERSONALITY DISORDERS

(for background see Annex 6.5)

6.36 In line with guidance in other parts of the UK, people with a personality disorder
who experience significant distress or mental illness as par t of their disorder
and the mentally ill who suffer from co morbid personality disorders are part of
the business of mental health ser vices.13 The needs of Personality Disor dered
Offenders within the criminal justice system ar e considered separately by the
Forensic Ser vices Exper t Working Committee.  Ser vices for people with
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Personality Disorders should be accessible and bring discrete components of
care together including psychotherapy, medication, housing, social care. 

The National Institute for Mental Health in England has proposed a generic
service model.14 The model is a ‘hub and spoke’ specialist ser vice supported
by local initiatives it is a tiered str ucture, as in the prototype being developed
in the Thames Valley Personality Disorder Initiative.

6.37 Tier 1. At community and primar y care early detection is impor tant.
Interventions include psychoeducation, guided self-help and basic
psychological interventions. The voluntary agencies have an impor tant role in
providing infor mation, suppor t, advocacy and an avenue through which
families and carers can contribute. User -experts should be suppor ted in the
provision of suppor t and education, eg to housing of ficials, schools, those
involved in social care provision.  

6.38 Tier 2. Mental Health Ser vices may be necessar y if other significant mental
disorders co-exist and when needs cannot be met at Tier 1. A number of
service models have been developed ranging from the sole-practitioner model,
through divided function model to liaison-consultation. Essentially , the service
user is suppor ted through a CMHT either by a dedicated practitioner , with the
support of other team members or within the team, suppor ted by an exper t in
this field. A fully integrated ser vice would provide therapeutic inter ventions at
all levels, with one point of entr y for exper t assessment, clear refer ral criteria
and explicit indicators for treatment in dif ferent components of the ser vice. 

6.39 Tiers 3 & 4. A Specialist T eam to provide Community/Outpatient/Day
Hospital and Therapeutic Community Ser vices.  Clinical outcome and
economic studies suppor t this development. The main roles of this ser vice
include assessment and therapeutic inter ventions for people with more severe
and complex needs.  Inter ventions include str uctured specialised therapies,
medication, social and housing management.  Specialist ser vices must also
provide teaching, training and supervision for Tier 1 & 2 services, lead in audit
and research, and oversee the function and development of the overall service.
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Recommendations

121. Specialist services for people with personality disorder must be established to
augment secondary care services.  Service planning must involve clinical and
service leaders, users and carers and the independent sector .

– Service requirements should be the subject of needs assessment.

– Residential and day treatment ser vices for people with personality
disorders should be established in Nor thern Ireland.

– Specialist multidisciplinar y teams should be established to provide
assessment, education and support to other services who may come into
contact with people with personality disorders.  

122. Specialist services for people with personality disorder should co-ordinate with
other mental health services such as forensic services, substance misuse and
with learning disability services.

123. Training.  Specialist ser vices must provide education and suppor t for staf f in
the diagnosis and management of people with personality disorders.  In
primary and secondar y care, awareness training of the needs of those with
personality disorders should be provided for such ser vices as primar y care,
A&E, perinatal services, medical and surgical staf f.

124. User and Carer initiatives to suppor t ser vice users and carers of those with
personality disorders should be facilitated.

SERVICES FOR PEOPLE WITH ASPERGER’S SYNDROME OR
HIGH FUNCTIONING AUTISM (AS/HFA) 

(for background see Annex 6.6)

6.40 The following requirements have been identified consistently in research audits
for people with Asperger’s Syndrome or High Functioning Autism (AS/HFA):

• training and awareness programme to increase professional
understanding across a wide range of community ser vices including
social, housing, school, continued education, health and employment
services;
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• clear support pathway so families know who they can contact to request
assessment regarding possible diagnosis;

• an improvement in employment oppor tunities, support and training;

• interventions to r educe social isolation and clinical mental health
difficulties;

• interventions to develop independent living skills, relationships and
personal development;

• better post-diagnostic emotional suppor t, infor mation and advice for
people with AS/HFA and their families;

• a range of appropriate suppor ted and independent housing options;

• better social and academic suppor t and lear ning oppor tunities within
secondary schools during transition and continued education;

• carers’ needs to be assessed and met, including education/infor mation,
advice, counselling (including genetic counselling, if appropriate) and
‘respite’ type services, such as befriending for their sons and daughters;

• more appropriate ser vice provision.  Many adults are placed in ser vices
that are not suitable for AS/HFA, due to poor provision or misdiagnosis;

• access to advocacy services, for families and people with AS/HFA;

• sensitive crisis intervention (not necessarily mental health inpatient);

• forensic services (to support the minority of people who display behaviour
likely to put themselves or others at risk of har m).

6.41 A tiered ser vice including the ser vice needs of people with AS/HF A is
recommended.  The initial priority is the for mation of a core team (Tier 3) in
each Board area, with the necessar y expertise to provide training and suppor t
for local providers.  Based on cur rent evidence, such a team should include
professional input from clinical psychology , occupational therapy, psychiatr y,
family support co-ordinators and intervention therapists to assess and suppor t
housing and employment.  Services for people with AS/HFA must be identified
at local provider level (Tiers 1 and 2) in response to local assessment of need
and with the suppor t of Tier 3 ser vices.  Adequate infor mation systems must
be developed to assess need and infor m service planning.

6.42 Assessment and Diagnosis. In considering the needs of people with AS/HFA,
the following points are highlighted:

• complex cases require highly specialist diagnostic assessment.
Professional background is largely irrelevant, whereas expertise in autism
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and knowledge of cur rent diagnostic classification systems is of
paramount importance;

• co-morbidity of AS/HFA with mental illness, indicates strongly a need to
have the combined knowledge of professionals experienced in each (few
possess expertise in both mental illness and autism at the present time);

• co-working between programmes of care within Health & Social Ser vices
will be necessar y for the foreseeable future, until mental health
professionals acquire the requisite additional skills in diagnostic
evaluation.

Therapeutic Interventions.
6.43 A range of interventions are required:

• Management of psychological problems will require consideration of the
social environment ie suppor t needed to access employment
opportunities and housing options, inter ventions to reduce social
isolation, develop independent living skills and relationships, and to foster
personal development;

• Drug treatment may be indicated if there is a clearly identified co-morbid
mental disor der, but is never an ef fective long-ter m solution for
behavioural problems;15

• Autism and Autistic Spectr um Disorders (ASD) are accepted as being
neuro-developmental in origin.  The resultant impair ments of people with
AS/HFA mean that psychodynamic therapy and reflective counselling are
not appropriate.  Use of these approaches in the past has been repor ted
to cause unnecessary confusion and distress for the individuals and their
families.16,17,18 Any therapy that attempts to ‘treat’ the core symptoms of
AS/HFA as an emotional issue will be counter -productive, as will
therapists and counsellors who do not understand the psychological
theories of autism;26

• Cognitive Behavioural, Behavioural, and Personal Construct Therapy by a
skilled practitioner who can adjust inter vention to the deficits of ASD, are
regarded now as the most beneficial; 19,20

• Research on the inner experience of people with autism and AS/HFA also
supports the use of visual strategies as appropriate and ef fective
adaptations to such therapies for these individuals; 21,22

• In addition, it is beneficial to help adults with AS/HF A understand the
expectations and perceptions of others, to develop social skills, to
understand personal needs and develop concrete strategies for meeting
those needs, and to manage their anxiety.22
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6.44 It is essential to provide suppor t for the individual and their family in
understanding the disability and adjusting to confir mation of a diagnosis –
usually after many years of uncer tainty and self-blame.  Many cases have
reached crisis point for both the refer red person and those who are str uggling
in their efforts to live with, and help them.

6.45 Local research indicates high levels of psychological distress and mental ill-
health amongst the parents of AS/HFA adolescents and adults.  It revealed that
25% of carers have a diagnosed mental health problem, with an additional 28%
reporting significant symptoms of stress and anxiety .  These were attributed
directly, by par ents, to the dif ficulties associated in caring for their son or
daughter.23

6.46 Research carried out by the NAS 17 reported that 70% of carers felt that finding
appropriate care facilities was the major bar rier to them accessing work.  This
research also highlighted the responsibility of social ser vices to urgently
prioritise suppor t for carers.  Ber nard et al 24 noted that parents are often the
sole carers for their son or daughter with ASD, providing regular and substantial
amounts of care.

6.47 It must be noted too that adults who are in long-ter m relationships are being
identified increasingly.  In such cases, their spouse or par tner requires equal
support to parents of those with AS/HFSA.  Carers of individuals with ASD can
be supported in their caring roles.  Yet, when this does not happen, costs to the
individual and their family are considerable.

6.48 Some people with AS/HF A will not require any statutor y ser vices.  However ,
most diagnosed adults need understanding and suppor t from specialist
services, but cur rently cannot access existing health and social care because
they do not ‘fit’ the perceived remit of mental health or lear ning disability
services.

6.49 Without appropriate provision many adults with AS/HF A will become socially
isolated, drop out of school or college, will be unable to work, will suffer mental
health problems and psychological breakdown.  The suicide risk for people
with this condition must also be recognised.

6.50 Lack of suppor t services for people who are experiencing dif ficulties can lead
to police involvement, prison sentences, admission to psychiatric units and
trial-and-error dr ug treatments. 25 These consequences could be avoided for
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many, or reduced greatly, by a relatively low level of ongoing suppor t, saving
severe distress and the costs of inappropriate agencies becoming involved.

6.51 The range of needs experienced by adults with AS/HF A demands a person-
centred approach from agencies to provide them with the required services and
support.  Many will need significant and ongoing assistance to achieve
maximum independence.  ‘There is need in some cases for specialist ser vices,
but there is a wide need for existing ser vices to develop specialist
approaches’.26

6.52 Housing.  Only 54% of adults with ASD repor ted that they wer e satisfied with
their living ar rangements and only 3% with AS/HF A live fully independently .25

More adults with a disability live in the family home than in any other setting.
Many individuals with AS/HF A are vulnerable to abuse and exploitation and
have a range of housing needs, from independent living to suppor ted housing.
Even independent living often requires an element of suppor t to help people
with ASD cope with day-to-day demands and unexpected situations.

6.53 Appropriate ‘respite’ care provision is required, from befriending to shor t-term
breaks that would allow adults with AS/HF A, and their families, the necessar y
time apart to prevent the crises that can lead to ultimate breakdown.

6.54 Employment. National Autistic Society research 27 reported that many more
people with ASD could and would be able to work if better suppor t were
available.  Despite having a strong desire for employment, only 12% of adults
with AS/HFA are in a paid position.  A UK economic study in 2000 estimated
the average additional lifetime cost of a person with AS/HF A at almost
£800,00.28 With appropriate inter vention, adults with AS/HF A can be
supported in employment and achieve their full potential as citizens. 29

Recommendations

125. A needs assessment of people with AS/HF A and their families should be
completed as a priority

126. The mental health programme of careshould assume overall responsibility for
ensuring the development of services across health and social services for all
people with ASD including Asper ger’s Syndrome/High Functioning Autism.
Service planning must involve users and carers, clinicians, relevant statutor y
and voluntary organisations.
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127. Assessment.  Multidisciplinary teams should be established for each provider
area for specialist assessment services (Tier 3) with clear pathways to service
access.

128. Appropriate, timely person-centered inter ventions should be provided based
on best available evidence 
– clear referral pathways to mainstream ser vices (Tiers 1 and 2);
– specialist interventions by appropriately trained specialists (Tier 3)

129. Individual and family support.  Emotional and practical support and resources
must follow assessment in a timely fashion and is especially required at times
of transition (eg leaving school).  Appropriate respite ser vices must be
developed.  Access to leisure and meaningful activity should be assured.
Social inclusion including oppor tunities for fur ther and higher education and
employment should be suppor ted.  A range of suppor ted accommodation
should be developed.

130. Training.  Provider units should ensure the provision of training for parents and
staff.  Staff training specific for the ser vice needs for people with ASD should
be assured within the workforce training strategy at regional and provider
levels (Recommendations 23 & 62), including awar eness training and
specialist training.

131. A senior manager in each provider unit should have overall responsibility for
the development and delivery of services for people with ASD. 

SERVICES FOR PEOPLE WITH DISORDERS OF GENDER AND
SEXUALITY
(for background see Annex 6.7).

6.55 In the past year , a strategy group has been established by the DHSSPS, with
representatives from the four Board areas to examine the provision of
psychosexual ser vices and, in par ticular, those for transpeople.  There is a
general view that, as individuals with sexual dysfunctions often have
comparatively less complex problems and usually require shor ter periods of
intervention often with simpler inter ventions, their needs usually should be
addressed locally.  This would mean that individuals with more complex cases
(in particular disorders of gender and sexual preference) would be refer red to
the more specialist ser vices in Belfast (and where appropriate Omagh).  This
would also facilitate more of a focus in the Belfast ser vice on the needs of
transpeople and individuals with disorders of sexual preference.
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6.56 From a r ecent sur vey on ser vices available for transpeople in Great Britain 30

services were often so distant from patients’ homes that there was real difficulty
in super vising key areas of the patients’ assessment and treatment due to
unfamiliarity of service staff with the local circumstances of patients.  
Good Practice Example (see Annex 5.6.8)

6.57 With the introduction into the psychosexual service in the Belfast City Hospital
of psychoanalytically based treatments, there is now an oppor tunity in
Northern Ireland for the management and treatment of patients with disorders
of sexual preference who would previously have been referred to very specialist
centres such as the Portman Clinic in London.  This element of treatment could
also provide a beneficial service to patients in the new Regional Secure Unit, as
there is an acknowledged higher level of disorder of sexual prefer ence in this
group and an acknowledged link between violence and per verse behaviour.
However, development of this element of service (as with gender services) will
depend on whether more locally based ser vices for sexual dysfunction can be
progressed.

6.58 The planning and strategic process will need to address:

• the means of establishing a more locally available treatment for sexual
dysfunction and the relationship of this to central specialist ser vices;

• the refocus of specialist ser vices on the more complex conditions;

• a specific focus on Gender Identity Disorders, giving consideration to
replicating in Northern Ireland the Scottish Needs Assessment (SNAP)
Survey (2001), in order to identify fully the needs of transpeople and also
inform a more co-ordinated system of ser vices.

Recommendations 

132. People with disorders of gender and sexuality in Nor thern Ireland should be
offered the full range of ser vices which have been shown to produce positive
therapeutic outcomes.  Ser vice planning must involve clinical leaders, users
and carers and clinical managers.
– As contact with ser vices is often long-ter m, the majority of provision

should be local and community based, with appropriate access to
regional specialist services when this is required.

– Services should be community based and person-centred.
– Regional ser vices should be targeted at individuals with the most

complex needs.

133. There is a need to evaluate the workforce requirements for ser vice changes
and for training.
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SERVICES FOR WOMEN WITH PERINATAL HEALTH PROBLEMS

6.59 For women, childbir th is the time of greatest vulnerability for becoming
severely mentally ill.  About 10% of all recently delivered women have a major
depressive illness.  The incidence of admission to hospital for puerperal
psychosis is 2 per 1000 women delivered and about 2 per 1000 women
delivered in the UK are admitted to hospital suf fering from non-psychotic
conditions.31,32

6.60 The antenatal period and the contact it brings with obstetricians and other
antenatal staff offers a unique opportunity to identify and screen women at risk.
The risk of relapse or recur rence of psychotic mental disorder is well
established and factors that increase the risk of non-psychotic postpar tum
mental disorder can also be identified.  Close liaison between mental health
professionals and members of the obstetric team is essential for addressing
mental health needs of women during pregnancy and the puerperium.

6.61 Perinatal mental health problems need to be addr essed with a clear regional
strategy focused on the dif ferent levels of ser vices required and ensuring that
all staff involved receive adequate training and suppor t.  

6.62 Puerperal mood disorders occur across a spectr um of severity ranging from
mild depressive disorders through to puerperal psychosis.  The conditions in
general are ver y responsive to treatment and, if tr eated early and ef fectively,
have reasonably good prognoses.  At one end of the spectr um all that may be
required is simple reassurance, whereas at the other , hospital admission and
specialist treatment are needed to prevent adverse outcomes.  The vast
majority of puerperal mood disorders can be dealt with and managed at
primary care level.  Staff require training and support from secondary services.

6.63 An essential par t of the tiered ser vice pr ovision for women with perinatal
mental health needs is a specialist perinatal mental health service.  This service
has a number of functions including assessing and managing those suf fering
from puerperal psychosis and other severe postnatal mental disorders.  It would
provide a range of facilities including community based alternatives to hospital.

6.64 In addition, specialist ser vices can advise on and, where necessar y, pr ovide
services for people with continuing mental health problems who become
pregnant whilst under the care of adult mental health services.  It would provide
an obstetric liaison ser vice, assessing mental health problems associated with
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pregnancy or the postpar tum period and respond to emergencies.  It would
liaise with primary healthcare professionals to assist in the management of less
serious mental health problems.  It would provide prenatal counselling and high
risk management for women at risk of developing postpartum mental disorder.
It may undertake the assessment of women with complex and enduring mental
health problems.  It would also take a lead role in the development of ser vices
at all levels of healthcare provision, contribute to the education and training of
other healthcare professionals and engage in research and innovative practice.

Recommendations

134. A regional specialist mental health ser vice should be established for women
with mental health problems occur ring in the perinatal period.  The
requirement for inpatient mother and baby facilities should be the subject of a
regional needs assessment.

135. Protocols for the management of women who are at risk of a relapse or
recurrence of a serious mental disorder during the perinatal period must be in
place in every provider unit with maternity services:

– comprehensive assessment of mater nal health must include mental
health.

136. Women who have a past histor y of serious non-postpar tum mental disorder,
should be of fered assessment by a psychiatrist in the antenatal period and a
management plan instituted regarding the high risk of recur rence following
delivery:

– substance misuse ser vices should be accessible throughout antenatal
care.
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CHAPTER 7

SUPPORTING CHANGE

INTRODUCTION
7.1 The Framework outlined in Chapters 3 to 6 provides a road map for major

reform of mental health services for adults.  It will take 10-15 years to achieve
and depends on a number of underpinning elements and processes.  Four key
elements are considered in this section of the Review:

• Workforce requirements, including its magnitude and the necessary skills;

• Financial resource based on a sound economic appraisal;

• Information to suppor t management of ser vices, the Review process and
to monitor change;

• Research and development.

DEVELOPING THE WORKFORCE

Introduction
7.2 The vision and principles underpinning the Strategic Framework recognise the

fundamental impor tance of the workforce in delivering the aims and goals of
the Strategic Framework.  The Strategic Framework is premised on a
significant increase in the workforce.  The capacity to deliver the vision tur ns
on having an adequate workforce, appropriately trained and working effectively
together and in par tnership with ser vice users and their carers to achieve
meaningful change in the quality and standards of care deliver y thr oughout
Northern Ireland.  The demands of the workforce to see through the changes
and to deliver the Strategic Framework require attention to workforce health
needs including the need for suppor t and supervision.

7.3 Northern Ir eland is for tunate in having a motivated, stable and skilled
workforce in most of the disciplines involved in mental health care.  Our
educational establishments provide quality training and education at fur ther
education, undergraduate and postgraduate levels in a wide range of the areas
necessary for skilling the workforce.

7.4 Nevertheless, there are a number of challenges in the workforce situation that
will need to be addressed as a matter of priority if the Strategic Framework is
to achieve its objectives.  These challenges include:

• difficulties in recruiting suitably qualified staf f;
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• the need to recruit unqualified staff and train them;

• pressures on staff to leave for better pay and conditions offered elsewhere;

• the need to develop ef fective strategies to retain existing staf f; and

• reduction in the number of people available to volunteer .

Current Work
7.5 The anticipated need for substantial development in the workforce triggered a

joint planning initiative between the Review and the Depar tment.  The work of
this Group for ms an essential pre-requisite to an ef fective workforce strategy
for Adult Mental  Health and includes analysis of the cur rent workforce,
mapping the skills and competencies, defining the changes required in
educational arrangements to address both the demand profiles of the workforce
and their skills requirements, including the training needs of non-qualified staff.
The emerging findings include evidence of shor tage of staf f in all areas,
problems in relation to career progr ession, considerable variability in training
opportunities, the need for incentives for the retention of staf f.

Proposals
7.6 The Review recommends the establishment of a Workforce Strategy for mental

health adopting the recommendations emerging from the W orkforce Planning
Group including:

• the establishment of a Workforce Development Group;

• the establishment of a central Infor mation and Advisor y ser vice about
careers;

• collaboration with training providers and regulatory bodies to develop “Fit
for Purpose” training;

• agreeing with ser vice providers targets for recr uitment and retention
across Nor thern Ireland, across the statutor y and voluntar y sector; and
including the participation of service users;

• addressing skill mix issues, for example the training of nurses to prescribe,
using more support workers to complement the role of trained staf f;

• ensuring that appraisal systems based on agreed National Occupational
Standards are in place to identify staf f development and training
requirements;

• joint working between the health and social care sector and training sector
to ensure appropriate training oppor tunities to required standards are
available accessible;
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• the development of a qualifications framework which includes a range of
qualifications and an assessment strategy to encourage career
progression and flexibility between professional groups; and

• joint working between DHSSPS and service providers on the improvement
of organisational culture, including stress reduction and management
programmes, increased flexible working and improved work/life balance. 

INFORMATION

The Role of Information in Mental Health Care
7.7 Good information is at the heart of high quality mental health care and decision

making.  It comes in many for ms:

• individual data held in personal records (eg a patient file);

• consumer and professional surveys (eg a satisfaction sur vey of carers);

• service per formance reviews fr om inspection and inquir y repor ts (eg
Mental Health Commission repor ts);

• governance and risk management repor ts (eg an estates repor t on
environmental problems within an acute ward);

• needs assessments (eg a research study of the prevalence of psychiatric
illness within a city);

• financial information (eg a monthly budget repor t to managers);

• aggregated activity data (eg how many admissions occur red within a
specified period of time);

• service directories (eg a director y of counselling services); and

• human resource records and repor ts (a strategic workforce planning
report).

7.8 Without these sources, clinicians, practitioners, managers, planners and
commissioners would be unable to deliver the sort of care and service expected
by the general public.  With the advances in infor mation technology and a
growing expectation that better information will lead to better services, there is
an increasing drive in modern mental health services for:

• fully integrated service user records;

• routine, anonymised data analysis at population level;

• widely accessible consumer information on problems and ser vices;

• speedy dissemination of the evidence base; and

• continuous service improvement through improving information analysis.
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7.9 Information gathering will become increasingly impor tant for the evaluation of
outcomes, per formance management and for population needs, based on
aggregated individual assessments.  These objectives are likely to represent the
future agenda for information management.

Current Issues
7.10 Increasingly, professional staff have access to a database that provides clinical

or management support and it is possible, within limits, to gather and analyse
information about diagnostic related groups, ser vice activity and unmet need
at population level.  In addition, the use of geo-mapping (linking postcodes to
service activity) is enabling more sophisticated needs assessment analyses.
However, there ar e deficits within the cur rent mental health ser vices within
Northern Ireland:

• information systems, particularly in secondary care, vary considerably in
design and application and are under-developed in some locations;

• information collection and analysis is not clinically driven and may reflect
a HPSS market culture;

• staff skills in using cur rently available information are under-developed;

• record integration and communication within health and social care
across boundaries and beyond is highly variable; and

• information currently gathered at a regional level may no longer be fit for
purpose.

7.11 These problems are having an adverse impact on the quality of care.  No
rationalisation of infor mation demands has occur red for more than 20 years
and staf f feel increasingly disenfranchised in relation to the ownership of
information.  They perceive a potential disconnection between data analysis
and policy and practice.  Some infor mation returns are simply not utilised but
continue to be collected.  There is a growing desire among professional staf f
delivering care for a greater focus on infor mation gathering that:

• reflects the complexity of health and social care tasks they are engaged
in rather than the volume;

• supports staff in the provision of care;

• forms needs assessment and research; and

• informs the evidence base for improvements in care.

134

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 180 of 3342

MAHI - STM - 083 - 180



Towards a Vision for Information
7.12 Professional staf f and ser vice managers require a vision for infor mation and

information management that enables them to see the relevance of data
gathering and that will suppor t them in their daily work.

7.13 It is proposed that this vision is developed through the pr oduction of a
comprehensive Regional Infor mation Strategy for Mental Health, with an
implementation plan.  This strategy must address the following issues:

• outdated data items and methods of collection and ter minating their use;

• a minimum data infor mation set, its r elevance to clinicians and
practitioners and the new framework for data collection;

• the use of the Person Centred Infor mation System (PCIS) to provide the
optimum clinical and management information; 

• a programme of training that maximises the use of infor mation; and

• information for service users and carers. 

7.14 Such a strategy would provide the link between outcome measurement and
data collection.  It would also give a focus to per formance management by
clearly identifying critical targets, the timescales for their achievement and the
information required to enable decision making on achievement.

7.15 As a first step, it is proposed that the DHSSPS develops a comprehensive
understanding of the profile of adult mental health ser vices in Northern Ireland
by mapping ser vice provision.  This would enable future investment to be
targeted towards gaps in the provision of those services identified as critical to
achieving the vision of a moder nised and properly resourced ser vice.  T o
enable this to happen, ser vice providers must identify a local infor mation
provider (LIP) to work with DHSSPS in establishing an accurate and up-to-date
information base.

RESEARCH AND DEVELOPMENT

Background
7.16 While the work of the Review has been founded on the best cur rent research

evidence on clinical and ser vice ef fectiveness, there are many gaps in our
knowledge base at the present time.  High quality research and infor mation is
needed on mental health, and mental ill-health and their deter minants,
effectiveness of inter ventions and on closing the gap between research
information and service implementation of new research evidence.
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Local Research and Development
7.17 Within Northern Ireland there have been several recent research investigations

into aspects of mental health.  However , in the absence of any clear centrally-
led strategy for mental health and lear ning disability there has been no clear
vision of research and development needs and no co-ordination of existing
research ef fort.  There are notable deficiencies in the range, quality and
reliability of infor mation on mental ill-health and ser vice needs for Nor thern
Ireland as a whole.  The lack of detailed prevalence infor mation on mental
health and learning disability is a par ticular problem at the beginning of a new
strategy for service reform.

7.18 Nevertheless, the time is right for the establishment of a coherent research and
development strategy for mental health in Nor thern Ireland.  The Review as a
whole covering policy , ser vices, legislation; and including the entire range of
service users and carers, provides a strong signal for a Research &
Development Strategy to underpin the work of the Review and its
implementation.  In addition, there have been recent initiatives within Ireland
and the UK which provide new oppor tunities for collaboration and networking
for research and development work and for the sharing of new information and
new knowledge.  

7.19 The National Disability Authority in Ireland has established a Research
Advisory Committee to advise on matters per taining to disability research.  It
has recently recommended a National Strategy for Mental Health Research to
ensure that research in this area is prioritised, commissioned and managed in
a collaborative, strategic manner with the par ticipation of the complete range
of stakeholders, including service users.

7.20 A Mental Health Research Network has r ecently been established for England
and W ales with a commitment to collaboration acr oss the UK.  The
development of effective research networks across the UK and Ireland provides
timely oppor tunities not only for research collaboration, suppor t and
information sharing but also for the development and deliver y of large scale
trials and studies necessar y to address many of the questions relating to
clinical service effectiveness in mental health and lear ning disability.
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A NORTHERN IRELAND RESEARCH AND DEVELOPMENT (R&D)
STRATEGY 
7.21 The Review recommends the establishment of a br oad based R&D Strategy to

underpin the Review as a whole and its implementation.  The aims of the
Strategy are threefold:

• To deliver high quality research and provide quality r esearch information
on mental health and learning disability, prioritising areas of greatest need
and areas of highest infor mation deficiency .  Research infor mation is
required on a range of issues including mental health morbidity, the needs
of users and carers, effectiveness of current and emerging interventions at
both the individual and ser vice levels;

• Closing the gap between research knowledge and ser vice uptake.
Research and development initiatives are required to close the existing
gap between established research knowledge and ser vice uptake of such
knowledge.  New initiatives are requir ed to translate research knowledge
into health and social care practice at both the individual and ser vice
levels and so to contribute to the quality and effectiveness of services and
better outcomes for individuals, for carers and families; 

• The establishment and contribution to UK and Ireland research networks
in mental health and learning disability.  This is essential to strengthen the
research base, share knowledge, and provide suppor t for the health and
social care research community in mental health and lear ning disability.

7.22 One of the first steps in the development of an R&D Strategy is the
establishment of a small Strategy Group with input from both the ser vice side,
including user and carer representation, and the academic community .  An
early requirement of this Group will be to set priorities for research and
development.  The principal initial funding suppor t for health and social care
research is the DHSSPS R&D Office.  A first step is the submission of an outline
R&D Strategy.  This should be followed by a detailed strategy with prioritised
project proposals including commissioned research to suppor t new mental
health policies and investigator led research.  An impor tant aspect of a new
Research Strategy will be enhancement of the research capacity in mental
health through education and training for young researchers.  

7.23 Within Adult Mental Health a number of research priorities are likely to include:

• Specific interventions:

– detailed information on mental health morbidity and need;
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– outcomes research, including the ef fectiveness and cost
effectiveness under usual ser vice conditions of psychological
therapies and psychosocial interventions;

– service user satisfaction with specific ser vices, including ser vice
interventions; and

– the development of agreed outcome measures.

• Service delivery and organisation:

– variations in the use of individual ser vices and their impact on
service user outcomes including satisfaction;

– evaluation of organisational changes;

– investigations into staff morale, retention and per formance and their
impact on service effectiveness; and

– assessing the barriers to the implementation of research evidence.

• Service user involvement

– evaluating ser vice users’ views on ser vices and how ser vices can
best meet their needs.

7.24 The development aspect of R&D should focus on the bar riers to
implementation of research knowledge.  New roles are likely to be required to
support the implementation of research conclusions as par t of ser vice
improvement at local level.

RESOURCING THE CHANGES
7.25 The programme of change that is required for adult mental health ser vices in

Northern Ireland represents major challenges at both regional and local levels.
The proposals have major implications for future Health and Personal Social
Services Mental Health revenue and capital investment programmes and for
future estate requirements.  With anticipated reorganisation and
reconfiguration local providers must ensure that resources follow service users.

7.26 These changes cannot occur without protected investment from Government to
drive local service development.  The need for additional investment is justified
on a number of well recognised factors:

• socio-economic deprivation in Northern Ireland is significantly higher than
in Great Britain;

• the rurality of our population distribution is contributing to higher costs;
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• the health of our population is generally poorer compared to Great Britain;

• the link between deprivation and health and social care need is
particularly strong in the mental health programme of care;

• the after math of the troubles is still being experienced, for example, in
terms of mental health problems and needs and this is likely to continue
for many years;

• investment levels in mental health ser vices has not kept pace with other
areas of the UK and there are significant gaps in ser vice provision; and

• as a result of a general failure to replace or r edevelop aging estate and to
address a growing backlog across Nor thern Ireland, a significant capital
investment in mental health ser vices is required.

7.27 This situation has arisen in the context of relatively low HPSS management and
administrative costs compared with Great Britain.  Although hospital
productivity has doubled over the last ten years, the model of care in Nor thern
Ireland is accepted to be too reliant on inpatient care.  New funding needs to
be matched by rigorous per formance management at all levels to ensure the
introduction of the essential new ser vices and to secure a moder n service, fit
for the needs of our population in the early par t of the 21st centur y.

7.28 The Review recommends the establishment of a Mental Health Moder nisation
Programme, essentially a financial plan that brings together the ser vice
recommendations of the Strategic Framework and matches them with both the
necessary funding streams and the per formance milestones that will guide
local investment (See Chapter 8).

7.29 The service elements that will require investment include:

• User and Carer involvement and suppor t;

• Advocacy services;

• Independent sector services;

• Mental health promotion;

• Primary care mental health ser vices including Early Intervention;

• Community mental health ser vices including CMHTs, HTTs, ACTs, Crisis
Response teams;

• General Hospital Psychiatric Liaison ser vices including A&E ser vices;
Perinatal services;

• Crisis services including day hospital care;
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• Services promoting recover y including the needs of ser vice users with
Challenging Behaviour;

• Dual Diagnosis services;

• Community accommodation;

• Homelessness support;

• Day care including prevocational training and employment;

• Prescribed drugs;

• Psychological Therapy services; 

• Specialist ser vices including ser vices for people with eating disorders,
people with acquired brain injury or progressive brain disease, personality
disorders, psychological trauma, disorders of gender and sexuality ,
women with perinatal mental health problems, people with AS/HF A and
deaf people with mental health needs; and

• Workforce training needs.

7.30 Detailed comparitor work has been under taken with regional and local adult
mental health services in England.  Comprehensive and detailed costings have
been prepared to advise the DHSSPS of the resource costs necessar y to
achieve the Strategic Framework.

140

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 186 of 3342

MAHI - STM - 083 - 186



CHAPTER 8

IMPLEMENTING THE STRATEGIC FRAMEWORK

INTRODUCTION
8.1 This Strategic Framework, incorporating the 10 Standards for ser vice

development outlined in Chapter 1, together with the detailed evidence-based
recommendations in Chapters 3-6 provides a comprehensive blueprint for
realising the new vision for Adult Mental Health Ser vices.  In Chapter 7
consideration has been given to the infrastr ucture requirements of the Ser vice
Framework.  Consideration must also be given to the processes by which the
new Strategic Framework for Adult Mental Health can be realised.  Three
processes are considered fundamental to successful implementation:

• regional support for change;

• local implementation; and

• performance assessment.

Regional Support for Local Implementation
8.2 The Department of Health, Social Services and Public Safety (the Department)

has been generative in establishing the independent Review, responsible for the
crafting of this Strategic Framework for Adult Mental Health.  The Depar tment
has also worked in close par tnership with the Review to define and clarify the
infrastructure issues on which the Ser vice Framework depends, including
workforce, information and costings.

8.3 The Department will play a key role in:

• delivering workforce and infor mation strategies.  These strategies are
fundamental to the success of the Strategic Framework (see Chapter 7); 

• overseeing the roll-out of the Strategic Framework to agreed standards
and timescales

• securing funding for resources.

8.4 Implementation should be directed by an Implementation T eam which should
include user and carer input.  Within Health and Personal Social Ser vices
organisations, the new Duty of Quality will drive the quality agenda,
underpinned by Health & Social Care Gover nance.  The Depar tment must
ensure engagement of other Gover nment Departments so that those elements
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of the Strategic Framework outwith health and social care are delivered both
successfully and on time.

8.5 The success of the Strategic Framework depends on many stakeholder groups,
the suppor t of Gover nment and the wider public.  The Implementation T eam
with the suppor t of the Depar tment have an impor tant role in facilitating the
processes necessary for engagement and communication with all stakeholder
groups and for the broad agenda of change management.

Local Providers
8.6 Local providers will ultimately be responsible for ensuring the implementation

of the Strategic Framework and must translate it into local delivery plans.  This,
in turn, requires local par tnerships with all relevant statutor y and independent
providers and a shared vision.  Successfully har nessing the energies and
resources of the independent sector and of users and carers will be pivotal in
realising the vision.

8.7 The Strategic Framework brings a new oppor tunity for change, with a clear
statement of what has to be done and fir m per formance management.  It
provides a sound evidence base for action together with examples of good
practice.

8.8 Translating the Strategic Framework into ef fective local implementation
arrangements will pr esent significant challenges for pr ofessional staf f,
management and local ser vice leaders.  It envisages a broad-based and
complex reform of mental health services.  It is also occurring in the context of
anticipated substantial reorganisation and re-configuration of health and social
services and local administration.  A major challenge is the change in culture
necessary to deliver this Strategic Framework, a culture of par tnership,
collaboration and empowerment. 

8.9 Keeping the perceptions and needs of service users and carers at the centre of
our vision will be most impor tant throughout the change process.  The
involvement of ser vice users and carers can greatly assist the realisation of a
new vision and a new culture at local level.  Bar riers to change must be
recognised, identified and overcome.  The cur rent interest, commitment and
skill of professional staf f, ser vice managers and ser vice leaders provide a
sound foundation on which to build the local implementation of the Strategic
Framework.  There is much to be gained by collaborative learning and working
across provider groups, sharing examples of good practice, exploring
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opportunities for complementary contributions to, in particular, more specialist
services, and working oppor tunities for joint initiatives in staf f training.  
Good Practice Example (Annex 5.8.1)

8.10 The Strategic Framework provides a unique oppor tunity to consider the use of
learning networks, “communities of practice”, self assessment and peer review
as models of organisational change and development.  Self-assessment
combined with exter nal validation by peer teams provide valuable lear ning
opportunities and facilitate multidisciplinary professional development.182

ENSURING PROGRESS – PERFORMANCE ASSESSMENT
8.11 The Strategic Framework repr esents an ambitious agenda for change within

adult mental health ser vices, aimed at driving up quality across all aspects of
services.  In Chapter 1, 10 Standards for ser vice development were identified.
Each Standard provides a central pillar of the Strategy around which succinct
areas of ser vice development and improvement must be built (see
Recommendations).  To ensure progr ess in each of the 10 areas a set of 54
Performance Indicators have been specified and against which progr ess on
implementation can be measured.  Per formance Indicators can measure:

• inputs to the Strategic Framework, such as the allocation of specific
resources;

• processes, such as the establishment of new ser vice elements for
improvements within existing services; and

• outcomes, including users’ and carers’ experience of ser vice, health
outcomes, improvements in social functioning.

8.12 Outcomes, including user and carer experience of ser vices, are the ultimate
test of ser vice ef fectiveness.  An impor tant objective of the Strategic
Framework is the development and implementation of suitable outcome
measures of known provenance.  Never theless, specific ser vice processes,
which have an evidence based relationship with outcomes, provide impor tant
measures of service quality and ef fectiveness.  Per formance indicators, based
on process measures, eg the establishment of Crisis Response ser vices,
provide a basis for monitoring and evaluating progress on implementation of
the Strategic Framework.  A set of per formance indicators for each Standard
are presented in the following T able.  The strategic vision, standards and
framework within this review of adult mental health, underpinned by a clear
implementation plan, together provide a coherent basis for the necessar y
reform and modernisation of services.
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Standard 1. Services to be Person-Centred

Performance Targets Milestones Lead Information
Indicators Responsibility and Sources

Providers adopt a Whole system Year 1 Local  Mental Submission of
planned approach strategic plans Health Service strategic
to the whole provider (MHS) plans by
system  of providers to
service provision Commissioners 

and Department

Service users Representative Year 1 Local  MHS Local
and carers must user and carer provider Information
be involved in involvement in Provider (LIP)
mental health planning and confirmation
service planning, development
development and 
delivery Deliver y, Year 2
monitoring Monitoring and 

Evaluation

Comprehensive Year 2
infrastructure to 
support users & 
carers

Service vision, Local Year 1 Local MHS LIP confirmation
plans and assessment provider
strategy must be of need
needs-driven.  
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Standard 2. Effective Community and Primary Care Services

Performance Targets Milestones Lead Information
Indicators Responsibility and Sources

Primary care Service user Year 2 Local Primary LPCG
mental health and carer Care Group confirmation
services must participation on (LPCG)
have service Local Primary
users and carers Care Groups
involved in 
development, 
delivery and 
monitoring of 
services

Primary care team Named mental Year 1 Local MHS LPCG
access to a named health provider confirmation
mental health professional
professional

Screening Perinatal Year 2 LPCG LPCG
arrangements for screening confirmation
perinatal mental 
health

Multidisciplinary Agreed Year 2 LPCG LPCG
protocols for protocols confirmation
medication for depression
management for 
depression

Access to high Therapists Year 5 LPCG LPCG
standards of have assured confirmation
psychological levels of
support and qualification
therapies and supervision

Agreed access LPCG and local LPCG
to psychological MHS  provider confirmation
therapies.
– 50% Y ear 7 
– 100% Year 12 
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Standard 3. Effective Community Mental Health Ser vices  

Performance Targets Milestones Lead Information
Indicators Responsibility and Sources

CMHTs must be 30 care staff Year 3 Local Mental LIP confirmation
adequately staffed per 100,000 Health Service
with a range of adult providers
health and social population
care professionals

50 care staff Year 7
per 100,000 
adult 
population

People with Annual Year 3 Local MHS LIP confirmation
complex and assessment provider
enduring mental completed
illness offered for 80% of
yearly assessment service users
by CMHT

Annual Year 5 LIP confirmation
assessment 
completed in 
90% of service 
users

Provision of Needs Year 3 Local MHS LIP confirmation
services for assessment provider
people with dual completed
diagnosis

Strategy for Year 5
people with 
dual diagnosis

Mental health Liaison service Year 2 Acute services LIP confirmation
services for needs defined providers
people in acute by each acute
hospital settings hospital
including A&E

Agreed services Year 5 Acute service
established providers

Meeting the Locally agreed Year 2 Local MHS LIP confirmation
physical health protocols provider and 
needs of people LPCG
with complex and 
enduring needs
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Standard 3. Continued

Performance Targets Milestones Lead Information
Indicators Responsibility and Sources

Effective Tier 2 Locally agreed Year 5 Local MHS LIP confirmation
services for protocols provider
people with 
eating disorders, 
acquired brain 
injury or 
progressive brain 
disease, deaf 
people with 
mental health 
needs, mental 
health needs 
arising from 
psychological 
trauma, 
personality 
disorders, people 
with Asperger’s 
Syndrome or high 
functioning 
autism, disorders 
of gender and 
sexuality, for 
women at risk of 
mental disorder 
including relapse 
or recurrence of 
serious mental 
disorder in the 
perinatal period

147
BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 193 of 3342

MAHI - STM - 083 - 193



Standard 4. Effective Crisis Services

Performance Targets Milestones Lead Information
Indicators Responsibility and Sources

Evidence-based HT services Year 1 Local MHS LIP confirmation
Home Treatment established for provider
Services 50% of
established for catchment area
each Provider’s 
catchment area HT services Year 3

established for 
100% of 
catchment area

Day hospital, Day hospital or Year 3 Local MHS LIP confirmation
step-up and step-up provider
step-down ser vices
residential established
services 
established within Day hospital Year 8
each provider and step-up
area services 

established

Inpatient Services Review of Year 1 Local MHS LIP confirmation
Inpatient provider and
Services DHSSPS

Business Case Year 2 Local MHS
for Acute provider
Inpatient and 
for Challenging 
Behaviour 
Services 
prepared

Agreed Year 10 Local MHS LIP confirmation
inpatient provider
facilities 
established
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Standard 5. Promoting Recovery 

Performance Targets Milestones Lead Information
Indicators Responsibility and Sources

The needs of those Needs Year 1 Local MHS LIP confirmation
with complex and assessment provider
enduring mental completed for
health needs SMI
should be clearly 
defined for each 
Provider 
catchment area

Community Community Year 3 Local MHS LIP confirmation
services for recovery provider
promoting ser vices
recovery 
established by 
each MH service 
provider

Assertive ACTs Local MHS LIP confirmation
Community established provider
Treatment teams – coverage 50% Year 3 
established for – coverage 
service users with 100% Year 4 
highest level of 
disability and 
vulnerability

In addition to Culture Year 2 Local MHS LIP confirmation
meeting the sensitive provider
equality infor mation
obligations under and
Section 75 of the communication
Northern Ireland provision
Act 1998, service 
users’ specific Information Year 2
communication, accessible to
cultural, spiritual people with a
and religious learning
needs recognised disability
and acknowledged

Comprehensive Accessible Year 2 Local MHS LIP confirmation
advocacy services independent provider

advocacy 
services
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Standard 5. Continued

Performance Targets Milestones Lead Information
Indicators Responsibility and Sources

Separate age - First episode Local MHS LIP confirmation
appropriate ser vices provider
services for – coverage 50% Year 3
younger people – coverage 
with a first episode 100% Year 5 
of psychosis

Services for Local Year 1 Local MHS LIP confirmation
people with mild assessment provider
learning disability of need

Local service Year 2
agreement in 
place 

Local Local needs Year 1 Local MHS LIP confirmation
arrangements for assessment provider
people growing 
older with Local service Year 2
enduring or agreements in
relapsing mental place
illness

Services for Needs Year 2 Local MHS LIP confirmation
people with assessment provider
challenging completed
behaviour

Low secure Year 3
provision 
strategy 
agreed

In-patient Y ear 5
and 
community 
provision in 
place

Tier 2 services Locally agreed Year 3
for people with protocols
acquired brain 
injury or 
progressive brain
disease; people
with Asperger’s 
Syndrome or 
high functioning 
autism
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Standard 6. Sustaining Meaningful Lives 

Performance Targets Milestones Lead Information
Indicators Responsibility and Sources

People with Occupational
complex and assessment
enduring needs including yearly
should be review
provided with – 50% Year 1 Local MHS LIP confirmation
appropriate provider
opportunities for – 80% Year 3 Local MHS LIP confirmation
education, training provider
and occupation A Year 5 Local MHS LIP confirmation

comprehensive provider
range of 
occupational 
services

Vocational Year 5 Local MHS LIP confirmation
specialists provider
appointed

A Year 5 
comprehensive 
range of day 
care services

A comprehensive Discharge
range of protocols for
accommodation accommodation Local MHS LIP confirmation
for people with needs provider
severe and – 50% Year 1
enduring mental – 80% Year 2
health needs – 100% Year 3

Choice of DSD LIP confirmation
accommodation 
appropriate for 
need
– 50% Year 5
– 90% Year 10

Exemption to Exemption Year 2 DSD DHSS&PS
the single room provision
rent for people 
with complex 
and enduring 
needs
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Standard 6. Continued

Performance Targets Milestones Lead Information
Indicators Responsibility and Sources

Exemption from Prescription Year 2 DHSSPS DHSS&PS
prescription exemption
charges for 
people with 
complex and 
enduring needs

Provision of Intensive
intensive suppor t
support for – 50% Year 3 Local MHS LIP confirmation
those wishing – 70% Year 5 provider and
to get back – 90% Year 10 DEL
to work
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Standard 7. Providing for People with Special Needs

Performance Targets Milestones Lead Information
Indicators Responsibility and Sources

A tiered strategy Needs Year 1 DHSSPS DHSSPS
for people with assessment
eating disorder

Regional Y ear 2
strategy

A tiered strategy Needs Year 2 DHSSPS DHSSPS
for people with assessment
acquired brain 
injury or Regional Year 3
progressive brain strategy
disease

A tiered strategy Needs Year 2 DHSSPS DHSSPS
for deaf people assessment
with mental health 
problems Regional Y ear 3

strategy

A tiered strategy Needs Year 2
for people with assessment
Asperger’s 
Syndrome or high Regional Year 3
functioning autism strategy

A tiered strategy Needs Year 2 DHSSPS DHSSPS
for psychological assessment
services including 
services for Regional Year 3
people with strategy
psychological 
trauma and 
psychosexual 
disorders

A tiered strategy Needs Year 2 DHSSPS DHSSPS
for people with assessment
personality 
disorder Regional Year 3

strategy

A tiered strategy Needs Year 2 DHSSPS DHSSPS
for women with assessment
mental health 
problems in the Regional Year 3
perinatal period strategy
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Standard 8. Meeting the Information and Support Needs of
Service Users, Carers and Families 

Performance Targets Milestones Lead Information
Indicators Responsibility and Sources

Existing policy Implementation Local MHS LIP confirmation
and legislation  of existing provider
relating to users policy and
and carers legislation

mostly
implemented Year 2
fully 
implemented Year 5

Information and Basic Year 1 Local MHS LIP confirmation
education for information provider
users and carers education and 

support

Comprehensive Y ear 3
information, 
education and 
support

Carers should be Annual Local MHS LIP confirmation
offered an annual assessments provider
assessment and a and written
written care plan care plans

partly 
implemented Year 3
fully 
implemented Year 5

Providers should Carer and Local MHS LIP confirmation
make available family workers provider
support for appointed
carers including partly
dedicated carer implemented Year 3
and family fully
workers implemented Year 5

Suitable hospital Visiting Local MHS LIP confirmation
visiting ar rangements provider
arrangements for for families
families including partly
children implemented Year 3

fully 
implemented Year 5
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Standard 8. Continued

Performance Targets Milestones Lead Information
Indicators Responsibility and Sources

Agreed protocols Protocols Year 2 Local MHS LIP confirmation
between children’s agreed provider
and mental health 
services for Protocols Year 3
children requiring partially
protection implemented

Protocols Y ear 5
implemented 
fully
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Standard 9. Ensuring Sound Information for Mental Health

Performance Targets Milestones Lead Information
Indicators Responsibility and Sources

Baseline Baseline Year 1 Local MHS LIP confirmation
information on information provider
current services

Mental health Agreed MHIS Year 1 DHSSPS DHSSPS
information 
strategy (MHIS)

Agreed Indicators To be agreed To be DHSSPS DHSSPS
for roll out of agreed
MHIS

Development and Agreed outcome Year 2 DHSSPS DHSSPS
implementation measures for use
of agreed mental in secondary
health outcome care services
measures 
including A greed outcome Year 3 DHSSPS DHSSPS
measures measures for use
appropriate for in specialist 
people with services
special needs

Incorporation Y ear 5 DHSSPS DHSSPS
of clinical 
outcome 
measures into 
PCIS and 
supported in 
routine clinical 
practice

User and carer Baseline user Year 1
evaluation of and carer

services evaluation 
completed

User and Year 2
carer evaluation
of services 
implemented at 
local provider 
level

User and carer Year 3,
re-evaluation of Year 7,
services Year 10

A Northern Ireland Agreed first Year 1 DHSSPS DHSSPS
R&D Strategy for phase of R&D
adult mental Strategy
health services (Years 1-5)
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Standard 10. Delivering an Effective, Competent and Confident
Workforce

Performance Targets Milestones Lead Information
Indicators Responsibility and Sources

A comprehensive Agreed strategy Year 1 DHSSPS DHSSPS
workforce strategy 
for adult mental 
health

A strategy for Strategy To be DHSSPS DHSSPS
workforce implementation agreed
recruitment targets to be 

agreed

A strategy for Agreed strategy Year 1 DHSSPS DHSSPS
multidisciplinary for workforce
training skilling
appropriate for 
CMHTs, Implementation To be DHSSPS DHSSPS
rehabilitation, targets to be agreed
other community agreed
teams and 
hospital based 
staff

Agreed strategy Agreed strategy Year 1 DHSSPS DHSSPS
for psychological for 
therapies training psychological
including the therapies
requirements for 
psychological Implementation To be DHSSPS DHSSPS
trauma, eating targets to be agreed
disorder and established
psychosexual 
disorder
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ANNEX 1

STEERING COMMITTEE MEMBERSHIP

Chair – Professor David Bamford, University of Ulster

Deputy Chair - Professor Roy McClelland, Queen’ s University, Belfast

Mrs Martha McClelland, Mind Yourself

Mr Martin Daly, LAMP

Mrs Marie Crossin, CAUSE

Mr Winston McCartney, Northern Ireland Association for Mental Health (NIAMH)

Reverend Trevor Williams

Dr Raman Kapur, Threshold

Dr Paschal McKeown, MENCAP

Dr Fred Browne, Chair, NI Division, Royal College of Psychiatrists

Dr Oliver Shanks

Ms Eileen Sherrard, Down Lisburn HSS Trust

Mr Nevin Ringland, PRAXIS

Mrs Maureen Ferris, EHSS Board

Mrs Mary O’Boyle, Holywell Hospital

Mr Patrick Convery, Gransha Hospital

Mr Leslie Frew, DHSSPS

Professor Tony McGleenan, University of Ulster
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Mr Brendan Mullen, Ulster Community and Hospitals HSS T rust

Professor Alan Ferguson, Nor thern Ireland Association for Mental Health, (NIAMH)

Mr Brian Dornan, Causeway HSS Trust (and latterly SHSS Board)

Mr Mark Timoney, DHSSPS (and latterly SHSS Board)

Dr John Owens, Cavan/Monaghan Community Mental Health Project

Professor Geof f Shepherd, Cambridgeshir e & Peterbor ough Mental Health Par tnership
NHS Trust

Mr Colin Beck, City of Edinburgh Council

Miss Joanne McDonald, Buzz Advocacy Group

Dr John Hunter, Department of Education

Master Brian Hall, Master of Care and Protection

Mrs Siobhan Bogues, ARC (NI)

Detective Superintendent Andrew Bailey, PSNI

Ms Moira Davren, Royal College of Nursing

Dr Diana Patterson, Shaftesbury Square Hospital, Belfast

Mrs Marian Nicholas, Carer Representative

Dr Walter Boyd, GP, Clogher (until September 2003)

Professor James Scott Brown, University of Ulster (Replacing Dr W alter Boyd fr om
December 2003)

Mr Bill Halliday, Equality Commission (NI)
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ANNEX 2

TERMS OF REFERENCE

1. To carry out an independent review of the ef fectiveness of cur rent policy and
service provision relating to mental health and lear ning disability, and of the
Mental Health (Northern Ireland) Order 1986.

2. To take into account:

• the need to recognise, preser ve,  promote and enhance the personal
dignity of people with mental health needs or a learning disability and their
carers; 

• the need to promote positive mental health in society;

• relevant legislative and other requirements, particularly relating to human
rights, discrimination and equality of oppor tunity; 

• evidence - based best practice developments in assessment, treatment
and care regionally, nationally and internationally; 

• the need for collaborative working among all relevant stakeholders both
within and outside the health and personal social ser vices sector;

• the need for comprehensive assessment, treatment and care for people
with a mental health need or a learning disability who have offended or are
at risk of of fending; and

• issues relating to incapacity.

3. To make recommendations regarding future policy , strategy, service priorities
and legislation, to reflect the needs of users and carers.
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ANNEX 3

EXPERT WORKING COMMITTEES

FIRST WAVE

• Social Justice and Citizenship:
Convenor: Bill Halliday, Equality Commission for Nor thern Ireland
To consider relevant legislative and other requirements, par ticularly relating to
human rights, discrimination and equality of oppor tunity; and how best to
promote the social inclusion of people with a mental health problem or learning
disability and their carers, taking account of employment, housing, education,
social security, personal finance and other social issues.

• Legal Issues:
Convenor: Master Brian Hall, Office of Care and Protection
To include a review of the Mental Health (Nor thern Ireland) Order 1986; the
Mental Health Commission; the Mental Health Review Tribunal; the procedures
for the transfer of patients to and from Nor thern Ireland; issues relating to
people who are not able to look after their own proper ty and affairs as a result
of a mental health problem or lear ning disability; and issues relating to people
with a mental health problem or a learning disability who are in contact with the
criminal justice system.

• Learning Disability:
Convenor: Siobhan Bogues, Manager, ARC (NI)
To review policy and ser vices for children and adults with lear ning disability.

• Adult Mental Health:
Convenor: Professor Roy McClelland, Deputy Chair of the Review
To include consideration of primar y care provision, acute ser vices,
rehabilitation and community care for adults with a mental health problem.
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SECOND WAVE

• Mental Health Promotion:
Convenor: Pr ofessor Alan Fer guson, Chief Executive, Nor thern Ir eland
Association for Mental Health
To include consideration of how best to promote positive mental health in
society, with particular reference to the impact of the recently-published Mental
Health Promotion Strategy, and how best to meet the needs of people at risk of
suicide.

• Child and Adolescent Mental Health:
Convenor: Moira Davren, Royal College of Nursing
To include consideration of primar y care provision, acute ser vices,
rehabilitation and community care for children and adolescents.

• Dementia and Mental Health Issues of Older People:
Convenor: Nevin Ringland, Chief Executive, PRAXIS Car e Group
To include consideration of primar y care provision, acute ser vices,
rehabilitation and community care for older people with dementia or a mental
health problem.

• Alcohol and Substance Misuse: 
Convenor: Dr Diana Patterson, Shaftesbur y Square Hospital
To include consideration of the links between mental health and alcohol and
substance misuse, and the provision of the most appropriate assessment,
treatment and care for those involved.

• Forensic Services: 
Convenor: Dr Fred Browne, Chair, Northern Ireland Division, Royal College of
Psychiatrists
To consider the assessment, care and treatment of people with a categorical
mental illness, severe personality disorder or who engage in dangerous or
persistently challenging, aggressive behaviour, and who may be in contact with
the criminal justice system.
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EXPERT WORKING COMMITTEE STRUCTURE

RESOURCES
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ANNEX 4

ADULT MENTAL HEALTH WORKING COMMITTEE

Brendan Armstrong
David Bamford
Desi Bannon
Walter Boyd
Diana Cody
Peter Colvin
Liz Cuddy
Maxine Cresswell
Marie Crossin
Martin Daly
Jayita Deodhar
Brian Dornan
Alan Ferguson
Victoria Greenwood
Stephen Guy

In addition, the following assisted the work of the Review , providing papers on specific
themes:

Clare Adams
David Bolton
Marie Goss
Billy Gregg
Richard Ingram
Chris Kelly
Gerry Lynch
Janine Lynch
Maria O’Kane
Oliver Shanks
Eileen Sherrard
Brian Symington
Janice Thompson
Ken Yeow
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Bill Halliday
Molly Kane
Michael Kelly
Seamus Logan
Carolyn Maxwell
Roy McClelland (Convenor)
Arthur McClean
Brian McCrum
Graeme McDonald
Ian McMaster
Maria McManus
Maureen McParland
Mary O’Boyle
John Owens
Diana Patterson
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ANNEX 5

GOOD PRACTICE EXAMPLES

CHAPTER 3

5.3.1 Rural Support. A local example of good practice is in the farming community,
where use of a telephone helpline and a r ural Health Action Zone has been of
benefit to many.  (Contact: 0845 6067607)

5.3.2 Creggan estate, Londonder ry, par tnership appr oach to Health pr omotion.
This project demonstrates that statutor y/community par tnerships,
accompanied by proper planning and long term commitment, work effectively,
even in areas of high social disadvantage.  Professional boundaries can be
reduced, and a more open and flexible approach to health and social needs
adopted. (Contact: 028 71373870)

Croydon Social Prescribing Scheme. Social prescribing schemes are
increasingly recognized as ef fective in dealing with early signs of stress and
psycho-social difficulties.  In this Scheme, GPs have established a par tnership
with the voluntary and community sector, and employed a community worker
based at a health centre.  Practice staf f refer patients to this worker , who has
extensive knowledge of local community and voluntar y services.
(Contact: www.mindincroydon.org.uk)

5.3.3 Both the University of Ulster and Queen’s University have recently invested in
the appointment of full time staf f dedicated to suppor ting the mental health
well-being of staff. 
(Contact: QUB 028 90245133 and UU 028 90366336).

5.3.4 City of Toronto Mental Health Services. This is an example of explicit funding
arrangements combining statutor y and voluntar y sectors.  A mixed economy
of care is practiced, with clear definitions of responsibility and accountability in
allowing planned and timely deliver y of targeted care.  All mental health
service providers, including the local hospital, have entered into for mal legal
agreements to create a highly accessible system for the consumer , based on
the strengths of each of the par tner organisation.  
(Contact: www.toronto.cmha.ca).
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5.3.5 Limavady Pilot Project. The pilot review of refer ral pathways and the use of a
senior skill professional based in primar y care has led to reductions in log
jamming of refer rals, improvement of morale and development of timely ,
accessible assessment services.  Audits of satisfaction have shown enthusiasm
for continuing the service from service users, primary care staff and secondary
care staff.  (Contact: 028 77722123).

The Mid Ulster Primary Care Mental Health Project. This began in June 2002.
The aim of the project is to provide a primary care based mental health service
offering brief therapies to patients of 45 General Practitioners within 16
surgeries.  Early evaluations showed high levels of acceptability to ser vice
users and practitioners with a significant demand for extension of the ser vice.
(Contact: 028 86747250).

5.3.6 The Northern Ireland Association for Mental Health offers contract based 24
hour counselling ser vices to staf f groups both within the health and social
services sector and other employers.  The Carecall Counselling Ser vice
(Contact: 028 90245821).

5.3.7 Lenadoon Counselling Ser vice, W est Belfast. This ser vice is under the
guidance of a management panel of local community representatives, a
Clinical Psychologist, a Consultant Psychiatrist and a General Medical
Practitioner. A number of trained counsellors provide focused counselling
interventions to a population that has experienced a substantial burden of civil
disturbance and socio-economic deprivation.  This ser vice is highly valued by
the local community , by local statutor y providers and by General Medical
Practitioners.  (Contact: 028 90585544).

The Primar y Car e Counselling Ser vice, Ar magh. This counselling ser vice,
established in 2000, provides for people with: mild to moderate depression with
a first time diagnosis, delayed or unresolved post-natal depression, acute
bereavement, Post T raumatic Str ess Disorder , anxiety disorders, panic
disorders, health anxiety, low self-esteem, stress, interpersonal difficulties.  The
Service has been a ver y effective and successful initiative, not only in clinical
efficacy, but in reduced referral figures to the Community Mental Health Teams
and in admission rates.  It has also prevented a number of mental health
problems developing into more serious disorders.  The successful outcomes led
to a request to expand the ser vice to the Dungannon area, and in conjunction
with the local Health and Social Care Group the ser vice is being extended to
this area.  (Contact: 028 37522037).
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CHAPTER 4

5.4.1 Homefirst Crisis Response (CR) Ser vice. This T rust-wide ser vice was
established in April 2003 for people experiencing a mental health crisis that
could have the potential to result in an admission to hospital.  The CR team
comprises nursing, social work, medical professionals and suppor t workers.
The CR team offers a multi-disciplinary approach to care and a single point of
access for referral agents.
The objectives are to:

• Offer a rapid, 24 hour r esponse and assessment ser vice for patients
referred with mental health dif ficulties who present to the ser vice in crisis

• Provide a flexible, accessible service which will work alongside existing to
enhance the care and treatment of people with a mental health crisis

• Support carers and families of those with mental illness in crisis

• Work alongside primary and secondary care to provide a more seamless
service for users

• Support general hospital facilities in providing assessment and advice for
those who present with mental health problems.

In its first year , the team accepted 2903 appropriate r eferrals.  The team was
able to maintain approximately 90% of those who presented in the community,
and achieved a reduction in hospital admissions of 39% compared with the year
before the service was introduced. (Contact: 028 9040 2038)

Newcastle Crisis and Treatment (CAT) Service is based on a Crisis Response
and Home Treatment model with high fidelity to five key components:

• Provision of 24/7 access – in this team, the night shift is only two people
but they are on-site, not on-call (demand for home treatment beyond 6.00
pm is described as ver y low).

• Involvement until resolution of the crisis – this can range from a few days
to several weeks.

• Multidisciplinary care – the key components are seen as medicine,
nursing, social work and occupational therapy.

• Team mobility – they must be able to assess in a variety of locations at
any time and usually within two hours or sooner

• Gatekeeping of admission to places in psychiatric acute hospital – to
ensure achievement of the overall goal, the home treatment of psychiatric
crises.
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A crucial par t of the operation of the team is a triage ar rangement with all
referral agents.  Once someone is identified as being in need of an urgent
assessment (at risk of significant har m to self or others or at risk of hospital
admission), they are seen by a team member , assessed and a decision made
on the management of their care and treatment.  The aim is to of fer home
based treatment if at all possible, based on a par tnership with carers and the
imaginative use of whatever resources can be brought to bear on the situation.
The CAT team currently consists of 34 staff serving a catchment population of
460,000.  Operating now for three years they have had a significant impact on
inpatient requirements with a fall from 30 adult places/60,000 to a planned
requirement next year of 20/60,000. (Contact 0191 370 7760)

Useful infor mation on crisis r esolution/home tr eatment can be obtained fr om

the Depar tment of Health’ s NSF Policy Implementation Guide

(www.doh.gov.uk/NSF/mentalhealth.htm).

5.4.2 Anam Cara, Birmingham offers stays of up to three weeks for people refer red
by home treatment teams or for for mer guests who self-refer .  This is a user -
led initiative providing an alternative crisis service to hospital admission.  In an
evaluation by the Sainsbur y Centre most residents had a diagnosis of
schizophrenia.  All those inter viewed felt the ser vice had met all their needs
(Contact:  01213841344).

5.4.3 Ards Mental Health Day Hospital. The Ulster Community and Hospitals Trust
Mental Health Day Hospital, a purpose-built unit opened in 1989 adjacent to
the Inpatient and Outpatient Units, was recently awarded the Char ter Mark for
its work. 

Staffing: Nurses – four full-time and one par t-time
Occupational Therapists – two full-time, two par t-time and one OT
technician

Complementary Therapist – one par t-time.

The Day Hospital, which has 40 places, receives 6-15 refer rals each week.  It
functions both as an alternative to admission for patients in the Community, as
well as facilitating early discharge from inpatient care.  Each ser vice user has
an individual plan of care co-ordinated by a named health professional.  Each
user is assessed prior to admission and treatment is regularly reviewed by the
multidisciplinary team.  
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The Unit is open Monday – Friday and facilitates many individual and group
activities outside working hours.  In addition to individual programmes of care
and therapy there are a number of group activities:  Patient advocacy ser vice,
Job Clinic, Carers’ Group.

Future plans include extending the opening hours from 9.00 am – 9.00 pm
seven days a week and providing a base for the Crisis Inter vention Team.
(Contact:  02891 56115)

5.4.4 Slievegrane Centre, Downpatrick. The Centre, recently awarded Charter Mark
and Environmental awards, aims to provide a ser vice for people with severe
and enduring mental illness.  It consists of a six bed residential unit with four
supported flats, staffed 24 hours.  There are also 7 supported group homes and
outreach is provided to individuals who have moved on from the ser vice to
independent living.  The philosophy of the ser vice is empower ment and
normalisation.  Residents are encouraged to see the unit as a home and to live
as independently as possible, whilst engaged in a str uctured, tailored
rehabilitation programme.  The staf f team consist of two psychiatrists (one
consultant, one staf f grade), a unit manager , 8 r esidential workers, 2 care
assistants, 1 consultant clinical psychologist, 1 social worker and 1
occupational therapist.  Very positive results have been achieved since opening
of the unit in 2000, with many residents moving on to independent living
(Contact:  028 4483 9959).

The Cavan/Monaghan Rehabilitation/Recovery Team. This team, established
in 1998, takes refer rals only fr om the mental health ser vice.  The cor e
philosophy is to provide individualised care for ser vice users and carers based
on identified needs and implemented as much as possible in a non-institutional
setting.  Refer rals are made through the team co-ordinator and discussed at
weekly team meetings.  The protocol for patient care includes: refer ral,
assessment, programme implementation, programme review .  Care plans are
drawn up by relevant team members once assessments are completed,
involving, where possible, the ser vice user .  The multidisciplinar y
rehabilitation/recovery team takes referrals only from within the  mental health
service and are made through the team co-ordinator and discussed at weekly
team meetings. (http://www.monaghanmodel.com/implications.htm).

5.4.5 Cavan/Monaghan Project. The Assertive Outreach Team is a component
part of the community rehabilitation/recover y team and consists of 11
Assertive Outreach nurses.  They take responsibility for all new refer rals to
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the Community Recovery Team.  The locus of car e for Assertive Outreach is
primarily in the patient’s home
(http://www.monaghanmodel.com/implications.htm).

5.4.6 Windsor First Episode Ser vice. This service, based at Belfast City Hospital,
was established in 2000 for young people (18-30 years) living within the South
Belfast catchment, experiencing a first episode of psychosis.  The ser vice
consists of a multi-disciplinar y, multi-agency team from the Belfast City
Hospital T rust, South & East Belfast Community T rust, School of Nursing
Queen’s University, voluntary and independent sectors including care and user
participation.  The aim is to provide an up-to-date evidence based range of
services including family inter vention, social skills development, medication
management, cognitive behavioural therapy and family inter vention. 
(Contact:  028 90 32 9241 ext 2518)

West Midlands IRIS Gr oup have produced guidelines and a ‘tool-kit’ for the
development of Early Intervention Services (www.iris-initiative.org.uk).

5.4.7 Foyle Health and Social Ser vices Trust have proposed a new psychological
therapies ser vice model within their strategic review of adult mental ser vices
(2003).  They propose a 21 person Psychological Therapy Team, composed of
a number of dif ferent professional groups, whose members have exper tise in
the range of psychological assessment, for mulation and inter vention skills.
The team will be brought together from existing and newly appointed staf f
(Contact: 028 71314201).

5.4.8 THORN. A notable educational initiative in recent years has been the creation
of THORN courses at Queen’ s University and the University of Ulster .  These
courses provide training for a range of professionals in psychosocial
interventions for people with severe mental illness.  
(Contact: QUB 028 90335742 and UU 028 90366336)

The Meriden Pr oject in the W est Midlands Region provides in-ser vice,
multidisciplinary training aimed at increasing access to evidence-based
psychosocial inter ventions. It is funded by the W est Midlands NHS executive
and involves training across 17 T rusts within the region in family inter vention.
A cascade model of training was implemented with trainers being trained in
each Trust to r un courses and act as super visors.  To date, more than 1500
therapists from all disciplines have been trained and carers’ experience of the
mental health service in the region has been transfor med.
(Contact: 0121 6235500)

171

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 217 of 3342

MAHI - STM - 083 - 217



CHAPTER 5

5.5.1 Southwest London and St. George’s Mental Health NHS Trust: In this service
OTs act as clinical vocational leads, working with specialist services to increase
access to employment and education for clients. There is a vocational suppor t
worker on each team.  Prior to inter vention > 60% clients SMI group were not
engaging in any work, education or str uctured activity.  This reduced to 20%
after 1 year’ s experience on the programme.  888 people have specific
vocational input in the period from Nov . 01 – Nov. 02.  After 1 year 469 were
involved in open employment.  This scheme is mainstreamed within the T rust,
and is being piloted in six dif ferent sites across Europe over a three-year
period.  (Contact:  0208 682692.)

Avon & W iltshire Mental Health Par tnership NHS T rust, Work Development
Team. The existing OT service was re-profiled and a model developed to assist
people remain in work and re-enter the workforce after a period of mental
illness through re-deployment or retraining.  The team developed par tnerships
with local FE colleges, voluntar y ser vices and New Deal provisions.
Standardised assessment tools are used.  Since it inception in 2000, until Jan
2003 over 550 Occupational Action Plans have been completed.  250 people
have retur ned to full-time employment.  A job retention ser vice has been
developed.  Primary evaluation confirms that the JRT is delivering considerable
benefits to stakeholders who include, clients, employers and GPs.  Key factors
in the provision of an ef fective ser vice were identified; early inter vention, a
focus on return to work, ongoing support, access and role of case manager.  It
is recommended that a national network of job retention ser vices should be
developed and a longitudinal evaluation conducted.  This is a NHS Beacon
Service and is now being replicated in over 60 Healthcare T rusts in UK.
(Contact:  01179633681.)

Pentreath Industries – Employment Pr oject: Registered charity providing
“gateways  to employment for people with or recovering from mental ill health
in Cornwall” 4 main areas of service delivery: training,  employment placement
advice,  social, fir m development  and raising awareness of mental health
issues.  76 staf f provided long-ter m suppor t for 598 ser vice users in 2000,
referred from community mental health teams.  An average of 30 people per
year move into full-time waged employment.  A wide range of oppor tunities
and options are on of fer, including 4 social firms.  
(Contact:  The Sainsbury Centre 0207 403 8790.)
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Down & Lisburn Trust has appointed a full-time Senior OT with a specific remit
for vocational rehabilitation in the mental health team.  They are the only Trust
in Nor thern Ireland to have a specialist vocational mental health post. The
postholder works in par tnership with Action Mental Health (ACCEPT)
(Contact: 028 92665141 ext.2336.)

Causeway Trust has a full-time Senior I with a similar remit.  This post is based
at the Pavestone Centre, a recently established social enterprise.  Although
funded through the physical disability programme, the post holder also deals
with clients with an SMI diagnosis.  Plans have been proposed to develop a
vocational assessment and suppor ted employment ser vice at Pavestone.  No
funding source as yet identified. (Contact: 028 70347875.)

WELL Project:- Well being, Education, Learning and Living Project
This initiative aims to provide a sustainable suppor t ser vice, linking existing
statutory and voluntary services, to enable people with enduring mental illness
to access a wide range of lear ning activities, which will enhance quality of life,
personal development, skills, oppor tunities for achievement, social inclusion
and reduce stigma.  (Contact:   028 44613311 ext. 3292.)

5.5.2 Clare House Enniskillen has a six-bedded attached unit, where people with
mental health crisis may come for unplanned respite.  The unit is staf fed by
nursing and an Occupational Therapist with consultant back-up.  Residents are
encouraged to be as independent as possible and prepare their own food and
attend to their personal needs with suppor t from staff.
(Contact:  028 6632 6361).

5.5.3 Homefirst Trust in partnership with M.U.S.T. hostel in Cookstown provides one
bed as an alter native to hospital admission to those to those who have been
assessed suitable.  This unit is staf fed by voluntar y sector staf f on a 24-hour
basis and receive suppor t from the Crisis Team as appropriate.
(Contact:  028 9040 2038).

5.5.4 First-Step Move-On Accommodation. There are many examples of statutor y
hostels across Nor thern Ireland providing first step move-on accommodation
with intensive rehabilitation as a stepping-stone to suppor ted or independent
accommodation.  Staf f come from nursing, social work or NVQ trained
background and are suppor ted by Community Psychiatric Nurses, Mental
Health Social W orkers and consultants or senior registrars.  Examples are
Norfolk Cour t Hostel, Rathenraw , Antrim (028 9442 8089); Kintyre Park
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Hostel, Ballykeel, Ballymena (028 2565 3755); and Ballymacoss Hostel,
Lisburn (028 6632 6362).  

5.5.5 Stamford Avenue, Herts. A registered mental health nursing home providing
client support for people with lear ning disabilities, mental health needs and/or
challenging behaviour.  The project is registered to take people detained under
the Mental Health Act.  It provides intensive suppor t with nursing and project
workers and is suppor ted by a Registered Medical Of ficer and a
multidisciplinary team (Contact: 01763 236 167).

5.5.6 North and West Belfast under their Health Action Zone have set up a Care Co-
ordinator Service for single homeless people in Nor th and West Belfast.  The
service assists single homeless people and rough sleepers to enhance their
health status. (Contact:  02890 755434).

Health and Homeless Guidance (Scottish Executive). There are 15 health and
homelessness action plans across Scotland covering each NHS Board area.
Discharge protocols have been agreed in many areas, which have ended the
practice of people being discharged from hospital without accommodation.
Innovative and ef fective inter ventions have been developed to encourage
health screening for rough sleepers; an example of this is of fering veterinar y
checks for dogs of rough sleepers.
(Contact:  0131 2445132).

5.5.7 Belfast Homeless Suppor t Team and hostel, has had a major impact on the
homeless mentally ill in the Belfast area. (Contact:  02890 238091).

5.5.8 Northern Ireland Association for Mental Health Advocacy Ser vice. The key
features of this model are:

• Independence with appropriate funding

• Training and relevant experience 

• Good communication skills

• Good understanding of mental health ser vices and legislation

• Ability to empower patients to speak for themselves

• Acceptance and support by professional staff

• Advocacy at the macro level in relation to policy and planning of services

• Advocacy with individual service users
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• Access to appropriate administrative information

• Accountability and evaluation

• Education of patients and staf f on the nature of the advocacy process.
(Contact:  028 9032 8474).

5.5.9 C.A.U.S.E., a Northern Ireland carers’ and families’ organisation, provides a
broad model of suppor t for carers which includes a helpline, self-help groups,
carer advocates, training and education programmes and the representation of
carers’ views. (Contact:  028 9023 8284).

RETHINK is a national organisation providing suppor t for both ser vice users
and carers. Its programme includes self-help groups, training and education,
carer advocacy, and the repr esentation of carers’ views. It has an infor mative
and useful web-site. (Contact:  028 90402323).

5.5.10 CESP (Car er Education Suppor t Pr ogramme). A collaboration between
Rethink and the Sainsbury Centre. Held over 3 months, this course is co-led by
trained carers and mental health professionals. It gives infor mation about
schizophrenia and skills training in problem solving, asser tiveness,
communication and managing symptoms. (Contact:  028 90402323).

PREP (Programme for Relatives: Education and Par tnership), developed by
Dr. Carole Castles fr om C.A.U.S.E. with funding from the Mental Health
Foundation. The programme aims to alleviate feelings of subjective burden in
relatives, to increase their knowledge of serious mental illness and to enable
them to improve their quality of life. It is facilitated by trained, experienced
carers and has input from mental health professionals. 
(Contact:  028 9023 8284).

5.5.11 Professionals trained in the multidisciplinar y Thorn programme are greatly
valued by carers and families.  The Meriden Project in the West Midlands has
expanded this model of suppor t to a very favourable response from carers.
(Contacts as at Example 5.4.8 above)

5.5.12 FACE, a Northern Ireland organisation, has developed a local programme of
support for young carers in the area of mental illness. 
(Contact:  028 3833 2261)

Barnardo’s Young Carers Project in the Nor thern Health and Social Ser vices
Board area, deals with families with a parent with a disability , including those
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with mental health problems. They of fer the young person counselling, group
support, peer support and recreational opportunities, and take a holistic family
approach.  (Contact: 028 2564 8809).

CHAPTER 6

5.6.1 Down and Lisburn Trust Community Brain Injury Team. This team comprises
a group of professionals who adopt an interdisciplinary approach in addressing
the community based ser vices promoting recovery and reintegration needs of
people with acquired brain injur y.  The team works with the person with brain
injury, their families and carers.  (Contact:  028 92663572)

5.6.2 Redford Court, Toxteth, Liverpool. This is a supported living facility for people
with ongoing emotional and behavioural problems, who require intensive
support to maintain community living.  The facility is r un by the Brain Injur y
Rehabilitation Trust.  The Trust offers a range of ser vices for people with brain
injury, including residential assessment, rehabilitation and training, transitional
living units, individual outreach options and long ter m care.  Each of these
services is supported by a specialist multidisciplinar y clinical team.  
(Contact:  0151 2808181).

5.6.3 Forster Green Hospital Ward / Joss Cardwell Unit. Provides multidisciplinary
inpatient and outpatient brain injury rehabilitation.  Plans are ongoing for the
development of a purpose built 25 bedded unit on the Musgrave Park Hospital
site.  (Contact:  028 90793681).

5.6.4 York House, Brain Injur y Rehabilitation T rust, Y ork. A neurobehavioural
service for acquired brain injury.  York House is a 14 bedded neurobehavioural
rehabilitation unit which provides an intensive neurobehavioural assessment
and rehabilitation ser vice for individuals with severe mood disturbance and
challenging behaviour following acquired brain injur y.  The unit specialises in
the management of people with challenging behaviour and is able to take
referrals for people detained under the Mental Health Act.  All clients have
access to an intensive programme of rehabilitation and recreational activity ,
which seeks to restore independence as far as possible. Staffing levels are high
and for some people a programme of one to one suppor t is available.
(Contact:  01904 412666).
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Robert Ferguson Unit, Royal Edinburgh Hospital, Edinburgh Healthcare NHS
Trust. This unit is the National Neurobehavioural Rehabilitation Unit for
Scotland.  It addresses the needs of those people who suffer severe behavioural
complications after acquired brain injur y.  It operates on the basis of a
multidisciplinary team, which a high staf f-patient ratio and provides slow
stream rehabilitation in preparation for community reintegration and continuing
care.  (Contact:  0131537 6214).

The Kemsley Unit, St Andrews Hospital, Northampton. Provides specialised
rehabilitation for adults with non-progressive acquired brain injur y, with
challenging behaviours, including physical aggression, who are excluded from
conventional rehabilitation settings.  In addition, physical, emotional and
cognitive and other behaviour problems may be present.  The ser vice offers a
continuum of care ranging from secure facilities and highly str uctured
rehabilitation, hospital based transitional living, community based transitional
living and case management for individual clients.  (Contact:  01604 29696).

5.6.5 Nottingham and Bristol are developing locally based Mental Health Ser vices
for deaf people.  
(Contact: Nottingham 0115 948 3268 and Bristol 0117955 6098).

5.6.6 Link Centre, Eastbourne – provides specialist rehabilitation to deafened adults
through intensive rehabilitation programmes. (Contact: 01323 638230).

RNID (NI) Rehabilitation Pr oject – initially targeting people deafened as a
result of Northern Ireland Troubles. (Contact: 02866 329849).

5.6.7 Manchester Metropolitan University run a five-year distance lear ning Masters
of Ar ts in Social W ork with deaf people.  This course is open to both hearing
and deaf students. (Contact: 0161 247 2112)

The University of Salford’s Deaf People’s Access to Nurse Education Project
has created an educational environment that has enabled deaf people to
become qualified mental health nurses.  (Contact: 0161 295 2769)

5.6.8 Sandyford Initiative in Glasgow . This project provides drop-in ser vices for
transpeople.  It has received a very high level of approval by its clientele.  Such
initiatives may be directly transferable to appropriate locations in Nor thern
Ireland, but due to the small numbers of transpeople, the maintenance of a co-
ordinating central ser vice would remain vital for preser ving experience and
expertise in relation to treatment.  (Contact:  0141 211 8137)

177

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 223 of 3342

MAHI - STM - 083 - 223



CHAPTER 8

5.8.1 Getting Better Together. Trent & Nor thern Yorkshire NHS and the Nor thern
Centre for Mental Health jointly commissioned this Mental Health Collaborative.
The aim of the project was to improve ser vice users’ experiences of acute
inpatient care and achieve better outcomes throughout the process of
admission, stay and discharge.  The collaborative placed an emphasis on joint
working to achieve mutually desirable results.  It has made a significant move
away from “the hero-innovator” towards a more empowering means of creating
sustainable change through the utilisation of shared perspectives of jointly
owned goals.”  There is clear evidence that the collaborative has been
successful in improving service users’ experience of acute inpatient psychiatric
units and achieving better clinical outcomes.”  Hugh Grif fiths, Clinical Lead
Mental Health Collaborative. (Contact 0191 370 7760).
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ANNEX 6

BACKGROUND ON SERVICES FOR PEOPLE WITH
SPECIAL NEEDS, DISCUSSED AT CHAPTER 6

6.1 Services for People with Eating Disorders 

The Nature and Extent of the Issues

6.1.1 Eating disorders include anorexia ner vosa, bulimia ner vosa and the atypical
eating disorders such as binge-eating disorder.  Obesity may be an associated
problem. They can lead to severe physical and psychosocial complications and
are associated with significant levels of co-existing psychiatric conditions.

6.1.2 The National Ser vice Framework for Mental Health recognises the potentially
serious nature of eating disorders. 1 The Royal College of Psychiatrists has
highlighted the need for specialist ser vices and the lack of ser vice provision in
many par ts of the UK. 2,3 The National Institute of Clinical Excellence (NICE)
has recently produced treatment guidelines, setting standards for ser vice
delivery.4

6.1.3 Within Nor thern Ireland, the DHSSPS has made the development of eating
disorders  ser vices a recent priority .5,6,7 A Regional Eating Disorders W orking
Group (REDWG) has been in operation to oversee this work.  The membership
of the group represents the inter ests of ser vice planners, providers, users and
carers.

6.1.4 The estimated prevalence of anorexia ner vosa is 6-30 per 60,000 population
and of bulimia ner vosa is 60 per 60,000 population.  The approximate
incidence of anorexia ner vosa is 4-6 per 60,000 population per year and of
bulimia ner vosa is 6-30 per 60,000 population per year .8,9 There is a
suggestion that at least as many people present with an atypical eating
disorder.1 A significant number do not seek help for a variety of reasons
including denial, shame and the lack of appropriate ser vices being in place.

6.1.5 Using the above figures, it is estimated that in Nor thern Ireland there would be
around 170-510 cases of anorexia nervosa and 1700 cases of bulimia nervosa
existing at any one time, and approximately 68-170 new cases of anorexia
nervosa and 170-510 new cases of bulimia ner vosa per year. The additional
service users who suffer from atypical eating disorders as well as those who are
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not currently seeking help need to be taken into account when planning
services.

6.1.6 As par t of a local needs assessment, the REDWG commissioned qualitative
research which sought the views of car ers, suf ferers and ser vice providers. 10

The key recommendations arising from this address the problems with
awareness and early detection, primar y care inter vention, the paucity of
integrated and equitable specialist services, as well as the need for good health
promotion strategies.

6.1.7 The cur rent lack of specialist ser vices in Nor thern Ireland is evident.  Most
service users are managed within primary care and generic adult and child and
adolescent mental health teams.  V oluntary groups play an impor tant role in
supporting service users and carers.  A specialist outpatient clinic had of fered
a geographically limited (Greater Belfast) ser vice and received around 12
referrals per month, but the recent retirement of the Consultant in charge has
meant that it is now closed to new refer rals.

6.1.8 Inpatient inter ventions may be necessar y due to medical/psychiatric
emergencies or for more intensive psychotherapeutic intervention.  The former
group tend to be admitted to local general medical/psychiatric units and one
survey suggested that this demand was around 9.5 beds per year .  As there is
no local specialist inpatient unit, the latter group are sent for treatment outside
Northern Ireland, which can be ver y dif ficult for the ser vice users as there is
separation from their families.  These extra-contractual referrals are costly e.g.
within the Easter n Health & Social Ser vices Board (EHSSB) in the financial
year 2003/2004, 9 patients were sent to England at a cost of around £500,000
(EHSSB, personal communication).

6.2 Services for People with Acquired Brain Injur y or Progressive 

Brain Disease

The Nature and Extent of the Issues

6.2.1 There is growing recognition of the mental health needs of adults with
neurological conditions af fecting higher cerebral functions, including non-
progressive acquired brain injur y (e.g. arising from trauma, haemor rhage,
anoxia, infections, toxins including alcohol, nutritional deficiency, epilepsy) and
progressive brain disease (e.g. Multiple Scler osis, Parkinsons Disease,
Huntington’s Disease, early onset Dementias).
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6.2.2 Such neurological conditions can lead to a range of impair ments in physical
functioning (e.g. spasticity, disturbance of gait, sensory impairment), cognitive
functioning (e.g. poor concentration, distractibility , failure to lear n, rapid
forgetting, poor planning and social judgement, difficulties in the understanding
of language and in verbal expression) and emotional and behavioural
functioning (e.g. anxiety , depression, personality change, ir ritability).11

Impairments in functioning can result in reduced independence in personal
care and activities of daily living (e.g. hygiene, dressing, cooking, cleaning).
They frequently impact negatively on social and family relationships and upon
the individual’ s ability to retur n to work or engage in socially meaningful
activity. 12, 13, 14, 15

6.2.3 A significant number of people with acquired brain injury and progressive brain
disease will have significant and continuing health care needs over a long
period of time. 16 Local research estimates the prevalence of people with
moderate and severe psychological and physical disability following traumatic
brain injury and subarachnoid haemorrhage to be 66 per 100,000 and suggests
that the presence of moderate and severe psychological impairment is the best
predictor of long term social disability. 17

6.2.4 Cognitive, emotional and behavioural deficits post injur y are key predictors of
negative outcome in ter ms of recover y, rehabilitation and community
reintegration.  These deter mine the extent to which an individual is able to
adapt to his/her changed functioning and develop a positive quality of life. 18

6.2.5 People with acquired brain injur y and progressive brain disease are at gr eater
risk of mental health problems, particularly depression, anxiety and psychosis.
These can go undiagnosed and untreated, impacting negatively on morbidity
and mortality.  Estimates of incidence and prevalence of various mental health
conditions vary widely, reflecting differing definitions adopted in studies. 19-24

6.2.6 Families of people with acquired brain injury or progressive brain disease suffer
considerable emotional distress and burden, which can have a considerable
impact on their own mental health.  They are at greater risk of mental health
problems than the general population.  Family stress is associated with coping
with personality and behavioural change in a relative, often in addition to
coping with physical and cognitive impair ments. 25-29

6.2.7 A biopsychosocial approach to understanding and managing the emotional
and mental health problems associated with acquired brain injur y or
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progressive brain disease is essential. 30 A range of treatment options, both
pharmacological and psychological, are developing to address mental health
needs. 31-34

Service Provision

6.2.8 In general, the therapeutic inter ventions, rehabilitation and long-ter m suppor t
needs of people with acquired brain injur y and those with progressive brain
disease are addressed through separate services.  Service planning tends to be
separate and in recent years ser vice development has focused nar rowly on
traumatic brain injury.

6.2.9 At present there is limited provision to meet the mental health needs of people
with acquired brain injur y or progressive brain disease.  Needs are addr essed
through local mental health ser vices and liaison psychiatr y at the Royal
Victoria Hospital, Belfast.  The mental health needs of adults below 65 years of
age with progressive conditions are addressed by older adult mental health
services.

6.2.10 Two specialist mental health services operate at a Board/Regional level, but are
currently under-developed.

6.2.11 A Neuropsychiatry Service based at Belfast City Hospital.
This is mainly an outpatient ser vice, providing both new patient assessment
and review clinics.  A liaison ser vice is also provided, receiving ter tiary
referrals, predominantly from psychiatr y, neurology and neurosurger y.  This
service addresses the mental health needs of people with acquired brain injury
and progressive brain disease.

6.2.12 Maine Neurobehavioural Unit, based in Knockbracken Healthcare Park, South
& East Belfast Trust.
This unit has developed to address the needs of people with acquired brain
injury or progressive brain disease, who have severe and persistent problems.
The unit provides shor t-term admissions for assessment, slow str eam
rehabilitation/recovery and long-ter m care for those whose behaviour cannot
be met in other settings.  The unit has provided a focus on the subgroup of
those with acquired brain injur y and progressive brain disease, who present
with severe challenging behaviours.  It has demonstrated the utility of a
multidisciplinary approach in providing a therapeutic environment, individual
behavioural management and skills development programmes.
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6.2.13 Community brain injur y teams play a significant role in addressing mental
health needs, although their remit is broader .  These teams are at various
stages of development within the physical disability programme of care in each
of the Boards.  They have developed as par t of the continuum of rehabilitation
and community reintegration ser vices required to meet the needs of people
with acquired brain injur y.  A core aspect of their work is in the assessment,
treatment and ongoing management of cognitive, emotional, social and
behavioural needs.  Given their training and exper tise in these areas, clinical
neuropsychologists have played an impor tant role in the leadership and
development of these teams.  An impor tant function of these teams is
assessment of need and ser vice development.

6.2.14 A number of non-statutor y ser vices provide suppor t to carers, social
reintegration programmes, pre-vocational and vocational skills training and
supported living.  The work of these organisations involves attention to the
psychological needs of their clients.

6.2.15 Consultation with ser vice users and carers, local ser vice providers and
individual professionals, highlights a number of problems with cur rent service
provision in addressing the mental health needs of people with acquired brain
injury and those who have progressive conditions.  Local experience is
consistent with repor ts concerning service provision and mental health needs
throughout the United Kingdom. 35, 36

6.2.16 A number of common issues arise:

• Service Requir ements. There is a lack of appropriate residential and
supported living options, with appropriate exper tise and levels of staf fing
to deal with emotional and behavioural problems.  There is also a lack of
ability within ser vices to respond rapidly to crisis situations in the
community and a lack of suppor t for families and carers.

• Specialist Suppor t to Local Ser vices. There is at present a lack of
adequate levels of specialist exper tise to suppor t local ser vices dealing
with emotional and behavioural problems.

• Training Needs of Staff. There is a need for greater education of staff with
regard to the emotional, cognitive, behavioural and mental health needs
of people with acquired brain injur y and progressive brain disease.  Lack
of awareness of patient vulnerability can lead to poor care planning,
inappropriate placements, lack of adequate suppor t, crisis situations and
poorly-managed risk.
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• Services Responsibility. Situations can arise where there is lack of clarity
regarding responsibility in ter ms of local versus specialist ser vices, or
where there is co-morbidity , or where an individual’ s needs cut across
programmes of care.

Good Practice Examples

Down & Lisbur n T rust Community Brain Injur y T eam. This team
comprises a group of professionals who adopt an inter -disciplinary
approach in addressing the community rehabilitation and reintegration
needs of people with acquired brain injur y.  The team works with the
person with brain injury, their families and carers.  

(Contact:  028 92663572).

Redford Court, Toxteth, Liverpool. This is a suppor ted living facility for
people with ongoing emotional and behavioural problems, who require
intensive support to maintain community living.  The facility is run by the
Brain Injury Rehabilitation Trust.  The Trust offers a range of ser vices for
people with brain injur y, including residential assessment, rehabilitation
and training, transitional living units, individual outreach options and long
term care.  Each of these ser vices is suppor ted by a specialist
multidisciplinary clinical team.  (Contact 0151 2808181).

York House, Brain Injur y Rehabilitation Trust, York. York House is a 14
bedded neurobehavioural rehabilitation unit, which provides an intensive
neurobehavioural assessment and rehabilitation ser vice for individuals
with sever e mood disturbance and challenging behaviour following
acquired brain injur y. The unit specialises in the management of people
with challenging behaviour and is able to take referrals for people detained
under the Mental Health Act.  All clients have access to an intensive
programme of rehabilitation and recreational activity , which seeks to
restore independence, as far as possible.  Staf fing levels are high and for
some people a programme of one-to-one suppor t is available.  

(Contact 01904 412666).

Robert Ferguson Unit, Royal Edinbur gh Hospital, Edinburgh Healthcare
NHS Trust. This unit is the National Neurobehavioural Rehabilitation Unit
for Scotland.  It addresses the needs of those people who suf fer severe
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behavioural complications after acquired brain injur y.  It operates on the
basis of a multidisciplinar y team, which a high staf f-patient ratio and
provides slow-stream rehabilitation in preparation for community
reintegration and continuing care.  (Contact: 01315376214).

The Kemsley Unit, St Andr ews Hospital, Nor thampton. This unit
provides specialised rehabilitation for adults with non-pr ogressive
acquired brain injur y with challenging behaviours, including physical
aggression, who are excluded from conventional rehabilitation settings.  In
addition, physical, emotional, cognitive and other behaviour problems
may be present.  The ser vice of fers a continuum of care ranging from
secure facilities and highly str uctured rehabilitation, hospital based
transitional living, community based transitional living and case
management for individual clients.  (Contact: 01604 29696).

6.3 Services for Deaf People with Mental Health Needs 

The Nature and Extent of the Issues

6.3.1 It is estimated that 1 in 7 of the general population has some degree of hearing
loss.37 Between 1 in 600 and 1 in 1500 people are profoundly deaf from early
life.  Although more than 90% are bor n into hearing families, many grow up to
use Sign (British Sign Language, BSL or Irish Sign Language, ISL) as their first
or prefer red language, and identify themselves as members of the Deaf
Community.  Deaf children, par ticularly those in hearing families, can face
many obstacles during development.  The diagnosis of deafness may be
delayed, though the advent of neonatal screening should address this.

6.3.2 The UK Government has recognised British Sign Language as a language in its
own  right in Great Britain.  Similar for mal recognition of both BSL & ISL was
announced by Paul Murphy , Secretary of State for Nor thern Ireland on 29th
March 2004.  This is an impor tant development for the deaf community.

6.3.3 Digital hearing aids, cochlear implants and, vitally , opportunities for early
access to sign language should pr event the significant and potentially
permanent language delays and deprivations characteristic of the r ecent past.
Many deaf adults have had limited educational oppor tunities and may have
poor literacy , which limits their access to written infor mation, including
television subtitles.
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6.3.4 Deaf People and Mental Health. Deaf people encounter the same range of
mental health problems as the general population.  However , they are also at
increased risk of having complex and organic disorders, as many of the non-
genetic causes of deafness, such as mater nal r ubella, neonatal jaundice,
prematurity, bir th anoxia and meningitis, can be associated with a range of
physical, sight and neurological problems.  

6.3.5 A significant minority of deaf people are deaf/blind and their mental health
needs are also complex. 38 Psychiatric illnesses such as schizophrenia 39 and
affective disorders are the same in deaf as in hearing people, but are associated
with difficulties in diagnosis.40

6.3.6 The developmental dif ficulties and social pressures af fecting many deaf
children give rise to an excess of emotional, behavioural and adjustment
problems (40-50% compared with 25% for the general population) which can
continue into adult life.41, 42

6.3.7 Mental Health Ser vices for Deaf People. Deaf people, par ticularly sign
language users, have considerable dif ficulty in gaining access to health
promotion programmes and the whole range of medical ser vices.  There are,
however, some good examples of good practice in this area.

Good Practice Example

Deaf Connection recognised that traditional methods of health
promotions were not reaching members of the deaf community effectively
and what was required was to work directly with deaf people to identify
their health needs and prepare programmes to tackle these.  Training and
support are provided to enable workers with deaf people to deliver a range
of health programmes to the deaf community. (Contact: 0141 4202820)

6.3.8 Prelingually deaf people experience unacceptable rates of mis-diagnosis and
unjustified long-ter m admission in psychiatric hospitals, often without their
informed consent, and are additionally af forded inappropriate treatment.
Appropriate treatment is dependent upon diagnosis, which in turn is dependent
upon accurate communication.43

6.3.9 Communication. Adequate communication is essential for ef fective mental
health assessment and treatment.  Sign language interpreters are essential if
clinicians do not sign.  Even so, a ser vice user’ s signing may be poorly
developed, idiosyncratic or af fected by mood or thought disor der. An
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interpreter can only say if ef fective communication is not taking place – he or
she is not trained or empowered to assess or comment on a person’ s signing.
Deaf professionals in mental health ser vices, therefore, are the most
appropriate people to facilitate or assess communication in these
circumstances.

Good Practice Examples

National Deaf Services, South West London & St George’s Mental Health
NHS Trust, London.  (Contact: 020 86826925

National Centr e for Mental Health & Deafness, John Denmark Unit
Manchester.  (Contact: 0161 772 3400)

National Deaf Mental Health Services, Denmark House, Queen Elizabeth
Psychiatric Hospital, Birmingham. (Contact: 0121 678 2005)

RNID Community Suppor t W orker, Ulster Community and Hospitals
Trust.  RNID (NI) in par tnership with Ulster Community and Hospitals
Trust employs a Deaf Community Support Worker to support deaf people
with mental health problems and lear ning disabilities in the community .
(Contact: 02890 239619)

6.4 Services for People with Psychological Trauma 

The Nature and Extent of the Issues

6.4.1 This area of need has been identified within the Review because of the rapidly
growing knowledge about the impact of traumatic events on individuals and
families, the increasing awareness of the consequences of chronic trauma-
related disorders and the implications for ser vices, and the par ticular
circumstances in Nor thern Ireland associated with the civil conflict.  Fur ther,
the clinical experience in treating trauma-related disorders has contributed to
the body of knowledge and skills in both statutor y and independent ser vices,
as has the development of specialist ser vices that have been established to
address both Troubles and non-Troubles related trauma.

6.4.2 Over the last fifty years there has been significant progress in understanding
the mental health implications of exposureto life-threatening or other traumatic
experiences.  There have also been developments in our knowledge of the
longer ter m effects on well-being, economic and social functioning, and
significant developments in assessment and treatment.  Development and
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progress in policy, training, the purchasing and deliver y of services in relation
to psychological trauma, can and should make impor tant contributions to the
mental and wider health of the community .  In the context of the civil discord
and violence of the period since the late 1960’ s in Nor thern Ireland, a
developing political context has permitted public discourse on the impact of the
violence, and local studies suggest that there are significant needs arising from
the civil violence to be addressed.

6.4.3 Exposure to traumatic experiences can lead to the development of a range of
mental health problems, including post traumatic stress disorder (PTSD),
depression, specific phobias, personality disorders such as borderline
personality disorder, and panic disorder 44, PTSD defines a group of signs and
symptoms that often occur together , for ming an identifiable patter n that
characterises a recognisable disorder .  It is often accompanied by other
psychological or mental health problems, such as substance abuse and
depression 45 (co-morbidity).  Together these characteristics will usually induce
levels of distress and disablement.  This may , in tur n, lead to dysfunction in
social, occupational and relationship terms, and the exercising (or omission) of
key life choices (based on the helpful appraisals arising from a traumatic
experience) that have a long term bearing on the person and his or her family.

6.4.4 Key to understanding the levels of need arising from psychological trauma is
knowledge about:

• the level of exposure to traumatic experiences;

• the incidence of psychological trauma following exposure; and

• the rate of recovery.

6.4.5 Whilst the T roubles in Nor thern Ireland have helped to draw attention to the
needs arising from traumatic experiences, it is impor tant to remember that
citizens suf fer from traumatic experiences which are found in technologically
developed societies and which are not associated with political conflict.
Accidents (including per haps most strikingly road traf fic accidents), assaults
(including child abuse and sexual assault) and other traumatic experiences,
such as those associated with suicide or serious illnesses, are well understood
to give rise to risks of post trauma psychological implications for those who
experience them.

6.4.6 The needs of children (and of adults) who have suf fered and continue to suffer
psychological and other health-related needs arising from childhood traumatic
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experiences, including abuse, represent a particular professional challenge.  In
the terms of the Children (Nor thern Ireland) Order 1995, children and young
people considered to have suffered such experiences, and who as a result have
post trauma-related problems, could be deemed to be children in need.

6.4.7 The needs of adult sur vivors of childhood sexual abuse who suf fer enduring
traumatic reactions and the consequences of their experiences on their
development into adulthood are increasingly being recognised and understood.
Progress in the development of treatments, the way ser vices are pr ovided,
support for partners and other supports (including the contribution of self-help
services) and the strategic arrangement of services, need to be maintained and
built upon, and shaped by emerging knowledge about the needs of those
affected by such experiences.

6.4.8 The relationship between childhood sexual abuse and subsequent mental ill-
health problems has been extensively studied and found to be a risk factor for
a wide range of disorders of mental health in adult life.  Adults who have
experienced sexual abuse as children are more at risk of developing anxiety ,
depression, self-destr uctive behaviour , self-har m and suicide.  Combined
sexual and physical abuse is a significant risk factor for adult trauma
symptoms, including post traumatic stress disorder.  Up to two thirds of people
who suffer from eating disorders have a histor y of sexual abuse 46 Particularly
among women, physical and sexual abuse are risk factors for substance
misuse including alcohol misuse.47

6.4.9 The Heather Report48 included proposals in relation to:

• Access to appropriate services

• Greater clarity about how and where to access services

• Increasing the level of ser vices available for the cur rent demand

• Greater service co-ordination

6.4.10 The Mental Health Foundation recommend that adults with a histor y of
childhood sexual abuse in contact with mental health ser vices should be
offered counselling or psychotherapy as par t of therapeutic inter vention
regardless of diagnosis.  The benefits of a group work approach have also been
reported. 49
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Good Practice Example

In 1997 the Western Health and Social Ser vices Board established an
Interagency Group on sexual abuse involving statutor y and voluntar y
agencies working with adult sur vivors of childhood sexual abuse.  The
group has been successful in establishing a training programme for
people working with adult sur vivors of sexual abuse.  In addition to a
directory of ser vices, a website of fering details of ser vices available and
advice for survivors has been established.  (Contact 028 6632 0046)

6.4.11 The Western InterAgency Group in their detailed review of the needs of those
who have suffered childhood experiences of abuse drew attention to the needs
of those suf fering long ter m consequences.  T rust and confidence were
identified as par ticularly impor tant dimensions of the experience of seeking,
securing and accepting help.  Psychological and mental health ser vices
featured as a major area of need, with clear messages emerging from the
Report as to the for m ser vices should take issues related to accessibility
including the costs of non-statutory services, continuity, integration and referral
matters.

6.4.12 Kessler and colleagues, 50 who reported upon a major study into the prevalence
of PTSD in 1995, concluded, "PTSD is a highly prevalent lifetime disorder that
often persists for years. The qualifying events for PTSD are also common, with
many respondents repor ting the occurrence of quite a few such events during
their lifetimes."   Among adult Americans aged 15 to 54 years the estimated
lifetime prevalence of PTSD is 7.8%, with women (6.4%) twice as likely as men
(5%) to have PTSD at some point in their lives.   A number of other
epidemiological studies have repor ted on similar findings. 51-54

6.4.13 Kessler and colleagues found that the most frequently experienced traumas
were:

• witnessing someone being badly injured or killed;

• being involved in a fire, flood, or natural disaster;

• being involved in a life-threatening accident; and

• combat exposure.

6.4.14 Other studies have repor ted on the incidence of development of PTSD after
exposure to traumatic events.  Green 55 reported an overall incidence of 25% of
individuals exposed to traumatic events.  In relation to rape, Figley 56 reported
between 35% and a striking 92%.  Nor ris 57 found an incidence of 69% in a
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sample of 600 people exposed to traumatic events.  Breslau and colleagues 58

found that the rate of PTSD in those who were exposed was 23.6%.  The
variation across studies might, in par t at least, be due to the changing
definitions of PTSD in the 1980s and 1990s and the severity of exposure in
some of the studies.  Nonetheless, the findings point to significant
consequences.

6.4.15 Recovery from PTSD and the Implications for T reatment. Kessler’s work is
also impor tant as it endeavours to describe the recover y rate from PTSD.  In
short, 40% of suf ferers recover (without treatment) by about 30 months after
onset of symptoms.  At the other extreme, 35% suffer enduring (and what could
be taken to be lifetime) PTSD.  

6.4.16 PTSD Risk Factors. In on over view of a number of studies of PTSD, Brewin,
Andrews and V alentine 59 identified three risk factors for PTSD consistently
across all studies, namely, psychiatric history, history of childhood trauma and
family histor y of psychiatric disorders.  Specific studies point to other pre-
existing personal and social circumstances, and post trauma appraisals and
coping as also being related to the development or presence of PTSD.

6.4.17 The Impact of the Troubles. Of the work that has been carried out in this field,
a number of relatively recent studies provide a view of what the impact might
be.  In a secondar y analysis of a nationally representative population sur vey
conducted in 1997, O’Reilly and Stevenson 60 concluded that “The Troubles are
a separate and additional [public health] bur den and therefore contributes
significantly to the higher psychological morbidity in Nor thern Ireland”, and “It
is probable that mental health has been significantly affected by the Troubles.”

6.4.18 In The Cost of the Troubles Study, 61 the researchers concluded that about 30%
of those who par ticipated and who had been exposed to violence associated
with the Troubles had needs approximating to PTSD.  This finding seems high
and might be associated with the methodology used in the study .  Cair ns and
colleagues 62 found that the mean GHQ scores of a sample of 600 adults from
across Nor thern Ireland was 6.05, which was in line with the findings of an
earlier study.  That study had detected similar or higher rates of psychiatric
disorder to that found in inner city London.   Cairns and colleagues concluded,
“the ceasefires have not led to any notable change in overall levels of
psychological well-being in the Nor thern Irish population”.
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6.4.19 One Troubles-related incident has been the subject of needs assessment and
casts some light on the impact of a single incident.  The Omagh bombing of
August 1998 killed 29 people and two unborn children.  Over 400 were injured,
of whom 135 were seriously injured.  In the course of the three and a half years
following the bombing, over 670 people were seen by the Omagh T rauma and
Recovery Team, which was established in the wake of the bombing by the local
health and social services provider, the Sperrin Lakeland Trust.  In addition, an
unknown, but probably ver y large number of people were pr ovided with
support from a range of primar y care, mental health, voluntar y and
occupational health related services.

6.4.20 A major community study (a needs assessment) commissioned by the Sperrin
Lakeland Trust (unpublished) suggests that 7 out of 10 of those who were in
the immediate vicinity of the Omagh explosion suf fered PTSD.  The Sper rin
Lakeland Staf f Study (a needs assessment) revealed that of those staf f who
were exposed to work associated with the response to the bombing, 38% of
staff had developed PTSD in the period 4-17 months after the bombing. 63

6.4.21 The implications. The following key points emerge from the above discussion:

• 25% (minimum) of those exposed directly to traumatic experiences will
have developed PTSD;

• for some types of traumatic events the risks of developing PTSD are much
higher;

• 8% of the young adult population will experience PTSD in their lifetime;

• whilst 40% of those who develop PTSD will recover to (at least) below
threshold levels within about 30 months, a fur ther 35% will have PTSD in
the (very) long term.

6.4.22 The above analysis suggests that psychological trauma has, most probably, not
been sufficiently recognised as a specific health issue, and, by extension, that
needs have not been addressed.  Further, clinical experience shows that people
with PTSD are thought to have other mental (and sometimes physical) health
conditions ie instead of PTSD and are treated on that basis, or the link between
mental illness and trauma is not made.  This results in long-ter m treatment
programmes because the underlying trauma is not being identified and
addressed.  In the context of the Troubles and the development of post conflict
initiatives to build and consolidate a non-violent society , the legacy of the
psychological consequences should be faced and addressed as a special public
health issue.  
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6.5 Services for People with Personality Disorders 

The Nature and Extent of the Issues

6.5.1 Personality Disorders exact a heavy burden on af fected individuals and on
wider society. 64, 65 These are common and distressing conditions, prevalent in
1 in 6 of the adult community population and most commonly in those aged
25 to 44, equally among males and females in their child-rearing years.
Estimates may be higher in those with lear ning disability. 66

6.5.2 These people experience a wide range of psychosocial problems, including
high rates of family dishar mony, violence, crime, unemployment and
homelessness, early unnatural deaths from suicides and accidents, high rates
of associated rates of mental illness and worse outcomes for all illnesses,
leading to high service utilization and the revolving door phenomenon. 67  They
often present in crisis and in danger to themselves or others and are high users
of primar y care and mental health ser vices. 68 69 Their children can suf fer
significantly as a result. 70

6.5.3 In mental health settings, people with Bor derline Personality Disor der (BPD)
attract most clinical attention, and where 11-20% of psychiatric outpatients
may have this disorder . 71 It is strongly associated with co-morbid substance
misuse, anxiety and depressive disorders, unexplained medical conditions and
eating disorders and has a 9% suicide rate. 72, 73, 74 Psychological autopsy of
suicides of individuals with personality disorder suggests that all may have had
at least one mental disorder, and were chiefly a depressive syndrome disorder,
substance misuse or both.75

6.5.4 Personality disorders are generally recognised as derived from within a stress
diathesis model of causation. 76 Studies show that genetic vulnerability and
early childhood adversity are potent risk factors for the development of
personality disorder in adulthood.70, 77 In adulthood, exposure to frightening and
traumatic events may cause change and damage to the personality .64

6.5.5 Mental health professionals have a long-standing ambivalence towards the
management and treatment of these disorders.  Often these people may be
regarded as difficult to treat because of lack of awareness of the condition and
availability of treatment options. Typically, they present in chaos and often find
traditional treatment options either not readily available or dif ficult to utilize.
Inappropriate inter ventions can even make their situation worse. 76 Brief
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inpatient admissions can be beneficial. 74 The process of managing the
disorder can be taxing for all concer ned. 

6.5.6 The presence of severe mental illnesses such as schizophrenia and bipolar
disorder with personality disorder is common and is one of the most fr equent
dual diagnoses found in clinical care.  Between 36 and 67 % of those with
psychotic disorders have a personality disorder78 and the proportion tends to be
higher in inpatient populations.79

6.5.7 The outcome for people with a personality disorder as well as mental illness is
generally worse than for those with single mental state disorders, with less
improvement in symptoms, poorer quality of life and greater dissatisfaction
with treatment after 2 years. 80, 81 The dual diagnosis is often not recognised in
ordinary practice and thus may lead to poor r eliability of assessment in
psychotic disorders.82, 83 A local survey suggests it may be under-recognised in
the psychiatric population by as much as a factor of four .84

Treatment of Personality Disorder
6.5.8 There is no evidence that personality disorder is untreatable. However, there is

no evidence that all personality disordered people would be treatable if only
clinicians’ attitudes were right and ther e were enough resources. 84 Present
evidence indicates that mild and moderate degrees of personality disorder are
treatable with appropriate interventions.96, 85, 86 These are usually a combination
of psychotherapy (psychoanalytic, psychodynamic, cognitive (CBT) and
behavioural and dialectical behaviour therapy (CBT combined with Zen
practice)) and phar macological interventions delivered by clinical teams with
experience and training.87, 88

6.5.9 Treatability may be a function of ser vice availability.86 People with personality
disorders appear to achieve and maintain better outcomes in treatment in
specialist ser vices dedicated to care. The process of rejection and failure to
identify the pathology itself affects the treatability of the condition, so that each
negative encounter makes the condition worse.  Some evidence exists that
where specialist therapy is of fered and completed, the costs are of fset by the
subsequent reduction of service usage by people with personality disorder.  

6.5.10 Most individuals who present with the diagnosis of personality disorder have
more than one personality disorder with a pr edominant type. Dif ferent
interventions may be indicated for dif ferent types of personality disorder.89
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6.5.11 Psychotropic medications, par ticularly SSRIs and mood stabilisers, are useful
adjuncts to treatment in the management of people with personality disorder.88, 90

There is a growing body of evidence for the use of the psychotherapies in the
treatment of personality disorders, par ticularly those of borderline type. 91 In a
randomised controlled trial of an 18 month psychoanalytically-led day ser vice
for people with BPD, significant improvements in symptoms and social
functioning were found and maintained at 18-month review.92, 93 There is some
evidence that Cognitive-Behavioural therapy may also be relatively effective in
the treatment of these disorders. 94 Dialectic Behavioural Therapy (DBT) has
been shown to be effective in the treatment of BPD.95 A randomised controlled
trial of 18 weeks’ psychiatric and psychotherapeutic day treatment with 8
month follow-up for people with affective and personality disorders, has shown
improvement in social adjustment at the end of treatment. 96

6.5.12 Lees et al concluded that “there is accumulating evidence of the ef fectiveness
and particular suitability of a therapeutic community model to the treatment of
personality disorder, and particularly severe personality disorder”.87

6.5.13 Those with personality disorders are heavy users of treatment ser vices
throughout the NHS.  A number of studies have shown that appropriate
psychotherapeutic intervention can change Health Service utilisation by people
with Severe Personality Disorder before and after inpatient psychosocial
treatment.97, 98 In one study car ried out at the Cassel Hospital, using
psychosocial and therapeutic community treatments for up to 18 months, use
of inpatient and outpatient psychiatric and inpatient medical and surgical usage
was significantly less in the post-treatment group, and there was an average
per annum saving of £7423 per patient (May 1992 costs).  The Henderson
Hospital, an inpatient therapeutic treatment with an average length of stay of
7 months, showed that the cost of treatment for patients was recouped in under
2 years99 through reduced Health Ser vice utilisation.  Therapeutic community
provision at Regional District levels can of fset the costs of acute psychiatric
admissions in the 3 years post follow-up. 100

Current Services

6.5.14 In England, there are cur rently 60 Therapeutic Communities provided for by
statutory and voluntar y sectors.  17% of T rusts have a dedicated ser vice for
personality disorder, often day hospital or outpatient programmes, 40% have
some level of services and 28% have no ser vice at all.
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6.5.15 In Nor thern Ireland, there are no ser vices dedicated to the management and
treatment of people with personality disorder . Within general adult psychiatric
provision there are isolated attempts at good practice. For example, at South
Belfast Day Hospital and Old See House Day Hospital, Nor th Belfast,
consultant psychiatrists involved in the care of day patients are analytically
trained and provide psychoanalytic / psychodynamic understanding to other
staff working with people with BPD or Co-morbid Personality Disorders. 

6.5.16 For many years, those involved in the more specialised provision of ser vices
for people with eating disorders, addictions and forensic ser vices have
recognized the importance of associated personality disorders in the treatment
and prognosis of those with mental illness. However cur rently, they are unable
to of fer specific treatments to those people who also have a Co-morbid
Personality Disorder.

6.5.17 It is likely that the incidence of personality disorder in Nor thern Ireland is as
high, if not higher , than thr oughout the rest of the UK.  Risk factors are
increased by the impact of 35 years of trauma, low socio-economic status and
increasing numbers of single parent families.  

6.5.18 The lack of resources for the management and treatment of severe mental
illnesses such as schizophrenia and bipolar af fective disorder has meant that
those with a  personality disorder are viewed as low status patients and do not
access readily the limited resources available to people attending psychiatr y,
psychology and psychotherapy services in Northern Ireland.

6.5.19 The limited development of psychological ser vices in Nor thern Ir eland
(psychiatry, psychology and in par ticular psychotherapy ser vices) has
contributed to a limited understanding of the development of personality
disorder, its management and treatment.  There are no Therapeutic
Communities and no-one is trained in Dialectical Behaviour Therapy in
Northern Ireland.   

Good Practice Examples 

Halliwick Unit , Tottenham, London. Comprising a day unit and intensive
outreach ser vice, this Unit of fers a treatment ser vice tailored to the
specific needs of people with severe personality disorder. A package of
group and individual treatment is of fered within a day hospital over 5
working days, or within an intensive outpatient programme involving three
sessions per week. Patients are offered a self-booking psychiatric clinic to
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discuss medication and a rapid response in emergencies. Engagement of
the patient is impor tant and asser tive outreach is included in the
programme.  ( Contact: www.halliwick.nhs.uk  or 020 8442 6528.)

Winterbourne House, Reading. A therapeutic community as an intensive
treatment programme.  The district psychotherapy ser vice draws from a
catchment population of 800,000, takes 400-500 refer rals per year from
primary and secondary care and offers therapeutic community work of 18
months to 6%. Outpatient individual psychoanalytic or dynamic treatment
for 2 years or group therapy for up to 3 years is offered to others for whom
treatment is deemed suitable.

The unit was cited in the 2003 NIMHE "Personality Disorder: No Longer a
Diagnosis of Exclusion" policy guide, as a "Notable Practice Site".
Service user involvement has always been a guiding principle in the
therapeutic approach used, and several of the ser vice users and ex-users
participated in the user consultation exercise for the NIMHE guide. It is at
the forefront of providing modern, acceptable and pioneering PD services.
(Contact: 0118 956 1250 or www.winterbourne.demon.co.uk/news/ecellb.htm).
Other internationally renowned units in this categor y are the Henderson
and Cassel Hospital units.

Regional Psychotherapy Ser vice Depar tment, Newcastle upon T yne: A
specialist outpatient service for people with a personality disorder, offering
psychoanalytically infor med treatments leading to a reduction of self
harming behaviour and the frequency and duration of hospital
admissions. Patients become more skilled in managing emotions and
relationships and improving the quality of their lives.  
(Contact:  0191 232 5131.)

6.6 Services for People with Asperger’s Syndrome or High 

Functioning Autism (AS/HFA)

The Nature and Extent of the Issues

6.6.1 Autism is a complex developmental disability , of life-long duration, af fecting
the way in which an individual perceives his/her environment, behaves,
communicates and interacts.  Core features of the disorder are impairments in
social interaction and social communication, with rigidity and r epetition in
thought processes, activities and behaviour .101 The ter m ‘autistic spectr um
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disorders’ (ASD) has been introduced to include the range of presentations
from those who are severely affected with a co-morbid learning disability, to the
intellectually able ie those with Asperger’s Syndrome (AS) or High Functioning
Autism (HFA).  The latter are often used interchangeably, although increasingly
Asperger’s Syndrome is used as a shor t-hand reference for both.

6.6.2 The National Autistic Society 102 (NAS) estimated the prevalence of all autistic
spectrum disorders to be 1 in 16 of total population, whilst the Medical
Research Council 103 cites 1 in 166.  Similarly , there are var ying estimates of
AS/HFA.  Several studies 104, 105, 106 suggest that approximately 1 in 300 people
will have ‘able autism’.  It has been found consistently that significantly more
males than females are af fected, with reported ratios averaging 4 to 1. 107, 108

6.6.3 Epidemiological studies continue to support opinion that the majority of people
with ASD, possibly more than 75%, are within the ‘average’ or ‘above average’
range of intellectual ability .109 Therefore, most are well outside the remit of
services that are commissioned to suppor t those with a lear ning disability
(generally accepted as IQ<70).

6.6.4 Presentation of symptoms may be more subtle than those displayed by
individuals with significant intellectual impair ment, but are often equally and,
indeed, more disabling.  As a result of less ‘obvious’ symptoms, many have
been mis-diagnosed during childhood, adolescence and even in adulthood.  It
is repor ted that 46% of people with AS/HF A in England and W ales ar e not
diagnosed until over 16 years of age. 110 With improving recognition and
increasing expertise, it is evident that substantial numbers of adults with High
Functioning Autism/Asperger’ s Syndrome are alr eady in receipt of existing
mainstream mental health ser vices.  Experienced mental health professionals
generally feel ill-equipped to provide appropriate suppor t and therapeutic
intervention for patients/clients with the specific deficits that are characteristic
of autism.

6.6.5 Priorities For Action111 recognised for the first time that intellectually able adults
with ASD are presenting to mental health ser vices and require specialist
provision to address their needs.
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6.6.6 Studies of adults with confir med diagnoses of Asperger’ s Syndrome or High
Functioning Autism indicate a high level of associated mental health problems,
particularly affective disorders, often with onset during adolescence. 112, 113, 114 It
is estimated that 15%-20% suf fer from significant anxiety disorders 115 and 37%
from depression. 116 Frequently, clients present to ser vices due to anxiety or
depression that may then initiate further assessment and subsequent diagnosis
of a pre-existing ASD.  Recent evidence suggests that there is a 1 in 20
prevalence of co-morbid psychotic illness amongst able adults with ASD,
frequently precipitated by extreme anxiety .  In sur veys conducted by Bar nard
et al,110 50% of parents whose son or daughter was not diagnosed until after the
age of 30 reported that their child had experienced mental ill-health.  Of these,
56% had suf fered from, and been treated for depression.  A fur ther 11%
suffered a ‘ner vous breakdown’ requiring hospital admission, and 8%
expressed suicidal ideation or had attempted suicide.  It is repor ted that able
adults with ASD fit the high risk ‘suicide prone’ categor y.117, 118

6.6.7 From the Down Lisburn Trust Pilot Project119 (total population 180,000) over 16
months, a total of 36 adults with confir med diagnoses have been identified,
almost two thirds of whom were diagnosed after the age of 17.  The majority
(69%) were referred from, and already in receipt of, mainstream mental health
services.  Co-morbidity of autism and a mental illness is confir med in 55% of
those par ticipating in the pilot project (N=29), although most experience an
anxiety disorder to some degree.  84% reside in the family home, 13% live with
their par tner, and only 3% ar e living independently with suppor t at pr esent.
Only 13% have full-time employment, 6% par t-time work, 16% par t-time
voluntary work, 9% attend New Horizons, 34% attend College, T raining Centre
or University . 22% have no meaningful occupation.  An additional 94
adolescents, aged 13 to 17, have a confir med diagnosis of AS/HF A and will
require access to adult ser vices in the near future.  Many have additional
attentional and hyperactivity disorders.

6.6.8 Given the possible total prevalence of ASD, it is evident that many adults do
not present for diagnosis and may not require specialist professional
assistance, but the extent of need is inevitably dif ficult to ascer tain in the
absence of autism specific services and appropriate information systems.  For
those who do seek help, the following ser vice components are recommended
as representing a minimum standard of provision by the NAS. 120

6.6.9 Assessment and Diagnosis. Currently, there is a lack of exper tise in the
assessment and diagnosis of people with AS/HFA throughout Northern Ireland.
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Clinics which specialise in this work are uncommon, not only in a regional
context, but nationally and inter nationally.  One local Community T rust has
established a diagnostic ser vice, specifically for intellectually able individuals
who are referred with a query of ASD.  Many adults coming to the attention of
services have complex difficulties, often including co-morbid mental illness.  It
is essential that a comprehensive diagnostic evaluation is under taken by
professionals with expertise in autism and mental illness.

6.6.10 Support. Post-diagnostic support is extremely limited in Nor thern Ireland for
all who have ASD, their families or carers.  However , people with diagnoses of
both autism and a significant degree of intellectual impairment are likely to fare
somewhat better than those intellectually able individuals with autism, as the
former are ‘eligible’ for provision by learning disability programmes of care.  At
present, appropriate suppor t is almost non-existent for adults with AS/HF A as
they are usually excluded from lear ning disability (by vir tue of their higher
cognitive ability) and from mental health ser vices unless a mental illness is
confirmed.  Lack of appropriate ser vices greatly increases the likelihood of
secondary mental health problems developing.

6.6.11 Some individuals have been accepted by ser vices for people with a lear ning
disability, as providers currently have nothing else to offer.  Whilst this is clearly
inappropriate for adults with AS/HFA, and draws on already scarce resources,
in most areas of Nor thern Ireland it may be the only help available.  These
professionals with expertise in learning disability, like their colleagues in mental
health, do not feel that they have suf ficient knowledge of AS/HF A, the
therapeutic skills required, nor an awareness of the types of ser vices that may
be needed.

6.6.12 To date, only one Health and Social Ser vices T rust has developed a pilot
project designed to assess the needs of individuals with AS/HFA and their
carers, to support both, and to provide a therapeutic service specifically for this
population.  Some voluntar y sector ser vices have successfully provided
sensitive individual support and accommodation.

6.7 Services for People with Disorders of Gender and Sexuality 

The Nature and Extent of the Issues

6.7.1 The Psychosexual Ser vice as a component of mental health ser vices is
uniquely positioned to address the emotional and bodily-based derivatives and
expressions of disorders of gender and sexuality .  The ser vice must of fer an
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expertise that addresses both sides of the mind/body equation within a psycho-
physiological developmental framework.  Although Nor thern Ireland has
benefited from services located principally at the Belfast City Hospital since the
mid 1960s, services throughout the United Kingdom are patchy.  For example,
in a recent survey121 only 21% of commissioning authorities provide services at
a local level for transpeople (individuals regarded diagnostically as
transsexuals).

6.7.2 Psychosexual services provide for people with a diverse range of disorders of
gender and non-organic disorders of sexuality .  Rather than a spectr um of
disorders, the diagnostic categories reflect quite dif ferent population groups
with specific needs.  For example, transpeople have a low prevalence (varying
from 1/2900 for male to female and 1/8300 for female to male in Singapore 122

to 1/11900 for male to female and 1/30400 for female to male individuals in
the Netherlands 123) and constitute only 12-14 new refer rals each year to the
Northern Ireland Regional Ser vice.  However , due to the complexity and
longevity of their needs, they often require significantly more input from
services (on average treatment and follow-up lasting for 5-6 years) compared
to individuals with, for instance, sexual dysfunction.  Evidence suggests that
transpeople demonstrate high levels of mental ill-health (requiring active
psychiatric inter vention) at the point of accessing ser vices, often with high
rates of parasuicidal behaviour and substance misuse, 124 and it seems likely
that this is a direct consequence of dif ficulties with their sexual identity.  There
is also convincing evidence to suppor t treatment of transpeople, 125 and that
regret after sex reassignment is low, ranging from none to 3.8%. 126

6.7.3 Although individuals with non-organically based sexual disorders constitute
most refer rals to psychosexual medicine (78% of refer rals to the Belfast City
Hospital Service) they tend to require shor ter and less intensive inter ventions.
This group of disorders appears to be ver y common throughout the general
population, although precise data for Nor thern Ireland is as yet unavailable.
However, studies elsewhere suggest prevalence rates for women may be as
high as 43%127 (a substantial number of which would require the assistance of
a psychosexual ser vice), with disorders of female sexual arousal constitute
70%128 of attendances at psychosexual ser vices.  For men, erectile disorders
have an incidence of between 7-25%, 129, 130 and 59% 131 have a psychological
basis.

6.7.4 Individuals with disorders of sexual preference (paraphilias) constitute the other
main category of referral (14% of referrals to the Belfast City Hospital Service).
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There are few reliable sources of data in ter ms of incidence in the general
population.  Of fenders tend to be dealt with through forensic and probation
services.  However , those who are r eferred to psychosexual ser vices tend to
have complex needs and may require specialist psychotherapeutic
involvement over prolonged periods.

Current Services

6.7.5 The Psychosexual Service based at the Department of Psychiatry in the Belfast
City Hospital has of fered services on a regional level from the mid 1960’ s.  In
the 1980’s the Western Health and Social Ser vices Board developed a local,
consultant-led ser vice in Omagh.  Some ser vices for sexual dysfunction are
also of fered through family planning clinics, by a variety of mental health
professionals with an interest in this area.  In the voluntar y ser vice, similar
treatment is available mainly through RELATE.

6.7.6 The largest and most comprehensive ser vice remains that located at the
Belfast City Hospital.  The Psychosexual T eam is led by a Consultant
Psychiatrist and is constituted by multidisciplinar y therapists including input
from social work, nurse and general practice.  Although there is access to
inpatient places in Windsor House, this is only required on an exceptional basis
and the vast majority of work is sessional and outpatient based.  Most of the
team members have accredited training in a range of psychotherapies.

6.7.7 In addition, through the General Practitioner Therapist there is a skilled focus on
the assessment and treatment of cer tain physical aspects related to
psychosexual disorder.  Referrals are accepted from General Practitioners and
Consultants in other branches of psychiatr y, surgery and medicine.  There are
currently established links with ser vices in Great Britain for the purpose of sex
reassignment surgery (as this is not available in Nor thern Ireland), organised
through private medical facilities.
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APPENDIX 7

STATEMENT FROM
EXPERTS BY EXPERIENCE
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PREFACE

We choose to call ourselves Exper ts by Experience (EBE) rather than Ser vice Users
because the term highlights the unique contribution that we, who have direct
experience of emotional distress and the mental health ser vices, can make to the
Review process and the development of mental health.

Given our distinctive exper tise, the EBE Group felt it necessar y to take a broader view
than the strategy document and address some areas of fundamental concer n, which
were not explored within the Adult Mental Health Strategy document. The EBE Group
identified the topics in this Appendix as central to the recover y process. W e are the
reason for existence of the mental health services and treatments, and we believe it was
necessary for us to develop and publish our position on these issues.
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MISSION STATEMENT

1.1 Everyone who lives has mental health needs.  In an imper fect world people
become emotionally stressed, depressed and unwell and they seek help and
healing. Society’ s response in the wester n world is the psychiatric system
which some of us have managed to sur vive with psychological scars and
perhaps dr ug dependency but with a renewed sense of our rights to full
citizenship, equality and self- determination. 

1.2 We claim our rights to be valued for our dynamic diversity and dignity .  As
Experts by Experience we want to shape the environment, community and
practice of mental health care, legislation and policy .  A holistic approach is
needed to acknowledge the reality of our emotional, spiritual, intellectual,
social and physical being.

1.3 “Professional carers” who work in this field must be trustworthy and listen in an
open, non- judgmental way , respecting our views and requests.  This is
essential to creating a par tnership of trust, respect and empowerment.
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DYNAMICS

2.1 We choose to call ourselves Exper ts by Experience (EBE) rather than ser vice
users because the term highlights the unique contribution that we as insiders
can make to the review process and to the development of mental health.

2.2 The Exper ts by Experience group of the Review presents this paper because
we want to assert that we are not just stakeholders responding piecemeal to the
Strategic Framework, but central to the whole review .

2.3 We believe that the dynamics of the Review have been coloured by the fact that
we were brought in at a late stage to validate or respond to agreements already
in train. This may have reflected our previous status but now it is crucial to the
Review that we have partnership, equality and power. We want full participation
in a process that is transparent and person-centred throughout.

2.4 Although claims are made that the medical model of health, whereby a
“patient” is deemed sick and needs treatment from an exper t, has been
superseded by newer models, our experience is that the attitude lives on in
practice. This approach does not take into account the depth of the person’ s
experience. Practice needs to be holistic and respectful of individual
personalities and of social or spiritual aspirations and attainments.

2.5 Every aspect of human behaviour can be classified as a symptom. We want the
mental health environment r un on needs based criteria rather than being
dependent upon divisive labels and symptoms.

2.6 We believe that we as exper ts hold a wealth of infor mation about the roots of
our distress and the process of recover y. Our autobiographical evidence must
be given more impor tance than clinical data. Until our evidence and feedback
is included, the quantifiable outcome is flawed and seriously under mined.

2.7 Every one has mental health needs and it is possible that anyone might at
some time need mental health ser vices. No one can dispute this. However the
legacy of the medical model creates unacceptable divisions between the
perceived sick and the healthy, normal and abnormal, good and bad.

2.8 Further divisions are made when labelling "severe and enduring"‚ which in turn
leads to unjust prioritisation of needs and services. Divisions also exist amongst
professionals, which create unhelpful hierarchies resulting in some workers
being undervalued and demoralised.

2.9 We want tr ue par tnership in our str uggle to recover y, based on transparency
and accountability, to a code of good practice that has the agreement of the
Experts by Experience group.
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PERSON-CENTRED APPROACH

3.1 Within our diverse Experts by Experience group, each of us has our own horror
story of the ef fects of when we were controlled and felt as if we were being
treated as objects rather than persons. There is consensus within the group that
if only one element could be changed we would wish it to be the prevailing
attitudes of those who engage with us.

3.2 The language of the Strategic Framework document is well seasoned with the
words “person-centered” and whilst we acknowledge that this is well meant and
a good step forward, without definition it loses significance.

3.3 Our definition derives from the Rogerian approach1 in that we want to be viewed
as being at the center of our own universe, which has validity for us. W e want
to be understood as we are, with our dignity and unique stor y rather than in
relation to preconceived and disempowering concepts. W e have faith that
everyone and not just users, has the capacity for and tendency towar ds fuller
functioning and self-actualization, if these are nurtured by empathy ,
congruence and respect. We all have within ourselves vast resources for self-
understanding and for being able to lear n and change.

Congruence, Empathy and Unconditional Positive Regard.
3.4 As any number of users of mental health ser vices can testify at great

length,possession of these skills and the communication of them is not innate
in service providers and carers. They have to be taught and lear ned. 

3.5 Training in the person-centered approach is dif ferent to all other clinical
approaches because it demands that the therapist wholly takes their lead from
the client. It is rigorous and rewarding because it is process oriented and based
on being rather than doing. It is a ver y difficult skill to master often depending
upon holding back rather than imposing solutions

3.6 We need all professionals in the mental health field to have specific training in
the person-centered approach as par t of their overall learning.

3.7 At present the only therapy mentioned in the Strategic Framework document
is Cognitive Behavioural Therapy . This may be a helpful therapy based on
admirable theories but it is only par t of the picture. As users of mental health
services we want a broader choice of therapies and we want them delivered in
a person-centered way.
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3.8 Person-centred therapy training and provision is fairly widespread  in the r est
of the U.K. There are more person-centred training places on British
Association for Counselling and Psychotherapy (BACP) accredited training
courses than for any other therapeutic modality . An additional interesting
statistic is that in ter ms of the major academic publishers, book sales in the
person-centred therapy domain are greater than all of the other therapeutic
approaches combined.

3.9 A similar , though not quite so pronounced bias is noted in ter ms of the
employment of counsellors, particularly in the field of primary health care. For
example the Lanarkshire Primar y Care T rust employs a total of 16 full time
therapeutic counsellors to work across 61 general medical practices. This
contract is in its ninth year and it operates on a specification laid down by
Lanarkshire Health Board which required the employment of person-centr ed
therapeutic counsellors. The view taken was that the evidence for this approach
was equal to others, including CBT but a notable factor was the distinct patient
preference for the person-centred modality. 

3.10 Exactly the same patter n of evidence is r eflected in the largest randomised
control trial into primar y care counselling ever conducted in Britain. The King
study found that found equivalence between person-centred therapy and CBT
over four month follow-up, but again with clear patient pr eference for person-
centred over CBT2.

3.11 The consistent representation of CBT as having better evidential base over
other approaches is seriously questioned in the latest edition of Bergin and
Garfield’s Handbook of Psychotherapy and Behaviour Change (Lamber t,
2004).  A par ticularly notable paper in this regard is that provided by Elliott,
Greenberg and Lietaar3.
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RECOVERY

4.1 Recovery needs to be at the very top of the mental health agenda and accepted
as an integral and central par t of any proposed model of mental health care.

4.2 Taking ownership of the ter m, we define it from our experience rather than
acquiescing to a definition that derives from theoretical sources popular
amongst professional mental health workers.              

4.3 The concept of recover y is ver y personal and subjective, as such it must be
self-defined.  For some it is a journey, with significant landmarks, rather than a
destination.  Others describe it in ter ms of:

peace of mind 

happiness

accepting who I am

independent living

power to change things in my life

living life to the full

learning to accept the limitations of my relationships

coping with what is rather than what I want

coping with life’s obstacles in my own way 

I think therefore I am.

4.4 The concept of recover y and empowerment should replace the old notions of
maintenance and rehabilitation. For many , rehabilitation is cold and
mechanistic and often dehumanising. For some it is r edolent of industrial
therapy centres, which may still have a role, but do not suit the needs of all
people with mental health dif ficulties.  

4.5 Mental health workers and ser vice providers need to be aware of the often
negative and disempowering effects of institutionalisation. We need to avoid the
creation of a mind-set of controlled confor mity and subser vient compliance,
which has been prevalent in approaches to mental health ser vice users
encouraging a form of learned helplessness.

4.6 What is needed is a full and satisfying life as the individual sees it. A range of
alternative therapies and life enhancing programmes need to be made
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available.   Some have found benefit in suppor ted employment centres but
work needs to be continued to ensure that such centres operate at a high
standard, putting service users at the hear t of activities.

4.7 The mental health worker’ s role is to suppor t and r espectfully encourage the
person in their own journey of recovery.  These efforts need to be enhanced by
the work of the advocate, in par ticular the peer advocate, who can aid
communication, creating positive relationships of equality.

4.8 The community also has a role to play in recover y by providing safe havens
and places of sanctuar y in times of crisis as alter natives to acute hospital.
Peers, family and friends may also be involved in facilitating recover y.

4.9 Those of us who have experienced recovery, having come through difficult and
tortuous journeys, have exceptional authority and insight. This enables us to
offer hope and encouragement to others who are still wrestling with their own
pain. Having sur vived, we are a valuable asset to a society str uggling with its
own brokenness.
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PEER ADVOCACY IN MENTAL HEALTH

5.1 The Strategic Framework document acknowledges par tnership with ser vice
users in ser vice planning and deliver y as a fundamental principle in mental
health care.  We support service user involvement, not in a tokenistic fashion,
but with real consideration of the positive contribution we can make to the
mental health care services. 

5.2 Our experience will be invaluable in the monitoring, quality control,
development and delivery of services. One strong and proven route to ser vice
user involvement is through the peer advocacy movement which we hear tily
recommend as being of unique value to all ser vice users and our allies in the
mental health statutory and voluntary services. 

"Given that there are no other diagnoses for which laws are passed
requiring that patients follow doctors’ orders, the ramifications of mental
illness encompass a great deal more than the illness itself.”

"The peer movement is predicated on the idea that there is a knowledge
base of proven, experiential, indigenous wisdom that has come from
struggling with the problems of mental illness in concrete ways." 1

5.3 Peer advocacy challenges the discrimination and stigma attached to "mental
illness".  It is also a tool for empower ment by which to build, or re-build, well-
being for people whose mental health condition has damaged self-esteem and
confidence, induced a sense of wor thlessness, inter rupted careers and
contributed to social isolation and pover ty. This empowerment and its benefits
are experienced by both the advocate and the client of peer advocacy ser vice.

5.4 Peer advocacy involves having an accredited training, a Code of Practice - with
confidentiality at its core - and regular supervision. It includes information and
peer suppor t in areas such as talking therapy , self-management of one's
mental health condition, coping strategies, physical health promotion, general
mental health education, anti-stigma suppor t, infor mation regarding
medications, green therapy (e.g. doctor's prescription for visit to gym,
swimming pool or relaxation) and other alter natives or complements to
medication treatments. Peer advocacy ser vices include infor mation and
signposting for welfare benefits, housing, access to mental health ser vices and
access to education and training.

5.5 Peer advocacy makes a special contribution to recover y from mental ill health
by offering hope to the person seeking help. It can be inspirational: the client
sees a peer now strong and able, a good role model.
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5.6 There is added benefit in ser vice user relating to ser vice user: clients can trust
and feel respected. There is no power dif ference in the relationship.  It is often
easier to talk to a peer advocate because there is real empathy in the str uggle
to overcome mental health problems.  The client is empowered as peer
advocacy challenges dependency and gives them significant control.

5.7 Peer advocacy is truly person-centred: the client is the focus of activity.  There
is no conflict of interest: the peer advocate will act only upon the wishes of the
client.  The peer advocate listens empathically and the client can, sometimes
for the first time, put their thoughts about their condition into words.

5.8 Peer advocacy aims to promote accountability in the mental health ser vices
and to contribute to ongoing improvements in ser vices. In addition, we believe
that peer advocacy , through better communication, enables mental health
workers to support their clients' involvement in their own recover y. 

5.9 Pressures on professional mental health workers limit the amount of time they
can spend listening to clients. The client, therefore, frequently doesn't get
enough time to describe his/her concer ns. This can cause severe additional
distress. The peer advocate can dedicate more time which the client finds
helpful. Professional mental health workers can benefit from peer advocacy as
well as clients because the advocate is well placed to articulate the concerns of
the client.

5.10 Supporters of peer advocacy in the mental health ser vices are well aware of
these benefits.  Peer Advocacy needs more appreciation, rather than the
present patchy acceptance or resistance from mental health workers. There is
no need for anyone to feel threatened by the peer advocacy movement in terms
of power or job demarcation or professionalism. It merits inclusion, promotion
and a spirit of par tnership, as it is a valuable independent extra resource.

5.11 Professional mental health workers cannot claim to advocate for their
"patients" when there is a contradiction inherent in their roles.

5.12 Contributions from the "Experts by Experience" are invaluable where the client
has misgivings about their treatment or diagnosis or where the client is being
disrespected for example being refer red to as their condition.

5.13 Those Health Trusts who have welcomed and monitored peer advocacy know
the professionalism of this service in relation to the client and the mental health
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workers. Clients report less frequent return to hospital, more hope for recovery
and less dependence on key workers. Significant numbers of clients choose to
return to the peer advocacy ser vice and encourage other ser vice users to do
so.  It is clear to these Health T rusts that peer advocacy is not simply a
complaints or a welfare rights ser vice. 

5.14 As there is some resistance to peer advocacy we recognise that ther e is
practical educational work to be done by the peer advocacy movement and its
allies in the mental health ser vices. 

5.15 There is power ful user-led and experiential evidence to suppor t our claim that
peer advocacy is vital to the development of an enlightened mental health
service.

Recommendations
1. That the role of the peer advocate, as advocating continually on behalf of

people with mental health dif ficulties, be recognised as an integral par t of the
service.

2. That peer advocacy be accepted in all T rusts and by all professional mental
health workers. That it should be welcomed, suppor ted, resourced and
promoted as policy.

3. That a publicly funded user -led advocacy body be established to oversee
policies, standards, supervision protocols and codes of practice.

References:
This section is informed by articles in "The Advocate" - Magazine of the UK Advocacy
Network, UKAN, 14-18 West Bar Green, Shef field, S1 2DA. Tel: 0114 2728171

1 Choice Advocacy and Case Management Ser vices, New Rochelle, New Y ork
(http://www.choicenr.org) 
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IN TIMES OF CRISIS

6.1 The consultation document on the Strategic Framework freely admitted (para
4.20) that:

"People with severe mental illness often experience crisis which may arise
through illness relapse or through problems coping with the demands of
their social and personal situation".

We strongly contend that dif ficult or intolerable social and personal situations
are very often the cause of the perceived mental illness in the first instance and
the "treatment" meted out in the psychiatric system is what makes their illness
"severe and enduring".  W e want to ensure that the evidence of the person
concerned is heard and respected rather than dismissed as ir relevant and
lacking insight. 

6.2 To avoid the mistake of mistreatment arising out of perpetuating labels we
recommend that people be given the oppor tunity for the root causes of their
distress to be addressed.

6.3 Those with severe mental illness have what is generally refer red to as a
"diagnosis". This is a label, which carries a huge weight of so-called "evidence-
based" prejudice with it. It also precludes any real possibility of recover y and
creates a mentality of negative self-fulfilling prophecy .  What we want is a
climate of positive optimism and shared deter mination to find ways of
overcoming crises and working towards recover y.

6.4 The consultation document on the Strategic Framework acknowledged (para
4.20) that:

"in many circumstances admissions are likely to have an underlying
social rather than medical cause, the likelihood of being admitted being
more strongly correlated with social rather than clinical factors."

We support this statement and suggest that the emotional crisis may be a
healthy and rational response to ver y unacceptable life circumstances

6.5 The consultation document on the Strategic Framework also stated (para
4.20):

"Present evidence suggests that the majority of inpatients are admitted to
psychiatric hospitals as emergencies."  At times of perceived crisis it is
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important to discer n who experiences it as an emergency; the so-called
"sick" person or others who find it hard to accept and cope with their
behaviour.

6.6 If the cause of the “crisis” is social and emotional, the response needs to
address these issues appropriately rather than simply medicating the problem.
Close scrutiny of these responses on the ground shows them to be not only
inappropriate, but also fundamentally unhelpful and untherapeutic as well as
being an "inef ficient use of resources".  (At a recent conference of mental
health professionals, it was asserted that 75% of prescribed medication is never
actually taken by the recipient).  We contend that this is a poor use of economic
resources as well as a challenge to the cur rent psychiatric system.

6.7 Medical responses may be appropriate but often are degrading and
dehumanising. Witness instances, not at all uncommon where the "distressed
person" experiencing perhaps intolerable social circumstances is subjected to
the ver y clear mistreatment of being forcibly ar rested by ar med police and
uniformed ambulance personnel very often in full public view and driven to an
acute hospital ward to be physically dragged along a cor ridor, held down by
uniformed staff (predominately male) and injected with a chemical substance
against their will.  No treatment could be more degrading, traumatising and
dehumanising.  The Strategic Framework acknowledges that it is inappropriate
and ineffective. 

6.8 In a society which claims to be committed to r especting the human rights and
dignity of all its citizens we ask for this practice to be abandoned and r eplaced
with more humane and appropriate responses.   People in emotional distress
must be treated considerately and not like dangerous criminals, detained
against their will without a fair hearing and legal representation.  It would not
be at all acceptable in law for even dangerous criminals to be subjected to
enforced drugging. Yet this is allowed to go on daily in our psychiatric hospitals.

6.9 What is needed is respect, care, listening, understanding, gentleness, empathy
and the provision of a safe and welcoming environment. Hospitals do not often
provide these responses.  We, as Experts by Experience, recommend that crisis
response should wherever possible be provided in the presence of peer
advocates or, if requested, by the person experiencing the “crisis” it should be
undertaken by caring and enlightened mental health workers. 
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6.10 It is paramount that the person in crisis has a choice in the matter of the care
received and that it is not a “treatment” imposed with little or no regard for civil
rights and liberties and self-determination. Current legislation allows for serious
abuses such as those cited already . The response needs to be genuinely
person-centred, and to recognise the rights and dignity of all concerned. If there
are conflicting interests between the distressed person and the "carers", the
person's right to self-deter mination and equality of oppor tunity needs to be
safeguarded. Sometimes there can be unhealthy “collusion” between carers
and professionals leaving the person at the centre of the situation
disempowered. 

6.11 Mental health crises need responses, which are open, r espectful and just,
demonstrating accountability and transparency . Home or respite ser vice
responses should be the nor m. Medication will most often not be appropriate.
It is a medicalising of an emotional crisis. A 24 hour telephone ser vice staffed
by caring and experienced people (preferably Experts by Experience or trained
lay volunteers) would be much more helpful and less intimidating than the
typical present treatment.  Crises properly handled can actually become
opportunities for growth.
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TRAINING AND WORKFORCE

7.1 The Exper ts by Experience group would like to highlight several impor tant
issues with regard to training.   W e feel very strongly that in order for the new
vision to be tr uly inclusive of ser vice users and hence achievable, that the
values and principles expressed by this Review must be genuinely upheld and
implemented.  

7.2 We express disappointment that both self-management training pr ogrammes
and pro-active ser vice user development initiatives were totally overlooked.
Therefore we have genuine concer ns about the valuation of our input not only
to this Review but also to the future development of the perceived new vision
in general. As mental health service users, we have become accustomed to and
hence are acutely aware of any denial of the exper tise that we have to of fer. 

7.3 For the proposed par tnership to work there must be acceptance of our future
role and our exper tise and experience of mental diversity , and experience of
services provided, all of which give us that extra dimension over head-
knowledge and work-related experience. Exper tise gained through trial and
error, pain and hardship, separation and incarceration has taught us a lot;

• about ourselves, 

• about others:  we have a deep appreciation of what is happening for other
people when they are in distress,

• about ser vice providers, both statutor y and voluntar y:  we have an
understanding of what works and what does not work – what is most
personal is universal,

• about all other statutor y and voluntar y agencies:  the majority of ser vice
users know through actual experience how problematic it can be to have
to sort out anything in connection with Social Security, DSD, housing etc.
especially just after a time in hospital or when feeling par ticularly
unsettled.

Service user led initiatives provide a safe, confidential and suppor tive
environment among people who are known and tr usted and who can help
explore relevant issues.

7.4 Whilst we too may have academic qualifications or work related experience
these could never equal our skills, relevant to mental health, which accr ued
through having mental health problems.
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7.5 The ultimate goals of all of us involved in mental health care/suppor t, must be
partnership rather than authority; empower ment rather than control; personal
self recover y rather than an emphasis on being managed/maintained by
others.1 Service users will continue to break down any walls of division; some
erected in the name of mental health professionalism, and will work towards
genuine inclusiveness in this sphere.

7.6 For this Review to be sincerely committed to the ethos of the new vision, the
workforce must be inclusive of all those involved in the process of creating its
reality, including service users and carers, in a meaningful way.

7.7 Due to the monopoly , upheld by legislation, that psychiatr y has enjoyed and
exploited in the arena of mental health in Nor thern Ireland particularly, serious
damage has been done, and still is occurring, due to oppressive practices. The
negative impact of institutionalisation - loss of self-identity , loss of
independence and traumatisation has resulted in a great number of, especially
hospitalised, mental health ser vice users needing to be re-empowered, at
various levels.  This re-empower ment involves regaining belief in themselves
as persons first and foremost, becoming confident again in their own individual
abilities and strengths and reclaiming personal responsibility. 2

7.8 The Experts by Experience group unanimously endorses that all those involved
in providing care/suppor t should be adequately and appropriately trained and
educated in order effectively to work in true partnership to achieve these goals.
Until this vision is tr uly implemented and is seen to exist, with ser vice users
sitting alongside professionals in joint planning, training and education, the
existing power imbalance will endurebetween services users and professionals.
In multidisciplinary contexts current practices can be particularly demoralising
and destructive for those grass-roots professionals who work in an environment
lacking any suppor t from within their own managerial str ucture. Professional
judgements are frequently over ruled by clinical judgements. Independent
advocacy also in this climate has limited ef ficacy. The psychiatrist’ s word is
deemed to be final.

7.9 Therefore, r esponsibility and accountability in ensuring that adequate and
appropriate planning, training and education are accessible to all persons
involved must be equally embraced by all. 
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Recommendations
1. The establishment of An Ethical Framework Strategy which is inclusive and

applicable to all involved in providing care/ suppor t to people with mental
health problems

2. The establishment of a Ser vice User Involvement Planning Gr oup, in
collaboration with DHSSPS and Health and Social Services Boards, adequately
resourced and appropriately located.

3. Mental health ser vice users’ individual life skills be identified, acknowledged,
supported, encouraged and incorporated within all aspects of mental health
service provision and af forded oppor tunities for continual development either
though service user/professional or jointly led training and education.

4. Service users must be given real oppor tunities to use and enhance their skills
through meaningful involvement in the planning, deliver y, evaluation and
monitoring of the services.

5. Service users should be actively involved in the recr uitment of all personnel
seeking involvement at every level in mental health ser vice provision.

6. In order to moder nise existing ser vices in Nor thern Ireland, posts must be
created enabling past and present ser vice users to be employed. 

7. Peer advocates must also be actively involved in all the multi-disciplinar y
teams that operate within and outside psychiatric and hospital settings. This is
to ensure that the ethical principles established are upheld with the right
attitudes

8. Service user involvement must be incorporated within the continuous
assessment process throughout the duration of all professional training
including psychiatry. Service users must be involved from the beginning of all
training courses, including planning, working, in equal partnership at all levels,
to ensure that trainees uphold the core values and principles of the agreed
ethical guidelines governing the mental heath framework.

9. Service users must be involved in the ongoing education of mental health
professionals in order to safeguard maximum ef ficiency of human resources
and good practice.

221
BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 267 of 3342

MAHI - STM - 083 - 267



References
1 Repper J., Perkins R.{2003} Social Inclusion and Recover y Bailliere Tindall,

London.

2 Bodman R.,Davies R., Frankel N., Mintol L., Michell L., Pace C., Sayers R.,
Tibbs N., Tovey Z. and Unger E.(2003} Life's Labours Lost  The Mental Health
Foundation, London.
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TREATMENTS

8.1 As users of mental health ser vices all of us have felt at some point abused by
the system of psychiatric “care”. Treatment is therefore a very important issue
for us.  Recovery can only be fully realized in a person centered holistic context
not under mined by diagnoses and predicted outcomes, which dictate the
perceived “needs” of the individual.

8.2 Our main concerns about a treatment-led mental health service are as follows.
The vast majority of research into “mental illness” is suppor ted and funded by
pharmaceutical companies, which have an undeniable vested interest. The
biological, medical and genetic paradigm therefore predominates within the
area of mental health. There is an obvious bias here. Research into the
environmental causes and solutions to mental and emotional distress are
neglected and often ignored. Alter native and complimentar y therapies are
undervalued and often unavailable.

8.3 Our experience tells us that choice of medication is rarely if ever given.
Negotiation and par ticipation in medical treatments is never encouraged and
rarely facilitated. Infor mation on medication is usually pr ovided in an
inappropriate for m (prescription leaflets) and at times is explicitly withheld.
This situation leaves the service user feeling at best disempowered and at worst
resentful.

8.4 The mental health professional argues that although medications used to treat
mental ill-health have significant side ef fects, these are regarded as the lesser
of two evils: “better to endure the side-ef fects than become a danger to self or
others”. Risk of non-compliance becomes the main concer n for the mental
health professional with coercion and forced treatments taking pr ecedence
over therapeutic work. Side ef fects such as paralysis, involuntar y movements,
extreme constipation and weight gain with the possibility of hear t and kidney
failure (to name but a few) are regarded as acceptable to the administering
services though often intolerable to the recipient. There is a lack of balance
here between the risks posed from the side ef fects of medications against the
risk of relapse. Many people who receive such prescriptions often dispose of
their dr ugs rather than take them and suf fer the side ef fects. This is a great
waste of resources that could be better utilized in providing helpful alternatives.

8.5 Research continually provides evidence on the ef fectiveness of medications. If
these medications are so ef fective why do so many individuals relapse while
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remaining on their recommended dose?  W e have lear nt that much of the
evidence demonstrating the reliability and validity of medications has been
found to be manipulated or misused to suppor t the medical model of mental
illness. Our experiences in repor ting hither to unknown side ef fects have been
continually ignored and have only been taken seriously many years after our
first reports. 

8.6 We therefore have the moral right to question all evidence on the reliability and
validity of medications.  W e have the right to ask questions, criticise when
necessary and to be taken seriously . W e have the right to all infor mation
available on medications and to be par t of the monitoring process of the
effectiveness of any medications we agree to take. W e have the right to refuse
medications. 

8.7 We want more independent research done on the best methods to reduce
medication dosage and the safest ways to eventually become free from all
medications prescribed for mental ill-health. This would enable people to make
a genuine choice about the use of medication. 

8.8 We demand more choice, e.g. therapies and activities that can replace
medications. W e want more r esearch done on the therapeutic benefits of
complementary and talking therapies.

8.9 We have witnessed and endured the over -prescription of medications to
crippling and often dangerous levels. We believe it is time that an independent
body monitors the prescribing of medications for mental ill health.

8.10 A mental health service that is medically driven will never have the capacity or
understanding to facilitate the spiritual jour ney that is essential for individual
recovery.

Reference
The British Psychological Society (2000), Understanding Mental illness. Recent
advances in understanding mental illness and psychotic experiences, Leicester .
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CONCERNS ABOUT ECT

9.1 We are concer ned about the administration and safety of ECT . We abhor the
abuse of consent, par ticularly when nominally voluntar y patients refuse
consent and then become subject to the threat of detention which is often
enforced.  This is known as “de facto” detention, whereby a person enters a
psychiatric unit voluntarily but is then threatened with being “sectioned” if they
attempt to leave the premises or do not comply with the treatment of fered
(ECT or drugs).

9.2 We are opposed to ECT ever being a first-line treatment. Most of the Exper ts
by Experience Group proposed an outright ban on ECT . An alter native
proposal was a moratorium. A minority felt it should be a choice for those who
wished it. No one is willing to have it (again) themselves.

9.3 In our presentation of research data our aim is to include compelling user - led
and user-approved research to highlight the depth of feeling and concer n we
hold concerning this issue.

The 2001 MIND Survey:  Experts by Experience
9.4 It is striking that most medical research papers on ECT never include r eports

of the patient's experience of ECT. In March 2001 the respected British mental
health organisation, MIND released a nationwide sur vey of people who had
experienced ECT, the "Exper ts by Experience" 1. One third of these had ECT
in the last 5 years. MIND was appalled at the damage still being done by ECT .
This sur vey did not deal with the issue of calibration of machines or
competence in administration, but simply how sur vivors of this procedure felt:

• 84% of respondents suf fered unwanted side ef fects including per manent
short and long ter m memory loss, repor ted per manent loss of past
memories of skills such as the ability to r ead, write, play music, or
concentrate, as well as headaches, drowsiness and confusion

• 73% of respondents were not given any infor mation about possible side
effects

• ECT has a racist aspect; respondents from black and ethnic minority
communities were more likely to be detained under the Mental Health Act
and to have received ECT without consent

• 72% found ECT unhelpful, damaging or severely damaging in the long
term.
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• 66% would not agree to have ECT again

• Depression (53%)was the most common diagnosis among respondents

• Over half (52%) were unaware they could refuse this treatment

• Over 40% reported permanent loss of past memories

• 36% reported permanent difficulty in concentrating

• In the long ter m, 43% of recipients found it was unhelpful, damaging or
severely damaging

• One third of recipients felt hopeful before having ECT, but 29% felt terrified
and 22% that they were being punished

• Only 8% had the oppor tunity to consult an independent advocate before
making a decision about ECT

9.5 Having noted these findings, the survey acknowledges that some people found
ECT helpful and some found it so when antidepressants were not helping, or
that ECT worked more quickly.  We present the negative findings because they
so seldom see the light of day, and if these results can apply to the percentages
of people cited, they can happen to anyone.

9.6 The Royal College of Psychiatr y itself acknowledges serious concer ns with
ECT.  Since 1980 three audits have been commissioned on the subject of its
use2. Each of these audits document gross incompetence in the administration
of ECT revealing outmoded, improperly adjusted equipment, carelessness,
ineptitude and inattentiveness despite new guidelines.  One sur vivor said, 

"Twenty years on, three guidelines, three audits and half a million patients
further on, the Royal College still can't ensure decent standards of care in
all or even most ECT clinics.”

9.7 There is an increase in the number of countries which have banned or are in
process of banning ECT. In this country, case law and jurisprudence to ban ECT
already exists under Articles 4, 5 and 6 of the European Convention on Human
Rights.

9.8 ECT still forms a key treatment strategy in the treatment of some people here
and its usage varies greatly from area to area and from one psychiatrist to
another.

9.9 We have major concer ns about the issue of consent. This can only be freely
given if full infor mation is of fered about all of the ef fects of the procedure and
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with no hint of intimidation should treatment be refused. Only eight percent of
respondents in the Mind sur vey had access to an independent advocate prior
to their decision. 73 percent could not remember being given any infor mation
about possible side ef fects. Infor mation about alter natives to ECT are rarely
offered, according to the experience of peer advocates.

9.10 Choice is an issue here as there can be no possibility of infor med choice when
the treatment is presented either as “the last option”, or that by not taking the
treatment, the possibility is of lifelong depression. This is tantamount to
coercion.

9.11 There are contradictions in the system about which treatments are considered
safe and what is a considered risk. Statistics about detained people having ECT
describe them as “requiring it” 3

9.12 We bring a sharp focus to the issue of the ethical right to make such a decision
or to take a risk for another person which can car ry such dire consequences.
A lack of transparency about the numbers of treatments given and their
outcomes also impedes decision making. W e are str ongly of the opinion that
the individual should be the one to choose how to treat their body and mind.

9.13 Calls for evidence-based research miss the point that we as Exper ts by
Experience are actually the evidence. The safety of ECT is a huge concer n to
us. We are concerned about the potential for brain damage, depression from
memory loss and other long-term injury and at worst death.

Safety -Research Findings

9.14 These ethical and experiential issues are placed first because the call is always
for evidence-based research. We, as Exper ts by Experience, are the evidence
in a ver y real sense. The safety of ECT is a huge matter of concer n to us.
Medical literature in the English language repor ted over 400 deaths from ECT
in the period 1942-19974.

9.15 Last year , NICE (National Institute of Clinical Excellence) published new
guidelines restricting the use of ECT to those people with severe rather than
moderate symptoms 5. While MIND, other mental health groups and most
importantly users and survivors, welcomed these guidelines, the RCP appealed
to NICE to drop the new restrictions. The potential for brain damage, death and
other long-term injury has been studied, debated, and the results published by
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scientists.  Rather than reinvent the wheel, we have include a brief literature
survey by an ECT review team led by Auckland University Geriatrics and
Neurology Professor Craig Anderson 6. This work for ms par t of a cur rent
submission to the New Zealand gover nment in their campaign to ban ECT .
This material is cited because of the abbreviated nature of the paper and so that
those who wish may discover some of the reasons ECT is beginning to be
discontinued in some countries.

Patient Deaths and Suicide
9.16 Reasonable evidence now exists to suppor t the fact that death may often be a

side effect ECT, particularly in elderly patients. Contrary to claims, death from
shock therapy is not, as suggested, 1 in 10,000 but closer to 1 in 200. 

9.17 A study involving 1,494 patients found no dif ference in suicide rates between
“treated” and non-shocked depressed patients 7. A close examination of the
literature does not suppor t the commonly held belief that ECT exer ts long-
range protective effects against suicide.

9.18 Memory Loss always accompanies the ECT treated patient. Even the US Food
and Drug Administration (FDA) have now declared that ECT may cause brain
damage and per manent memor y loss. Contrar y to the claim made that
"patients receiving shock treatment do not suf fer long ter m damage to their
memory" and that "only 1 in 200 patients have trouble with memor y after
shock treatment" one study showed that three years after shock treatment 50
percent of patients complained of poor memor y8. In fact, the 1 in 200 figure
was most probably an estimate. 

9.19 A recent Spanish study discovered that depr essive patients appear to suf fer
considerable cognitive dysfunction during maintenance treatment with
Electroconvulsive therapy (M-ECT).  Researchers maintained "Compared with
controls, M-ECT patients showed alterations in verbal fluency, mental flexibility,
working memory & visuomotor speed." 9

Neurological Damage
9.20 We are also convinced that the common statement made, that "ECT does not

cause brain damage," is nothing more that psychiatric propaganda of the worst
kind. There are many noted exper ts in the fields of both psychiatr y and
neurology who have reported brain damage as a direct result of shock therapy.
Indeed, some early literature on the subject indicated that brain damage was
the source of the "improvement" 
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Depression
9.21 The idea promoted that ECT treatment is ef fective in eradicating depression is

also very questionable.  A study car ried out as early as 1978 showed little if
any dif ference at 12 and 26 weeks between patients who received ECT
compared to those who received "fake ECT" 10. A further study car ried out in
1984 also showed little dif ference between shock treated and non-shock
treated patients after four weeks.  A six-month follow-up also showed no
difference11.

Safety Aspects of ECT
9.22 The philosophy put for ward in psychiatr y that shock treatment (ECT) is ver y

safe is certainly disputed. A study of death rates showed 23-45 percent higher
death rate for elderly patients at one, two and three years after ECT treatment
compared to a control group of similarly aged people that received alter native
psychiatric treatment12.

9.23 ECT-enthusiast Dr Cof fey and his associate Dr Figiel found that 10 out of 87
(that is 11 percent of) elderly patients getting ECT for depression remained
delirious between ECT sessions for no discer nible medical reason other than
the ECT itself. They documented by brain MRI scans that 90 percent of these
unfortunate patients had lesions in the basal ganglia areas of the brain, and 90
percent also had moderate to severe white matter lesions 13.

Patients
9.24 With the continued improvement of dr ug therapy, the use of ECT in younger

patients requires close scr utiny. An ar ticle in the American Jour nal of
Psychiatry14 reported that a 15-year -old girl with schizophrenia received 200
ECTs in 1 year . A 16-year-old girl diagnosed with dementia praecox was
treated with 15 unmodified ECTs in 3 days. The girl developed an organic brain
syndrome over a period of 3 weeks. Five patients were reported to have ended
the course of ECT prematurely because of side ef fects. These included a
depressed teenager who under went a switch to mania after five ECT s; two
whose treatment was discontinued because of increasing agitation; one who
showed marked confusion after two treatments; and an 18-year -old female
patient with bipolar disorder who developed neuroleptic malignant syndrome
following one ECT, after which the course was ter minated. 
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Conclusions
9.25 Mental health treatment, as in any medical procedure, should be about healing.

It is time that government policy moved to the elimination of electroconvulsive
therapy as an unproven and inherently inhumane procedure. 

9.26 Effective humane alternatives to these barbaric and outmoded treatments exist
now and should be promoted.  An urgent and comprehensive review of ECT is
needed.

9.27 The 2003 study , Phar macotherapy Following Electroconvulsive Therapy 15,
(JAMA,14 March 2003), highlights the fact that ECT is a short-term solution to
a long-term problem. Although Dr Harold Sackeim said in his opening
paragraphs that ECT had a relapse rate of 50 percent or better , his own study
showed a relapse rate of 84%- of those who responded to ECT in the first place.
The group that received nor triptyline alone had a relapse rate of 60%, and the
third group (nor triptyline and lithium) had a relapse rate of 39.1 %.
Furthermore, of 290 people who completed ECT, 114 (40%) did not respond.

9.28 While it is often difficult to find information presenting a view differing from that
of the psychiatric community , the statistical and anecdotal evidence has
become overwhelmingly in favour of banning any for m of shock treatment or
electro convulsive therapy (ECT) as a preferred treatment. ECT is an invasive,
inhuman and extremely degrading treatment, which, when given without a
patient's consent, almost cer tainly breaches human rights. In the same way
that we no longer perform prefrontal lobotomies, ECT should now be relegated
to the archives of psychiatric medicine.

Recommendations
Considering this infor mation, the Exper ts by Experience Group has major  concer ns
about ECT, and recommends:

1. That ECT is banned. (A minority opinion favoured it being kept as a matter of
choice.)

2. No individual should be given ECT against their will whether they are detained
or not. The practice of threatening voluntary patients with de facto detention or
full detention unless they consent to ECT must end.

230
BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 276 of 3342

MAHI - STM - 083 - 276



3.  Any individual for whom ECT is being considered must have access to an
independent advocate of their choice, and be provided with full infor mation
about ECT, including all possible unwanted ef fects. This explanation must be
provided in a format accessible to the person and must be agreed.

4. Living Wills, or Advance Directives, made when a person is well and giving
instructions on their choice of therapy should they become unwell, must be
respected as having full legal status. Copies to be lodged with a solicitor, family
doctor or consultant by the person. This would protect people against enforced
treatment.
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GLOSSARY 

Typical Antipsychotics
Older antipsychotic medication with a higher risk of causing involuntary movements or
muscle stiffness. Examples include chlorpromazine, haloperidol, flupentixol

First Generation Antipsychotics
See typical antipsychotic

Atypical Antipsychotics
Newer antipsychotic medication with a much lower risk of causing involuntar y
movements or muscle stif fness.  Examples include clozapine, olanzapine, risperidone
and quetiapine

Positive Symptoms
A cluster of symptoms including delusions, hallucinations and disor dered thinking that
can occur at any time in people with schizophrenia but are more common in the acute
phase of the illness.

Negative Symptoms
A cluster of symptoms including apathy, slowness and social withdrawal that can occur
at any time in people with schizophrenia but are more common in people with long-
term illness

Delusions
Unusual ideas or beliefs that are out of keeping with the person’ s cultural or social
background.

Hallucinations
Disturbances of perception, for example hearing voices when none are about.

Extrapyramidal side effects
A cluster of symptoms that resemble some features of Parkinson’ s disease. For
example, dif ficulty in initiating movement, slowness of movement, lack of facial
expression and muscle stif fness.
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Mood Stabiliser
Medicine given to tr y and prevent excessive mood swings.  Examples include lithium,
valproate or carbamazepine

Electro-convulsive Therapy (ECT)
A treatment where a small controlled cur rent is passed through the brain with the
purpose of causing a seizure
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EQUAL LIVES1

1 During the Review we met every month with the Equal Lives Group; men and women with a learning disability who advised
us on the work. They said that the Review should focus on ensuring that people with a learning disability have equal chances
and choices to other people in Northern Ireland. We have called this report Equal Lives to reflect their priorities.

Explanation

Figures in bold in brackets refer to references to show where we got
the information from. The details are given in Annex E at the back
of the report.

Words that are underlined refer to words that are explained in the
Glossary at Annex D.

The Glossary also lists all abbreviations that are used in this report.
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FOREWORD

In the summer of 2002, I was invited to chair the independent Review of Mental Health and Learning
Disability, commencing in October of that year.  By March 2003 it was clear that the work consisted of
several interlinked reviews under one overarching title, and encompassing policy, services and legislation. 

The Review Steering Committee has presided over the work of 10 major Expert Working Committees.  In
consultation with Government, we agreed to produce our reports on a phased basis.

Equal Lives is the second report from the Review.  It sets out a compelling vision for developing services for
men, women and children with a learning disability for the next 15 to 20 years.

The Equal Lives Review has adopted an evidence-based approach, drawing upon existing relevant
information and research, and where necessary commissioning research.  Exemplars of best practice local,
national and international, have informed the debate. Widespread consultations with stakeholders, in
particular people with a learning disability and their families and carers, have endorsed our vision and the
strategic direction of the Equal Lives Review.

The Equal Lives Review has concluded that progress needs to be accelerated on establishing a new service
model, which draws a line under outdated notions of grouping people with a learning disability together and
their segregation in services where they are required to lead separate lives from their neighbours. The model
of the future needs to be based on integration, where people participate fully in the lives of their
communities and are supported to individually access the full range of opportunities that are open to
everyone else. 

The success of implementing the Equal Lives recommendations depends on the contribution of many
stakeholders, but most of all Government, who must give a lead on implementing the process of change. We
fully recognise the resource implications and urge Government, in particular the Department of Health,
Social Services and Public Safety, to begin the necessary process of reform and modernisation of these
services immediately.

Professor Roy McClelland, deputy Chairman of the Review, and I thank Siobhan Bogues, who chaired the
Learning Disability Working Committee, and all involved in the Equal Lives Review for their efforts and
their commitment.

Professor David R Bamford
Chairman
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1

We hope the Review makes sure that people with a learning disability get the same
chances and choices as everyone else. Equal Lives Group

Show us respect by giving us the support and information we need. Family Carer

About the Review of Mental Health and Learning
Disability (Northern Ireland)

1.1 In October 2002 the Department of Health, Social Services and Public Safety (DHSSPS)
commissioned an independent review of law, policy and service provision affecting people with
mental health needs or learning disability in Northern Ireland. The Review of Mental Health and
Learning Disability (Northern Ireland) could be described as having 3 distinct strands:

• a review of policy and service provision for people with a learning disability

• a review of policy and service provision for people with mental health problems

• a review of the Mental Health (Northern Ireland) Order 1986.

1.2 While there are overlaps between each of these strands there are clear distinctions and in particular,
the Review of Mental Health and Learning Disability (the Review) recognises that learning disability
and mental health problems are very distinct and separate conditions.

1.3 This is reflected in the way in which the Review is being carried out.  An overall Steering
Committee, whose terms of reference are shown at Annex B, manages the Review. They are guided
by inputs from Expert Working Committees2, each of which is examining a particular area:

• Adult Mental Health • Dementia and Mental Health Issues of Older People

• Child and Adolescent Mental Health • Social Justice and Citizenship

• Forensic Issues • Legal Issues

• Mental Health Promotion • Needs and Resources

The areas being covered by each Working Committee are given at Annex C.

Chapter

1
“”

20:20 VISION

2 Words that are underlined refer to items that are explained in the Glossary at Annex D at the back of the report
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1.4 This report summarises the findings of the Learning Disability Working Committee and presents a
wide range of proposals for improving the lives of people with a learning disability and their families
by developing responses that are based on the key values of:

• Citizenship

• Social Inclusion

• Empowerment

• Working Together

• Individual Support.

1.5 The Review Steering Committee agreed the following Terms of Reference for the Equal Lives
Review:

Terms of Reference

• To carry out a review of policy and services for children and adults with a learning
disability

• To take into account the evidence base, national and international, for best practice in
the assessment of need, the planning of supports, effective means of delivering services
and the empowerment of people with a learning disability

• To comprehensively research the significant issues for consideration in future policy,
utilising all reliable, valid and up-to-date evidence and to take account of local
initiatives and needs

• To work collaboratively and consult widely with all relevant stakeholders both within
and outside the health and personal social services sector

• To liaise as necessary with colleagues on the other Expert Working Committees on
interface issues

• To bring forward to the Steering Committee a comprehensive and prioritised set of
recommendations giving due consideration to cost, workforce issues and infrastructure
needs.
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How Did We Carry Out the Equal Lives Review?

1.6 The Equal Lives Review is based on an extensive range of consultations, research and analysis,
carried out over the last year that included:

• establishing a Learning Disability Working Committee that managed the Equal Lives Review

• setting up the Equal Lives Group, which was made up of 16 men and women with a learning
disability from different parts of Northern Ireland who met with us every month and gave advice
on issues that they felt should be addressed

• meeting on 6 occasions with a group of family carers who gave feedback on ideas coming out of
the Equal Lives Review

• holding 6 public meetings with men and women with a learning disability who talked about what
they thought needed to change to make their lives better. Their views were collected by Equal
Lives Group members and published in a separate report called We Have a Dream... (1)

• holding 5 public meetings for carers in different parts of Northern Ireland to share their concerns
and suggestions. The issues raised at these meetings were published in a separate report - Focus
on Families. (2)

• meetings with a group of young people who told us about the specific things they want us to
address

• consultation with men and women who have complex health needs and/or a profound learning
disability and their carers. The issues raised at these meetings were published in a separate report
called Challenges of Complexity. (3)3

• setting up 6 Task Groups with various stakeholders to examine issues identified by the Committee
as being particularly significant in relation to improving the lives of people with a learning
disability - refer to Annex F for membership of the Equal Lives Review groups:

• Support for Children and Young People and Their Families

• Accommodation and Support

• Day Opportunities

• Ageing

• Mental Health

• Physical Health

• setting up a free phone line to provide an opportunity for people to share their views in a
confidential manner. This service was designed for those who could not, or were unwilling to,
attend meetings and to ensure that people from all over Northern Ireland could have their voices
heard.

3 These reports are available on the review web-site www.rmhldni.gov.uk

20980 makeup txt  9/1/05  9:00 PM  Page 3

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 321 of 3342

MAHI - STM - 083 - 321



4

• inviting people to make presentations to the Learning Disability Working Committee and Task
Groups.  Men and women with a learning disability, family carers and staff from a wide range of
agencies all took this opportunity to tell us what is working well and what needs to change.

• inviting individuals and organisations to provide written comments.  Many people took this
opportunity to express their concerns and ideas to the Learning Disability Working Committee.

• holding conferences and seminars on particular issues attended by over 400 people so that new
developments in services nationally and internationally could be presented and recommendations
for local services identified:

• day opportunities

• lessons from Sweden

• physical and mental health

• lessons from other reviews on implementation

• staffing and workforce issues

• growing older

• education

• youth

• family support

• play

• promoting equality

• early intervention

• finding out what has happened in other countries and locally by reading policy documents and
commissioning research from the University of Ulster. This research focused on 4 areas:

• creation of a directory of research studies into learning disability undertaken in Northern
Ireland4

• strategic review of learning disability policy and service provision

• reports on the 6 topics studied by the Task Groups

• study of organisational arrangements and how they may develop in the future.

• 2 seminars for political representatives

• circulation of a consultation report to a wide range of individuals and organisations which
resulted in over 70 written responses

4 This directory is stored on a cd-rom and is available free-of-charge from Room 12J10, School of Nursing, University of Ulster,
Newtownabbey, Northern Ireland BT37 OQB
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• an independent facilitator was commissioned to run a series of meetings with family carers and
men and women with a learning disability to secure feedback on the draft Equal Lives report

• detailed consideration of all responses received and redrafting to produce this final report.

How Does Our Work Fit in With the Rest of the
Review of Mental Health and Learning Disability?

1.7 The fact that the Equal Lives Review was conducted within a wider review of legislation, policy and
services relating to mental health and learning disability had a number of advantages.  First, it has
meant that we have been able to inform the work of other Expert Working Committees, which will
also address the mental health issues affecting people with a learning disability.  Second, we have
been able to liaise with the Expert Working Committees that are concerned with learning disability
and mental health matters in equal measure, i.e. Legal Issues, Social Justice and Citizenship, and
Needs and Resources. Third, we have been able to contribute to the current Department of Health,
Social Services and Public Safety review of workforce in learning disability and mental health along
with Review colleagues from other Committees. These Committees will produce separate reports,
each of which will highlight issues and actions to be taken which should contribute to an overall
improvement in the lives of men, women and children with a learning disability in Northern
Ireland, albeit within the broader context addressed by that Committee. The Learning Disability
Working Committee has highlighted the factors that we believe should be considered by these
committees in their work. This report provides the overall context in which further
recommendations from the various Working Committees will be placed. Their reports will be
produced during 2005 to 2006.

1.8 However, we recognise that there are two main disadvantages of this approach. First, coupling
learning disability with a mental health review may create confusion about the nature of mental ill
health and learning disability, which are two very distinct conditions.  In particular learning
disability is usually present from birth, it is a life-long condition that cannot be cured and people
with a learning disability require educational and social supports as well as health and social services.
We would recommend that in future such an approach to addressing needs should be avoided.

1.9 Second, concern has been expressed about the fact that other committees are addressing some of the
specialised areas of policy and service development that will affect people with a learning disability.
This includes child and adolescent mental health, adult mental health services, services for offenders
and the mental health needs of older people. The Review has sought to address this in a number of
ways:

• the Steering Committee has met monthly throughout this process to provide an opportunity for
an exchange between committees on developments and to formulate an overarching vision and
strategic direction

• the Steering Committee gave a clear direction from the outset that all Expert Working
Committees must address fully the needs of people with a learning disability as they relate to their
particular area of focus 

• members of the Learning Disability Working Committee have been members of the other
committees where possible to ensure that overlapping issues are addressed

• the conveners of each of the separate Expert Working Committees have met regularly to identify
and agree mechanisms for addressing concerns as to the interface issues
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• members of the Expert Working Committees have been invited to participate in seminars and
events across the Review to enable sharing of ideas and developments

• draft copies of the Equal Lives Review were shared with conveners of the other committees at
various stages to facilitate a read across from this report to those that are being produced by the
other committees.

1.10 We recognise that concern persists about separate areas of policy being addressed in different reports.
In response to these concerns we have highlighted at relevant sections of this report the areas that we
expect will be addressed in other reports. In addition the Learning Disability Working Committee
will continue to meet throughout the life of the Review to consider emerging reports and offer
guidance where necessary on the links between those reports and the Equal Lives Review.

How Do We See the Way Ahead?

1.11 People with a learning disability in Northern Ireland do not enjoy equality of opportunity and are
often excluded from the opportunities that other citizens enjoy. Their families frequently suffer high
levels of social disadvantage and their caring responsibilities can place them under almost unbearable
levels of stress. There is evidence of progress having been made, but in order to fully tackle these
difficulties there is a need for major co-ordinated developments in support and services and a
continuing change in attitudes over at least the next 15 years.

1.12 We believe this will be best achieved through the adoption of a shared value base, a focus on shared
core objectives and rigorous efforts across Government departments and agencies in the community
to implement the change agenda that is detailed in the Equal Lives Review.

Equal Lives Values

1.13 The Equal Lives Review is based on 5 core values with which all policy and service developments
must be underpinned. These values offer guidance for future developments and should be enacted
for all people with a learning disability irrespective of age, gender, severity of disability or complexity
of needs.

Citizenship People with a learning disability are individuals first and foremost and each has a
right to be treated as an equal citizen.

Civil and human rights must be promoted and enforced.  Government policy
emphasises the importance of all citizens playing a role in civic society.  People with
a learning disability must be supported to be fully engaged in this agenda and their
ability to exercise their rights and responsibilities needs to be strengthened.
Citizenship recognises the unique contribution of each individual to their family and
wider society and that the diverse strengths, needs and aspirations of people with a
learning disability must be respected.

Social Inclusion People with a learning disability are valued citizens and must be enabled to use
mainstream services and be fully included in the life of the community.

Inclusion recognises both people’s need for individual support and the necessity to
remove barriers to inclusion that create disadvantage and discrimination.  Inclusion
is only possible on the basis of equality of opportunity to access and to participate in
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education, employment, leisure and other aspects of community life.  Inclusion is
more likely to be achieved if people’s connections are maintained at a local level
through involvement in local schools, housing, employment, etc.

Empowerment People with a learning disability must be enabled to actively participate in
decisions affecting their lives.

Historically people with a learning disability have been excluded from decision-
making processes and efforts must now be directed to affording opportunities to
help them to learn how to participate effectively. They must be supported to have
control, to have their voices heard, to make decisions about how they lead their lives
and about the nature of support that they receive.  Families and other carers need to
be supported to enable people with a learning disability to take managed risks and
lead more independent lives. It is recognised that some individuals with severe
learning disability have particular difficulties with decision-making.  For these
individuals society needs to have robust arrangements in place to allow for substitute
decision-making where required. The development of Mental Capacity legislation in
Northern Ireland is ongoing through the Office of Law Reform and the Legal Issues
Committee. We hope that this ensures transparent systems, based on promoting the
human and civil rights of the individuals concerned.

Working Together Conditions must be created where people with a learning disability, families and
organisations work well together in order to meet the needs and aspirations of
people with a learning disability.

People with a learning disability must be central to planning and decision-making
processes. The role of family carers as partners in these processes should be
recognised and valued.  A wide range of Government departments and agencies in
the community, voluntary, statutory and private sectors will need to work together
to meet their responsibilities to people with a learning disability.  Making change
happen requires those with a responsibility for education, housing, health,
employment, leisure and social services to be fully committed and involved.

Individual Support People with a learning disability will be supported in ways that take account of
their individual needs and help them to be as independent as possible.

Service systems that are based on group approaches need to be remodelled to more
fully recognise people’s individual strengths and needs.  In particular people with a
learning disability who have additional complex needs and their families may require
highly individualised supports.  Individual support will take a wide range of forms
including staff, expertise, information and practical assistance. Individual support
will also need to take account of the vulnerability of some people with a learning
disability. Person centred planning will need to take account of this and ensure that
appropriate risk assessments are completed as required. Where abuse or potential for
abuse is identified, agency policies and procedures on the protection of vulnerable
adults should be followed in the case of adults. Where the concern relates to
children and young people the relevant sections of the Children (Northern Ireland)
Order 1995 and associated multi agency child protection protocols should be
followed. This approach will assist in managing the inevitable tension between the
aspiration to accord full rights of citizenship to people with a learning disability and
additional vulnerability that may be present as a consequence of the disability.
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1.14 These values are a challenge to policy and practice, but are in keeping with recent legislative
changes. The implications of these changes have not yet been fully realised in services, which
traditionally have been based more on separation and dependency.

Equal Lives Objectives

1.15 We propose that future policy for improving the lives of people with a learning disability is directed
toward attaining 12 core objectives over the next 15 years.

Objective 1 To ensure that families are supported to enjoy seeing their children develop in an
environment that recognises and values their uniqueness as well as their
contributions to society.

Objective 2 To ensure that children and young people with a learning disability get the best
possible start in life and access opportunities that are available to others of their age.

Objective 3 To ensure that the move into adulthood for young people with a learning disability
supports their access to equal opportunities for continuing education, employment
and training and that they and their families receive continuity of support during
the transition period.

Objective 4 To enable people with a learning disability to lead full and meaningful lives in their
neighbourhoods, have access to a wide range of social, work and leisure
opportunities and form and maintain friendships and relationships.

Objective 5 To ensure that all men and women with a learning disability have their home, in the
community, the choice of whom they live with and that, where they live with their
family, their carers receive the support they need.

Objective 6 To ensure that an extended range of housing options is developed for men and
women with a learning disability.

Objective 7 To secure improvements in the mental and physical health of people with a learning
disability through developing access to high quality health services that are as locally
based as possible and responsive to the particular needs of people with a learning
disability.

Objective 8 To ensure that men and women with a learning disability are supported to age well
in their neighbourhoods.

Objective 9 To enable people with a learning disability to have as much control as possible over
their lives through developing person centred approaches in all services and ensuring
wider access to advocacy and Direct Payments.

Objective 10 To ensure that health and social care staff are confident and competent in working
with people with a learning disability.

Objective 11 To ensure that staff in other settings develop their understanding and awareness of
learning disability issues and the implications for their services.

Objective 12 To promote improved joint working across sectors and settings in order to ensure
that the quality of life of people with a learning disability is improved and that the
Equal Lives values and objectives are achieved.
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Making Change Happen

1.16 Twenty-first century services will need to attune to a changed perception of what it means to have a
learning disability.  Many people with this disability are capable of doing more themselves. Their
needs and aspirations cannot be met solely by health and social services - they need support from
education, housing, leisure, employment agencies and others.

1.17 We recognise that achieving these objectives will require a major programme of work that will
include:

• changes to how funding is allocated

• securing additional resources to achieve key outcomes

• closer interdepartmental and interagency working

• significant attention to developing and reconfiguring the workforce

• setting up robust arrangements for ensuring the implementation of recommendations

• commitment and effective leadership from key decision makers, planners and managers.

1.18 We will set out in the chapters that follow a series of concrete recommendations that should be
implemented to support the achievement of the Equal Lives objectives. These recommendations fit
together like a jigsaw and provide a coherent framework for guiding the delivery of the change
programme.
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2.2 Many people told us about the different activities in which they are involved, but a lot of difficulties
were also highlighted when people with a learning disability tried to make use of the same
opportunities as others.  Problems described included:

• difficulties for children in using the play opportunities that their peers enjoy

• serious problems in getting out and about because of a lack of suitable transport locally

• many men and women described how lonely they feel especially at weekends and the evenings
when they have nowhere to go

• bullying was a big problem for many of the people we talked to.  Some told us how unsafe they
feel in their own homes and others described how they had been subjected to regular verbal abuse
because of their learning disability.

11

We hope the Review will make sure that there are more advocacy groups and more
chances for people to speak out and be listened to.  We do not think this happens
enough and that is why things go wrong. (1)

2.1 Throughout the Equal Lives Review we have listened carefully to the views of men, women and
young people with a learning disability.  Often we were told that they are not listened to or given a
full chance to have their views heard by those who are making decisions about them. We heard a
very strong message that change is needed to the way that decisions are taken and the approach
taken to respond to people’s needs, wishes and aspirations.

Chapter

2
“”
See Me, Hear Me

5 Fuller details of these messages are contained in the reports of 3 of the consultations carried out as part of the Equal Lives
Review. These reports can all be obtained from the Review website www.rmhldni.gov.uk.

MESSAGES FROM PEOPLE WITH A
LEARNING DISABILITY AND THEIR
FAMILIES5

We want the same chances as everyone else.  Why is this such a problem?  
Equal Lives Group Member

Chances and Choices

“ ”
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• some of the men and women we met were keen to work or do further training but a lot of
barriers were put in their way, including lack of opportunities, the perceptions of employers that
they would not be able to do the jobs and the negative impact on their social security and other
benefits if they took up employment.

I am ready to work but doors are always closed in my face because I have epilepsy and
a learning disability.  People don’t want to know.  Employers can’t be bothered to
have people with a learning disability. (1)

2.3 Many people who attended the public meetings described how important it was to them to have
friends who were not family members or staff.  Lack of information about personal relationships and
restrictions placed on such relationships were highlighted at each meeting.

2.4 For those who had been successful in accessing a range of leisure or work opportunities the benefits
were huge.

“”
They gave my son a life - he goes to the local youth club and joins in a lot of clubs just
like any teenager. Mother

Getting the Right Support

2.5 The importance of staff attitudes and skills was a recurring theme in all the meetings. When staff
displayed knowledge about disability and sensitivity in their approach it had a very positive effect on
the lives of both people with a learning disability and family carers.

“”
My life has been totally changed lately.  I got a new social worker a few months ago
and suddenly I am getting a lot more help in the house.  I got my first break ever a
couple of weeks ago. Mother

2.6 Families were very appreciative of many of the services they received.  Feedback from parents whose
son or daughter had profound disabilities or complex needs stressed the value of the support they
received.

“”
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2.7 Although there were some conflicting views among carers as to the type of services they wanted, they
frequently described their efforts to get the right support as a battle. We were told that parents were
often worn out and very fearful about the future for their sons or daughters. The concrete steps that
would make a difference to family carers included:

• easier access to information about the help available to them and how to access it

• flexible breaks from their caring role and emergency support especially outside of normal office
hours in the event of a family crisis

• more support in the home

• better training for staff and staff approaches that are based on respecting the expertise of the
family carer and their central position in the life of their son or daughter

• improved access to practical changes to the home environment and provision of practical aids

• immediate implementation of the right to a Carer’s Assessment and more tangible responses to
the needs identified in those assessments

• better access to Direct Payments that meet both their needs and the needs of their relative in
order to give them greater control in the nature of support provided

• planning processes that embrace the expertise of family carers and most importantly that lead to
action being taken in response.

Trustworthy, familiar staff make my daughter feel confident. Parent (3)

Work with the professionals at the day centre has definitely increased his life
expectancy and improved his quality of life. Parent (3)“”

The parents are getting older and tireder, the children are getting older and lonelier,
the pile of public sector strategies, plans, reviews and academic studies is getting
higher and higher, meanwhile plus ça change plus c’est la meme chose.  There’s an
industry of officials and professionals out there, supposedly supporting our kids but
fellow stressed-out parents and the man who invented Playstations have probably
done more for my child than the lot of them put together.  That makes me mad, and
sad. (4)

2.8 The Equal Lives Group report clarifies what they believe is important in relation to support from
staff. They want staff who:

• listen well

• know what they are supposed to do

• understand what to do in an emergency

• know a lot about learning disability.

They also stressed the importance of staff not wrapping them up in cotton wool and listening and 
acting on what they (the man or woman with a learning disability) felt was important.

“”
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Challenges of Complexity

2.9 Family members who care for a relative with complex needs had some very particular concerns. The
complex needs related to those with an Autistic Spectrum Disorder (ASD) and learning disability,
those with severe learning and/or physical disability, those with complex health needs and those with
challenging behaviours.  For many of these parents real concerns were expressed that the move
towards social inclusion will lead to an even greater marginalisation of their family members. They
were anxious that the social inclusion and equality agendas might not be open to addressing their
concerns or meeting the needs and aspirations of their family members.  It was noted that full
involvement in community life is limited by the few facilities that are accessible and the negative
attitudes of members of the public.

People stare all the time. Parent (3)

Public and some professional attitudes need to change. Parent (3)

2.10 Parents involved in the Challenges of Complexity (3) consultation made a number of suggestions: 

• appropriate financial assistance to meet their accommodation needs

• improvements to day care to enable more sensory based activities and a wider range of activities

• communication training for all staff

• financial assistance to enable families to purchase a suitable vehicle

• changes in attitudes from all people to ensure all those with a learning disability, including those
with very complex needs, can enjoy a full and meaningful life in their community.

2.11 The powerful messages we received from people with a learning disability and family carers have
made an immense contribution to all our work on producing this report. This process of
consultation and participation should be echoed throughout the work that will be required to
implement the Equal Lives Review recommendations.

“”
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Persons with disabilities are members of society and have the right to remain within
their local communities.  They should receive the support they need within the
ordinary structures of education, health, employment and social services. (5) United
Nations (UN)

3.1 In order to provide a context for understanding the issues which impact upon the lives of people
with a learning disability this chapter will address a number of broad themes viz:

• rights and the law

• policy changes

• defining and assessing learning disability

• prevalence of learning disability

• the impact of the troubles

• service provision and funding

• inequalities and human rights.

Rights and the Law

3.2 The quotation from the UN typifies the radical shift that has occurred over recent years in how
society perceives people with a disability. This shift has been demonstrated by a growing recognition
in legislation and social policy that people with a disability are people first and foremost. The
previous focus on what people cannot do is being replaced by an emphasis on how the impact of
their disability might be reduced through appropriate support and the removal of barriers to their
full participation in society.

3.3 Developments in Northern Ireland legislation have reflected these trends. The Northern Ireland Act
(1998) states that a public authority shall, in carrying out its functions in Northern Ireland, have due
regard to the need to promote equality of opportunity between persons with a disability and persons
without.

3.4 Further legal entitlements of people with a learning disability and carers have been set out in
legislation, which is summarised in Annex G.  Recent legislation largely serves two main purposes.

• First, it ensures that people with a disability have access to the same range of opportunities as
their age peers and that they are not discriminated against.

Chapter

3
“”
Modern Thinking About Disability

SETTING THE SCENE 
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• Second, it should provide people with a disability with the additional services and supports they
require to assist them to achieve a better quality of life and social inclusion.

The Legal Issues Working Committee

3.5 The Learning Disability Working Committee is aware of the current detailed work of the Legal
Issues Working Committee, much of which impinges on the lives of many people with a learning
disability.  Issues such as guardianship, capacity and incapacity, compulsory admission for assessment
and treatment, the Mental Health Review Tribunal, advocacy, legal representation, are all matters
which clearly connect with this report.  Issues around inheritance, eligibility to vote, to marry and to
engage in sexual activities will also need to be considered, along with finding effective ways of
helping people with a learning disability to exercise their rights.  It is our view that the future
legislation will need to address these issues fully. This may require 2 separate pieces of legislation -
one of which would address issues of mental capacity and decision-making and the second of which
would address the legal issues for people with severe mental illness, irrespective of whether or not
they have a learning disability.  Learning disability interests are represented on the Legal Issues
Working Committee and continue to be regularly articulated there.

Policy Changes

3.6 Changes in societal perceptions of disability are also reflected in the policy aspirations that underpin
much of current service planning and delivery. These changes are clearly seen in the recent reviews
of learning disability services undertaken in these islands over the past 15 years.

• The 1990 review of services in the Republic of Ireland was based on a philosophy that every one
with a learning disability has the right to as fulfilling and normal a life as possible. (6)

• The last review of policy for people with a learning disability in Northern Ireland that was
conducted by the Department of Health and Social Services in 1995 stated that the aim of
Government policy for people with a learning disability should be inclusion ... which stresses
citizenship, inclusion in society, inclusion in decision-making, participation so far as is practicable in
mainstream education, employment and leisure, integration in living accommodation and the use of
services and facilities, not least in the field of health and personal social services. (7)

• The Scottish Review - The Same as You?  (2000) (8) -  and the English Review - Valuing People
(2001) (9) - were  underpinned by a commitment to social inclusion, enabling people with a
learning disability to have more control over their lives and securing equality of opportunity in
accessing services in local communities.  In 2001 the National Assembly of Wales set out the
principles underpinning their framework for services for people with a learning disability in
Wales, which similarly reflected a concern to secure equality, citizenship and improved quality of
life for people with a learning disability. (10)

3.7 Over recent years the 4 Health and Social Services Boards in Northern Ireland have issued policy
statements to guide their commissioning of services, each of which has echoed similar themes
namely:

• inclusion within society as a right and the use of mainstream community services

• support to individuals that will reduce the impact of the disability on their lives

• focus on individual needs and aspirations and hence the provision of choices
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• empowerment of people with a learning disability to make decisions

• partnerships are required to make these a reality. (11, 12, 13, 14)

3.8 These changes are also echoed in policy changes in relation to education, social security, children
and family issues.  All have been underpinned by aspirations to tackle inequality and open access to
the opportunities that are available to other citizens in Northern Ireland.

3.9 It should be noted, however, that much of the evidence presented to the Learning Disability
Working Committee indicates that these aspirational statements have not fully been translated into
practice.  In particular the Review of Policy and Services for People With a Learning Disability
(1995) (7) pointed the way towards many of the changes that we are again highlighting in this
report. The failure to fully implement the recommendations of that review appears to stem from a
combination of the following factors: 

• insufficient resources to build up the community infrastructure  including community based
alternatives to hospitals required to deliver on the strategic intent

• the lack of robust implementation mechanisms to hold all Government departments and agencies
to account for their actions in implementing the recommendations

• the continued perception that the needs of people with a learning disability can be met solely by
health and social services

• an underdeveloped culture of involving people with a learning disability and family carers in
determining the services available to them.

3.10 The challenge for the future will be to build on the direction of travel that has been established in
these legislative and policy developments and to learn from lessons of previous reviews to ensure that
these aspirations become a reality within the next 15 years.

Defining and Assessing Learning Disability

Terminology

3.11 We considered the terminology that should be used to describe this condition, which included
consultation with the Equal Lives Group to hear their views on the most acceptable approach. We
recognise that the term learning disability has potential for confusion with the broader and
educationally focused term learning difficulty. We also recognise that there is no universally
acceptable term that defines people who have such diverse characteristics.  Of greater significance
will be the degree to which in the future those with a responsibility to reduce the negative impact of
the disability address people’s unique individual talents, needs and aspirations. We have decided to
accept at this stage the advice of the majority of Equal Lives Group members who expressed a
preference, if a term must be used, for learning disability. This will no doubt be the subject of
ongoing debate as society continues to respond to the aspirations of those most affected by the
implications of the term.

3.12 Learning disability is not easy to define.  However, we recognise that in order to ensure that people
with a learning disability qualify for the individual supports, protection and services they require,
some form of working definition is required.  Annex H summarises the definitions used nationally
and internationally.  Many of these focus solely on an individual’s impairments and social
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functioning.  Having examined a range of definitions we have adopted the definition used in
Valuing People (9) and recommend the adoption of this form of words in future policy
developments i.e.

3.13 Learning disability includes the presence of a significantly reduced ability to understand new or
complex information or to learn new skills (impaired intelligence), with a reduced ability to cope
independently (impaired social functioning), which started before adulthood with a lasting effect on
development.

3.14 In keeping with the Equal Lives model it is essential that account must also be taken of the person’s
social circumstances and the supports they require when applying these definitions.

Perceptions of Disability 

3.15 Historically, definitions of disability, professional practice, and service delivery to people with a
learning disability have been based upon a Traditional (Medical) Model of disability which suggests
that it is primarily the individual’s impairments that render them incapable of participating fully
within society, and does not give adequate attention to the barriers imposed by society that exclude
disabled people from participation and inclusion. During the past two decades however, the
Traditional (Medical) Model of disability has been challenged and criticised on a number of fronts.

3.16 This has resulted in the development of what has become known as the Social Model of disability,
which places a greater focus, or emphasis, on wider aspects of people’s lives, including access to
education, employment, health care, transport and housing, and the disabling nature of the barriers
people face, in trying to access normal living.

3.17 However, we recognise that people with a learning disability are not a homogenous group, and that
the needs of individuals can vary considerably. Therefore, it is our view that all services, across all
sectors, should aspire towards a holistic, or bio-psycho-social model, encapsulated by inclusive and
person centred approaches. This model allows for the holistic view of an individual’s needs, implied
by the core values of the Equal Lives Review.

3.18 This model includes the following:

• focus on the person and not the disability

• focus and emphasis on environmental and societal barriers that exclude people with a learning
disability from society

• acknowledgment of the need for informed medical diagnosis and health care support

• can be applied across the range of learning disability

• use of a common and acceptable language to all

• forging professional and agency togetherness rather than divisiveness

• challenging segregated service provision and paternalistic practice.
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3.19 Within this model there are four basic dimensions in describing the disabilities experienced by the
person with a learning disability. These are depicted in Figure 1.

Figure 1

3.20 Assessment on all 4 dimensions gives a more complete picture of the person, their life-style and
needs.  Equally 4 different terms (or more) should be used to locate the person within subgroups
such as: a 20 year old man with Down’s Syndrome who has a severe hearing impairment, with
significantly low scores on a test of intellectual disability and who requires assistance with all personal care
needs; living in a residential home with 30 other residents. 

Defining Learning Disability

Why Assess?

3.21 A person needs to be assessed to establish if they have a learning disability for different reasons:

• to determine if they are eligible for services specially provided for people with a learning disability

• to find out if they qualify for legal protection accorded to people with a learning disability

• to make an assessment of the particular help or support they require because of their disability.

3.22 The assessment of a person’s eligibility to services needs to be reconceptualised. The person’s needs
for services can be multi-dimensional as noted earlier.  No longer is it reasonable to think in terms
of one service; rather people may avail of many different services. Thus assessments of eligibility for
services are rarely done on a once-off basis.

3.23 However, people with a learning disability do not need to be specially assessed to determine their
eligibility for services that are available to the wider population as long as they meet the same criteria
as their fellow citizens. We anticipate that this truism will have growing significance in future years.

3.24 In order to determine a person’s needs for specific services, including provision for protection, that
arise from their learning disability, the essential requirement is to specify the person’s needs and
vulnerabilities rather than their disability per se.  In the past a low IQ alone was used to categorise

Four Dimensions for Describing Disabilities

1. Impairments – the presence and absence of specific impairments are noted including
illnesses, mental and emotional problems.

2. Functional limitations – especially in the areas of activities of daily living (including
personal care).

3. Social inclusion – the extent to which the person has access to education, transport,
employment, housing, recreation etc.

4. The supports - (physical and human) available to the person and those that are lacking
but needed.
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persons deemed to have similar needs, but this is now being considered in tandem with an
assessment of social functioning and a crude approach based solely on IQ should have no place in
modern service provision.

3.25 The onus is on the service to precisely define the criteria that make a person eligible for the special
service.  Each defined service needs to produce and publicise the criteria for admission, especially for
those services where demand exceeds supply, such as the provision of respite (short-term) breaks or
attendance at day centres. The assessment of the person then becomes one of whether or not they
meet the criteria for entitlement. This recognises the reality that everyone with a learning disability
does not require every service.  It also means that as people’s needs change over time, they may
become eligible for services; hence re-assessments of needs are required.

3.26 We view assessment of learning disability as an interactive process in which the person and their
family carers are fully engaged with professional staff. This will necessitate services specifying more
precisely their aims and criteria for admission while developing suitable and transparent means of
assessing an individual’s needs. There are encouraging signs that this is starting to happen in
services, but it requires sustained attention in the coming years.

3.27 It is vital to ensure that a separate assessment of the needs of carers is conducted.

3.28 Until such times as present laws change, it is likely that thorough and precise assessments of
intelligence and adaptive functioning will be required to determine if a person has either a
significant or severe mental impairment as defined in legislation.  However, this requirement need
not carry over into definitions regarding eligibility for service provision for the reasons noted earlier.
We anticipate that the Review’s Expert Working Committee on Legal Issues will make further
recommendations on this issue. 

How Many People with a Learning Disability are
there in Northern Ireland?

Prevalence 

3.29 We have experienced some difficulty in securing accurate information on the prevalence of learning
disability owing to the way in which such information is gathered in Northern Ireland.  However, a
recent study based on information held by Health and Social Services Trusts estimated the numbers
as shown in Table 1. (Data from the Republic of Ireland are provided as a comparison). (15)

Table 1: Prevalence Rates (per 1,000) (15)

Age Bands Mild/Moderate Severe/Profound Total Overall Prevalence RoI Prevalence(16)
0-19 6432 1718 8150 16.30 7.69

39.3% 10.5% 49.8%
20-34 2504 1047 3551 10.16 9.59

15.3% 6.4% 21.7%
35-49 1489 949 2438 7.04 7.81

9.1% 5.8% 14.9% (35-54 yrs)
50+ 1473 753 2226 4.54 3.62

9.0% 4.6% 13.6% (55+ yrs)
Totals 11,898 4468 16,366 9.71 7.35

72.7% 27.3% 100%
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3.30 These data suggest that many more children in Northern Ireland are recorded as having a learning
disability than in the Republic of Ireland.  However, in the latter, the figures are based on children
in receipt of, or requiring, special services.  In Northern Ireland many of the children classed as
possibly having learning disability in the Child Health System may not be making any demands on
special services. The prevalence figures for people aged 20 years and over are broadly comparable.
The decrease in numbers of people by age reflects the shorter life expectancy of this group in the
past.  However, this is changing due to medical advances.

3.31 There is a small, but growing population of people from minority ethnic communities in Northern
Ireland.  Data is not available from present data systems, although under Section 75 of the Northern
Ireland Act (1998) it should be recorded as these individuals and their families may have particular
needs that are not currently addressed.

3.32 Finally, these numbers represent people known to services at a particular point in time.  It is possible
that the actual numbers of people with a learning disability are higher and they may come close to
the often quoted figure of 2% of the population having a learning disability. This is especially so
when those with milder forms of impairments, but allied with poor social circumstances, are
included.

3.33 This would indicate that there is an unrecognised population of people with a learning disability of
approximately 16,000 people who are currently not known to services.

Future Indications of Population

3.34 All the indications are that there will be increased numbers of people with a learning disability in the
next 15 years. (17) This results from:

• increasing life expectancy - it is now thought that most adults with a learning disability in
developed nations who live beyond thirty are likely to survive into old age and experience the
normal ageing process

• people with more complex health needs are living into adulthood due to advances in medical care

• more mothers giving birth later

• increased survival rates of at risk infants due to improved healthcare

• the bulge in the numbers of children with a learning disability born in the 1950s and 1960s is
now working its way through into the 50 plus age group

• a higher birth rate among ethnic minorities along with an associated higher rate of learning
disability in these populations could also result in increased numbers.

3.35 There are some trends that may result in decreasing numbers or degree of disability:

• better pre-natal care for all pregnant mothers including increasing availability of pre-natal
screening for congenital and other abnormalities

• improved health care and early intervention for at risk infants leading to fewer becoming learning
disabled

• the advent of gene therapy to correct or ameliorate congenital abnormalities.
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3.36 Overall it is impossible to predict the impact of these opposing influences.  In England, a presumed
growth of 1% per year for the next 15 years was made of people with moderate to severe learning
disabilities. This figure may need to be higher for Northern Ireland as we have had a higher birth
rate until comparatively recently and limited access to terminations of pregnancies.  Even so a 1%
increase per annum in the present adult population of 8,200 would mean an adult population of
9,500 by 2019.  A 1.5% increase per annum would result in 10,200 people.  It might also be that
numbers would continue to rise for a further 15 years, up to 2034 before deaths matched births.

3.37 However, it is likely that higher proportions of these individuals would have increased support needs
due to old age or additional complex needs and the impact on resources required to meet their needs
would be in excess of a 15% - 25% growth in service provision based solely on the number of
service users.

3.38 These factors indicate the increased demands that will be placed on existing pressurised services and
the need to significantly develop community services to meet increased need into the future.

3.39 There may be increasing numbers of people from ethnic minority communities if immigration
increases in Northern Ireland as it has done in the Republic of Ireland and Great Britain.

Links with Social and Economic Deprivation

3.40 Internationally there is clear evidence for a link between higher prevalence rates of mild/moderate
learning disability and poorer socio-economic status and unstable family backgrounds. (18) This
link with a severe learning disability is less clear-cut, but more recent research internationally does
suggest a link with socio-economic status. (19)

3.41 Research in Northern Ireland has identified a significant association between the indicators of socio-
economic measures of deprivation and the prevalence of people with a learning disability recorded
on service information systems irrespective of the severity of their disability. (20) This is based on a
small area analysis of the characteristics of people living within each electoral ward (i.e. around
2,500 persons) as ascertained by the national census or other form of surveys using representative
sampling.

3.42 In Northern Ireland the association is best captured by three indicators of deprivation, namely there
tend to be more people with a learning disability in wards that have:

• higher proportions of people aged 16 to 74 with no educational qualifications

• higher proportions of children in households with job seekers allowances

• higher proportion of adults with a limiting, long-term illness.

3.43 However, families who have a member with a learning disability may be poorer for other reasons
(refer to Chapter 4). Therefore, many people and families are disadvantaged not only because of the
disability, but also because of social and economic deprivation.
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The Impact of the Troubles 

3.44 It is notable that in many of the studies done on the impact of the Troubles on individuals and
families, people with a learning disability do not feature.  In part their invisibility may result from
their small numbers, but more likely it is because of the presumption that their disability negates
them from being influenced by the same factors that afflict their non-disabled peers.  Indeed this
presumption may well explain why in the midst of a segregated educational system, the only schools
attended by children from both communities over the past 20 years were mostly special schools.
Likewise much of the service provision for men and women is non-denominational although the
balance of attendees from one rather than another community can be determined by its geographical
location. (21)

3.45 In common with other public institutions in Northern Ireland, special schools and services seem to
have been silent about issues of division, conflict and sectarianism. (22) There appears to be limited
engagement in any reconciliation initiatives.

3.46 The findings from studies undertaken with other populations in Northern Ireland are also likely to
mirror the experiences of at least some people with a learning disability. These have been
summarised in terms of impacts that are more frequently experienced and less visible, to those that
are less frequently experienced but highly visible. (23) These include:

• the risk of straying into areas where they did not feel safe

• getting stopped and searched by security forces

• sectarian verbal abuse

• parents having to take extra security precautions to secure home or workplace

• knowing victims of punishment attacks

• young people pressurised to engage in sectarian activities

• involvement in paramilitary activity

• member of family killed.

3.47 The clinical experience of professionals suggests that people with a learning disability were recruited
by paramilitaries and that some were subsequently involved in serious offences.

3.48 More generally though, family carers were reluctant for their family member with a learning
disability to travel independently and opportunities for social, employment and educational activities
across the community divides were severely restricted. There are indications from local research that
this social isolation may be one of the most widespread and lasting legacies of the Troubles.

3.49 However, it is impossible to generalise about the overall impact that the Troubles have had on this
client population as no systematic studies have been undertaken and even when these have been
done for the wider population, the results are difficult to interpret given the presence of other
confounding variables such as socio-economic deprivation and lack of contrast groups from outside
Northern Ireland.
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3.50 Possibly the more important lesson is for the future and to ensure that people with a learning
disability and service staff are fully involved in all initiatives to promote greater understanding and
respect for the 2 main cultural traditions in Northern Ireland.

Service Provision 

3.51 There is no accurate record of all services provided under the learning disability programme of care
either by a Health and Social Services Trust or by a subcontractor in the private or voluntary sector.
Nor are there accurate records of the number of people availing of them.

3.52 However, it is very apparent that over the past 20 years in Northern Ireland there have been major
changes in service provision and an expansion in the range of services on offer.  In particular:

• the 3 hospitals for people with a learning disability have reduced considerably in size and are
evolving from providing long-term residential care towards the provision of short-stay assessment
and treatment services

• in some areas there has been a shift in the provision of children’s services from a learning disability
programme of care to the generic family and child care programme and child health

• there has been a major growth in the provision of residential homes and nursing homes for people
with a learning disability by a range of independent sector providers.  Latterly increasing numbers
of people have their own homes with staff providing support as required.

• there has been an increase in the range and quality of child care places but data available does not
allow us to identify the extent to which children with a learning disability have benefited

• a wider range of day centres is available along with vocational training and employment services
provided largely by the voluntary sector

• the provision of education for children with a learning disability has become the responsibility of
Education and Library Boards and increasing numbers of these students go on to attend Further
Education (FE) Colleges 

• the health aspect of Early Intervention is now led by paediatric services  with support from
learning disability specialists

• a network of personnel from different disciplines and therapies are providing services to people
with a learning disability living alone, at home and in community residential facilities

• a variety of different services have evolved to provide support to families and hardly any child or
teenager now lives away from a family

• there is a growing appreciation of the need to facilitate and provide increased access to
mainstream health, social services and education for people with a learning disability.

3.53 The result is a greater diversity of services with a wide range of personnel employed in them, which
has produced a complex web of services spanning all sectors and a wide range of settings.  However,
this complex web of service provision has created its own particular difficulties including:
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• family carers complain that they are not given information about all the services and help that is
available (24)

• families may have to work with various different specialists who may give conflicting advice. The
concept of a named or key worker for the family is not well established. (25)

• there is likely duplication within and across services in terms of record keeping, assessments and
staff roles

• the full range of services is not available as often, new services have been developed in an area at
the instigation of particular individuals or as a result of special project based funding. This
produces inequalities within and across areas, a pattern that has been referred to as being a
postcode lottery for support.

3.54 The need for joined-up working across different Government departments, statutory agencies and
other service partners is very evident in the field of learning disability.  It has received scant attention
in Northern Ireland, although it is being actively promoted in Great Britain.

3.55 In recent years, increasing attention is being given to creating more person centred approaches in
service delivery.  Latterly Person Centred Planning (PCP) has been promoted as producing more
effective outcomes for people with a learning disability in new styles of community-based services.
However, recent research has indicated that PCP on its own may be ineffective unless the cultures of
organisations change radically to create a shift in the power relationships between staff and the
people they are working with and changes are made in funding arrangements and staff training and
supervision. (26, 27) 

3.56 In subsequent chapters we will address these and other issues through a series of recommendations.

Funding

Health and Social Services Funding

3.57 The learning disability programme of care currently accounts for 7.6% of Health and Social Service
Board expenditure (£136.4 million at 31 March 2003). This equates to approximately £80 per
person of the total population. (28)

3.58 In the period 1997 to 2003 health and personal social services (HPSS) spending on the learning
disability programme of care rose from £89.2 million to £136.4 million; an increase of 53%,
although the later figure includes a substantial transfer of former social security payments to the
HPSS. The share of the total HPSS spend also rose from 6.9% to 7.6%. (28) A detailed
breakdown by key service area and by Health and Social Services Trust of the total learning disability
expenditure for the latest available year (2002/2003) is given in Annex I.

3.59 The proportions of revenue monies spent in the HPSS learning disability programme of care as at
31st March 2003 are shown in Figure 2. 
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Figure 2: The proportions of monies spent in the Learning Disability Programme of Care - year-end 
31 March 2003 (Total £136.4 million) (28) 

3.60 There is a mismatch between the proportions of monies spent on hospital provision with the
numbers of people in hospital settings (24% versus 4%). This can be explained to some extent in
that the hospitals are funded to provide short-term assessment and treatment services for people in
residential and family settings as well as for the people who live in hospitals. Total hospital
expenditure has shown an increase of 9% over the 7-year period from 1997 - 2003. The
overwhelming majority of hospital expenditure recorded for the learning disability programme of
care is for inpatients with just over 1.5% relating to outpatients and 2% to day patients.  However,
all the costs of specialist medical and psychiatric services and some other services are presently costed
to hospitals although they also serve people living in community settings.

3.61 Community health expenditure has shown a 40% increase in the past 7 years, with the 2003 figure
totalling £12.2 million (Figure 3).  Expenditure on Allied Health Professionals includes speech and
language therapy, physiotherapy, occupational therapy, etc as detailed at Annex D.

Figure 3: Learning Disability Community Health Expenditure 2002/2003 (Total £12.2 million) (28) 
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3.62 In personal social services (PSS) the largest items of expenditure recorded are residential
homes/supported and other accommodation and day services as depicted in Figure 4.  From 2002
onwards this received a major increase with the transfer of former social security payments to the
HPSS. This was around £24 million but did not represent new monies, rather a reallocation of
funds across Government departments.

Figure 4: Learning Disability PSS Expenditure 2002/2003 (Total £91.2 million) (28) 

Funding From Other Sources 

3.63 It has been difficult to obtain precise figures for the amount of monies spent by other Government
departments on people with a learning disability. This will include:

• Department of Education (DE): on statutory assessments and statementing; the provision of
learning support in mainstream schools and special schools

• Department for Social Development (DSD): social security benefits such as Disabled Living
Allowance and Mobility Allowances plus contributions to Supporting People and the capital costs
of special needs housing

• Department for Employment and Learning (DEL): further education costs, vocational training,
Disablement Advisory Service and career guidance

• European monies have provided funding towards various learning disability services, although it
is anticipated that these will end in 2006 or soon after.

Variation in Costs

3.64 To date there has been relatively little research into the costs of learning disability services and in
particular into the value-for-money offered by different service models.

3.65 Most research in Great Britain has focused on different forms of residential care and found that costs
vary dramatically within all forms of residential services. There can be a 4-fold difference in costs of
these services and similarly a 3-fold difference has been reported for day services. (29) The level of
dependency of the residents accounts for a proportion of the variation.  However, once this is taken
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into account, there appears to be little association between the size of the home and costs.  Larger is
not necessarily more cost-effective.

3.66 Newer community based services are generally more expensive than support provided in older style
accommodation, although this largely results from compensating for the inadequacies of these
services rather than inherent economies of scale in larger establishments. 

3.67 A Northern Ireland study into the costs of providing residential services for people relocated from a
long-stay hospital found similar wide variation in costs as in Great Britain with the highest median
costs being in registered residential care homes which cost £36,000 per annum (range £16,000 to
£41,500) with costs generally lowest in registered nursing homes: median of £19,000 (range
£11,000 to £36,000). (30)

3.68 Another study into the costs of supported living reported a wide variation in weekly costs, which
were on average lower than figures cited for similar schemes in England, although some of these
services employed waking night staff, which increases costs markedly. (31)

Inequalities and People with a Learning Disability

3.69 There is ample evidence to demonstrate that people with a learning disability do not have access to
the same range of services and opportunities as other people in Northern Ireland.

3.70 The table, which follows, gives some examples of the inequalities that have been highlighted to the
Equal Lives Review.
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Table 2: Inequalities Linked to Learning Disability

Children, Young People Many children are unable to access mainstream play and leisure
and their Families activities. (32)

Access to preschool facilities for these children is curtailed.(33)

Mothers are less likely to be in employment.(34)

Mothers are more likely to report symptoms of ill-health such as 
depression. (35)

The burden of caring is more likely to fall on the mother. (32, 36)

Families of disabled children face financial burdens that are not always 
met by disability benefits and due to reduced income they are more
likely to experience social deprivation. (37)

Siblings of severely learning disabled children may also face inequalities 
with many having less contact with friends and increased levels of 
anxiety compared to other children. (38)

Transition from school to adult services is a particular area of concern
for parents.  In the past commissioners and service providers have failed
these children by not providing the same range of services and choices
that are open to non-disabled young people, such as career guidance,
further education, work experience and vocational training. (39)

Adult Life People with a learning disability do not have the same opportunities in
employment, further education, leisure, social life and personal
relationships.  Poverty contributes to some of these.

Fewer people with a learning disability achieve accredited qualifications.

Health and Wellbeing There are high levels of unmet health needs among people with a
learning disability in Northern Ireland. (40, 41) 

Some may have a higher incidence of physical health problems. (41, 42)

A person who displays challenging behaviours6 is more likely to be
socially isolated and excluded not only because of the behaviour they
display, but also due to the barriers to their social interaction skills and
development that challenging behaviours create. (43)

Those with the most severe behavioural problems are also more likely to
be excluded from day opportunities such as day care or school. (44)

People who challenge services are frequently the last people to move out
of institutional care (45) and the ones most likely to be admitted to
hospitals for specialist assessment and treatment. (46, 47)

6 The term challenging behaviour as used here refers to people who challenge either due to behavioural causation (learned
behaviour); mental health problems or both.
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People who commit offences may not come before the courts but will
have to live in more confined and highly supervised settings, often long-
stay in hospitals. (48)

Growing Older Many older people with a learning disability are at particular risk of
neglect, poor access to health care and marginalization within society.
(49, 50)

Some people with Down’s Syndrome age prematurely and life longevity
is reduced for many people with severe and profound disabilities. (49,
50)

Human Rights and Discriminatory Practices 

3.71 People with disabilities may face more fundamental inequalities, foremost of which is the right to
life. The European Convention for the Protection of Human Rights and Fundamental Freedoms is
enshrined within the Human Rights Act (1998).  At the centre of the human rights agenda is the
fundamental principle that human beings have value and should be treated equally based on the fact
that they are human beings first and foremost; human worth is not based on either capacity or
incapacity. (51,52) These rights include the right to life, the right to liberty and security and the
right to respect for a private and family life. These rights should never be restricted solely on the
basis of the presence of a learning disability.

3.72 Questions do need to be asked however with regard to the inequalities that may exist in Northern
Ireland detailed in Table 2.  For example are statutory services in breach of the Disability
Discrimination Act and Human Rights Act if they:

• fail to provide adequate community support for a person with challenging behaviours?

• exclude a person from day facilities or school because they do not have a nurse to care for his or
her complex health needs?

• maintain a person in hospital because they do not have a facility in the community for a client to
resettle to?

• deny access to health screening and treatment for a person by virtue of inaccessibility or
exclusionary practice?

• do not have in place services to adequately meet the needs of older people with a learning
disability?

• fail to provide family support, for example, respite?

3.73 Future legal challenges may test the legality of failure to provide adequate services in relation to the
issues identified above.

Addressing Human Rights Issues

3.74 If institutionalised discrimination against people with a learning disability is evident in practice there
remains an onus on Government and through them service commissioners and providers to address
human rights and equality issues.  It is our belief that in order to effectively address these issues
services should be guided in future by the 5 values on which the Equal Lives Review is based: social
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inclusion, citizenship, empowerment, working together and provision of individual support.  In
addition efforts must be harnessed to change the attitudes and mind sets that support such
discrimination and inequality. Various writers have noted that legislative implementation needs to
be combined with:

• education of service staff who may discriminate against people with a learning disability

• moving forward the inclusion agenda by providing more integrated housing, education and day
opportunities

• learning disability awareness raising through schools as evidence suggests negative attitudes are
formed early in life, and when developed such attitudes are extremely difficult to change 

• use of various local and mass media to raise the equality agenda for people with a learning
disability

• raising awareness across agencies of the need to counter inequality

• raising awareness within associated services e.g. general hospitals, mental health services regarding
countering inequality for people with a learning disability

• involving people with a learning disability in the design, delivery and management of services.

Possible Inequities in Service Provision 

3.75 There are difficulties in comparing service provision between one area and another because of the
limited information available, the lack of reliable research studies in this area and differences in the
way services are provided.  Despite this caution there do appear to be some marked differences in
Northern Ireland service provision when compared with other countries e.g.:

• Northern Ireland has the highest proportion of people resident in long-stay hospitals:

• 15 places per 1 million population in England and Wales ( 9 )

• 163 places per 1 million in Scotland ( 8 )

• 222 places per 1 million in Northern Ireland (15)

• There are many more places provided (or to be provided) in Northern Ireland hospitals for
assessment and treatment admissions:

• estimated 203 places presently available in Northern Ireland/ 11.9 per 100,000 population
reducing to 146 (excluding forensic and children’s places) (based on figures supplied by HSS
Boards)

• 3.98 per 100,000 population in Scotland (53)

• In Northern Ireland over one quarter of people with a learning disability surveyed lived in nursing
homes. The proportion of nursing home places is higher here than in England and Wales, where
in 1997 just 7% of their places were in nursing homes.  However, the proportion of nursing
home places varied within Northern Ireland; the Northern Health and Social Services Board
(NHSSB) having the highest proportion (46%) and the Western Health and Social Services Board
(WHSSB) the lowest (21%). 
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• The proportion of people in supported housing within Northern Ireland is lower than Great
Britain, although there is wide variation across the four Boards; with the Eastern Health and
Social Services Board (EHSSB) having the highest proportion (31%) and the Southern Health
and Social Services Board (SHSSB) and WHSSB the lowest (4%).

• None of the Health and Social Services Trusts in Northern Ireland achieve the minimum number
of funded accommodation places that the Department of Health has suggested for England and
Wales, namely 15.5 places per 10,000.  Again there is wide variation across the 11 community
Health and Social Services Trusts from 6.8 places per 10,000 to 13.8 places per 10,000.

• More people with a learning disability attend day centres in Northern Ireland (23.5 per 10,000 of
total population) than in Scotland (15.1 per 10,000) and England (12.0 per 10,000). (54) This
may be viewed positively in that larger numbers of people have access to day centres and may
redress the imbalance in the provision of residential places noted above.  On the other hand, it
could be that people in Northern Ireland have less access to further education, supported
employment and ordinary leisure opportunities in comparison to people in Britain.

• In Great Britain not only do more people with a learning disability attend FE colleges (5.7%
compared to 4.1% in Northern Ireland in 1999), but more are enrolled on a full-time basis (45%
compared to 11%). (55) More recent figures supplied to the Equal Lives Review by the
Department for Employment and Learning indicate that in 2002/03, 5.3% of all enrolments in
FE colleges were for people with any form of learning difficulty or disability but this ranges from
1% to 13% across the 16 colleges in Northern Ireland.

• Although there are no centrally collated statistics in Northern Ireland, there appear to be more
opportunities for people with a learning disability to be in supported employment in Great
Britain and the Republic of Ireland. (16, 54, 56)

Future Prospects 

3.76 It is important to end this chapter by highlighting the many positive achievements that have
occurred within services for people with a learning disability in Northern Ireland over the past
decade which have included:

• an increase of 53% in health and social services spending on people with a learning disability
since 1997

• the increased resources provided by Education and Library Boards to special schools and units,
and in support of children with statements of special educational needs in mainstream schools

• the increased number of children with a learning disability attending mainstream preschools,
nursery and primary schools

• the increase in the number of Allied Health Professionals and other staff working with children
and families

• the wider range of short-break options available to families and the reduced use of hospital
provision to meet this need

• the reduction by 300 in the numbers of people living in long-stay hospitals since 1994

• the increase in expertise and support services that have enabled people with a learning disability
and challenging behaviours to live in the community

20980 makeup txt  9/1/05  9:00 PM  Page 32

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 350 of 3342

MAHI - STM - 083 - 350

cp 



33

• the increased diversity of accommodation and support options available to people with a learning
disability and the numbers with tenancy agreements to their accommodation

• increased availability of further education, vocational training and employment options through
European funding allied with Government funding

• the improved range and level of social security benefits available to people with a learning
disability and their carers

• the wider range of innovative day opportunities that has been developed

• the greater acceptance by society of the rights of people with a learning disability and their
willingness to include them in community life.

3.77 These improvements demonstrate that change is possible. They are also a reminder that the changes
required in the future are but a continuation of what has largely begun. The foundations have been
laid for the proposals for change that follow.  It will be essential that data be collected to monitor
these changes across all public services. This is already a requirement under Section 75 of the
Northern Ireland Act 1998.
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The challenge to the Review is to get beyond the rhetoric and the research to
recommendations that will get us closer to the vision of a world in which children
with a learning disability will have equal choices and equal value. Children and
Young People’s Task Group. (57)

4.1 Recent trends in Government policy and legislation have emphasised the rights of children and the
need to ensure equality of opportunity for all children. We have taken full account of the proposed
children and young people’s strategy for Northern Ireland and its welcome emphasis on including all
children.  However, frequently the particular needs of children and young people with a learning
disability have tended to appear as a footnote in the initiatives that have emerged, but these are
overshadowed by the numbers and needs of other groups. Children and young people with a
learning disability have not benefited as they should from initiatives to improve children’s
experiences, or from measures focused on learning disability issues. We are proposing that there is
an urgent need to address this situation in the firm belief that investment in children and young
people is the most effective means of changing the experiences of people with a learning disability
and their families.

Issues and Concerns

4.2 Many children and young people in Northern Ireland suffer from poverty and social disadvantage;
these factors are increased where a family member has a learning disability.  In Northern Ireland:

• 27% of the population is aged under 18 (58) making Northern Ireland the most youthful region
in Europe yet we spend 25% less proportionately than England on children’s services (59)

• 6.3% of children under 16 years live on family farms with an increased risk of isolation for all
children and presenting serious challenges to families and services when a child has mobility
problems (58)

• 29% of households are defined as poor with a further 12.1% vulnerable to poverty owing to low
income.  Half of these households include at least one member with long-term illness or disability
(60)

Objective 1 To ensure that families are supported to enjoy seeing their children develop in an
environment that recognises and values their uniqueness as well as their contributions
to society

Chapter

4
“”

CHILDREN, YOUNG PEOPLE AND
THEIR FAMILIES

20980 makeup txt  9/1/05  9:00 PM  Page 35

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 353 of 3342

MAHI - STM - 083 - 353



36

• bullying is a significant cause for concern and unhappiness for children and young people with a
learning disability. (61)

4.3 The views of children and young people with a learning disability are not routinely sought. When
this is done it emerges that they share similar hopes and fears with their non-disabled peers, but also
have additional specific concerns including difficulty having friendships, experience of bullying,
isolation and barriers to play and leisure opportunities. (59, 62, 63)

Family Support

4.4 All children have the potential to bring to families great joy and equivalent levels of stress. Families
are important to all of us, more so to the person with a learning disability. Families of people with a
learning disability provide care and support well beyond what is normally expected and over a longer
period of time. Families of children with a learning disability will at times report experiencing
increased family harmony and cohesion, and higher levels of empathy among family members. For
many other families however there can be preponderance of more negative experiences that drain the
parent’s or other main carer’s ability to function as both an individual and as a long-term carer. (64)

4.5 The risk of experiencing such negative emotions is increased significantly for families:

• where the child has additional complex needs e.g.

• children with multiple physical and sensory disabilities

• children with an Autistic Spectrum Disorder

• children who display high levels of challenging behaviours or mental health problems

• families with more than one child with a significant disability

• children whose disability is not easily identified and who don’t look disabled

• families where a parent has a learning disability 

• at times of transition or change for the family e.g. 

• at the time of diagnosis

• starting school

• leaving school

• transition to adulthood

• leaving the family home. (65)

4.6 Children with a learning disability can display a range of special needs which require family
members to fulfil a diverse range of roles and functions: parent, educator, communication facilitator,
behavioural specialist, emotional confidant, advocate. Few carers could innately possess such a range
of skills and, as such, need support and opportunity to acquire such skills. (66)

4.7 Positive developments in the support provided to parents over recent years include:

• increase in the number of Allied Health Professionals
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• development in some areas of community based provision that facilitates access by children with a
learning disability to community social and leisure opportunities

• the wider range of short-break options available to families and the reduced use of hospital
provision to meet this need.

4.8 However, practical and emotional support to families tends to be fragmented and patchy.  Although
examples of good practice were presented to the Equal Lives Review, there was no evidence that such
practice is consistent across Northern Ireland. Recurrent concerns presented to the Equal Lives
Review included:

• Respite is currently defined as placements, which are usually planned in advance, where a child
moves out of the family home for a short break. Provision is variable in Northern Ireland and
parents frequently complained about their inability to access this provision particularly in
emergencies.

• Provision of childcare has improved overall since the Government launched its most recent
childcare strategy for Northern Ireland, Children First. (67, 68)

• The need for additional support for children with an Autistic Spectrum Disorder and/or multiple
disabilities was highlighted to the Equal Lives Review.

• In addition there is an emerging need for additional provision after school and for older children.

4.9 Family support is not just about more services of whatever type being delivered to families in the
hope that the cumulative effect will be helpful. Evidence has emerged in recent years both from
outcome based research and families’ own views that there are key elements of a Family Support
model, which are crucial to successfully helping families cope. (65, 69)

Growing Areas of Need

4.10 There will be a number of growing areas of need over the next 15 years, which include:

• children who are technology dependant, an increasing number of whom are surviving into
adulthood

• children with a learning disability who also have an Autistic Spectrum Disorder.  Autism is a
complex developmental disability of lifelong duration. The majority of those with an Autistic
Spectrum Disorder do not have a learning disability and 75-90% are within the average or above
average range of intellectual ability. (70) There is increasing evidence of the real life challenges
experienced by these individuals who are often caught between learning disability, mental health
and child health programmes of care. For those children with both an Autistic Spectrum Disorder
and learning disability there is a need for appropriately skilled diagnosis and assessment and
individual supports that take account of their particular needs. A ten year strategy to address the
educational needs of children with Autistic Spectrum Disorders was detailed in the Task Force on
Autism report. (71) Implementation of its recommendations requires close cooperation between
the wider education sector and health and social services agencies.

• children with multiple severe and profound disabilities who require 24-hour personal care and
increasingly intensive nursing care

• the numbers of children from minority ethnic communities are increasing

20980 makeup txt  9/1/05  9:00 PM  Page 37

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 355 of 3342

MAHI - STM - 083 - 355

cp 



38

• increasing number of parents with a learning disability who may require additional supports to
enable them to meet their parenting responsibilities.  A survey in one Health and Social Services
Trust found that 11% of families known to the children’s disability team had 2 or more children
with disabilities and for 5% of families one or both parents had a learning disability themselves.

• the nature of the family is changing. There are more lone parents caring for children with special
needs. (72, 8)

Looked After Children

4.11 Children and young people grow and develop best in their natural families. Where the family can
no longer provide the care or where the risks associated outweigh the benefits, this is not the case.
Data are not available for all of Northern Ireland on the numbers of children with a learning
disability who are looked after away from their natural families.

• A survey in the EHSSB found that 53 children with a learning disability were living in some form
of residential accommodation (N=31) or with foster carers (N=22). (73) This represents 0.28 per
1,000-child population or 3.3% of children with a learning disability in the Board.  If these
figures were projected to Northern Ireland as a whole, this suggests that around 140 children live
away from their natural families.  Most of the children in residential accommodation were 14
years and over.

• In the Republic of Ireland, twice as many children (7%) live in some form of residential
accommodation with an unknown number in foster care arrangements. (16)

• However, the study in the EHSSB area found that an additional 16 places were required to meet
the needs of those young people presently living with families and that a further 14 places are also
needed for those inappropriately residing in hospital or adult residential accommodation.  If the
figures for increased needs were projected to Northern Ireland as a whole, an additional 75 places
are required for young people who need to live away from the family home in settings appropriate
to their needs.  Many of these young people have severely challenging behaviours and/or an
Autistic Spectrum Disorder. They are difficult to foster because of their complex behavioural
problems or health needs and they cannot be accommodated in mainstream children’s homes. The
lack of appropriate community provision results in some of these children being admitted to adult
wards in learning disability hospitals and the lack of adequate provision makes it difficult to
discharge them.

• Mainstream children’s homes have difficulties supporting children with a learning disability, but
where for an individual child it is appropriate that they do, staff require additional training and
support to carry out this role.

• The lack of residential and foster placements is a recognised problem for all children. In a Social
Services Inspectorate report in 2003, 95% of respondents reported a shortage.  Social workers
surveyed said that 17% of children with a disability always/nearly always did not have their needs
met.  Multiple care placements were identified as a serious challenge. (74)

Action Required

4.12 We propose that support to families with a child with a learning disability be remodelled to develop
responses that are:
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• more family directed

• continuously identify the needs and wishes of the family

• empower staff to support families in a more family directed, purposeful way

• able to direct resources flexibly.

4.13 In order to develop a more co-ordinated approach and to overcome many of the difficulties
associated with families not knowing what support is available to them, a key worker should be
appointed as soon as possible after diagnosis. This role has been recommended in other recent
reports but as yet remains to be implemented in any consistent manner across Northern Ireland.  It
is imperative that a key worker be identified who will be linked with the family early and assume
primary responsibility for co-ordinating service intervention and delivery. The key worker will be
drawn from existing professionals such as social work, nursing or allied health professionals. The
key worker will ensure that a Family Support Plan is agreed in partnership with the family that
clarifies the support the child and family requires and how it will be delivered. The family and key
worker should review the Family Support Plan annually. (Recommendation 1)

4.14 Respite services need to be developed in a manner that moves away from an over reliance on
inflexible residential provision to the provision of a menu of short break services that include home
based support, community based activity, family placements and residential options. The range of
responses must take account of the intensive or specialist support needs of some children.

4.15 Children’s Services Plans must detail how they will address the growing needs identified above with
particular reference to deficiencies in short break provision, childcare and support in the home of
families of children with Autistic Spectrum Disorders, complex health needs and/or multiple
disabilities. (Recommendation 2)

4.16 It is vital that families have easily identifiable and accessible points of contact at different stages of
their child’s life.  In the coming years, multi-agency centres should be developed to act as a focus for
both generic and some specific services. These could be established from existing service sites, such
as family centres, large primary care practices, community centres, nurseries or schools, but their
existing remit would be widened through the addition of other information, support personnel and
services. The goal would be to create a hub for supporting families so that help can be wrapped
around the child and the family. This one-stop shop would also act as a common point of contact
for children, their families and the staff who support them and would help to build clear referral
pathways to further help and support and provide better co-ordinated responses.  Children’s Services
Planning should be charged with developing this proposal in that such centres would be designed
for all children in need and not just those with a learning disability. The evaluations of Children’s
Centres in England and the Wraparound Pilot in Northern Ireland provide models of service and
evidence of the factors that contribute to success. (75, 76)   (Recommendation 3)

4.17 As noted above we recommend that family support including planned breaks and emergency care in
and away from home be prioritised in order to minimise family breakdown. To meet the needs for
additional placements for looked after children specialist fostering and adoption should be further
developed to ensure targeted recruitment of and enhanced support for foster and adoptive parents.
Places for young people with a learning disability and complex needs aged 14 - 18 years who cannot
be placed in a family situation should be provided in ordinary domestic settings and with regard to
the principles of individual support, continuity and security of tenures of the supported living
model. (Recommendation 4)
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4.18 In order to address the complex and particular needs of children and young people with challenging
behaviours and/or severe mental health problems community based assessment and treatment
services need to be further developed. (Recommendation 5) The Child and Adolescent Mental
Health Working Committee will make further recommendations in relation to children and young
people with mental health problems. The interface between these services will be a key
implementation issue.

4.19 Objective 1 Recommendations

Recommendation 1 Each Trust should have established arrangements for the development of Family
Support Plans, which must be delivered through a co-ordinated strategy that
monitors outcomes and identifies unmet needs.

Recommendation 2 Over the next 5 years providers should be resourced to extend the volume and range
of emotional and practical help to support families. Their proposals should be
considered within the context of Children’s Services Planning and be aimed at
assisting the maximum number of families.   An ear-marked fund of up to £2
million recurrent each year for 5 years should be made available to fund proposals
that best meet the Equal Lives values and objectives. The outcomes from this
Family Support Fund should be carefully evaluated and used to inform future
commissioning decisions in support of family carers.

Recommendation 3 Health and Social Services Trusts in partnership with Education and Library Boards
and the community and voluntary sector should establish multi-agency centres,
which provide a clear pathway to help for parents of children with a learning
disability.

Recommendation 4 By March 2006 each Health and Social Services Board should identify the need for
permanent placements for children and young people with a learning disability and
produce strategies to address them. While the focus should be on innovative means
of developing and supporting specialist fostering, it may be necessary to commission
intensive care provision for small numbers of children who can not be placed in
family settings.

Recommendation 5 Community based assessment and treatment services should be developed for
children and young people with severe challenging behaviours and/or mental health
problems. The service should encompass a small short-stay residential provision and
community behavioural support services that provide outreach to families, schools
and community based agencies.
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4.20 Energies need to focus increasingly on directly meeting the individual needs of babies and young
children in a co-ordinated manner.  As they grow older barriers to their inclusion in play and leisure
opportunities enjoyed by their peers must be removed.

Issues and Concerns

Early Intervention

4.21 The value of early intervention with children with a learning disability has been well recognised, but
the problems and challenges that exist are evident: (64, 68, 70, 77, 78)

• professional efforts are often not co-ordinated

• parents complain of having to manage multiple appointments and receiving at times conflicting
advice

• long delays are reported for appointments to specialists

• key services are understaffed (79, 80)

• not all children with a learning disability receive a clear diagnosis despite the presence of complex
needs. This can result in children losing out as service responses are often linked to diagnosis.

• families report that lengthy multiple assessments can often result in little direct therapeutic or
education intervention

• parents also report great difficulties in accessing the information they need to fulfil their parenting
responsibilities including information on support, benefits and their child’s condition.

Play

4.22 To play is one of the fundamental rights as stated in Article 31 of the UN Convention on the Rights
of the Child. There is an urgent need to address the invisibility of disabled children in almost all the
forms of play provision. For many children with a learning disability current provision is still too
often inaccessible, unwelcoming and fails to meet their needs. Attitudinal or logistical barriers often
currently exclude children with severe and profound disabilities, an Autistic Spectrum Disorder,
severe communication difficulties or challenging behaviours, from almost all forms of publicly
funded play. (81)

4.23 Play provision using the child’s home as the base can build the confidence of both child and parent
to use the other forms of play provision. Toy Libraries, Sure Start and outreach from Child
Development Clinics have the potential to enhance the quality of children’s play at home. Home
visiting services have demonstrated their value in promoting the importance of play to parents and
developing parents’ play skills in the early years. (82)

Objective 2 To ensure that children and young people with a learning disability get the best
possible start in life and access opportunities that are available to others of their age.
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4.24 Policy and provision to promote play needs to take sufficient account of the very different role and
form of play in the lives of children at different stages of their childhood. Many children with
profound and multiple disabilities or complex health needs spend significant periods of time in
hospital. Disabled children also spend time away from home using short break services and again the
emphasis is all too often on care rather than play. All of these services used by children with a
learning disability would benefit from more focus on play. (64)

Young People

4.25 Young people with a learning disability express the same aspirations as other young people to
independence, work, learning, friends, marriage and a home.

• The experiences of young people with a learning disability are characterised by isolation and lack
of social opportunities, creating over-reliance on families.

• Youth services identify the inclusion needs of young people with a learning disability as an
equality issue but lack the resources to take forward the recommendations of pilot studies. (83)

• The vulnerability of these young people to mental and physical health problems, sexual
exploitation and crime as both perpetrators and victims is well documented but little preventative
or reparative work is done. (61)

• In learning disability services youth can get forgotten between children’s and adult services.  In
mainstream services young people with a learning disability have difficulty getting heard. Young
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people with complex needs are further excluded. There is a need for agencies to come together to
address these issues across sectors and other administrative divides.

• Young people need to be supported to engage with the authorities to ensure their views are heard.
The Interdepartmental Group that has been established by the Department of Education and
Department of Health, Social Services and Public Safety to develop the range of support for
children with special needs is an opportunity to ensure the broader agenda of young people’s
issues are addressed.

Action Required

4.26 In order to address the pressing need for information Health and Social Services Trusts should
engage with partner agencies to develop accessible and timely information. This should be sensitively
communicated to families at the point of diagnosis and at other major transition points. (78) There
may be merit in exploring the feasibility of developing this at a regional level. (Recommendation 6)

4.27 In order to ensure that the needs of individual children are addressed in a more co-ordinated and
effective manner the Family Support Plan should be complemented by the development, following
diagnostic and assessment processes, of an agreed multi-agency Early Intervention Plan that is child
centred. (Recommendation 7)

4.28 To address the current duplication and confusion about professional roles and boundaries and to
support the development of key workers and effective Early Intervention Plans the Department of
Health, Social Services and Public Safety  and Department of Education should produce a
comprehensive Early Intervention strategy that will:

• clarify pre-school years areas of responsibility between health and education

• consider how early intervention can be developed across all sectors including the training and
research required in this area and also links within schooling

• review current provision models and resourcing

• extend and integrate the models of service that are currently being established for children with an
Autistic Spectrum Disorder and which apply equally to children with other developmental
disabilities. (71, 84, 85) (Recommendation 8)

4.29 The Department of Education and Department of Health, Social Services and Public Safety have a
key role in ensuring equality of opportunity and addressing the needs of children with a learning
disability.  In order to achieve the objectives of the Equal Lives Review there will be a need for closer
working and shared planning and funding where necessary. (Recommendation 9)

4.30 Children and younger people with a learning disability should have equal access to and benefit from
play and leisure opportunities including sports and the arts. The Equal Lives Review has been
encouraged to learn of initiatives in each of these areas that have included children and young
people with a learning disability in community based play groups, after school clubs and youth
services.  However, there remains a lack of locally based accessible provision particularly for children
and young people with profound and multiple disabilities. This needs to be addressed by ensuring
that key agencies implement plans to reach children and young people with a learning disability.
Public bodies should, therefore, require that the sports, leisure and recreational services for which
they have responsibility evidence that they have been inclusive by monitoring uptake of their
schemes and use of their facilities. (Recommendation 10)
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4.31 In addition the Youth Service should mainstream the lessons learned from the pilot projects on
inclusion and provide the support to ensure that young people with a learning disability get involved
in decision-making processes in youth and other civic activities. (Recommendation 11)

4.32 Greater attention needs to be paid to addressing the increased vulnerability of children and young
people with a learning disability to abuse and exploitation. The school curriculum for these pupils
should encompass personal safety and personal relationship issues. (Recommendation 12)

4.33 The appointment of a Commissioner for Children and Young People in 2003 was a welcome
development and the proposed children and young people’s strategy should harness the efforts of a
wide range of Government departments and other agencies towards achieving equality of
opportunity for all children in Northern Ireland. The Commissioner could play a key role in
ensuring that all agencies meet their inclusion objectives for children and young people with a
learning disability. (Recommendation 13)

4.34 Objective 2 Recommendations

Recommendation 6 Each HSS Trust should set in place mechanisms to ensure that information on
services and how to access them, benefits and support groups and other sources of
help is automatically supplied to families at diagnosis/birth of their child.

Recommendation 7 Each HSS Trust should establish arrangements for the development of an Early
Intervention Plan, which includes details of a key worker, for each child with a
learning disability at his/her birth/diagnosis.

Recommendation 8 By June 2007 the Departments of Education and Health, Social Services and Public
Safety should develop a regional strategy for early intervention.

Recommendation 9 By January 2007 joint planning and bidding mechanisms should be developed by
the Departments of Education and Health, Social Services and Public Safety for
services for children and young people with a learning disability.

Recommendation 10 The Department of Culture, Arts and Leisure, Arts Council, Sports Council,
Education and Library Boards, Youth Council and District Councils should produce
clear statements outlining how they are targeting provision for play, sports, arts and
leisure opportunities for children and young people with a learning disability.

Recommendation 11 The Youth Service should mainstream the lessons learned from the pilot projects on
inclusion and provide the support to ensure that young people with a learning
disability get involved in decision-making processes in youth and other civic
activities.

Recommendation 12 The Department of Education and Education and Library Boards should review the
effectiveness of the programmes of learning for children and young people with
special educational needs in relation to issues of personal safety and personal
relationships. This should be supported with awareness programmes for parents and
for others involved with children and young people.

Recommendation 13 The Commissioner for Children and Young People should be requested to monitor
the effectiveness of all authorities in meeting their inclusion objectives. To facilitate
this, the relevant departments should produce an Annual Report on the
implementation of action plans.
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I want my son to have a chance at education, to have friends, to get a job that he
enjoys.  Isn’t that what you want for your children?  Why should we be any different?
Mother

5.1 Ensuring that men and women with a learning disability are able to actively participate in their
communities and afforded opportunities to meet their aspirations for meaningful day-time activities,
friendships, employment, education and leisure was a key area of concern to all those who
contributed to the Equal Lives Review. This chapter explores some of the issues highlighted and
outlines a strategy for improvement that will require the active commitment of a range of
Government departments and more effective working together between agencies, men and women
with a learning disability and family members.

5.2 There is a pressing need to reform outdated policies and practices that are based on a belief that
these issues should be addressed within the context of health and social services provision.  An
alternative model is required that challenges the social exclusion of men and women with a learning
disability from mainstream services and proactively ensures their access to the same range of
education, employment, personal relationships and leisure opportunities, whilst ensuring that
individual support is available where required. Linkages with the revised anti-poverty strategy and
actions are essential if we are to overcome social disadvantage and exclusion.

Issues and concerns

5.3 The key issues may be summarised as relating to:

• the transition to adulthood

• supporting men and women with a learning disability who have complex needs

Objective 3 To ensure that the move into adulthood for young people with a learning disability
supports their access to equal opportunities for continuing education, employment
and training and that they and their families receive continuity of support during the
transition period.

Objective 4 To enable people with a learning disability to lead full and meaningful lives in their
neighbourhoods, have access to a wide range of social, work and leisure opportunities
and form and maintain friendships and relationships.

Chapter

5
“”

FULLER LIVES
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• further education

• day services

• employment

• transport

• leisure

• personal relationships.

Transitions

5.4 Education and Library Boards have key duties in planning for a young person’s transition into adult
life and are required under the Education Order (NI) 1996 to :

• inform Health and Social Services Trusts up to a year in advance of a young person with a
statement of Special Educational Needs leaving school

• prepare a Transition Plan to allow for the coherent transition of the young person to adult life in
partnership with parents and other agencies.

5.5 However, despite evidence of excellent practice including innovative initiatives in partnership with
the voluntary sector, the experiences of many young people leaving school have been unsatisfactory.

• Various studies have documented the various difficulties that parents and young people have
encountered during the transition years. (39, 63)

• Much of the planning occurs in the last year at school, which is too late to ensure that a range of
options are sampled or explored.

• Careers advice is available to young people with a learning disability through the Careers Advisory
Service.  Input to individual schools varies but is better where good relationships have developed
between the Careers Officers and the teachers.

• There is a striking contrast between the expectations of parents and young people and the lack of
options that are available to them after school. (63)

• There are examples of good practice throughout Northern Ireland where partnerships between the
voluntary and community sector and schools have resulted in positive outcomes, but there is no
consistent access to such initiatives across Northern Ireland.

Complex Needs

5.6 There are a growing number of men, women and young people with a learning disability who have
complex needs and multiple disabilities.

• Parents report that access to the services of Allied Health Professionals reduces upon leaving the
special school.

• A growing number of young people who challenge services, some with a history of school
exclusion.
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• A few will commit offences and therefore come into contact with the criminal justice system.

• There are increased numbers of school leavers with a learning disability and an Autistic Spectrum
Disorder.

• There is increasing evidence of dementia and Alzheimer’s Disease amongst older men and women
with a learning disability.

Further Education

5.7 There is scope for development of opportunities for men and women with a learning disability
within Further Education (FE) in Northern Ireland.

• Significant variation exists across colleges in the number of students with a learning disability
enrolled as a proportion of the student body ranging from 1% - 13% in 2002. (86)

• Average level of enrolments appears to be lower in Northern Ireland, 4.1% in 1999, as compared
with 5.7% in England. (55)

• The number of students enrolled on full-time courses is also lower, 32% in 2002 in Northern
Ireland (ranging from 10% to 67% across the Colleges) as compared with 45% in England in
1999. (Department for Employment and Learning and 55)

• Concerns exist about the lack of progression from FE provision; students not able to gain
accredited awards from their study; the lack of links with job training and work experience;
students repeating the same course content in subsequent years.

• It is encouraging that studies in Northern Ireland have highlighted a range of initiatives that are
affording positive opportunities for young people with a learning disability to be involved in
activities within the FE sector. This provision points the way towards the positive outcomes that
might be achieved if such opportunities were more widespread and consistently available. (55,
87, 88)

Day Services

5.8 Traditionally the majority of school leavers from Severe Learning Disability (SLD) schools have been
placed in day centres commissioned by health and social services agencies. The model of such
provision has evolved over the years from an industrial/workshop philosophy to a social education
model, which emphasises the development of social and life skills.  More recently some centres are
moving towards becoming resource centres where in-house attendance is combined with
involvement in community activities.  Concerns about the place of day centres in the service
framework of the future led to the 4 Health and Social Services Boards to commission a wide-
ranging review, the outcomes of which have informed the Equal Lives Review. (56) The main issues
and concerns are:

• in 2002 an estimated 4,000 people were registered with day centres/training centres and
workshops. This represents around 70% - 75% of men and women with a learning disability
who live in their own accommodation or with family carers.

• 77 centres in Northern Ireland provide a service to men and women with a learning disability
aged between 16 and 87 years. The profile of those using the centres includes people with
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profound disabilities, those with an Autistic Spectrum Disorder, people with severe challenging
behaviours and a growing number of individuals with dementia.

• demand for places exceeds supply.  An estimated 180 children with severe and profound learning
disabilities leave school each year.  If all were to be accommodated in day centres an increase of
around 20% in places would be required over the next 5 years with an additional cost of
approximately £5.5 million.

• day centres have provided a valuable service to carers who have welcomed the respite for them and
the opportunities provided for their son or daughter.  However, they have also identified
inadequacies including shorter opening hours, transport problems, and the need for more
individualised planning.

• day centres can heighten the exclusion of men and women with a learning disability and reduce
their engagement with the wider community.

Employment

5.9 Many men and women with a learning disability aspire to having a job and increasing numbers of
parents share this aspiration for their teenage sons and daughters. The development of vocational
training and the introduction of Supported Employment to Northern Ireland have opened up new
possibilities for achieving these aspirations.

• Department for Employment and Learning’s Disablement Advisory Service provides assistance to
people with a disability to access employment.  Programmes on offer include Access to Work,
Employment Support, Job Introduction Scheme and New Deal for Disabled People.  Mainstream
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programmes like Jobskills and Worktrack are also available.  Significant numbers of young people
with a learning disability enter the Jobskills Programme.

• Access to these programmes can be limited by factors such as admission criteria, outcomes
required, duration of the programme and the pattern of provision.

• There has been considerable growth in Supported Employment in Northern Ireland over the last
decade. The Northern Ireland Union of Supported Employment has over 15 non-statutory
agencies in its membership and many other day centres are involved in this work.  A number of
other approaches to securing paid work have also developed including vocational training and
social enterprises.  Evaluations of such schemes have evidenced the benefits to individual
participants although few of the trainees had made the transition to paid work. (89, 90).
European monies from either the Building Sustainable Prosperity or Peace programmes have
funded most of this provision.  Urgent consideration needs to be given to mainstreaming the
funding and the learning.

• A range of external factors impinge on the potential for men and women with a learning disability
gaining employment including inflexible rules in relation to benefits, absence of clear intra-agency
partnership, low expectations and a disparate reliance on health and social services funding.
Difficulties in the reinstatement of benefits and the fact that wages earned may be lower than
benefits received means that people may be reluctant to seek paid employment. This was seen as
a major barrier to people with a learning disability accessing employment.

• The Department for Social Development has a role in clarifying what currently exists and
considering how to make realistic alternatives to benefits work for people with a learning
disability.

Transport

5.10 Issues and concerns have been raised to the Equal Lives Review about barriers to work and leisure
opportunities arising from inadequate transport provision. This includes:

• the particular transport needs of people with a learning disability in rural areas

• the introduction by the Department for Regional Development (DRD) of reduced charges on
public transport for people with a learning disability is a very welcome development.  Similar
reductions for their supporters are being considered.

• provision of transport within health and social services day services consumes over 25% of the
total budget.  As a consequence of the locations of many day centres, individuals can spend very
lengthy periods being transported to/from centres with only 20% of centres able to transport
most of their attendees from home to centre in less than 30 minutes.

• given the emphasis on facilitating people to use transport and enabling people with affordable,
accessible transport, there also needs to be an emphasis on accessible transport for those with
significant needs/complex needs. The cost of buying a suitable vehicle with appropriate
modifications to enable a person with a learning disability to travel whilst seated in their
wheelchair, whether through Motability or privately, is prohibitive for many families.

• a number of services have developed innovative independent travel training schemes, which have
increased the capacity of individuals to make fuller use of public transport.

20980 makeup txt  9/1/05  9:01 PM  Page 49

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 367 of 3342

MAHI - STM - 083 - 367

cp 



50

Leisure

5.11 Many people with a learning disability live lonely lives.  Most of their free time is spent in home-
based pursuits such as watching television and listening to music with few friends of their own age.

• In a study in 2003 the researchers interviewed the parents of over 50 school-leavers from 2 special
schools for pupils with severe learning disabilities in Northern Ireland. Three in five of the young
people (58%) were reported to have no friends of their own.  In all 90% of parents would like
their son or daughter to be more involved with friends of their own age and they mentioned the
need for more clubs and for more sports and leisure activities. (63)

• A similar picture emerges for adults.  In a 2002 study over 2 in 5 people reported having no
friends outside of the day centre they attended and 4 was the most that anyone reported. The
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most common activities undertaken with friends were going to discos and social clubs, but most
of these were organised specifically for people with a learning disability, such as Gateway Clubs.
(91)

• A study of 65 persons resettled from a long stay hospital in Northern Ireland into nursing home
and residential care found that only 14 people (21%) had regular or frequent contact with friends
outside of the residence. This included contact with people in day centres.  Only 5 people were
reported to meet their friends away from the centres; through visits to the residence (4) or going
out with them socially (2) or for shopping (1).  Overall, the mean number of different leisure
activities residents had engaged in during the past 4 weeks was 5.6.  However, people living in
nursing homes had a significantly lower mean score (3.1 activities) than those in residential (5.8
activities) or community homes (7.4 activities). (92)

• Overall people with a learning disability tend to lead more sedentary lifestyles than the general
population, performing significantly less than the minimum levels of physical activity
recommended by the Department of Health.  Levels of obesity appear to be rising among adults
with a learning disability in Northern Ireland. (93)

• People with a learning disability often express dissatisfaction with their community, recreation and
leisure activities. They mention in particular the need for more evening and weekend activities
and greater opportunities to take part in community events.  Among the obstacles they currently
experience are the lack of public transport and the prohibitive costs of taxis, problems with
physical access to premises such as cinemas, nightclubs, bars and restaurants and the lack of a
companion - befriender - to accompany them. (1)

• Many family carers are also concerned about the lack of leisure opportunities. (56) Among the
suggestions they made were:

• drop in centres and more social clubs

• weekend or short breaks away

• befriending schemes with long-term commitments

• education of the general public about learning disability

• Community Access/Support Workers to allow individuals to attend events/concerts rather than
depending on their ageing parents/carers to take them

• day centre facilities utilised in the evenings.

• Relatively little monies have been expended by social services in promoting the social and leisure
lives of people with a learning disability.   Often this has been left to charitable groups (often led
by parents and relatives) and they continue to be the main provider of leisure opportunities
outside working hours with a heavy reliance on volunteers.

• The main service innovations in this area have revolved around the concept of befrienders; ideally
a person of similar age, background and interests recruited to share some of their leisure time with
a chosen partner.  A Northern Irish survey identified this as the fifth most popular form of
voluntary activity with an estimated 80,000 people involved across all client groups. (94)

• A number of dedicated befriending schemes have been set up by a range of agencies in Northern
Ireland mostly in the non-statutory sector although as yet there has been no evaluation
undertaken of their impact and sustainability.   
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5.12 Despite the fact that access to social and leisure opportunities is extremely limited for many men
and women with a learning disability relatively few resources have been expended in this area.
Greater attention to developing people’s social networks could pay dividends in other ways by
reducing the possible consequences of social isolation including challenging behaviours and
depression.

Personal Relationships

5.13 Meaningful relationships, including marriage, and expression of one’s sexuality contribute greatly to
people’s quality of life. The sexual expression and developing sexuality of people with a learning
disability is often seen as problematic and not a normal part of growth and development. This
ignores the person’s rights and the benefits to be gained.

• The subject of relationships and sexuality and the social skills required to form appropriate
relationships receive insufficient attention at home, at school and in other service settings.

• The changes in the life stages of people with a learning disability are often not recognised. There
is a marked lack of sex education for men and women with a learning disability and lack of
guidelines for staff who provide sex education.

• Life stages and general sexual and reproductive health care is not provided.  For women in
particular issues are not adequately addressed in relation to premenstrual syndrome, cervical and
breast screening, sexual health screening, menopause.

• Sexual orientation and preferences often go unnoticed and undetected or attributed to lack of
experience, choice or environmental influences.

5.14 Staff members who participated in a consultation exercise as part of the Equal Lives Review
highlighted a number of issues pertinent to supporting sexual expression that they feel unable to
resolve because of lack of clear legislation, policy and guidelines. These included:

• participants working in residential care settings who expressed feelings of frustration around being
willing to support clients in their sexual expression but being hampered by how current legislation
is interpreted and implemented through policy

• a perceived need for greater clarity between the Mental Health Order, Sexual Offences Act and
Human Rights Act, in relation to service users’ rights around sexual expression and the process
used to assess capacity to consent

• a need for ongoing training, supervision and support to develop understanding and competencies
at different levels of intervention, mostly around inappropriate touch/abusive behaviours

• policies are now more likely to acknowledge the rights of people with a learning disability around
their sexuality and sexual expression, however, there is a lack of clarity around whether service
users’ rights are prioritised above parents’ rights and the legal position regarding parents’ rights i.e.
if there is a clash between the individual’s wishes and parents’ wishes, whose views should be
prioritised?

• balancing rights, responsibilities, vulnerabilities and risk in this area is complex and hampered by
apparent lack of clear direction as to the parameters within which staff should work at a practice
level.
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5.15 We anticipate that the ongoing work of the Legal Issues Committee and of the Office of Law
Reform on mental capacity will assist in resolving some of these issues.

5.16 There is a lack of support, education and training for parents, to enable them to identify emergent
issues and gain knowledge and skills in supporting their children.  Many parents struggle with their
own values and beliefs around sexual expression and the desire of young people and adults with a
learning disability to form sexual relationships. The following issues have been expressed by parents:

• fears and concerns around lack of support for children particularly when, during times of
transition from primary to post primary education, they are seeking to keep their children in
mainstream education

• education around appropriate sexual expression.  Parents often feel unable to discuss problems
with others and are unable to identify appropriate means of support.

• accessing appropriate information to support them to provide sex education for their sons or
daughters.

Action Required

5.17 To address the wide-ranging concerns that have been identified a strategy is required that reduces the
barriers to community integration and ensures equity of opportunity and social inclusion.   Given its
responsibility to promote lifelong learning, further education and increased employability the
Department for Employment and Learning has a key role in developing such a strategy.

5.18 In Chapter 12 we set out proposals for new organisational arrangements that should oversee the
implementation of these recommendations at both a regional and a local level.

5.19 The starting point for improvement must be the work undertaken at the transitions phase.  It is
alarming to note that despite effective transition planning being a mandatory requirement, so many
young people have unsatisfactory experiences during the move from school towards adulthood. This
is a key period when opportunities exist for pioneering a new style of service for a young generation
of people rather than pursuing an automatic progression from special school to day service.  Parents
and young people should be targeted and offered a co-ordinated transitions programme that
prepares for the transition to adulthood. This must be accompanied by a transitions plan that
outlines the individual’s interests and needs including vocational training, education and
employment, health profile, social supports, leisure, friendships and social development. Transitions
planning should begin at 14 years of age and if required appropriate transitions support available
until 25 years. In order to achieve this it is recommended that a Transitions Service  is developed for
each population of 100 - 120,000 which will work with approximately 60 young people to ensure
that the transitions programme and plan are addressed by relevant agencies. (Recommendation 14)

5.20 It is clear that transitions planning should not occur in isolation of other initiatives designed to
increase opportunities for employment, education and other meaningful daytime activities, if we are
to avoid falsely raising expectations. Transition Workers will require close working relationships
with a number of agencies including schools; special education officers; the Careers Service;
vocational training and employment service providers; the volunteer bureaux; voluntary and
community groups, as well as employers and the business community.  Current work by the Inter
Departmental Group on Transitions will provide a positive steer in this regard. The key will then be
local arrangements that are robust and reflect shared planning and ongoing monitoring of provision.
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5.21 Provision in FE colleges needs to be fundamentally reviewed and tailored better to meet the need of
students with a severe learning disability.  Education providers must meet their obligations under the
Special Educational Needs and Disability Order (SENDO) to ensure that existing policy, teaching,
curriculum and facilities ensure that young people with a learning disability are treated as favourably
as others in relation to accessing provision. This includes ensuring that there is a culture of
inclusion; that prospectuses and other information produced is accessible and that appropriate
learning and financial support is available.  In addition it is recommended that the FE sector
develop new programmes specifically designed to meet the Lifelong Learning needs of men and
women with a learning disability.  Particular attention needs to be paid to school leavers amongst
whom the specific needs of those leaving at 16 should be noted. We suggest that around 270
fulltime places are required in future years for school-leavers and we recommend a further 300
whole-time equivalent places for older students. (Recommendations 15, 16)

5.22 There is a need for a radical reconfiguration of existing day service provision based on a progressive
shift towards a resource model.  As alternative provision develops there should be a reduction in the
numbers of people who attend day centres on a full-time basis.  It is anticipated that centres will in
future be providing a service to men and women with increasingly complex needs who should also
be enabled to access opportunities for community integration.  Day centres will need to explore the
need for developing sites for meeting the particular needs of people with an Autistic Spectrum
Disorder and older people. We believe that the potential for day centres to be used as resources to
the community is particularly underachieved at present.  Partnership with community and voluntary
groups should be explored particularly for the development of evening and weekend access to the
centres to facilitate other services and community groups.

5.23 The modernisation of day centres will require reallocation of existing resources and additional
investment in physical infrastructure and human resources.  In order to stimulate the modernisation
agenda each day centre should be required to produce a development plan in partnership with
attendees, family carers and potential provider partners. The development plan should address as a
minimum issues of: 

• location

• buildings

• service functions and activities 

• people served

• staffing

• transport

• payments made

• developing links to community and other providers

• provision for people with complex needs.

5.24 Future Department of Health, Social Services and Public Safety investments in day services should
be targeted at the development of other supported placements including voluntary work and leisure
opportunities. There are different models of achieving this and diversity of provision should be
encouraged to promote innovative and creative approaches. (Recommendation 17)
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5.25 In order to enable the proposed reconfiguration of day services and to promote access to the labour
market for men and women with a learning disability it is recommended that supported
employment services are developed across Northern Ireland. The Disablement Advisory Service
should take the lead in reviewing the existing specialist employment provision including the use of
its disability programmes by people with a learning disability.   In particular the aim should be to
have such services available in each area serving a population of 100-120,000 persons. We welcome
the recent initiative of the Department for Employment and Learning to reviewing its employment
services for persons with disabilities, including those with a learning disability. (Recommendation
18)

5.26 The public sector is a major employer in Northern Ireland.  Public bodies could play a key role in
addressing the barriers to employment experienced by men and women with a learning disability.
Attention should be directed towards the process of recruitment for posts in the public sector
including the routes into work, reviewing job descriptions, creation of more part-time posts, process
used to attract individuals to apply for a vacancy and selection and interview processes.

5.27 The development of policies and practice in these areas in terms of making reasonable adjustments
as defined in the Disability Discrimination Act 1996 would help promote equality of opportunity in
a most positive manner. (Recommendation 19)

5.28 Mainstream vocational training provision could do more to accommodate the needs of school
leavers and adults with a learning disability wishing to enter the labour market. The impact of
admissions criteria, course content and outcome related funding on access by people with a learning
disability should be examined.  Improvements should be made in support provided to participants
and the training of staff. (Recommendation 20)

5.29 The limitations posed by existing transport provision have curtailed access to educational,
employment and leisure opportunities.  A determined effort is required to ensure that these barriers
are removed. There is scope to more actively promote independent travel on public transport and
on foot. This should be planned with the support of the family and must feature in schools and
college curricula as well as in other support services.  In addition those charged with responsibility
for public transport must ensure that the particular needs of men and women with a learning
disability are incorporated in their strategies. (Recommendations 21, 22).

5.30 With the emphasis on facilitating people to use transport and enabling people with affordable,
accessible transport, there also needs to be an emphasis on accessible transport for those with
significant needs/complex needs. The Motability Scheme requires reviewing to ensure an
appropriate, affordable solution for those who need to travel in their wheelchair along with other
family members. (Recommendation 23)

5.31 Leisure and recreation schemes should be promoted and co-ordinated at District Council level.  An
audit should be commissioned of leisure and recreation facilities, societies and clubs within their area
that serve the wider community as well as people with disabilities. This Directory should be
maintained by District Councils and widely circulated to all service providers (including residential
services) and family carers.  A central point should be created or identified for recruiting volunteer
helpers and drivers.  Different schemes within District Councils should have shared access to a
minibus or people-carriers.  Seed monies should be available to initiate new schemes.
(Recommendation 24)

5.32 Now that all services are expected to have policy guidelines in place on sexuality and personal
relationships, there needs to be concerted efforts across all services to make available opportunities
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for education on these issues and on sexual health. This should be done with the knowledge and
support of family carers, but they should not have a sanction on their relative’s participation if that is
his or her wish. (Recommendation 25)

5.33 The issue of bullying that is commonly reported by self-advocates needs to be proactively addressed
both in specialist services and the wider community.  In the latter instance, the greater involvement
of people with a learning disability in educating senior pupils in primary schools and secondary
school students has increased the students’ awareness of the hurt they cause.  Equally people with
disabilities should be encouraged to exercise their rights to make complaints to the police or other
relevant authority.  It should be noted that the draft Criminal Justice Order includes disability
within its definition of the grounds for hate crimes. (Recommendation 26) 

5.34 Objectives Recommendations
3 and 4

Recommendation 14 That Transition services are established for all young people who have a statement to
support parents and young people to develop a transitions plan and ensure
recommendations are carried through. Careers advice restructuring should support
this proposal and provide an ongoing support to 22 years.

Recommendation 15 The Department for Employment and Learning will ensure that revised funding
arrangements are in place so that FE Colleges are able to increase significantly the
number of full-time places available to students who have a Statement of Severe
Learning Disability, to undertake a 3 year accredited course.

Recommendation 16 In order to afford lifelong learning opportunities the Department for Employment
and Learning should ensure that revised funding arrangements will enable more
part-time places to be created in FE for older students.  Access to FE by people with
a learning disability should be monitored and we welcome the intention of the
Department for Employment and Learning to do so.

Recommendation 17 By March 2007 each Health and Social Services Trust should have produced a
costed Development Plan for each day centre they provide or commission.

Recommendation 18 The Department for Employment and Learning, in consultation with other relevant
Departments, should promote the introduction of dedicated Supported
Employment services across Northern Ireland.

Recommendation 19 Public sector employers should review their recruitment practices, as required by
equality legislation to open up employment opportunities for men and women with
a learning disability.

Recommendation 20 Department for Employment and Learning should review the use of its
employment, skills and disability programmes by people with a learning disability to
remove structural barriers to participation and identify how they could promote
better outcomes.

Recommendation 21 Department of Education and Department of Health, Social Services and Public
Safety should ensure that young people with a learning disability are equipped with
skills to use public transport where possible through appropriately targeted
independent travel training programmes. Where possible these should become part
of the curriculum and continuing education plans for young adults.
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Recommendation 22 Department for Regional Development should ensure that the regional transport
strategy ensures that people with a learning disability can access local transport.

Recommendation 23 The Motability Scheme requires reviewing to ensure an appropriate, affordable
solution for those who need to travel in their wheelchair along with other family
members.

Recommendation 24 Access to local leisure and recreational services should be promoted and co-ordinated
led by District Councils.

Recommendation 25 Personal relationships education should be available in all services for people with a
learning disability with training offered to staff and support to parents.

Recommendation 26 OFMDFM should co-ordinate a policy initiative to reduce the likelihood of
bullying experienced by people with a learning disability, both in specialist settings
and the wider community, notably schools. The development of anti-bullying
strategies would be a positive first step.
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Disabled persons have the right to live with their families or with foster parents and
to participate in all social, creative and recreational activities.  If the stay of a
disabled person in a specialised establishment is indispensable, the environment and
living conditions therein should be as close as possible to those of the normal life of a
person of his or her age. UN Declaration on the Rights of Disabled Persons
1975 (51)

6.1 Shelter and care are basic human needs. Where we live and with whom we live, help to define us as
individuals and give us status. The location of our homes often determines the extent of social
inclusion that we experience.  During much of the last century those people with a learning
disability who could not live with their families had to live on a long-stay basis in hospital
accommodation or residential facilities. The most recent Review of Policy for People with a
Learning Disability (7) clarified as a Government priority, the need to resettle people who were
living in hospital.  In many cases the accommodation that replaced the hospitals retained many of
their features; most obviously sizeable groups of people who were unrelated to each other living
together in hostels, care homes and nursing homes with little engagement with local communities.
More recently a wider range of housing options have been developed based on more individual
responses and located in ordinary buildings in the community.  However, the emphasis on
resettlement in Government policy has resulted in an imbalance between efforts to secure alternative
housing for people living in hospital and the lack of development of supports to those living with
their families.  Future housing strategy must take account of population trends that evidence that a
growing number of people will require alternative housing options and the need to alleviate
pressures on family carers who currently provide accommodation for the majority of people with a
learning disability in Northern Ireland.

Chapter

6
“”

ACCOMMODATION AND SUPPORT
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Where Do People with a Learning Disability Live?

6.2 Nearly all children (up to 19 years of age) live in family homes either with natural, adoptive or foster
parents. (15) Accurate figures are not available for all of Northern Ireland, but in a study in the
EHSSB area 34 children were living in some form of residential accommodation and 26 in foster
care arrangements. Together these represent 2% of all children known to Health and Social Services
Trusts in that area. (73)

6.3 Figure 5 shows where men and women with a learning disability are living. 

Figure 5: Percentage of adults in different forms of accommodation in Northern Ireland in 2003
(N=7,970) (15)

6.4 As figure 5 shows the majority of people live with family carers although a small proportion have
their own accommodation.  Around 450 live in hospitals and on average will have lived there for 20
years.  Nearly 1900 persons are in some form of residential provision and have lived there for around
8 years on average.

Own Accomodation

With Partner/Spouse

With Family

Residential

Hospital
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Objective 5 To ensure that men and women with a learning disability have their homes in the
community, the choice of whom they live with and that, where they live with their
family, their carers receive the support they need.

Objective 6 To ensure that an extended range of housing options is developed for men and
women with a learning disability.
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6.5 Comparable figures for Great Britain are given in Figure 6.

Figure 6: Percentage of adults in different forms of accommodation in Great Britain in 1999 (95)

Issues and Concerns

6.6 The main concerns with current arrangements that were highlighted to the Equal Lives Review
relate to the position of men and women with a learning disability living long-stay in hospitals, the
reliance on large group living arrangements, pressures on family carers and the barriers to developing
an appropriate range of housing options.7

• Although the number living in learning disability hospitals has been declining since the 1980s, in
2003 it was estimated that 455 men and women with a learning disability had no home outside a
hospital: Muckamore Abbey Hospital 300, Longstone Hospital 115 and Stradreagh Hospital 40.
(15) This is in spite of the fact that hospital resettlement has been the cornerstone of
Government policy in Northern Ireland since 1995. The average age of people living in hospital
in Northern Ireland is 49 years.  Many have a severe learning disability and more complex needs.
They typically live in ward-style accommodation.  Few have their own bedroom.

• Research into the resettlement programme has highlighted that people were relocated largely into
large group settings with little use being made of more individualised options, such as supported
living options. There is also growing concern about what has been termed the new long stay
population namely those men and women with a learning disability admitted to hospital for
assessment and treatment, but who have remained in hospital owing to the absence of a suitable
community alternative.  Studies have placed this group at between 11 and 15 % of those
admitted. (46)

• Approximately half of the remaining men and women with a learning disability who live outside
the family home live in registered residential care homes (950 individuals).  On average the homes

Private Households

Residential

Hospital

0 10 20 30 40 50 60 70 80

7 Unless otherwise stated the evidence cited in this section is drawn from a series of reports prepared for the Northern Ireland
Housing Executive and the 4 HSS Boards by Professor Roy Mc Conkey and colleagues (96, 97, 98, 99)
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accommodate 20 individuals.  A further 29% live in registered nursing homes. Recent research
indicates that approximately 220 men and women might be more appropriately accommodated in
supported living options. 

• A growing number of people (19%) do live in supported living arrangements where typically they
have tenancy agreements and live on their own or with one or two other persons and have
support from staff including 24-hour cover if needed.  Of those living in these 3 forms of
accommodation, the majority came to their present home from living in a hospital (42%) and a
further 25% from another residential facility.  Only 34% came from the family home.

• Concern has been expressed at the lack of consistency across Northern Ireland in terms of the
types and level of provision, which may indicate service inequities. The Northern Health and
Social Services Board had the highest proportion of people in nursing home accommodation
(46%) as compared with 22% in the Eastern Health and Social Services Board. The Eastern
Board had the highest level of people in supported living arrangements (31%) as compared with
only 4% in the Western Board and 3% in the Southern Board.

• Most people live with family carers; usually their parents.  Nearly one third presently live with a
single carer and over 25% with carers aged over 65 years.  Around one in 6 carers were rated as
being in poor health. These are all risk factors that make present care arrangements vulnerable. 

• Families with a disabled member experience far greater problems with their housing than families
with non-disabled members.  In one study 9 out of 10 families reported at least one difficulty
with their housing and many reported multiple problems. (100) Families on low incomes
experienced most problems. These include the need for better bathroom facilities and
requirements for extra storage space. The report noted that only 10% of families had received
assistance from statutory agencies in order to address their housing needs.  Families find the
process of obtaining grants to improve their homes is complex and time-consuming and often the
monies made available are insufficient to cover the cost of the adaptations that are required.

• Carers of people with complex physical and health needs felt particularly unsupported with very
limited opportunities for respite breaks and a lack of choice as to alternative care arrangements
when they can no longer cope. (2)

• Only a small proportion of people have their own house (around 10%) or live with a
spouse/partner (3%).

• More recently a small number of agencies have developed Adult Placement Schemes where
families are actively recruited, supported and paid to provide short breaks or long-term homes for
selected individuals. Whilst these developments have to date been used successfully in Northern
Ireland primarily for short breaks, there is room for further development of the model for the
provision of permanent homes. (101, 102)

Futures Planning

6.7 The Equal Lives Review has also been presented with a number of issues and concerns linked to
planning for future provision that will need to be incorporated in housing strategies developed to
address emerging and current needs.

• To date most of the planning has related to the resettlement of people from long stay hospitals.
This will continue to be an issue with over 400 people still requiring a move to accommodation
in the community.  However, the predominance of the resettlement agenda over recent years has
had adverse effects in terms of the lack of attention paid to planning for the future housing needs
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of those who live with families, many of whom are in housing arrangements that are vulnerable to
breaking down owing to illness or family crisis.  In addition, the type of accommodation favoured
during the resettlement programme is not suitable for future needs as men and women with a
learning disability increasingly aspire to accommodation arrangements that are more independent
and closely integrated into their communities.  Large scale, group environments will not meet
these aspirations, which will increasingly in the future be driven by awareness of human rights
and concepts of social inclusion.

• In addition to those currently living in hospital it is estimated that approximately 1600 persons
may require alternative accommodation and/or support arrangements in the coming 5 to 10 years.
Of these around 170 are likely to be required in the next 2 years with half of this figure needed in
the Eastern Health and Social Services Board area. The amount and type of support varies across
individuals, but could involve assistance with personal care, medication, household activities,
community participation, budgeting, inter-personal relationships and behaviour management. 

• We have identified a number of issues with current administrative systems that threaten the
development of more appropriate housing and support options for people with a learning
disability:

• there has been a lack of bridging finance to the same extent as was available in Great Britain to
enable people to be resettled from hospitals

• as yet no commitment has been given to the resettlement of all long-stay patients by a
designated date

• dowry systems are not in place so that the money can follow the resettled person in perpetuity

• care management procedures as they presently operate, coupled with lack of finance and
community options, constrain staff from promoting options for more independent living
arrangements and planning for them over a longer time frame 

• men and women with a learning disability, irrespective of where they presently live, are not
encouraged by their carers to have their name placed on the waiting lists for public sector
housing if a change in accommodation is likely to be required

• the Equal Lives Review has been made aware that the Common Selection Scheme now
operated by the Northern Ireland Housing Executive could make it more difficult for people
with a learning disability to access housing that is appropriate to their needs

• revenue costs for complex needs housing schemes must be secured at the same time as capital
costs are committed. This will guarantee that the places are allocated to the persons for whom
they were planned.  However, revenue allocations by both the Department of Health, Social
Services and Public Safety and the Department for Social Development (DSD) are done on an
annual basis which prevents planning commitments being given for capital developments that
may take up to 3 years to complete.

Action Required

6.8 We propose that the following service principles and aspirations should guide the development of
future housing and support options for people with a learning disability. They arise from existing
legislation, recent research findings undertaken with this client group and recognised good practice
already taking place in Northern Ireland and elsewhere in these islands. They also take cognisance
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of recent and future legislative changes such as the Disability Discrimination Act and the proposed
introduction of a Bill of Rights.

• People with a learning disability have the right to the same range and standards of
accommodation that is available to their non-disabled peers. 

• They have the same rights as other citizens in obtaining tenancies in public housing, in buying
and inheriting houses and in claiming housing and other support benefits to which they are
entitled. This includes access to Direct Payments and the Independent Living Fund.

• At present, families provide homes and support for the great majority of people with a learning
disability in Northern Ireland.  Moreover it is the wish of many people to continue living within
the family.  Hence families should be supported in continuing to provide housing and support to
their relatives as long as both parties wish this to happen. This support should include the
provision of housing adaptations, of domiciliary supports and of short breaks.

• People with a learning disability should be enabled to remain in their neighbourhoods if they
want to when family carers are no longer able or available to look after them. They should be
assisted to continue living in the family home by having tenancies transferred to them;
participating in the right-to-buy schemes or the ownership of the house being passed over to
them.  Domiciliary supports should be made available to the person with a learning disability as
well as to family carers.

• Meeting the accommodation and support needs of people with a learning disability is not just the
responsibility of health and social services.  Hence Health and Social Services Boards and Trusts
must work in partnership with a range of statutory and non-statutory housing and social care
agencies in order to fulfil these needs.

• A range of different types of accommodation and support services should be available within
Northern Ireland so that services can be better tailored to the needs of individuals and to provide
for an increased element of choice.  People with a learning disability, their relatives and paid carers
should be informed about the range of accommodation and support options that are available.
This should be done in accessible formats.

• When demand for accommodation and support services exceeds supply, the allocation of these
services should be done in a transparent and equitable manner.  Applicants, their family carers
and advocates must be kept fully informed throughout.

• People should not live in hospital accommodation.  Some may have to be admitted for short
periods (of up to 6 months) of acute assessment and treatment, but no one should remain there
for long periods (12 months+) due to their specialist needs.  Everyone should have a home address
to which they will be discharged.

6.9 Resettlement of long-stay patients from hospitals within the context of supported living principles
must be progressed as rapidly as possible.  By June 2011, all people living in a learning disability
hospital should be relocated to the community.  Funds need to be provided to ensure that on
average 80 people will be resettled per annum over the 5-year period from 2006 to 2011.
(Recommendation 27)

6.10 In order to address the concerns raised about the potential for developing a new long stay hospital
population all commissioners should ensure that they have arrangements in place to provide
emergency support and accommodation for persons with a learning disability.  Learning disability
hospitals should not provide this service from 1 January 2007. (Recommendation 28)
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6.11 Objective 5 Recommendations

Recommendation 27 By June 2011, all people with a learning disability living in a hospital should be
relocated to the community.  Funds need to be provided to ensure that on average
80 people will be resettled per annum over the 5-year period from 2006 to 2011.

Recommendation 28 With immediate effect, all commissioners should ensure that they have resourced
and implemented arrangements to provide emergency support and accommodation
for persons with a learning disability.  Hospitals will not provide this service from
1st January 2008.

6.12 In line with the thrust towards more normal, individualised housing options for men and women
with a learning disability there is a need for both a wider range of supported living provision, to
include adult placement services, and to address the deficiencies identified in large-scale group living
environments.  New care standards coming into force over the next 3 years will require upgrading of
much current provision. This is not only to improve the quality of life of existing residents, but also
to secure better quality provision for future users of these accommodation options. We propose that
in future all new-build accommodation provided for people with a learning disability should be for
no more than 5 individuals - preferably less - within the same building. This accommodation
should take the form of lifetime, barrier-free homes, i.e. homes that can provide security of tenure
for the tenants and be designed in such a way as to be suitable for meeting the needs of current and
potential physical disabilities.  In order to assure equity of provision it is also proposed that by
January 2013 all accommodation provided for men and women with a learning disability and aged
under 60 should be in households of 5 or less individuals. (Recommendations 29, 30)

6.13 In order to meet the emerging needs identified an additional 100 supported living places per annum
for the next 15 years should be developed to enable people to move from family care without having
to be placed in inappropriate settings. (Recommendation 31)

6.14 These proposals will require close collaboration with the NI Housing Executive, Department for
Social Development and health and social services agencies. There should also be active engagement
with personnel from the Social Security Agency at both regional and local levels.  Mechanisms
should be put in place to engage with District Councils, Local Health and Social Care Groups and
community organisations in the development of local initiatives.  In particular funding mechanisms
and planning cycles urgently need to be addressed in order to enable the extensive programme of
work that is required. The capital and revenue cycles of both Department of Health, Social Services
and Public Safety and Department for Social Development need to synchronise for Supporting
People schemes. (Recommendation 32)

6.15 In particular when considering the needs of people with more profound and multiple disabilities the
potential for technological advancements in maximising opportunities for independence needs to be
more fully harnessed.  Housing planners and service providers should improve their awareness of
such developments and their application within future housing strategies. (Recommendation 33)

6.16 The Equal Lives Review has highlighted the low level of home ownership amongst men and women
with a learning disability in Northern Ireland.  It should be clarified if Supporting People monies
can be used to support people who are owner-occupiers. There is considerable scope for meeting at
least some of the emerging housing needs through Supporting People to either purchase their own
homes or to take over the ownership of property left to them by families. (Recommendation 34) 

6.17 Improved supports need to be given to family carers to enable people to continue living with their
families. This includes improved short break provision; extension of home based, floating support
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services to maintain people in family homes; support for other family members to take over the
caring role from ageing parents if they wish to and improvements to the process of accessing housing
adaptation grants. (Recommendation 35) The Department for Social Development and the NI
Housing Executive should ensure the increased use of floating support linked to an individual’s
needs rather than overly relying on accommodation based schemes. This would make it easier for
people to move to more suitable accommodation as their needs change. (Recommendation 36)

6.18 Objective 6 Recommendations

Recommendation 29 With immediate effect, all new housing with support provision for people with a
learning disability should be for no more than 5 individuals with a learning
disability - preferably less - within the same household.

Recommendation 30 By 1 January 2013 all accommodation for people with a learning disability under 60
years of age should be for no more than 5 people.

Recommendation 31 An additional 100 supported living places per annum for the next 15 years should
be developed to enable people to move from family care without having to be placed
in inappropriate settings.

Recommendation 32 Department for Social Development and Department of Health, Social Services and
Public Safety should develop clear assessments of future housing needs for people
with a learning disability including those who currently live with their families and
agree a continuous 3 year funding strategy to resource housing and support
arrangements.

Recommendation 33 Housing planners should accumulate and disseminate detailed knowledge on the
range of assistive technology that is available to enrich the capacity of people with a
learning disability to lead more independent lives in the community.

Recommendation 34 A strategy should be developed by the Department for Social Development to
increase opportunities for people with a learning disability to own their own homes
where this is a safe and appropriate option.

Recommendation 35 Procedures and criteria for applying for Disabled Facilities Grants should be revised
to tackle inconsistencies, reduce bureaucracy and reduce the hidden costs to carers.

Recommendation 36 Department for Social Development and the NI Housing Executive should establish
mechanisms to ensure the increased use of floating support linked to an individual’s
needs rather than overly relying on accommodation based schemes.
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Health is a state of complete physical, mental and social well-being and not merely
the absence of disease or infirmity World Health Organisation 1946 (103)

Health is a fundamental human right DHSSPS 2002 (104)

7.1 An increasing number of people with a learning disability are living longer and healthier lives.
Greater numbers of children with complex health needs and multiple disabilities are surviving into
adulthood.  Increasingly people with a learning disability who experience mental health problems are
living in local communities rather than having their homes in specialist hospitals.

7.2 In order to ensure that people with a learning disability enjoy the benefits of such changing
circumstances, commissioners and service providers will need to actively ensure that there is equity
of access to the full range of healthcare provision enjoyed by the general population. This is now
clearly enshrined in human rights and equality legislation. Evidence presented to the Equal Lives
Review demonstrates that there are both high levels of unmet health needs and deficiencies in the
current systems for ensuring that the physical and mental health needs of people with a learning
disability are effectively addressed.

7.3 In this chapter we will outline the key issues and concerns relating to the physical health of people
with a learning disability.  A coherent strategy is then proposed to address the concerns based on the
Equal Lives Values and those principles that currently inform public health policy.  Chapter 8 will
address issues related to mental well-being and challenging behaviours.

Issues and Concerns

7.4 Research has consistently confirmed that the life expectancy of people with a learning disability has
increased markedly over the last 60 years.  One study reported an increase in the average age of
death between 1931 and 1995 of 53 years for men (from 14.9 - 67.2 years) and 47 years for women
(from 22 - 69.2 years). (105)

7.5 However, the research evidence also indicates that people with a learning disability have higher
mortality rates than people in the general population. (106, 107)

Objective 7 To secure improvements in the mental and physical health of people with a learning
disability through developing access to high quality health services that are as locally
based as possible and responsive to the particular needs of people with a learning
disability.

Chapter

7
“”

HEALTH AND WELL BEING
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7.6 Some people with a learning disability are at higher risk of physical ill health arising from problems
associated with particular conditions or syndromes: (42, 108, 109, 110)

• physical and sensory impairments are more frequent amongst people with a learning disability 

• they may also develop further difficulties related to cardiovascular problems, resistance to
infections and their immune systems 

• there is an increased prevalence of physical and sensory impairments amongst people with a
learning disability 

• there is an increased prevalence of epilepsy which occurs within 25% of people with a learning
disability and 1/3 of people with profound learning disability

• there are significantly higher levels of obesity

• increasing numbers of people with a learning disability require intensive nursing care and
technological support owing to complex health needs, have higher risk of infection or respiratory
difficulties.

7.7 On occasions individuals may be so vulnerable and have such complex needs that they lack full
insight into the degree of support required to keep themselves physically and mentally well. The
Legal Issues Committee is addressing this issue in detail in the context of capacity.

7.8 Northern Ireland studies were at the forefront in identifying the high levels of undetected health
problems amongst people with a learning disability, some of which are easily remedied such as
impacted ear wax.  Often the problems remain undetected for long periods until they become
serious and more obvious.

7.9 The oral health of people with a learning disability is worse than the general population with poorer
oral hygiene, higher untreated diseases and more extractions. (111, 112) This was an area of
particular concern to family carers during consultation events (2) and is the subject of a separate
review being undertaken by the Department of Health, Social Services and Public Safety.

7.10 In December 2004 the Disability Rights Commission launched a formal investigation into health
inequalities experienced by people with long-term mental health problems and people with learning
disabilities in England and Wales. The investigation, which is titled Equal Treatment - Closing the
Gap, has been launched because of the overwhelming weight of evidence pointing to disparities in
health outcomes amongst people with learning disabilities and people with long-term mental health
problems.  Put simply, a lot of evidence points to the fact that these groups of people have higher
morbidity and mortality rates than the overall population, and not always due to reasons related to
their disability. Therefore the Disability Rights Commission has decided to use its powers to
undertake formal investigations to instigate a comprehensive enquiry into this issue.

My daughter has been waiting since January (11 months) to get 2 bad teeth removed.
No reasons have been given to me to explain why the delay.  She is suffering and in
constant pain.  She should not have to go through this. (2)“”7.11 Primary care services are the first point of contact for many family carers and people with a learning

disability in seeking help with health concerns.  For many the family GP has a very significant role.
Where a GP has a good relationship with families, s/he can have a very positive influence on the
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healthcare experiences of both the family and the individual with a learning disability. (2) However,
while this is the case in many instances, a number of concerns have been identified.

• Many people with a learning disability make less use of their GP. (113) In a study in the Western
Health and Social Services Board area 44% of GPs and 63% of nurses reported that people with a
learning disability used the practice less often than other patients. (114)

• GPs can have limited confidence about their role in meeting the health needs of people with a
learning disability. (113, 115)

• There is a limited uptake of health screening by people with a learning disability. (116, 117)

• Difficulties have been reported in attempts to identify people with a learning disability on general
practitioner registers for the purpose of health screening, as no system exists for such purposes.  In
a survey in the WHSSB area 51% of GPs reported that they could not easily identify people with
a learning disability. (114)

• Confusion exists about the roles and responsibilities between specialist learning disability services
and mainstream health services in relation to the health care of people with a learning disability.
However, where they do work together health status can be improved. (113)
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7.12 In the past people with a learning disability who required hospital treatment arising from a physical
health problem were sometimes admitted to specialist learning disability hospitals. The
inappropriateness of this practice was recognised and Government policy now emphasises the rights
of all to access mainstream health services including acute hospitals. The Equal Lives Review was
informed about a number of positive initiatives in Northern Ireland acute hospitals to facilitate
people with a learning disability including one hospital making arrangements to reduce waiting
times in hospital and the provision of accessible information in another.  However, consistent
feedback from our consultations indicated that in many instances acute hospital staff require staff
from the learning disability service or a family member to be present all the time on the ward when
the patient is in hospital.  As yet there has been limited study of the extent of contact that people
with a learning disability have with acute hospitals or the quality of their experiences.

7.13 Findings from a study in Northern Ireland provide some indication of the position: (118)

• people with a learning disability have regular contact with acute general hospitals

• limited use is made of opportunities for the use of pre-appointment/pre assessments and advance
planning

• at admission time limited steps are taken to accommodate the individual abilities and the needs of
the person with a learning disability

• people with a learning disability are often excluded from key discussions and decisions about their
care

• further training is required by hospital staff in relation to requirements for obtaining informed
consent from people with a learning disability

• nursing staff have limited knowledge and skills in relation to communicating and managing
people with a learning disability

• the majority of parents and carers perceived the need to remain in hospitals for the duration of
contact in order to ensure the person with a learning disability received adequate care and
supervision

• acute hospitals may need to provide ongoing support if treatment is to be completed successfully
and to avoid premature discharge

• more effective liaison arrangements between acute hospitals and learning disability services need
to be put in place

• there is a need for further training of staff to work with people with a learning disability in acute
hospital settings.

7.14 These findings are similar to others, which have been reported by people with a learning disability
and family carers from elsewhere in Northern Ireland. (1, 2, 119)

7.15 During the Equal Lives Review we also learnt of many excellent initiatives in Northern Ireland
designed to improve the health status of people with a learning disability. These include research,
health screening projects, production of accessible health information and health promotion
initiatives.
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7.16 Unfortunately many of these initiatives have been ad hoc, project based and time limited owing to
funding constraints. Therefore, while they have benefited local groups, they have had limited
impact on the regional health status of people with a learning disability. (40, 41, 42)   

7.17 Despite increased emphasis on health promotion issues in Government and health service policies
there is little evidence of specific targeting of people with a learning disability within Northern
Ireland. This contrasts with the position in England, Scotland and Wales where specific guidance
and policy has been produced. (120, 121)

Access to Specialist Services

7.18 People with a learning disability should have access to the wide range of specialist health care
services available in the community including neurology services, epilepsy nurse specialists and
diabetes nurse specialists. 

7.19 The creation of Health Facilitator posts in England has enabled more people with a learning
disability to have access to this range of services while supporting such services to develop the
necessary skills to meet their needs. Although the term is new, Health Facilitation is not a new
concept and can be used to describe anyone who is assisting a person with a learning disability to
achieve and maintain good health. Indeed Health Facilitation is a central component of each
professional working in any field. However the formal recognition that named Health Facilitators
are receiving is new, together with the opportunity to act on a strategic as well as a local level.
Health Facilitation evolved from roles developed by carers, practitioners and others who were
concerned about improving the health of people with a learning disability through the NHS in
order to access the best and most appropriate health care.

Aids To Daily Living

7.20 Evidence presented throughout the Equal Lives Review confirms that there will be a marked increase
in the number of children, men and women with complex physical health needs and disabilities.

• Timely access for necessary equipment must occur to prevent long waiting times that often cause
extreme physical hardship.

• On average each disabled child in Northern Ireland uses three pieces of specialist equipment each
day as an aid to daily living.  Families often report long waiting times between assessments and
delivery, problems with repairs and needs changing over time not being assessed.  Much energy is
expended by families in accessing these vital practical aids which can lessen burdens associated
with mobility, continence, feeding and sleeping. The absence of these at the right time increases
stress on the family unnecessarily. (79)

Action Required

7.21 In 2002 the Ministerial Group on Public Health launched a new public health strategy Investing for
Health, which sets out the way forward in making improvements to the health of the population in
Northern Ireland. (104) Investing for Health adopted 4 key values:

• health is a fundamental human right

• policies should actively ensure equality of opportunity and promote social inclusion
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• individuals and communities should be included fully in decision-making on matters relating to
ill health

• all citizens should have equal rights to health, and fair/equitable access to health services and
health information according to their needs.

7.22 Whilst the specific health needs of people with a learning disability receive limited attention, it is
noted that people with disabilities are entitled to the same access to opportunities as their non-
disabled peers. In order to ensure that the outcomes of Investing for Health benefit people with a
learning disability, determined action will be required to reduce the inequalities in health and service
provision that currently exist.

7.23 An effective strategy should include the following:

• a priority theme of ensuring that the health needs of people with a learning disability are better
served by mainstream health services in the first instance 

• improving collaboration between primary health care staff and learning disability services

• optimising the contributions of learning disability expertise in achieving health gains but
reshaping their contribution to achieve improved health outcomes and access to mainstream
services. The role of professionals in learning disability services should develop to enable them to
build new relationships with mainstream colleagues, improve the knowledge base of mainstream
staff and reshape their contribution to service provision.

• ensuring that the small number of individuals with complex health needs and additional
disabilities whose needs cannot be effectively managed by mainstream services receive ongoing
and intensive support from specialist professionals to ensure their needs are met

• reshaping the workforce and meeting a wide range of staff training and development needs (This
will be explored further in Chapter 11).

7.24 Despite the clear evidence on unmet health needs amongst people with a learning disability limited
attention has been paid to these issues in either Departmental or Health and Social Services
Board/Trust policy documents. This fails to acknowledge the particular support needs of many
people with a learning disability in relation to accessing health care services and health promotion
initiatives.

7.25 In order to make a long-term and sustained improvement to the health status of people with a
learning disability there is a need for a regional approach to health improvement. This is
particularly crucial in view of the evidence that where targeted action has been taken in specific
localities, positive outcomes have been demonstrated.

7.26 It is recommended that the Department of Health, Social Services and Public Safety establish a
regional framework for sustained health improvements of the learning disabled population.
(Recommendation 37) The regional framework should include:

• clear statements on the rights of people with a learning disability to have equality of access to
health care under recent legislation and Government policy directives

• specific targets in relation to registration of people with a learning disability with general practices
and other relevant family practitioners e.g. dentists
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• expectations of health checks and health screening for people with a learning disability with
particular reference to key areas that have particular risks e.g. cervical/breast screening, thyroid
function tests for people with Down’s Syndrome

• specific health promotion initiatives and interventions that focus on improving the health status
of people with a learning disability in key areas such as nutrition, obesity, exercise and dental
health

• requirements in relation to production of Health Action Plans

• requirements for health promotion initiatives to take account of the particular difficulties
experienced by people with a learning disability in accessing information.

7.27 It will be necessary for each Board to review existing Health Improvement Plans for people with a
learning disability to ensure that they translate the regional framework at a local level.

7.28 In order to redress the lack of attention given to the particular health issues in policy documents it is
recommended that all generic health strategies make specific reference to the needs of and impact on
people with a learning disability alongside other minority groups. (Recommendation 38)

7.29 In order to support the major practice, organisational and cultural changes required it is
recommended that the new role of Health Facilitator be created. The primary role and function of
Health Facilitators would be to drive and champion the implementation of the regional framework,
support work to achieve the local targets and establish Health Action Planning processes for priority
groupings within the population of people with a learning disability. (Recommendation 39)

7.30 The Health Facilitator’s role would embrace both physical and mental health needs and ensure that
people with a learning disability gain full access to the healthcare they need for both primary care
and acute hospital services.

7.31 In order to ensure that the specific individual health needs of people with a learning disability are
identified and addressed it is proposed that arrangements be set in place to ensure that all are offered
a personal Health Action Plan.  Health Action Plans detail the actions that are required to maintain
and improve the health of people with a learning disability . They encompass a personal plan that
outlines the help needed to enable a person with a learning disability to stay healthy, responsibility
for which will rest with a named Health Facilitator working in partnership with primary health care
staff. Health Action Plans involve people with a learning disability and their family carers in effective
multi-agency and multi-disciplinary care planning prepared with and for the individual concerned.
The Health Action Plan where possible should form part of a Person Centred Plan.  In order to
reduce the inconsistencies that can result from local initiatives it is recommended that the broad
format for the Health Action Plans be agreed at a regional level. (Recommendation 40)

7.32 Health Action Plans should include details of the need for health interventions, oral health, fitness
and mobility, emotional needs and records of screening tests. They should also identify clearly who
is responsible for taking action.

7.33 Further action is required to raise awareness with primary care services and acute general hospitals of
the health issues faced by people with a learning disability.  In order to clarify arrangements and
ensure that roles and responsibilities are clearly set out between mainstream and specialist learning
disability services it is recommended that each general practice and acute general hospital develop
clear arrangements to facilitate equality of access for people with a learning disability.
(Recommendation 41)

20980 makeup txt  9/1/05  9:01 PM  Page 73

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 391 of 3342

MAHI - STM - 083 - 391

cp 



74

7.34 As noted earlier identification of people with a learning disability at primary care level is
problematic. Without such identification targeted efforts to improve involvement in health
screening and planning for provision is not possible.  It is therefore recommended that
improvements be made in how people with a learning disability are identified within GP practices
(e.g. use of standardised diagnostic codes throughout Northern Ireland). This would have a number
of benefits including:

• raising awareness of poor health status and consequent need for practices to focus attention on
them

• identification of specific physical and mental health issues that might be targeted locally

• provision of a basis for target setting, monitoring and evaluation. (Recommendation 42)

7.35 It is recognised that GPs and other practice staff may require support from specialist learning
disability professionals to assist them in providing sensitive and appropriate services. There is a need
for Community Learning Disability Teams to more closely align themselves with primary care
colleagues. We propose that this be achieved by the development of having a named professional
from the Community Learning Disability Teams linked to each GP practice. The link person may
be able to resolve some of the common problems experienced by individual people with a learning
disability in using primary care services including long waiting times, medication management,
communication difficulties. The link person could have a role in:

• practice training sessions in health centres to improve knowledge of learning disability and
physical/mental illness

• developing effective partnership work between primary care and learning disability services

• assisting in health promotion initiatives provided for people with a learning disability.
(Recommendation 43)

7.36 An essential component of supporting optimum physical health is adequate management of
associated physical disabilities. To meet the increasing quantity and complexity of needs high
specification equipment must be available. The range of wheelchairs and aids available through the
Regional Disablement Service should be appropriate to individual need and the budgets will need to
be reviewed to reflect the anticipated increase in demand. (Recommendation 44) 

7.37 Objective 7 Recommendations

Recommendation 37 The Department of Health, Social Services and Public Safety should produce a
Regional Framework for Health Improvement of people with a learning disability
providing clear direction including targets and timescales.    Each HSS Board should
review their Health Improvement Plans to ensure that they translate the regional
framework at a local level to support improved health outcomes for children, men
and women with a learning disability.

Recommendation 38 All generic health strategies, published at Department, Board and Trust level, should
make specific reference to the needs of and impact upon people with a learning
disability.

Recommendation 39 By December 2009 resources should be made available from within primary care to
appoint within primary care a Health Facilitator for each 110- 120,000 population.
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Recommendation 40 By December 2008 a Health Action Plan will be developed, as a part of the Person
Centred Planning process, which is to be set in place for all those with a learning
disability in contact with health and social services agencies.

Recommendation 41 With immediate effect each general practice facility and acute general hospital
within Northern Ireland should have clear and formalised arrangements in place to
facilitate equity of access to services for people with a learning disability.

Recommendation 42 Each general practice should establish robust medical records and health data about
people with a learning disability on their practice register.

Recommendation 43 With immediate effect each general practice should have an identified link person
within their local Community Learning Disability Team with whom they work
collaboratively to facilitate better access for people with learning disability within
primary care settings.

Recommendation 44 Equipment and wheelchair provision budgets should be increased to meet significant
additional demand. This will require an increase of the proportion available to
people with a learning disability.
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Mental Health is the emotional and spiritual resilience, which enables us to enjoy life
and survive pain, disappointment and sadness. It is a positive sense of well being and
an underlying belief in our own worth and others’ dignity and worth HEA 1998
cited in Promoting Mental Health DHSSPS (2003) (122)

8.1 Promotion of mental health is of particular importance for people with a learning disability. Mental
health problems are much more frequent among people with a learning disability. The presence of a
mental health problem combined with a learning disability makes it even more difficult to cope
independently and to make balanced decisions about life and care.  In this chapter we will focus on
the mental health needs of people with a learning disability and the action required to address them
in order to fully achieve Objective 7.

Issues and Concerns

8.2 People with a learning disability can experience the same range of mental heath problems as the rest
of the population and there is evidence that they are more prevalent amongst this group. (123, 124)

8.3 Reported prevalence rates vary widely, for example, schizophrenia is three times more common than
in the general population. (125)

8.4 There are difficulties in recognising that a person with a learning disability has a specific mental
illness and underreporting of mental health problems can occur. (126)

8.5 Within Northern Ireland there is expertise in assessing and treating mental illness in people with a
learning disability. This is best evidenced where a number of professionals can work in an inter-
disciplinary way. This presently occurs in the three specialist hospitals. There has been limited
development of this comprehensive approach in community settings. Access by people with a
learning disability to mainstream mental health services is extremely limited. An unhelpful barrier
based on IQ currently determines an individual’s access to services.

8.6 Many community residential facilities in Northern Ireland have difficulty in providing the specialist
support required by people with complex mental illness. They rely on the expertise of outside

Objective 7 To secure improvements in the mental and physical health of people with a learning
disability through developing access to high quality health services that are as locally
based as possible and responsive to the particular needs of people with a learning
disability.

Chapter

8
“”

MENTAL HEALTH AND
CHALLENGING BEHAVIOURS
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professionals and admissions to specialist hospitals are higher from these settings than from people
living with family carers. (46, 47)

8.7 Health and social services are only in the early stages of developing specific community based
services within learning disability services to support people who develop major mental health
problems, although some professionals have developed a high degree of specialism while addressing
the needs of individuals with whom they work. (127)

8.8 Improved collaborative planning or joint work between specialist hospitals and community based
services is a priority.

Challenging Behaviours

Severely challenging behaviour refers to culturally abnormal behaviour(s) of such an
intensity, frequency or duration that the physical safety of the person or others is likely
to be placed in serious jeopardy, or behaviour that is likely to seriously limit use of, or
result in the person being denied access to, ordinary community facilities. Emerson
(128)“”8.9 Challenging behaviours may be associated with a mental health problem. They may also be used by

an individual:

• to indicate pain or distress

• as a means of communication

• to avoid stressful situations

• as learned behaviours triggered by specific contexts.

8.10 Challenging behaviours can present major difficulties within services and potentially are a significant
obstacle to securing the inclusion of individuals in community based opportunities.  It is difficult to
be certain about the number of people with a learning disability who display severe challenging
behaviours largely because of different definitions that have been used.  However, research
conducted in Northern Ireland indicates that it is a major issue in both community and hospital
services.

• Behavioural management was reported as being the third most frequently reported role of
community nurses for people with a learning disability. (129)

• Another study of caseloads of all community nurses for people with a learning disability in
Northern Ireland found that 28 % of people they work with were reported to have challenging
behaviours. (130)

• 70% of people admitted to Longstone hospital over an 18-month period were noted to have
challenging behaviour. (127)

• In a study of 154 people admitted to Muckamore Abbey hospital the most common reason for
admission was that of a wide range of challenging behaviours (69%). (131)

8.11 The consequences of challenging behaviours can be serious in terms of impact both on the
individual involved and on others including:

• people who display challenging behaviours may suffer severe harm due to self-inflicted behaviours
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• people with challenging behaviours are more likely to be socially rejected and excluded. This is
particularly the case for people with communication difficulties for whom social integration is
further reduced. (132)

• parents of children with a learning disability and challenging behaviours have high levels of
personal stress and increased social isolation (133)

• sleep disturbance has been reported in 88% of children with challenging behaviour (134)

• staff in services in Northern Ireland have cited issues related to challenging behaviour as a key
unmet training need and have highlighted their disquiet at the lack of clear guidance on
appropriate methods of working with people whose behaviour is challenging (135, 136)

• the individual may come into contact with the police and criminal justice system.

8.12 There is expertise in the assessment and management of challenging behaviours within hospitals and
in community teams. Strategies that have proven successful in addressing challenging behaviours
include:

• Applied Behavioural Analysis

• manipulation of the living environment

• education for carers and families.

Action Required

8.13 In addition to the action detailed in Chapter 7 with regard to health promotion, health facilitation
and primary care services, we believe that a new model based on community provision is required to
address the needs of men and women with a learning disability who have mental health problems
and/or display challenging behaviours.

8.14 Other Expert Working Committees of the Review of Mental Health and Learning Disability (NI)
will address:

• forensic issues especially the interface between mainstream forensic mental health services and
specialist learning disability provision in the areas of prevention, continuity of care as well as in
specialist assessment and treatment. Individuals with a learning disability can be particularly
vulnerable when in contact with the criminal justice system. This can occur in police stations,
when attending court, in prison and young offenders centres and on probation. There must be a
full range of inpatient care, including high, medium and low security services. In addition there is
a need for Community Forensic Services to support the full range of people with a learning
disability in the community, including those who have been discharged from hospital or released
from prison. Detailed consideration of the needs of people who require the support of specialist
forensic services will be included in a separate report.

• child and adolescent mental health. We anticipate that mainstream services will take the lead
role for those with a mild and moderate learning disability with joint working becoming more
common for those with a more severe learning disability.

• alcohol and substance misuse. Amongst people with a learning disability who have problems
with substance misuse or alcohol problems, most will have a mild learning disability. The
combined problems of substance misuse with a learning disability, possibly with an additional
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mental health problem, greatly increases concerns regarding vulnerability and the capacity to
make informed life choices. Mainstream addiction services require an individual to have a high
level of motivation and a desire for change to benefit from treatment. People with a learning
disability need particular support to assist them to take part in such treatment when their capacity
to make informed life choices is impaired. Specific recommendations regarding development of
this aspect of the service are contained in the report from the Alcohol and Substance Misuse
Committee.

• mental health promotion. It is clear that both children and adults with a learning disability are
exceptionally vulnerable to mental health problems and as a result of this vulnerability, there has
been an impetus towards detecting, assessing and treating mental health problems in this
population.  Such an impetus, whilst very necessary, is reactive by its nature, and a key message is
that little attention has been given to the development of robust proactive and preventative
strategies that build resilience and protect people with a learning disability from the development
of mental health problems.  Emphasis should be given within all relevant sectors to building
positive mental health from childhood onwards.  Schools and colleges in particular have immense
potential to contribute to and enhance young people’s emotional development.

• mental health issues in old age and dementia. Service developments and provision that have
been found to be helpful with the general population need to be applied within learning disability
services. We anticipate joint working arrangements to be common practice.

• legal issues. Issues such as guardianship, capacity, compulsory admission for assessment and
treatment, the Mental Health Review Tribunal, advocacy, legal representation, indeed what type
of legislation should replace the existing Mental Health Order (NI) 1986 are all matters which
clearly affect people with a learning disability and will be addressed by the Legal Issues
Committee.

8.15 The Expert Working Committee on Adult Mental Health has incorporated proposals for addressing
the mental health needs of people with a mild learning disability in mainstream mental health
services which supports the model of provision which follows.

8.16 Simply having a learning disability has been enough to exclude people from accessing services. We
suggest that a collaborative system of care between mental health and learning disability services will
best meet the needs of this most vulnerable group. Historically in Northern Ireland more individuals
with mild/borderline IQ levels did access mainstream services. However over recent years this
practice has been diminishing.

8.17 A significant proportion of adult admissions to specialist learning disability hospitals are people with
a mild/moderate learning disability.  Many of these admissions could be prevented if appropriate
community supports were in place.  People with a mild learning disability should be able to access
mainstream mental health services where these services are appropriate to meet their needs.
Mainstream services include child and adolescent mental health services, mental health services for
adults of working age, mental health services for older people, forensic  mental health services,
substance misuse services, brain injury services etc. The benefits of this approach include facilitating
access to a wider range of expertise and increased access to local services.  It is recognised that
achieving this shift may initially give rise to clinical concerns about the quality of the experience for
the individual.  However, these concerns will be reduced if adequate energies are directed towards
increasing the collaboration between learning disability services and mainstream services and to
developing protocols whereby the skills of learning disability specialists are appropriately shared
across programmes. (Recommendation 45) In order to achieve this it would be necessary to greatly
strengthen links between learning disability services and mainstream mental health services.
(Recommendation 46)
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8.18 In order to address the low level of community provision and the consequent over dependence on
hospital based interventions it is proposed that community based assessment and treatment services
be further and more robustly developed. These should be built on existing professional expertise.
Training that involves the sharing of skill and knowledge across the range of professionals can
enhance expertise.

8.19 A model for community service would include community assessment and treatment teams who
would be competent in addressing mental health problems and challenging behaviours.  Crucially
the teams should provide an outreach service to homes and services in the community and be
available outside of normal office hours.  Such a community service would include a range of
accommodation options providing a variety of supports. It is proposed that such services be
developed incrementally in order to enable an appropriate remodelling of current hospital provision
and the development of appropriately piloted protocols, eligibility criteria and operational systems.
The regulatory status of this provision will also need to be clarified, as it will be a new service model
that does not readily fit with current regulation categories.

8.20 Outcomes and benefits of this model are:

• a local, safe, secure alternative to acute hospital admission

• easement on demand for hospital admission

• reducing length of stay of hospital admission

• continuity of normal lifestyle pattern through continued community integration

• maintenance of family and/or current placement links

• reducing numbers of hospital re-admissions

• facilitating time out of home without using a hospital place

• fewer obstacles to communication because of closer geographical base

• review assessment and alteration of medication through local psychiatry input

• less traumatic experience for the individual

• more appropriate targeting to meet specific needs

• more person centred approach

• greater continuity/stronger links to local learning disability supports

• better use of acute scarce resource

• local services encourage care and resolution to the individual’s difficulties

• effective and co-ordinated liaison and integration with other local services. (Recommendation 47)

8.21 As a consequence of the development of community based assessment and treatment services,
admission to specialist hospitals solely for people with a learning disability will become increasingly
less frequent. DHSSPS should commit to reviewing and evaluating the developing community
services and the need for continuing specialist hospital provision. Ultimately it is hoped that there
may not be a need for specialist hospitals for assessment and treatment solely of those with a
learning disability.
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8.22 In order to enable community provision to develop there is a need for clarity about the shift in
resources and the additional funding that will be required. This should be agreed at a regional level
in order to avoid perpetuation of service inequities and to address the complex issues involved in
commissioning this level of specialist provision. This should take account of the training
requirements for the recognition of mental health and challenging behaviour problems across the
whole range of people providing care and support. (Recommendation 48) 

8.23 A small number of people with a learning disability have severe challenging behaviour or mental
illness that is liable to relapse.  Staff and carers must be alert to warning signs of a recurrence and
share information about such signs. To encourage better liaison and clarity of roles and
responsibilities between specialist and community services in relation to such people, Health and
Social Services Trusts should ensure that protocols are agreed for proactive approaches to intervene
in a systematic way should there be warning signs of recurrence. (Recommendation 49)

8.24 There is a significant level of concern raised by staff about the lack of guidance on the appropriate
management of challenging behaviours and the complex legal, human rights and practical issues
involved.  It is recommended that a regional approach be adopted to developing clear guidance in
this area for all learning disability services in Northern Ireland.  Similar initiatives in England have
assisted in providing a framework in which both people with a learning disability and their carers
can be supported and the required training strategies developed. (Recommendation 50)

8.25 Objective 7 Recommendations

Recommendation 45 As a matter of urgency the Department of Health, Social Services and Public Safety
should consult with all 4 Health and Social Services Boards about their present and
future plans for specialist assessment and treatment services for men and women
with a severe learning disability with a view to greater sharing of existing and
planned resources and the development of new forms of community based services.

Recommendation 46 By the end of the Review period people with high levels of adaptive
functioning/mild learning disability who require therapeutic intervention as a result
of mental health problems should be able to access mainstream mental health
services.  Support from dedicated learning disability services should be available if
required.

Recommendation 47 Community based assessment and treatment services should be developed on an
incremental basis to provide assessment and treatment of men and women with a
learning disability who have specific mental health needs and/or challenging
behaviours. The community based assessment and treatment services will
encompass behaviour support expertise that will provide outreach to individuals,
families and community services and short-term intensive treatment to those within
a residential facility which may be approved to treat people under mental health
legislation.

Recommendation 48 As a consequence of the other mechanisms being recommended the Department of
Health, Social Services and Public Safety should establish a regional plan that sets
targets for the reallocation of existing resources and the securing of additional
resources to enable the community services to be established.

Recommendation 49 Some people with a learning disability are at increased risk of recurrent severe
challenging behaviours and/or mental illness.  Health and Social Services Trusts
should ensure that protocols are agreed so that a proactive approach can be taken to
systematic intervention should there be signs of recurrence.
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Recommendation 50 By December 2006 the Department of Health, Social Services and Public Safety
should produce in partnership with service providers regional guidelines on the
management of challenging behaviours within services.
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One of the great social achievements of the 20th century has been increased longevity
of people with learning disabilities due to advances in medical care and social
support. (137)

9.1 The life expectancy and number of older people is increasing across most developed countries.  Most
people with a learning disability who survive beyond 30 years will have average life expectancy and
experience normal ageing processes.  Many will experience a long and healthy old age. Growing
older is also likely to include a number of additional challenges for people with a learning disability
owing to the impact of their disability. The Equal Lives Review found limited evidence of strategic
planning, specific policy or changing practices that will meet the emerging needs associated with
increased numbers and needs of older men and women with a learning disability or their family
carers in Northern Ireland.

Issues and Concerns

Difficulty in Definition

9.2 Old age is a relative concept, the definition of which is affected by social, psychological and
biological factors. Therefore, being old might be defined by social benchmarks such as retirement
age, physical signs of ageing, or the degree to which one feels old.

9.3 Men and women who have a learning disability may experience each of these quite differently. The
degree to which many men and women with a learning disability have been excluded from the social
opportunities and life chances available to others means that society’s benchmarks may be applied
less satisfactorily, as typified by the question posed to us by a man with a learning disability at a
meeting, Am I ever going to be allowed to retire from my day centre? The physical signs of ageing may
affect some people with a learning disability at an earlier age. (50) There is limited evidence on how
well men and women with a learning disability cope psychologically with ageing.  It could be that
due to cognitive limitations some people find difficulty understanding the ageing process. This may
be worsened by the fact that many individuals with a learning disability are prevented from
experiencing normal life events e.g.  they may be hindered in the acceptance of mortality, as they are
frequently not exposed to rituals such as funerals in an attempt to protect them from unpleasant
events. (49)

Objective 8 To ensure that men and women with a learning disability are supported to age well in
their neighbourhoods.

Chapter

9
“”

GROWING OLDER
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9.4 Owing to these factors and the potential additional supports that may be required, it has been
proposed that planning to meet the ageing needs of men and women with a learning disability
should begin at an earlier stage and no later than 50 years.

Impact of Ageing

9.5 As noted there may be significant differences in the impact of ageing for men and women with a
learning disability as compared with other people in Northern Ireland.

• A number of different types of dementia exist, but the most significant and prevalent is
Alzheimer’s Disease. The neurological effects of this disorder are devastating for the person who
develops it and for his/her family.  It leads to deterioration in function in virtually all aspects of
life, a disintegration of the affected person’s personality and eventually death. Research evidence
indicates that people with Down’s Syndrome show neurological changes resulting from
Alzheimer’s type dementia at a much younger age than others, and in addition virtually all people
with Down’s Syndrome who live long enough will develop this type of dementia. (138)

Table 3: Percentage of people with Down’s Syndrome affected with Alzheimer’s Disease (139)

Age in years Rate %

30-39 0-10%

40-49 10-30%

50-59 20-55%

60-69 30-75%

• Men and women with a learning disability may also develop what are known as syndrome-specific
conditions including congenital heart defects/visual and hearing disorders (Down’s), musculo -
skeletal problems (Fragile-X) and obesity related diabetes (Prader-Willi). (138, 140-144) 

9.6 Between 20-40% of older men and women with a learning disability are liable to have a mental
health problem. (145)

Numbers

9.7 There is clear evidence of the increased numbers of older men and women with a learning disability
in Northern Ireland.

• The prevalence study of people with a learning disability in Northern Ireland (15) identified that
out of 4,107 people with a learning disability living in ordinary homes 477 (12%) are aged over
60 years of age (Figure 7).  If we applied the definition of old age as starting at 50, then 1219
(30%) people could be considered to fall within the older adult population.
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Figure 7: The number of people living in community settings (i.e. with family carers; own
accommodation) in 5-year age bands. (N=4107) (15)

• This study also identified the number of people with a learning disability living in residential or
supported living. These figures show that of 1,358 people in supported/residential living, 375
(28%) were over 60 years of age and 712 (52%) were aged over 50. (Figure 8)

Figure 8: The number of people living in residential and supported living settings in 5-year age bands
(N=1358) (15)

• Of the 435 men and women with a learning disability who had been in a hospital for more than
one year, 53 (12%) were aged 65 years and over and over half of the hospital residents (234, 54%)
were aged 45 years and older. (Figure 9)
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Figure 9: The number of in-patients in hospitals greater than 366 days in age bands (N=435) (15)

• In another study in Northern Ireland that investigated future housing needs in one Board area,
37% of family carers were over 65 years old. The report author projects this to the other data
presented and estimates that nearly 500 men and women with a learning disability live with a
carer aged over 75 years, and a further 1,000 people live with a carer aged over 65 years.

Figure 10: The number and percentage of primary carers by age bands looking after people with a
learning disability aged 25 years and over in EHSSB area (N=436) (99)
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9.8 Family members continue to provide the bulk of caring as men and women with a learning
disability grow older.  For many this can be a positive experience and a preferred choice over other
options because of a number of factors:

• parents self-select to care for their son/daughter rather than having them placed in care

• after many years of caring parents adjust and accommodate to the caring role

• parents build a long-term relationship with their son/daughter and do in fact gain and feel they
have a purpose in life fulfilling the caring role. (146, 147)

9.9 However, there are a range of issues relating to the role of family carers as they and their relative get
older including:

• older family carers are under greater physical and mental pressures because of their age and the
frailty this often brings; and as they age, they become increasingly anxious about the future

• because of the duration of the caring relationship, which is often life-long, they are likely to have
a particularly intense, interdependent relationship with the person they are supporting

• they are more likely to be caring alone

• they have smaller support networks as parents, partners and friends age and die

• they have a very different experience of the service sector from new generations of carers. They
were often advised to forget or reject their child, encouraged to have very limited expectations of
his or her life expectancy or abilities and usually had to fight very hard for any support from the
statutory sector.

• older family carers are often very reluctant to seek help.  Reasons for this include past negative
experiences of the paid service sector, and a fear that by seeking help they are admitting their own
diminishing capacity and that they will lose control. (146)

9.10 Similar issues have been described in the limited research in Northern Ireland on the experiences of
older people with a learning disability or their carers e.g. one study in a Health and Social Services
Trust found that:

• deterioration in mobility of their ageing relative was the most common problem reported by
family carers followed by the onset of epilepsy, reported by 45% and 33% of carers respectively

• most of their support came from social workers and GPs but rarely more than a visit once every 6
months to one year. (147)

9.11 Despite the fact that family carers are entitled to a separate assessment of their needs we found that
there was a very limited awareness or uptake of this amongst family carers in Northern Ireland. (2)

89

Family Carers

Over the last few months I have been to three funerals of adults with a learning
disability.   Each time I hugged the mother and told her now you can let go.  Parents
worry so much what will happen to their children after they die that they pray that
their son or daughter dies first so they will not be left to fend for themselves. (2)“”
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Futures Planning

9.12 During the consultation for the Equal Lives Review family carers frequently raised their concerns
about the future and a wish for workers to support them to make plans for when they may no
longer be able to meet the care needs.  However, they noted how difficult this was and that on
occasions an apparent refusal to look towards the future was a reflection of the pain involved in
contemplating their own mortality and the consequences for their son or daughter. (2) Carers were
particularly concerned that futures planning should address issues of capacity and consent, to ensure
that this responsibility was appropriately placed in the absence of the main carer. There are few
precedents for older people with a learning disability remaining in the family home in the absence of
the main carer. This offers considerable scope for extending the range of housing options available
to older men and women with a learning disability.

9.13 There has been a serious dearth of service planning to meet the future needs of men and women
with a learning disability as they age. This is reflected in the very limited local research, absence of a
departmental steer on expectations of services to develop appropriate responses, confusion about the
interlinking roles of learning disability, older people and dementia services and an apparent failure to
recognise the potential pressures arising from the increased numbers and needs on future service
provision.  One result has been that older men and women with a learning disability are being
moved from their accommodation, and often their familiar day supports, at extremely vulnerable
periods in their lives.

Ageing Well

9.14 In contrast with developments for older people generally there has been little emphasis on health
and well being for people with a learning disability.  Ageing well has not been actively encouraged or
supported by services to date. The consequences of this are now becoming evident in our
population of older people with a learning disability.

• Older men and women with a learning disability have few opportunities to take part in leisure
pursuits. (148) This is due to the health problems they face, perceptions of them as a lower social
status group, exclusion rather than inclusion within their community and lack of support to
access leisure activities. (149)

• In line with the general population, issues around diet and exercise are coming to the fore and are
generally exacerbated for people with a learning disability due to many factors, not least their poor
access to primary care services. (150, 151, 152) 

Action Required

9.15 Over the next 15 years using predictions for the wider population, we estimate that the number of
men and women with a learning disability in contact with health and social services who are aged
over 50 years will rise from around 2,200 in 2000 to 3,900 as Figure 11 shows; a predicted increase
of 81%. The figure of 3,900 represents around 0.58% of the predicted population of people aged
over 50 in 2020 (672,000) and 1.23% of the predicted population aged 65 years and over (319,000).
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Figure 11: Projected increase in the number of people with a learning disability from 2000 to 2020. 

9.16 In order to remedy the serious lack of strategic planning to address the particular issues associated
with ageing there is an urgent need for focused planning and reconfiguration of service delivery in
this area.

9.17 As the ageing process for some men and women with a learning disability may begin much earlier,
planning for them should begin much earlier. Planning for those people aged 50+ should be
prioritised immediately, and should be developed in conjunction with people with a learning
disability. As PCP is progressed with all people, planning for the future will naturally happen from
an earlier age. We suggest that it includes those aged 50 and upward, which would mean that: 

• monitoring would allow early identification of potential problems and thus improved planning to
meet this growing need

• potential crisis management could be avoided especially following the death of a sole carer

• service user and family education and preparation for growing old could be planned for earlier
and therefore be more effective.

9.18 Redefining ageing in this manner would necessitate revised arrangements for the allocation of
resources to meet the needs of this group.  In particular the interface between funding for elderly
services and that for learning disability services would need to be reviewed and more flexible
connections between both programmes facilitated. (Recommendation 51)

9.19 An ageing in place culture should be facilitated by support services if, through PCP, men and
women with a learning disability and family carers reveal that this is their preferred option.
Research indicates that this is most likely to be the case and is certainly the most cost-beneficial
option for HPSS services. This raises fundamental questions about the most appropriate service
model(s) to meet the needs of both family carers and older people with a learning disability.

90+

80-89

70-79

60-69

50-59

40-49

30-39

0 200 400 600 800 1000 1200 1400 1600 1800

2000

2020

1600
1500

1600
1400

1150
630

1550

1350

850
180

270
60

80
0

A
ge

 B
an

ds

Count

20980 makeup txt  9/1/05  9:01 PM  Page 91

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 409 of 3342

MAHI - STM - 083 - 409



8 Adapted from the checklist for action in Preparing for a Positive Future (153)

92

9.20 There are potentially a number of models that might be developed including:

• developing expertise within learning disability services to enable them to meet the needs
associated with ageing

• ensuring that older men and women with a learning disability can access supports from services
for older people and possibly before 65 years of age 

• developing clear linkages between specialist learning disability services and older people’s services
to ensure that skills are shared between both groups but facilitating greater choice by men and
women with a learning disability so that they can age in place if desired.

9.21 Applying the Equal Lives Values and in particular the requirement to individualise support planning,
it is evident that within future provision there may be a need for not one, but several models.
Clearly this would require greater cross-programme and multi-disciplinary co-operation. There will
also be a need for a more flexible approach to resource allocation to meet the joint needs of both the
individual and their elderly family carer. The interdependence of both must be recognised.

9.22 Given the absence of coherent work in Northern Ireland to address these issues we believe that a
regional approach should be adopted to develop clarity about the strategic direction to be taken and
the changes to organisational structures and systems that should ensue. This work should be led by
the Department of Health, Social Services and Public Safety and involve the development of a
regional network wherein knowledge and expertise about ageing issues might be further researched,
shared and developed. The outcome should be a regional framework that addresses at least the
following:

• values and principles derived from the Equal Lives values as they apply to the ageing population
of people with a learning disability

• information audit of need

• creation of a policy framework

• development of local partnerships between learning disability services and the elderly programme
of care

• human resource implications in both of the above sectors

• strategy for optimising health

• involving older people with a learning disability in decision-making

• promoting positive lifestyles for older men and women with a learning disability through
voluntary and community organisations

• forward planning8. (Recommendation 52)

We are not sure whether we should be valuing our elderly clients by regarding them as
people with unique needs or valuing them by treating them no differently from
anyone else. Moss (152)“”
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9.23 There is a need for a complementary process to be undertaken to address the issues for men and
women with a learning disability who develop dementia including those who are younger. These
issues are currently under consideration by the Expert Working Committee on Dementia and
Mental Health Issues in Older People of the overall Review. We recommend that the framework
that is developed ensure that men and women with a learning disability who develop dementia
should be enabled to access support and expertise from mainstream dementia services in their
locality. This will require close cooperation between learning disability specialists and those who
have expertise in dementia. (Recommendation 53)

9.24 Objective 8 Recommendations

Recommendation 51 The Department of Health, Social Services and Public Safety should review funding
allocations to ensure that the projected increase in numbers of older people with a
learning disability is reflected in the allocations to the learning disability programme.
This shift will take cognisance of the fact that people with a learning disability may
experience the effects of ageing at an earlier age.

Recommendation 52 The Department of Health, Social Services and Public Safety and Health and Social
Services Boards should produce a strategic plan to address current deficiencies in
services and future service provision for older people with a learning disability and
their families.

Recommendation 53 Arrangements should be developed to enable people with a learning disability who
have dementia to access support and expertise from mainstream dementia services.
This will include mechanisms to provide a skills boost between dementia services
and dedicated learning disability services.
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We hope that the Review will make sure that there are more advocacy groups and
more chances for people to speak out and be listened to.  We do not think this happens
enough and that is why things go wrong. (1)

10.1 The Equal Lives Review has concluded that progress needs to be accelerated on establishing a new
service model, which draws a line under outdated notions of grouping people with a learning
disability together and their segregation in services where they are required to lead separate lives
from their neighbours. The model of the future needs to be based on integration, where people
participate fully in the lives of their communities and are supported to individually access the full
range of opportunities that are open to everyone else. This will involve:

• developing responses that are person centred and individually tailored

• ensuring that people have greater choice and more control over their lives

• services becoming more focused on the achievement of personal outcomes, i.e., the outcomes
that the individuals themselves think are important

• increased flexibility in how resources are used

• balancing reasonable risk taking and individuals having greater control over their lives with an
agency’s accountability for health and safety concerns and protection from abuse.

10.2 In this chapter we will outline the issues that support or impede this direction of travel and the
specific actions that are required to achieve it.

Issues and Concerns

Person Centred Approaches

10.3 Throughout the Equal Lives Review process it was evident that many services in Northern Ireland
are seeking to develop a greater focus on meeting individual needs and aspirations through person
centred approaches to planning and support.

Objective 9 To enable people with a learning disability to have as much control as possible over
their lives through developing person centred approaches in all services and ensuring
wider access to advocacy and Direct Payments.

Chapter

10
“”

ENSURING PERSONAL OUTCOMES
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10.4 However, PCP appears to have been the result of determination on the part of individuals or
groups within services to transform working methods rather than a consequence of a shift in
strategic direction within organisations. Therefore, as in other areas of practice, the likelihood of
being offered the opportunity to participate in a PCP process depends more on where you live
rather than on the degree to which you might benefit. (1)

10.5 There is some confusion about the terms in use, which we seek to clarify here.

10.6 Developing a person centred approach within existing service agencies will require cultural and
organisational changes and fundamental shifts in the ways in which decisions are taken and
implemented.

10.7 Throughout the Equal Lives Review people expressed considerable support for PCP to be made
available to all people with a learning disability. This support was voiced at presentations to the
Learning Disability Committee, at meetings with the Equal Lives Group and carers and by each of
the 6 Task Groups. Future energies will need to focus on ensuring that where person centred plans
are developed, sufficient attention is given to their implementation to ensure that they result in
better outcomes for the individual.

Direct Payments

10.8 The Carers and Direct Payments Act (NI) 2002 makes provision for people to have increased
control over the services they receive and for carers to have their needs recognised formally. The
Act:

• requires Health and Social Services Trusts to inform carers of their right to an assessment

• gives carers a statutory right to assessment of his/her ability to provide and continue to provide
care for the person cared for

• places a duty on Trusts to supply services that meet the personal needs of carers as well as the
person they care for

• enables carers to purchase, through a Direct Payment, the services they require to meet their own
assessed needs.

PERSON CENTRED APPROACHES

…ways of commissioning, planning, and organising services that are based on listening actively to
what people want and tailoring services to individual needs rather than fitting people into available
services.

PERSON CENTRED PLANNING (PCP)

…a process for continual listening and learning focusing on what is important to someone now and
in the future and acting on this in alliance with their family and friends. (154)

PERSONAL OUTCOMES

…the effects of an intervention that focus on the issues that matter most to people in their lives and
checking to ensure that they are being met.
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10.9 There was a low level of awareness about these provisions amongst the carers who attended the
Equal Lives Review meetings.  Concern was also expressed about the length of time taken to
complete these procedures and the level of support that was offered as a result. (2)

10.10 The Community Care Direct Payments Act (1996) made it possible for disabled people, including
those with a learning disability, to have a Direct Payment from Health and Social Services Trusts to
pay for their community care services. The individual can use the money to buy or organise the
kind of support that best suits them rather than use services provided by Trusts or other
organisations on their behalf. There has to date been a very low uptake of Direct Payments by
people with a learning disability in particular but also among others with a disability.  At March
2004, out of 107 people in receipt of Direct Payments in Northern Ireland, 12 had a learning
disability. (155) The Belfast Centre for Independent Living has established an advice and support
service in Direct Payments which to date has had limited requests from people with a learning
disability or their family carers.

Advocacy and Information

10.11 Current Government policy stresses the importance of people being able to have a say about how
services are run and for services to be more user-led. Yet many people with a learning disability
find it hard to make their voices heard.  Advocacy can help people let others know what is
important to them and have influence over decisions, which affect them. 

10.12 Compared with England, Scotland and Wales, the range and volume of advocacy services for
people with a learning disability in Northern Ireland is low. There are examples of good practice
throughout Northern Ireland, but these are sporadic and often groups are relying on unpredictable
funding and volunteer support to keep them going. Very few people that we met during the Equal

97
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Lives Review meetings had access to an independent advocate or to opportunities for support in
self-advocacy. (1) There is no regional forum of people with a learning disability.

10.13 Between 50% and 90% of people with a learning disability have some communication difficulties
(depending on the definitions used and the survey population).  Four out of 5 people with
severe/profound learning disabilities have no effective speech, although they will demonstrate what
they want to communicate by other means. (156) This places an onus on agencies to ensure that
people with a learning disability are informed about issues that will affect them in a way that takes
account of their communication needs.  Agencies also need to hear what people say and adapt their
processes to ensure that people are listened to.

Quality

10.14 As noted above the benefits of PCP were regularly highlighted to us during the Equal Lives Review.
However, we are concerned to ensure that PCP is not viewed as an end in itself.  Rather it is the
first step in the process of ensuring that people with a learning disability and family carers achieve
personal outcomes through their involvement with support services. To us this is the core
definition of a quality service.

10.15 Key drivers for measuring and assuring that this happens are the commissioning processes of
funders and the monitoring of standards by regulators. There are currently no agreed systems for
assessing the quality of life and personal outcomes for people with a learning disability across the
full range of services on offer to them.  Much current regulation of residential and nursing homes
focuses on issues of physical structure and process rather than on measuring the impact on people’s
lives through determining what the individual regards as important.  Growing emphasis on health
and safety legislation has created further pressures to institutionalize services in order to meet
stringent standards.

10.16 The Government is engaged in a series of initiatives that are designed to improve quality in
services.  A key element of this is the establishment of the Health and Personal Social Services
Regulation and Improvements Authority (HPSSRIA), which will inspect care services against a set
of national care standards. This development has the potential to support the increasing emphasis
that we feel is needed in all services for people with a learning disability on personal outcomes.
However, a number of people who contributed to the Equal Lives Review raised concern that
unless the care standards are based around promoting person centeredness in services the
opportunity for them to support the inclusion and individualised aspirations of service beneficiaries
will be lost.  More worryingly, this development will run counter to the values underpinning the
Equal Lives Review.

10.17 This emphasis on personal outcomes is equally applicable in specialist assessment and treatment
services relating to a person’s physical and mental health, or their challenging behaviour.  It is
imperative that the contribution of these services is closely aligned to the broader PCP for the
person.

Research and Information Needs

10.18 In order to raise the quality of supports it is necessary to have a sound evidence base on which to
base recommendations for change, development or maintaining existing practices.  As part of the
Equal Lives Review an audit of learning disability research was commissioned and disseminated on
the Review website. This audit highlighted the value of such concrete links between research and
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policy formulation and practice.  It also raised a number of issues that need to be considered in
ensuring that the implementation of the Equal Lives Review’s recommendations is supported by a
coherent research strategy.  Further research on the assessment of personal outcomes and the
impact of person centred planning should be a key area for research and development during the
first 5 years of the implementation of the Equal Lives Review.

10.19 We have highlighted the deficiencies that exist related to information and research on issues
relevant to learning disability. The audit of learning disability research undertaken for the Equal
Lives Review has identified key research findings that service providers and commissioners need to
address along with the significant gaps in our knowledge. The list below is not exhaustive, but is
included to highlight the significant gaps that exist in terms of meeting the change agenda detailed
in the Equal Lives Review:

• the socio-educational outcomes for children, families and schools when pupils with a learning
disability attend mainstream schools compared to special schools

• meeting the personal support needs of family carers at different stages of their son or daughter’s
life cycle - new born; transition to adulthood; maturity - and as they, as parents, approach old
age

• the benefits systems and the impact on poverty in families and people with a learning disability

• tracking young people through different transition routes to understand better the outcomes of
various options open to them - college, employment, and day centre attendance

• evaluating ways of increasing the social connectedness of teenagers and adults with a learning
disability

• the contribution of productive work - paid and unpaid - in the lives of people with a learning
disability

• exploring the obstacles to self-advocacy and how they are best overcome

• ensuring equality of access to healthcare in all its forms for people with a learning disability

• reducing obesity among people with a learning disability

• establishing the outcomes of various accommodation and support options for people with a
learning disability, who also have challenging behaviours/mental health problems

• supporting people with a learning disability who have dementia in community settings

• promoting the engagement of volunteer helpers in learning disability services

• evaluating the role of community development agencies in promoting the social inclusion of
people with a learning disability.

Action Required

10.20 In order to ensure that people with a learning disability and their family carers have a greater say in
decisions that affect them and to support the development of more person centred approaches,
there is a need for radical shifts in how organisations operate and opportunities available for
participation and influence. We will develop this theme further in Chapter 12.
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10.21 The cornerstone of this work will be embedding PCP throughout services and ensuring that all
those individuals in contact with health and social services are enabled to have a PCP developed
with them if they so choose. This plan will be co-ordinated by the lead worker from the agency
that is identified by the person and their support staff as being best placed to do so and the PCP
would be held by the individual but shared with their permission with all agencies and personnel
involved with the individual.

10.22 At various stages in the Equal Lives Review we have proposed that PCP is particularly important at
the point of discovering that a child has a learning disability, in preparing for the transition to
adulthood, and in enabling people to plan for the future as they get older.  In addition priority
should be given to developing a PCP with individuals with complex needs including those who
may have particular difficulties in communicating their needs and aspirations as a result of having
an Autistic Spectrum Disorder or severe learning disability.  Achieving this will require
organisations to work collaboratively and to undertake reviews to their current practices especially
to enable the shift in attitude and culture that effective PCP requires. (Recommendation 54)

10.23 Direct Payments have the potential to be highly effective in giving people control over their lives.
Supporting people to purchase the support they need to fit their own unique circumstances should
be a key driver towards helping them achieve personal outcomes.  Even a modest increase in the
uptake of Direct Payments by people with a learning disability and family carers of 10% per
annum over the next 15 years would result in around 1,000 beneficiaries (Based on people aged
over 20 and children with severe/profound disabilities). There is clearly a need to more widely
promote this option and to create more flexible resource allocation to enable it to be taken up by
those who wish to do so.  However, all these costs could not be met from within existing HPSS
budgets as only a small proportion of present funding is spent on variable costs. Thus in England,
the Department of Health announced an additional £9million over 3 years to boost Direct
Payments for people with a learning disability.  A similar initiative is required in Northern Ireland
in order to support the uptake of Direct Payments. (Recommendation 55)

10.24 In order to ensure that people are supported to have their views heard and acted upon there is a
need to address the underdevelopment of independent advocacy services in Northern Ireland.
Advocacy can take many forms including group advocacy, self-advocacy and citizen advocacy.  In
all cases advocacy services should fulfil 3 roles: educational - raising awareness about the strengths,
needs and aspirations of people with a learning disability within the community at large; bringing
about change to the way that systems work with individuals; and creating collaborative links
between people with a learning disability and other groups/organisations in the wider community.
The extension in range and volume of advocacy services should be a key priority for planners in the
future if more person centred outcomes are to be attained. The development of advocacy services
will also facilitate the establishment of a Regional Forum of People with a Learning Disability that
we believe is an integral component of implementation arrangements for the Equal Lives Review.
(Recommendation 56)

10.25 In Chapter 4 we recommended that steps be taken to address the gaps that exist in ensuring that
information is available that meets the needs of people with a learning disability and their families.
We believe that in addition to this specific measure there is a need to encourage all those who
provide services to people with a learning disability to take steps to ensure that they produce
information in accessible ways that are tailored to meet the needs of the specific individuals with
whom they work. (Recommendation 57)

10.26 In order to ensure that the Government’s drive to improve quality is meaningful there is a need to
develop measures that address the effectiveness of organisations in delivering personal outcomes.
This will mean that systems have to be more responsive to the fact that desired outcomes of
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support are highly individualised and that the focus needs to be on the issues that matter most to
the individual who is being supported.  If standards are developed that effectively measure personal
outcomes in this way, regulators and service commissioners will have a key role to play in
promoting person centeredness in services with correspondingly less emphasis on setting standards
to be applied uniformly across a diversity of service responses. (Recommendations 58, 59)

10.27 It is proposed that the research requirements identified are addressed through the development of
an agreed learning disability research strategy, which will encompass the following elements:

• development of links between Northern Ireland researchers and other national and international
researchers in learning disability in order to access more research funding

• consideration of the uptake of existing research findings and their use in decision-making

• the participation of stakeholders in deciding on research questions

• the development of researcher-practitioners

• boosting the amount of resources available for research and development within Northern
Ireland

• instigating and managing cross-national research projects.

10.28 In conducting the Equal Lives Review we have highlighted difficulties in accessing accurate
information on the numbers, needs and services available to people with a learning disability and
on the amounts of funding being invested in services for them.  In order to accurately evaluate the
impact of the implementation of the Equal Lives Review recommendations and to plan more
effectively there is a need to establish better systems for tracking people and funding and assessing
outcomes.  In particular new systems should provide information on services and supports needed
by individuals as well as those they are receiving. These records should allow for better integration
of information that to date is held separately in education, health, social services or housing
systems, taking account of the Data Protection Act. Experiences in England, Scotland and
Republic of Ireland would help to inform the development of an appropriate data set.
(Recommendation 60)

10.29 Objective 9 Recommendations

Recommendation 54 By 1 January 2009 the opportunity to have a PCP should be in place for all persons
with a learning disability who are in contact with HPSS agencies.  From 2006
priority should be given to:

• developing Family Support Plans based on person centred principles that cross
disciplines and agencies

• developing an Early Intervention Plan for children at the point of diagnosis

• ensuring that all young people with a learning disability have an effective
Transitions Plan based on PCP principles in place from 14 years of age

• ensuring that all persons living with a sole family carer and/or those aged over 50
years have been offered the opportunity to have a Futures Plan agreed based on
PCP principles.  In addition a plan for meeting the needs of carers should be
prepared. This invitation should be re-issued to family carers and the person they
care for on a regular basis and no less than every 3 years.
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Recommendation 55 The use of Direct Payments should be widely promoted and additional revenue
monies of up to £300,000 per annum over the next 3 years ear-marked by the
Department of Health, Social Services and Public Safety for the development of
increased uptake of Direct Payments.

Recommendation 56 An independent advocacy service should be in place for each area serving a
population of 100,000 - 120,000.  A Regional Forum for People with a Learning
Disability should be established with representatives drawn from local advocacy
services.  Both initiatives should be grant-aided through Office of the First Minister
and Deputy First Minister (OFMDFM), so that they can cover all services and not
just those provided by the Department of Health, Social Services and Public Safety.

Recommendation 57 A commissioning requirement of any service that includes people with a learning
disability must be the evidence from providers across departments and agencies of
how information will be provided in an accessible format appropriate to the needs of
the individuals being supported.

Recommendation 58 Health and Social Services Boards should be required, within a regionally agreed
framework, to establish mechanisms in partnership with their service providers for
monitoring the degree to which Person Centred Planning is appropriately
implemented and delivers on positive personal outcomes for individuals with a
learning disability.

Recommendation 59 The Health and Personal Social Services Regulation and Improvement Authority
should include measurement in the standards against which learning disability
services are inspected of the processes used in service delivery to secure positive
personal outcomes. 

Recommendation 60 A commissioned programme of research and service evaluation to support the
implementation of the Equal Lives Review should be established in collaboration
with the Research and Development Office.
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All staff who work with people with a learning disability should get special training
so that they understand how to respect people and know what to do to support people
with a learning disability. (1)

11.1 The biggest single contributor to quality services is the competence of the staff, both paid and
unpaid, who are employed in them. Throughout the Equal Lives Review we have heard how
people’s lives have been enhanced by the relationships they have formed and the support they have
received from the staff with whom they have come in contact.  Since the last review of policy in
1995 there have been considerable changes that impact on developing a competent workforce in
health and social care services:

• the volume and range of services has expanded creating a need for an extension to the workforce
within and beyond health and social services

• an increase in the input of Direct Support Workers and an expanded range of roles that they
undertake

• an increase in the numbers of Direct Support Workers employed on a part-time basis

• new or increasing demands arising from the changing demography and complex needs of people
with a learning disability including:

• addressing issues associated with working with an ageing population

• increasing numbers of people with both an Autistic Spectrum Disorder and a learning
disability

• growth in number of children and adults who have complex physical health care needs.

11.2 Consultation conducted as part of the Equal Lives Review highlighted a range of positive
characteristics in relation to developments in the workforce in response to these changes.

• Staff are increasingly developing approaches based on working with rather than for people with a
learning disability and their families.

• There is now a higher profile for learning disability services, which has contributed to raising the
confidence and status of staff in these services.

• The new and changing roles have created new opportunities for staff and have in many cases
resulted in innovative service responses to staff training and development.

Chapter

11
“”

ENABLING CHANGE: STAFFING
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• The introduction of the Learning Disability Awards Framework (LDAF) has offered a coherent
learning pathway for many Direct Support Workers in residential and day services in the
WHSSB and in a growing number of voluntary agencies in Northern Ireland.

• Many individuals reported that there has been skills improvement amongst staff in learning
disability services and an increased focus on their training.

11.3 The availability and retention of an appropriate range of qualified and competent staff will be
crucial to the successful implementation of the Equal Lives Review.  In this chapter we will explore
the key factors that will impact on achieving this and outline our recommendations on the action
required to build on the significant strengths that are currently in place amongst those who work
with people with a learning disability and their families.

Issues and Concerns

User Involvement

11.4 Potentially one of the most powerful ways of raising awareness of the needs and aspirations of
people with a learning disability and their family carers is to ensure their involvement in staff
recruitment and development.

• During the Equal Lives Review we learned of a number of initiatives in this area, albeit that they
are occurring in isolation from broader workforce strategies.

• Our understanding of the issues was greatly informed by the many presentations we heard from
people with a learning disability and family members.

• This is an area that should be promoted more widely in agencies.

Recruitment and Retention

11.5 The recruitment and retention of staff is a key challenge for services both in Northern Ireland and
throughout the United Kingdom.

• There is a lack of accurate data on either the current workforce or future workforce requirements
on which to effectively develop strategies to address recruitment and retention difficulties.

• Staff in existing learning disability hospitals will have an important role to play within
community based settings as the number of people living in hospitals reduce.

• Whilst several professional groups have published their standards for staffing levels in relation to
the population size covered, limited information appears to be published in relation to the
current level of recruitment among the different professional groups and the present level of

Objective 10 To ensure that health and social care staff are confident and competent in working
with people with a learning disability.

Objective 11 To ensure that staff in other settings develop their understanding and awareness of
learning disability issues and the implications for their services.
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unfilled posts.  However, there appears to be a general consensus that recruitment of Allied
Health Professionals - notably speech and language therapists - is difficult in Northern Ireland at
present. This may be because they are able to work in a wide range of settings and learning
disability may not be presented as an attractive career pathway.  Similarly difficulties appear to
exist in recruiting staff to clinical psychology posts.  Applications to learning disability nurse
training have been reducing and by tradition there have always been fewer recruits to this branch
of the profession.

• No clear and concise information is currently compiled at a Northern Ireland level on the
difficulties being experienced in recruiting qualified and unqualified staff into statutory or
independent learning disability services and the factors thought to be contributing to these
difficulties.

• There are clear benefits in achieving a cohesive and experienced staff group. These include
increased continuity within services; a growth in staff skills and knowledge with experience and
it offers a greater return on the investment in training and reduced costs of recruitment. (157)

• The most comprehensive review of literature relating to the retention of staff within community
based services for people with a learning disability within the United Kingdom and the USA
identified 8 key factors that have been consistently reported as contributing to staff turnover in
learning disability services. (158) These factors were:

• characteristics of staff (younger people, those with higher education and those on shorter
contracts moved on more frequently)

• lower income/less satisfaction with income

• mismatch between expectations and actual job

• lack of commitment to the organisation or general type of work

• lack of support from other staff

• the availability of alternative employment

• high job stress

• low job satisfaction.

11.6 A wide range of factors have been highlighted that contribute to staff remaining in services,
awareness of which can inform the development of a strategy to address retention difficulties.  Key
factors include effective stress management in the workplace, enabling a good work/life balance,
effective support from managers and clarity about roles and responsibilities. (157, 158)

Volunteers

11.7 A much-neglected area of study is the role that unpaid volunteers play in supporting people with a
learning disability.

• The invaluable contribution made by family carers who still provide the vast majority of support
has been highlighted throughout the Equal Lives Review.  Although it is impossible to accurately
assess this financially, when it has been done for all carers in Northern Ireland (159) and then
pro rated for those likely to be caring for a child or adult with a learning disability, the total
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amount is in the order of £170 million per year which exceeds that spent by health and social
services.

• Moreover as British surveys have shown, parents of people with a learning disability are more
often likely to be engaged in voluntary work to assist others than are other parents. (160)

• Volunteers who give freely of their time to support people with a learning disability make a
significant input particularly in the area of leisure and sporting activities e.g. approximately
4,000 men, women and children with a learning disability participate in leisure clubs in
Northern Ireland such as Gateway and Special Olympics, which are staffed mainly by volunteers.
(56)

• There will be an increased need for volunteer involvement as a consequence of the rise in
advocacy and befriending services anticipated in the Equal Lives Review.

• The distinction between volunteers and paid staff can be blurred in fostering and family
placement schemes in which a host family looks after a person with a learning disability in their
home.  Payments are made to cover the extra expense this entails although there is criticism of
the low rates of pay on offer.   However, most volunteers in these schemes do not want to make
money but continue because of the satisfaction and enjoyment they get from it. (101)

• A common outcome is the way the experience enriches the lives of the volunteers.  A study of
over 200 volunteers who supported athletes at the World Games of Special Olympics in Dublin
identified 4 main outcomes; it was an enriching and worthwhile experience; they gained a
greater understanding of people with a learning disability; it contributed to a national event in
the life of the country and it emphasised people’s talents not their disabilities. (161)

• In sum, volunteers are in danger of being overlooked as services become more professionalised.
Yet this is one of the proven means of reducing the social exclusion of people with a learning
disability and for increasing the quality of their lives.  Increased resources and efforts are required
to sustain and expand schemes that support volunteers.

Changing Nature of Services

11.8 The changing nature of services detailed at paragraph 11.1 creates challenges and opportunities for
workforce development including a trend towards smaller staff teams in services, an increase in lone
working, a requirement that staff develop their understanding of the impact of Autistic Spectrum
Disorder on people who have a learning disability and the need for training to enable staff to
provide highly specialist health interventions.

• The increase in the number of people with a learning disability with additional complex health
needs has created a need for additional supports and services if people are to be able to avail of
the service provision. Increasing complexity of need in community care with added chronic
disease management is currently placing under resourced community health services under great
pressure.

My daughter is profoundly disabled and needs 24-hour care.  The agency that
provides respite in my house has been told their staff are not allowed to give her
medication.  I have to come home while they are there to give her the medicine so I
don’t really get the break at all. (2)“”
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• In many special schools this issue has been addressed by having more nurses on site during
school time, which has been well received by education staff. (162) In day centres some nurses
have been employed in other roles but until recently most centres have relied on inputs from
nurses on the Community Learning Disability Teams.  However, at least one Health and Social
Services Trust has appointed a nurse to the day centre staff team; as yet there is no evaluation of
the outcomes of this approach.

• Professionals are increasingly undertaking more specialist functions in services which requires
them to move into new areas of work, new structures and new working methods for which
training and staff support needs are particularly crucial.

• The concept of a Community Learning Disability Team has been a feature of learning disability
services in the UK since the 1970s. The form and function of these teams varies widely and
there has been very little research undertaken into the effectiveness of the various models despite
the fact that they are an expensive component of health and social services provision. The
structure of community teams providing services to people with a learning disability is changing
across Northern Ireland.  Many Trusts have moved away from the formally structured
Community Learning Disability Team that provided services to children and adults with a
learning disability.  A number of different team structures now exist, including Children’s
Disability Teams, Adult Disability Teams supporting people with all disabilities (but with some
team members only supporting people with a learning disability), separate Community Nursing
Teams and Community Social Work Teams for people with a learning disability  (with varying
degrees of collaborative working).

• Whilst considerable literature exists about the requirements for effective team work (163, 164),
at present there is no clear evidence on the impact of different team structures in support of
people with a learning disability, nor conclusive evidence on the most effective team structure
within community learning disability services.

• Responses to consultation confirmed that there is a very variable pattern with some respondents
indicating that they did not work in teams but rather as groups of professionals working
alongside each other. Consultation feedback also confirmed the need for greater clarity about the
composition and function of community teams and the changing role they should play in the
future as a consequence of implementation of the Equal Lives Review.

• Ensuring the inclusion of people with a learning disability in community facilities will mean that
some staff who support people with a learning disability will have to develop increased
knowledge and skills in community profiling, community development and networking.

• As access to Direct Payments increases a larger number of individuals will be directly employing
staff to meet their support needs creating new challenges in relation to meeting the training
needs of both the employer and employees.

Staff in Mainstream Health Services

11.9 Despite the fact that inclusion has been a policy aim in Northern Ireland since 1995 (7), people
with a learning disability continue to encounter persistent difficulties in gaining equity of access to
mainstream services as noted earlier.  In particular, difficulties have been reported in accessing
primary care and acute general hospital services within Northern Ireland. To a large extent these
stem from the attitudes of staff in these sectors.

• The views of professionals in primary care towards people with a learning disability and their
limited skills in communication, limited preparation or specific training have been identified as
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factors influencing the service provided to people with a learning disability.   Research evidence
also shows that people with a learning disability often do not avail of other health services within
community settings (eg dentist, optician, audiologist, speech and language therapist, dietician -
refer to Chapter 7).

• It is recognised that nurses within acute hospitals also report experiencing difficulties in working
with people with a learning disability.  Indeed, the National Patient Safety Agency has recently
highlighted the seriousness of this situation and after a comprehensive process of consultation
within England has identified the care of people with a learning disability in general hospitals as
one of their top priority issues. (165)

• Studies consistently report limited confidence and uncertainty about what to do in working with
people with a learning disability.   Acute care nurses often reported limited knowledge, skills and
experience towards caring for people with a learning disability.  Likewise a study undertaken in
Northern Ireland, which included 167 student therapists (mainly physiotherapists and
occupational therapists) reported that they had significantly less confidence and felt more
unprepared to work with people with a learning disability than people with a physical disability.
(166)

• Evidence is available from within Northern Ireland to show that when primary care and
specialist learning disability staff work collaboratively, the health status of people with a learning
disability can be improved.

11.10 It will be equally important that staff in mental health services become more skilled in supporting
people with a learning disability.

Training and Development

11.11 Whilst many people consulted during the Equal Lives Review highlighted an increase in the range
of training and development opportunities available, concern was expressed about the patchy
nature of such provision and the relevance of current qualifications to those supporting people with
a learning disability.

11.12 Surveys of managers in learning disability services in Northern Ireland have consistently
highlighted challenges for them in meeting the training and development needs of Direct Support
Workers.  Specific training gaps cited include staff training on sexuality and personal relationships,
Autistic Spectrum Disorder and addressing challenging behaviours. (135, 136, 167) While the
value is acknowledged of National Vocational Qualifications (NVQ) in assessing competence,
shortcomings have been identified with current training requirements that focus solely on NVQ
attainment without ensuring adequate provision of a coherent learning pathway for staff working
with people with a learning disability. The introduction of LDAF has enabled agencies to begin to
address this gap and initial evaluations of pilot projects using this framework are promising. (168)

11.13 The only dedicated professional training courses in learning disability are in nursing and psychiatry.
Other professionals may take a number of modules or only parts of a module on learning disability
as part of their initial training. The University of Ulster has recently introduced a Higher
Certificate in Health and Social Care (Learning Disability Studies) although this is primarily
intended for staff without formal professional training. There is a need to develop trans-
disciplinary postgraduate modules or courses in the field of disability generally or learning disability
in particular in order to increase the expertise of professionals working in dedicated learning
disability services. The University of Ulster has recently introduced two such courses, one focusing
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on learning disability and challenging behaviours and the other on learning disability and mental
health needs. 

Action Required

11.14 The challenges to developing the workforce that will be required to achieve the Equal Lives
objectives may be summarised as building a workforce that:

• meets the needs of people with a learning disability and their families

• recognises cultural shifts in services towards supporting people in ways that are person centred,
more flexible and based on the Equal Lives values

• addresses problems in staff recruitment and retention

• is sensitive to the particular issues in working with people from ethnic minority communities

• comprises staff who are skilled, confident, competent and well supported by their employers

• develops the capacity of staff in learning disability services to provide leadership within and
between a wide range of agencies. 

11.15 The perceptions and needs of staff within non-learning disability services must be considered and
action taken to provide the support needed for inclusion to become an accepted aim of these
services. To be effective collaborative working must go beyond providing information to primary
care and acute general hospitals services about what needs to be done; it needs to include practical
support, training and sharing of information with staff in these sectors.

11.16 Such collaborative arrangements should be evaluated against the degree to which they result in an
increased capacity among mainstream services to support people with a learning disability and
must replace families of people with a learning disability or staff in learning disability services
providing parallel services to those provided to the wider population.

11.17 The collaborative developments noted above in relation to primary and acute care services will also
be necessary for staff in a wide range of other services, such as employment support, further
education and housing services; the key point being that the Equal Lives objectives will never be
achieved if the knowledge, skills and values are not in place within all mainstream services.

11.18 Health and Social Services Boards and Trusts need to develop greater clarity about the coordination
of community learning disability professionals. There is a confused picture at present, which does
not form a viable basis for meeting the Equal Lives objectives. In particular for developing the
revised working practices that will deliver the new styles of services envisaged in this report. The
functions and coordination of community learning disability professionals should therefore be
reviewed in light of the proposals in this review by December 2006. (Recommendation 61) 

11.19 As a matter of urgency the Department of Health, Social Services and Public Safety should develop
a regional development strategy for the learning disability workforce. This short-life review should
be completed by April 2007.   We believe that this strategy should:

• involve all key stakeholders including those in the independent sector

• review the remuneration of staff in relation to other service sector occupations, such as the
hospitality industry
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• seek to address the needs of small-scale isolated providers

• ensure that the current and future needs of the workforce are addressed particularly the
implications for staff in addressing the direction of travel envisaged in this review

• promote increased joint working in addressing training and development needs 

• promote the involvement of people with a learning disability and family carers in staff
recruitment, training and development

• gather robust data on the workforce including current staff, qualifications held and identification
of gaps in the knowledge and skills

• explore the potential application of LDAF for providing a learning pathway that complements
NVQs and for up-skilling the learning disability workforce and staff in other settings.
(Recommendation 62)

11.20 The Department of Health, Social Services and Public Safety currently operates the Training
Support Programme (TSP), which provides funding for employers of social care staff in the
statutory and voluntary sectors to enable them to meet the training requirements of Government
policy. TSP has considerable potential to be used to support the training and development issues
for these staff that have been highlighted in the Equal Lives Review.  However, criteria for accessing
this funding is rigidly linked to attainment of qualifications as determined by the Social Services
Inspectorate and the Northern Ireland Social Care Council (NISCC).  As has been noted these
rigid qualification targets are seen as not being effective in meeting the full range of training
challenges that exist in services and that will be exacerbated by the demands of the Equal Lives
Review. The role of TSP needs to be revised, the budget available needs to be increased and the
criteria for the funding revised in order to support the extensive workforce development challenges
we envisage.

11.21 In order to support the involvement of service users in training those in receipt of TSP funding
should be required to report on the degree to which they are developing mechanisms for securing
the involvement of people with a learning disability in the design and/or delivery of training
programmes. (Recommendation 63)

11.22 The training needs of family carers and volunteers have not been well met by existing
arrangements.  It should be incumbent upon those in receipt of TSP funding that mechanisms are
set in place to open up access to this provision for these groups where possible. (Recommendation
64)

11.23 Finally there needs to be a time limited initiative  to promote the leadership and managerial
capacity of staff that will be crucial to the implementation of the Equal Lives Review.  Priority
should be given to proposals for initiatives that will be jointly planned across sectors and settings.
(Recommendation 65)

11.24 In order to achieve a baseline level of knowledge that may be expected of all Direct Support
Workers in adult learning disability services in Northern Ireland, it is recommended that the
induction and foundation standards that have been produced by the NISCC become a mandatory
requirement of all new entrants to this workforce.  In order to ensure that the knowledge base is
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sensitive to the needs of men and women with a learning disability the attainment of these
standards should be assessed through successful completion of LDAF induction and foundation
standards as these have been developed with this aim in mind.9

11.25 From 1st January 2007 all new Direct Support Workers in learning disability services should be
required to meet NISCC standards on induction and foundation within the 6 months of
appointment.  It is anticipated that this will normally be evidenced by completion of assessment to
LDAF standards and be subject to inspection by Health and Personal Social Services Regulation
and Improvement Authority (HPSSRIA). (Recommendation 66)

11.26 In order to produce health gains for people with a learning disability, to promote improved access
to mainstream health and social services and to address the deficiencies that have been highlighted
in professional training, we recommend that professional training is required to ensure that
generically trained health and social services professionals (medicine, Allied Health Professionals,
nursing, social work) should receive a minimum of awareness raising training on learning disability
issues during their pre-qualification education. (Recommendation 67)

11.27 In order to enhance the status of working with people with a learning disability as a positive career
choice and to encourage recruitment in the paid workforce, volunteering and community service, a
publicity strategy should be developed and implemented that promotes the positive features of
working with people with a learning disability. (Recommendation 68)

11.28 As has been noted throughout the Equal Lives Review successful community integration will
require that members of the public and staff in agencies beyond health and social services develop a
greater understanding of the strengths, needs and contribution that people with a learning
disability can make to community life.  In order to stimulate the development of such an
understanding it is proposed that Department for Social Development, Department of Education
and Department for Employment and Learning identify tangible action that they can take to
promote joint training and awareness raising amongst the agencies that are accountable to them.
(Recommendation 69)

11.29 Objectives Recommendations
10 and 11

Recommendation 61 HSS Boards and Trusts should agree the role, composition, configuration and
functions of Community Learning Disability Teams in light of the proposals in the
Equal Lives Review by December 2006.

Recommendation 62 By April 2007 a regional workforce development strategy should be produced in
partnership with employers from the independent and statutory sectors that
identifies the workforce implications of the Equal Lives Review and sets out a clear
strategy for addressing them.

Recommendation 63 All service providers who receive funding from the Department of Health, Social
Services and Public Safety Training Support Programme should be required to
evidence how people with a learning disability have been involved in the design,
delivery and/or evaluation of training programmes provided on learning disability
specific issues.

111

9 Work is ongoing on extending the LDAF to children’s services. It will be necessary when this work is completed to consider its
relevance and application to children’s services in Northern Ireland
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Recommendation 64 Service providers who receive Training Support Programme funding should be
required to demonstrate that arrangements are in place to open access to the training
provision to family carers, volunteers and people with a learning disability where
possible.

Recommendation 65 Funding should be allocated to the Review Implementation Steering Committee for
a Leadership Innovation Fund to which all agencies and professions might apply,
designed to promote interagency initiatives that develop the leadership and
managerial capacity in organisations to deliver on the new vision in the Equal Lives
Review.

Recommendation 66 From 1 January 2007 all new Direct Support Workers in learning disability services
should be required to meet the Northern Ireland Social Care Council standards on
induction and foundation within the first year of appointment.  It is anticipated that
this will normally be evidenced by completion of assessment to LDAF standards and
be subject to inspection by the Health and Personal Social Services Regulation and
Improvement Authority.

Recommendation 67 All generically trained health and social services professionals (medicine, Allied
Health Professionals, nursing, social work) should receive at a minimum awareness
raising training on learning disability.

Recommendation 68 A publicity strategy should be developed and implemented that promotes the
positive factors of working with people with a learning disability and encourages
greater participation in volunteering and community service.

Recommendation 69 Department of Education, Department for Social Development and Department for
Employment and Learning should develop measures to encourage awareness raising
and improved training on learning disability amongst agencies that they fund to
support equity of access by people with a learning disability to their provision.
These measures should include the development of joint training opportunities with
health and social services agencies.
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Improved inter-agency working would result in better service provision to those with a
learning disability and an enhancement of their opportunity and quality of life.
Manager of a Citizens Advice Bureau. 

12.1 The Equal Lives Review sets out an ambitious change programme that will require commitment
and leadership at all levels in organisations throughout Northern Ireland. We anticipate that the
implementation of the recommendations of the Equal Lives Review will involve a fundamental
shift towards more person centred ways of working and a determined effort to remove barriers to
inclusion in existing structures, systems and working practices. The Equal Lives Review has
concluded that many of the aspirations in the 1995 Review were appropriate and that it can
usefully be built upon to deliver on the Equal Lives objectives.  However, our consultation
indicates that major weaknesses in the 1995 Review included:

• the absence of transparent resource commitments to implement the Review’s recommendations

• the lack of a robust implementation process

• the continuation of organisational impediments to progress.

12.2 Many of the needs of people with a learning disability and their family carers are best met at an
individual, face-to-face level.  However, the way in which these services are delivered is heavily
influenced by the organisational structures in which they are provided.  Different organisations can
be involved in attempting to meet the diversity of needs and aspirations.  Agencies have different
funding sources as well as different management and staffing structures and contrasting ways of
working. Therefore, it can be difficult for them to co-ordinate their services even when they are
working in the same geographical area. These difficulties are further compounded when service
priorities are set and service planning is undertaken without consultation with potential partner
agencies.

12.3 In this chapter we will highlight issues and concerns relating to organisational arrangements in
support of people with a learning disability and outline our proposals for supporting the
implementation of the Equal Lives Review.

Objective 12 To promote improved joint working across sectors and settings in order to ensure
that the quality of lives of people with a learning disability is improved and that the
Equal Lives values and objectives are achieved.

Chapter

12
“”

MANAGING CHANGE:
IMPLEMENTATION
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Issues and Concerns

Organisational Structures

12.4 There is a wide range and growing number of organisations that work to support citizens in
Northern Ireland.  Many of these organisations are for everyone and therefore, they should be open
to supporting people with a learning disability.  Others are specific to people with a learning
disability and in recent years their number has also grown significantly.

12.5 Some organisations have a regional remit in that they cover all of Northern Ireland.  Others are
responsible for designated geographical areas such as Health and Social Services Boards, while
others cover particular districts, such as Health and Social Services Trusts or District Councils.
Finally there are others, which work at a more local level, such as a special school or a day centre.

Present Service Structures For People With A
Learning Disability

12.6 All Government departments have responsibilities to people with a learning disability just as they
have to all other citizens. This responsibility was reinforced by Section 75, Northern Ireland Act
(1998), which placed a duty on public authorities to have due regard to the need to promote equality
of opportunity between persons with a disability and persons without. The Department of Education
and Department of Health, Social Services and Public Safety have traditionally taken a leading role
in addressing the needs of people with a learning disability for whom they have specific legal
responsibilities.  On occasions this has had an adverse effect in terms of limited impetus in other
Departments to ensure that their activities effectively targeted people with a learning disability.

12.7 While a number of voluntary organisations also operate at a regional level there are no regional
organisations led and managed by people with a learning disability.

12.8 The Department of Health, Social Services and Public Safety and Department of Education
oversee the work of 4 Health and Social Services Boards and 5 Education and Library Boards at an
area level.  Unfortunately the geographical areas covered by these sets of Boards are not the same.
Within Health and Social Services Boards, there are a number of programmes of care, of which
learning disability is a distinct programme.  However, other programmes of care also have some
responsibility for people with a learning disability as they do for all other citizens although this is
often not well defined.  Likewise, each Education and Library Board has a senior manager with
responsibility for Special Educational Needs.

12.9 The Boards act largely as planning and commissioning bodies; contracting with local agencies -
that is Health and Social Services Trusts and Schools - to directly provide services.

12.10 Health and Social Services Trusts in turn may contract with voluntary and private sector providers
for the delivery of certain services that usually cover a particular locality.  Some of these agencies
also work in different Trust and Board areas.

12.11 A number of organisations exist to further collaboration and co-ordination among the voluntary
sector throughout Northern Ireland. These include the Association of Real Change (ARC),
Children in Northern Ireland and Northern Ireland Council for Voluntary Action (NICVA).
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Participation by People with a Learning Disability
or Carers in Service Planning and Provision

12.12 There are few formal organisations to represent the views of people with a learning disability or
family carers.  Consequently there is little tradition of service providers working jointly with people
with a learning disability or family carers in the provision of services.

• There is general agreement that greater participation in the planning of learning disability
services would result in better services.

• There is a greater emphasis on consultation rather than participation, where consultative
processes are separated out from Trust business planning arrangements.

• The value of integrating consultative processes with policy development mechanisms has been
evidenced by the role played by Equal Lives group members in the Equal Lives Review, which
clearly demonstrated their capacity to be active participants in the process with strongly held
views on topics that may receive less attention from professionals. (1)

Reform of Public Administration in 
Northern Ireland

12.13 A major Review of Public Administration (RPA) commenced in June 2002. The RPA has
highlighted a common concern about

a continuing growth in the number of organisations involved in public administration, which not only
absorbs resources, but makes it more difficult for the public to identify and contact the appropriate source
of advice and support and a lack of co-ordination between sectors and organisations at all levels where
there is a need to work together on specific issues or personal cases. (169)

12.14 The RPA team has published its final stage consultation document. A two-tier model is proposed,
with a regional tier encompassing the Assembly, Government departments and regional authorities.
The second, sub-regional tier covers organisations that would ideally have the same boundaries,
including councils, health bodies, other sub-regional bodies and sub-regional delivery units of
regional bodies. There is also support for an enhanced role for both the private sector and the
voluntary and community sectors.  Given the significant changes to the structure of the public
sector in Northern Ireland, that are proposed by the RPA, we consider it premature to recommend
far reaching changes at this stage.  Rather we will set out considerations that we hope will help
inform the future reform process.

Developing Policy for Learning Disability Services
in Northern Ireland 

12.15 Despite the growing emphasis on joint working in Government policy statements, the main
method of service planning and delivery in support of people with a learning disability remains
that of independent working by different agencies.

12.16 In the 1995 Review of Policy for People with a Learning Disability, it was noted that other
Government departments and agencies have a lead role to play, such as housing, further education,
training for and support in employment, and leisure.  It recommended
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Good liaison arrangements between all of the agencies involved are necessary both at the strategic
planning level and at the point of service delivery to ensure the development and implementation of
compatible and co-ordinated strategies. (7)

12.17 As has been noted throughout this report the Equal Lives Review has identified serious
shortcomings in achieving this aim.

12.18 In recent years the Department of Health, Social Services and Public Safety has identified the need
for inter-departmental working to meet a range of Government policy objectives in the broad field
of health and various interdepartmental working groups have been set up in furtherance of these
aims; most notably the Ministerial Group on Public Health. (170) However, formal
interdepartmental working appears not to have occurred to any great extent in learning disability,
although there have been positive developments in relation to interdepartmental groups on Early
Years and Transitions, which have addressed the needs of young people and children with a
disability.

12.19 Since the last Review of Learning Disability Services all 4 Health and Social Services Boards have
produced policy statements on service provision.  All Boards endorsed the need for inter-sectoral
working with voluntary and statutory providers and also for consultations and planning to be done
with service users and family carers.

12.20 A study carried out by the University of Ulster for the Equal Lives Review confirmed that joint
working is happening to some extent on the ground. The benefits were seen to outweigh any
potential drawbacks and they centred mainly on the gains for people with a learning disability in
getting better co-ordinated services. This implies recognition that services working independently
of one another are providing a poorer quality of service than they could be delivering.

12.21 The research study confirmed the messages from other submissions made to the Equal Lives
Review that there will need to be a determined and committed effort to ensure that joint working
is an essential feature of future service provision in Northern Ireland.  In addition, our review of
work undertaken to implement changes to policy affecting people with a learning disability
elsewhere in the UK and the Republic of Ireland confirms that robust implementation
arrangements are essential if the changes are to succeed.

12.22 The proposals that follow acknowledge that, in the context of the RPA, there is a need for us to
highlight principles that should underpin any future restructuring to ensure that the needs of
people with a learning disability and indeed other minority groups are addressed. These proposals
are, therefore, offered to inform the ongoing work of the RPA unless accompanied by a specific
recommendation that we believe should be enacted regardless of the nature of restructuring that
will follow the outcomes of the RPA.

Action Required

Review Implementation Arrangements

12.23 The Equal Lives Review has highlighted a need for a major development of services and some
reconfiguration of existing provision.  In Figure 12 we outline the structures that we believe are
required to ensure that this happens effectively and in accordance with the core values of the Equal
Lives Review. This model aims to facilitate the processes of consultation, co-ordination and
implementation, which arguably are missing in existing structures.
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Figure 12: Proposed Implementation Arrangements

12.24 Particular efforts need to be made to promote the meaningful involvement of people with a
learning disability in future arrangements.  At present the number of organisations doing this is
small, as is the development of advocacy in its various forms. There is no regional forum for
people with a learning disability in Northern Ireland and very limited public money is spent on the
promotion of advocacy and in supporting people with a learning disability to participate
meaningfully in planning groups and committees.  Moreover there is a need to promote advocacy
at a more local level as well, so that people with a learning disability have increased opportunities
to access mainstream as well as specialist services.

12.25 The involvement of carers is arguably further advanced in service planning, but this is variable
across Northern Ireland. When it has occurred, the outcomes are broadly positive, which should
encourage provider and commissioning agencies to expand their engagement with carers.   This can
be achieved by ensuring they are represented alongside professionals in committees and working
groups.  It is vital though that these representatives are assisted in ensuring the broader population
of carers are informed of these processes and that mechanisms are in place to reflect their views.

Interdepartmental Steering Committee
Implementation Support Team

Regional
Implementation

Advisory
Committee

Inter-Agency

Inter-Agency
Task Groups

Regional Forum of
People with a

Learning Disability
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12.26 There are a number of clear messages to emerge from the Equal Lives Review about how joint
working can be promoted. These are already operational in Northern Ireland, albeit in contexts
other than learning disability, but they do have the support of the agencies consulted as part of the
Equal Lives Review. We anticipate that there is a need for 2 levels of joint working: inter-
departmental and local inter-agency. This simple structure should suffice given the size of
Northern Ireland and the small number of people with a learning disability.

12.27 Moreover it is important that these structures incorporate the 3 processes of consultation, co-
ordination and implementation.

12.28 There is widespread agreement on the benefits of having an Interdepartmental10 group to take
forward the recommendations emerging from the Equal Lives Review.  Membership of this
Interdepartmental Steering Committee would comprise representatives from each relevant
Government Department. The Minister should chair the meetings of the Interdepartmental
Steering Committee on 4 occasions per annum. (Recommendation 70)

12.29 The Interdepartmental Steering Committee would also have responsibility for advising
Departments on the commissioning of both existing and new learning disability services.  In doing
so they would be informed by representatives of users, carers, local Inter-Agency Task Groups and
service providers who would comprise a Regional Implementation Advisory Committee.   The
Regional Implementation Advisory Committee would provide an opportunity to identify common
issues across Northern Ireland, as well as sharing in good practice initiatives.  It would monitor the
work of the local Inter-Agency Task Groups as well as provide a forum for debate on controversial
issues and on the development of new service initiatives envisaged by the Equal Lives Review. The
work of the Regional Implementation Advisory Committee should be supported by a Development
Fund to stimulate change and innovation in the implementation of the Equal Lives Review.

12.30 Both committees would need to be serviced by a small team of full-time staff - an Implementation
Support Team - preferably to include staff seconded from agencies outside of the Civil Service, who
have particular experience and expertise in assessing and meeting the needs of people with a
learning disability and who can provide credible advice and guidance to local groups in the
production and implementation of local plans and change initiatives. (Recommendation 71)

12.31 There may also be some value in designating one person with lead responsibility for the operations
of this team, who is accountable (has direct access) to the Minister chairing the Interdepartmental
Steering Committee.

12.32 The Regional Implementation Steering Committee and Implementation Support Team would
liaise closely with a Regional Forum for People with a Learning Disability. They would produce
accessible annual reports and meet the Forum at least annually to plan the programme of work for
the coming year. (Recommendation 72)

12.33 The Implementation Support Team could be time-limited appointments for a 5-year period in
order to establish the new structures and to help them to bed down. The ultimate goal would be
for these new arrangements to become embedded into mainstream structures, although the need
for an interdepartmental group would probably continue as would the Regional Forum for people
with a learning disability.

10 At a minimum this should consist of DHSSPS, DENI, DEL, DSD, OFMDFM and Department of Culture, Arts and Leisure
(DCAL).
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12.34 These joint working arrangements should be replicated at a local level.  Inter-Agency Task Groups
should be set up at an agreed local level.  Initially we propose that 4 Task Groups be established
possibly based on existing Health and Social Services Board areas, which may sub-divide for
particular purposes such as supporting the production of Day Care Development Plans.
(Recommendation 73)

12.35 The Inter-Agency Task Groups’ remit would be to review existing provision in their area and to
plan the range of services available to people with a learning disability and their families within the
context of the Equal Lives values and objectives. These groups could cover the full age range of
people with a learning disability, although they will need to liaise with the 4 area inter-agency
groups that are already operational for children’s services if they continue in operation.

12.36 The Inter-Agency Task Groups should have representatives of existing statutory, voluntary and
private agencies and would include Health and Personal Social Services, Education and Library
Boards, Further Education Colleges, Department for Employment and Learning, Northern Ireland
Housing Executive, Community Education and Leisure Services of District Councils, along with
user and carer representatives and their advocates.  Initially they would be convened and supported
by Health and Social Services Boards, but within 1 year, the groups will have identified the means
for achieving co-ownership.

12.37 The groups would be required by the Interdepartmental Steering Committee to prepare Joint
Learning Disability Service Plans along the lines of those required in Great Britain and the
Republic of Ireland. These will form the basis of funding bids and the commissioning of local
services. They would also inform the form, role and location of specialist learning disability
provision and access to other special needs services.

12.38 The proposed Implementation Support Team and the Regional Implementation Advisory
Committee would have a major role to play in establishing and supporting these groups.

North-South and East-West Relationships

12.39 This proposed structure would also facilitate greater linkages with learning disability interests
elsewhere in these islands; notably between the Governmental Interdepartmental Groups and
between the different national fora for people with a learning disability.

12.40 Indeed it could be argued that the lack of these structures within Northern Ireland has contributed
to the relative isolation of learning disability services here from elsewhere in these islands.

Specific Focus on Learning Disability

12.41 There has been a long history in Northern Ireland of ring-fencing public funding to services
specifically for people with a learning disability.  Ring-fenced funding can be justified on various
grounds. The needs of this population are complex and life-long even though the numbers are
relatively small.  Moreover they are distinctive when taken as a whole especially from other
disabling conditions and mental health needs.  Services are still under-developed and development
monies are more easily targeted if they have a specific focus.  Major changes in policy are more
easily implemented within a distinct domain.

12.42 We recommend that ring-fenced funding continues within the Department of Health, Social
Services and Public Safety and Department of Education, even though the way in which these
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monies are spent could change radically in the coming years as they have done in the past. This
also necessitates having transparent accountability systems in place to demonstrate that the monies
are spent on the purposes for which they were given and the outcomes achieved.

12.43 There is also logic in extending this concept to other funding departments, especially in the light of
Section 75 duties placed upon public bodies.  At a minimum this would demonstrate that these
citizens are getting at least their fair share, but also make more transparent the contribution they
are making to positively responding to the particular needs of these citizens. (Recommendation
74)

12.44 This is not to imply that these funding streams should be managed separately.  Indeed the evidence
suggests that local services can be more efficiently delivered if they are jointly commissioned using
pooled funding, as is the case in Great Britain. This is starting to happen with the new Supporting
People arrangements in Northern Ireland and this model could be extended to other aspects of
people’s lives such as transition planning, training and employment services, and leisure initiatives.

12.45 In view of the negative impact that the absence of robust implementation structures had on the
success of the 1995 Review, it is the view of the Learning Disability Working Committee that work
on implementing each of the following recommendations has to be commenced immediately if the
objectives of the Equal Lives Review are to be achieved.

12.46 Objective 12 Recommendations

Recommendation 70 An Interdepartmental Steering Committee should be established by January 2006 to
promote joint working and oversee the implementation of the Equal Lives Review
recommendations.

Recommendation 71 An Implementation Support Team should be established by November 2005 to
support work being undertaken to implement the Equal Lives Review.

Recommendation 72 A Regional Forum for People with a Learning Disability should be established by
January 2006.

Recommendation 73 Inter-Agency Task Groups should be established by June 2006 to drive change at a
local level and produce local plans in accordance with the Equal Lives values and
objectives.

Recommendation 74 Ring-fenced funding continues within Department of Health, Social Services and
Public Safety and Department of Education and the potential is explored for
extending this to other departments to underpin the implementation of the Equal
Lives Review.

Prioritisation of Other Recommendations

12.47 This report has highlighted that people with a learning disability in Northern Ireland do not enjoy
equality of opportunity and that they are often excluded from the opportunities that other citizens
enjoy.  As has been shown some progress has been made but in order to resolve fully the difficulties
outlined there will be a need for a major and co-ordinated development programme over the next
15 years.

12.48 The Equal Lives report has made 74 recommendations to take forward its vision for the future.
Full implementation of these recommendations will cost approximately £175 million additional
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over the change period. (171) It is recognised that these large sums of money are not immediately
available and accordingly this section of the Equal Lives report will set out some immediate and
medium -term objectives. While change will be costly and will take time there must be an
immediate and ongoing commitment to making financial resources available if the change process
is to be real. While the report recognises the need to reconfigure and better target existing
resources, the level of change and modernization envisaged will not happen without this
commitment.

12.49 To maximise the impact of change it will be essential to progress each of the report objectives in
tandem. While some recommendations will not require funding they will require considerable
investment of planning time from staff and will also have to be incrementally introduced.

12.50 It is now intended to order each of the Equal Lives Review recommendations placing a priority
rating against them.  Priority ratings agreed were as follows:

i. Pre-Implementation Support

ii. Immediate Planning - to be started forthwith

iii. Immediate Resourcing - 2006 - 2012

iv. Medium-term Resourcing - 2012 - 2020.

Principles Guiding Prioritisation Process

12.51 Recommendations will be prioritised if they:

i. provide support for family carers

ii. maximise HPSS and other public funding streams e.g. Supporting People

iii. show that they can prevent inappropriate hospital admissions

iv. release money from current services which are considered to be no longer fit for purpose

v. promote effective access to all services across Northern Ireland

vi. maintain and build upon existing interagency collaborations. 

12.52 It is clearly acknowledged that the recommendations are not mutually exclusive and therefore
planning for delivery of all the recommendations must commence immediately. The Learning
Disability Working Committee accept that implementation of all the recommendations by
necessity will be incremental in nature.

Pre-Implementation Support

• Appointment of Implementation Support Team by November 2005

• Establishment of Interdepartmental Steering Committee by January 2006

• Establishment of Regional Forum for People with a Learning Disability by January 2006 

• Establishment of Inter-Agency Task Groups by June 2006
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• Agreement that ring-fenced funding continues within Department of Health, Social Services and
Public Safety and Department of Education and the potential explored for extending this to
other departments. (Recommendations 71,70,72,73,74)

Immediate Planning

12.53 Those recommendations that fit into Immediate Planning are as follows:

• Development of joint planning and bidding mechanisms by the Departments of Education and
Health, Social Services and Public Safety for services for children and young people with a
learning disability by January 2007

• Development of a regional strategy for early intervention by the Departments of Education and
Health, Social Services and Public Safety by June 2007

• Promotion of Supported Employment Services by Department for Employment and Learning

• Clear assessments of future housing needs for people with a learning disability completed and
agreement reached on a 3 year funding strategy to resource housing and support arrangements
by Department for Social Development and Department of Health, Social Services and Public
Safety

• Detailed knowledge accumulated and disseminated on the range of assistive technology that is
available to enrich the capacity of people with a learning disability to lead more independent
lives in the community by housing planners 

• Development of a strategy to increase opportunities for people with a learning disability to own
their own homes by the Department for Social Development

• Revised procedures and criteria for applying for Disabled Facilities Grants

• Mechanisms established to ensure the increased use of floating support by the Department for
Social Development and the NI Housing Executive

• Review completed of the Motability Scheme 

• Regional Framework for Health Improvement of people with a learning disability produced by
the Department of Health, Social Services and Public Safety

• Equipment and wheelchair provision budgets increased to meet significant additional demand

• Health Improvement Plans reviewed by HSS Boards

• Specific reference to the needs of and impact upon people with a learning disability within all
generic health strategies, published at Department, HSS Board and Trust level

• Awareness raising and improved training on learning disability in place amongst agencies funded
by the Department of Education, Department for Social Development, and Department for
Employment and Learning

• Commissioned programme of research and service evaluation established in collaboration with
the R & D Office
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• Identification of the need for permanent placements for children and young people with a
learning disability and production of strategies by Health and Social Services Boards to address
them by March 2006

• Costed Development Plans for day centres produced by each Health and Social Services Trust by
March 2007 

(Recommendations 9, 8, 18, 23, 32, 33, 34, 35, 36, 37, 38, 44, 68, 60, 4, 17)

Immediate Resourcing

12.54 The following recommendations have been agreed as falling within this area:

• Opportunity to have a PCP which incorporates Heath Action Planning is in place for all persons
with a learning disability who are in contact with HPSS agencies by January 2009

• Arrangements in place from January 2006 to prioritise person centred planning concerned with:

• development and delivery of Family Support Plans

• development and delivery of Early Intervention Plans

• Transitions Plans

• Futures Plans

• Establishment of independent advocacy services

• Establishment of Family Support Fund and extension of range and volume of support available
to families 

• Development of community based assessment and treatment services for children and young
people with severe challenging behaviours and/or mental health problems

• Mechanisms in place to ensure that information on services, benefits and other sources of help is
automatically supplied to families at diagnosis/birth of their child

• Commissioning requirement in place detailing that providers of any services evidence how
information will be provided in an accessible format appropriate to the needs of the individuals
being supported

• Establishment of Transition Services for all young people who have a statement

• Personal relationships education available in all services for people with a learning disability with
training offered to staff and support to parents

• Development of community based assessment and treatment services for men and women with a
learning disability who have specific mental health needs and/or challenging behaviours

• Production of regional guidelines on the management of challenging behaviours within services
by December 2007 by the Department of Health, Social Services and Public Safety in
partnership with service providers

• All people with a learning disability living in a hospital relocated to the community by June
2011
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• Funds provided to ensure that on average 80 people are resettled per annum over the 5-year
period from 2006 to 2011

• Resourced and implemented arrangements in place to provide emergency support and
accommodation for persons with a learning disability by January 2008

• Mechanisms in place to ensure that all new housing with support provision for people with a
learning disability is for no more than 5 individuals with a learning disability within the same
household

• Additional 100 supported living places per annum developed for the next 15 years to enable
people to move from family care without having to be placed in inappropriate settings

• Clear and formalised arrangements set in place by each General Practice facility and Acute
General hospital to facilitate equity of access to services for people with a learning disability

• Link person identified within Community Learning Disability Teams to work with each General
Practice

• Establishment by General Practices of robust medical records and health data about people with
a learning disability on their practice registers

• Strategic plan produced by the Department of Health, Social Services and Public Safety and
HSS Boards to address current deficiencies in services and future service provision for older
people with a learning disability and their families 

• Development of arrangements to enable people with a learning disability who have dementia to
access support and expertise from mainstream dementia services

• £300,000 per annum ear-marked by the Department of Health, Social Services and Public
Safety between 2006 and 2009 to increase uptake of Direct Payments

• Policy initiative from OFMDFM in place to reduce the likelihood of bullying experienced by
people with a learning disability

• Agreement reached by HSS Boards and Trusts on the role, composition, configuration and
functions of Community Learning Disability Teams by December 2006

• Production of a regional workforce development strategy by April 2007

• Establishment of a Leadership Innovation Fund by the Interdepartmental Steering Group

• Arrangements set in place for all new Direct Support Workers in learning disability services to
meet the Northern Ireland Social Care Council standards on induction and foundation
evidenced by completion of assessment to LDAF standards by January 2007

• Mechanisms set in place for young people with a learning disability to be equipped with skills to
use public transport where possible through appropriately targeted independent travel training
programmes by Department of Education and Department of Health, Social Services and Public
Safety

• Arrangements set in place to ensure that the regional transport strategy ensures that people with
a learning disability can access local transport by the Department for Regional Development

• Arrangements set in place to ensure that access to local leisure and recreational services is
promoted and co-ordinated led by District Councils
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• Clear statements produced on targeting provision for play, sports, arts and leisure opportunities
for children and young people with a learning disability by the Department of Culture, Arts and
Leisure, Arts Council, Sports Council, Education and Library Boards, Youth Council and
District Councils

• Review completed of the effectiveness of programmes of learning for children and young people
with special educational needs in relation to issues of personal safety and personal relationships
by the Department of Education and Education and Library Boards

• Arrangements made for mainstreaming lessons learned from the pilot projects on inclusion by
the Youth Service

• Arrangements made for monitoring the effectiveness of all authorities in meeting their inclusion
objectives for children and young people with a learning disability by the Commissioner for
Children and Young People

• Revised funding arrangements set in place by Department for Employment and Learning so that
FE Colleges are able to increase significantly the number of full-time places available to students
who have a Statement of Severe Learning Disability, to undertake a 3 year accredited course

• Review completed of the use of employment, skills and disability programmes by people with a
learning disability by Department for Employment and Learning

• Review completed by public sector employers of recruitment practices to open up employment
opportunities for men and women with a learning disability

(Recommendations 54, 40, 56, 1, 2, 5, 57, 6, 7, 14, 25, 27, 47, 28, 29, 31, 41, 42, 43, 50, 52, 53, 55,
26, 61, 64, 65, 21, 22, 24, 10, 12, 13, 11, 15, 20, 19)

Medium term resourcing   

12.55 The recommendations that fall into this area are:

• Establishment of multi-agency centres, which provide a clear pathway to help for parents of
children with a learning disability by Health and Social Services Trusts in partnership with
Education and Library Boards and the community and voluntary sector

• Revised funding arrangements set in place by the Department for Employment and Learning to
enable more part-time places to be created in FE for older students

• Arrangements secured for all accommodation for people with a learning disability under 60 years
of age to be for no more than 5 people by January 2013

• Resources made available from within primary care to appoint a Health Facilitator for each 110-
120,000 population by December 2009

• Arrangements secured for the majority of referrals, because of mental health problems, of people
with high levels of adaptive functioning/mild learning disability to access, with support from
dedicated learning disability services if required, mainstream mental health services by December
2010

• Arrangements set in place by the Health and Personal Social Services Regulation and
Improvement Authority to measure delivery of positive personal outcomes by services
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• Arrangements set in place for all generically trained health and social services professionals to
receive awareness raising training relating to people with learning disability during their pre-
qualification education

(Recommendations 3, 16, 30, 39, 46, 59, 66)

Conclusion

12.56 We have set out an ambitious programme for change in the Equal Lives Review, which we believe
sets out a clear policy direction for people with a learning disability. The Equal Lives values and
objectives should form the benchmarks by which future policy and service developments are
measured.

12.57 The objectives and recommendations that we have made cannot be met within current resources
and organisational systems. There is a need to change both the use of existing resources and to
secure additional funding if the Equal Lives objectives are to be achieved.  In addition all those
who work with people with a learning disability in both specialist and mainstream settings will
need to review how they work, and where necessary, to develop new styles of working that are
based on ensuring that the voices of people with a learning disability and their family carers have a
greater influence and improved approaches to working in partnership.

12.58 The enthusiasm and dedication that has been evident from the many hundreds of people who have
participated in the Equal Lives Review demonstrates that there is a strong commitment to improve
the quality of lives of people with a learning disability and their families. The challenge now will
be to ensure that the aspirations contained in this Review are translated into action across Northern
Ireland in a way that ensures that people with a learning disability really can experience equal lives
in the future.
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OBJECTIVE 1 To ensure that families are supported to enjoy seeing their children develop in an
environment that recognises and values their uniqueness as well as their
contributions to society.

Recommendation 1 Each Trust should have established arrangements for the development of Family
Support Plans, which must be delivered through a co-ordinated strategy that
monitors outcomes and identifies unmet needs.

Recommendation 2 Over the next 5 years providers should be resourced to extend the volume and range
of emotional and practical help to support families. Their proposals should be
considered within the context of Children’s Services Planning and be aimed at
assisting the maximum number of families.   An ear-marked fund of up to £2
million recurrent each year for 5 years should be made available to fund proposals
that best meet the Equal Lives values and objectives. The outcomes from this
Family Support Fund should be carefully evaluated and used to inform future
commissioning decisions in support of family carers.

Recommendation 3 Health and Social Services Trusts in partnership with Education and Library Boards
and the community and voluntary sector should establish multi-agency centres,
which provide a clear pathway to help for parents of children with a learning
disability.

Recommendation 4 By March 2006 each Health and Social Services Board should identify the need for
permanent placements for children and young people with a learning disability and
produce strategies to address them. While the focus should be on innovative means
of developing and supporting specialist fostering, it may be necessary to commission
intensive care provision for small numbers of children who can not be placed in
family settings.

Recommendation 5 Community based assessment and treatment services should be developed for
children and young people with severe challenging behaviours and/or mental health
problems. The service should encompass a small short-stay residential provision and
community behavioural support services that provide outreach to families, schools
and community based agencies.

Annex

A
Objectives and
Recommendations
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OBJECTIVE 2 To ensure that children and young people with a learning disability get the best
possible start in life and access opportunities that are available to others of their
age.

Recommendation 6 Each HSS Trust should set in place mechanisms to ensure that information on
services and how to access them, benefits and support groups and other sources of
help is automatically supplied to families at diagnosis/birth of their child.

Recommendation 7 Each HSS Trust should establish arrangements for the development of an Early
Intervention Plan, which includes details of a key worker, for each child with a
learning disability at his/her birth/diagnosis.

Recommendation 8 By June 2007 the Departments of Education and Health, Social Services and Public
Safety should develop a regional strategy for early intervention.

Recommendation 9 By January 2007 joint planning and bidding mechanisms should be developed by
the Departments of Education and Health, Social Services and Public Safety for
services for children and young people with a learning disability.

Recommendation 10 The Department of Culture, Arts and Leisure, Arts Council, Sports Council,
Education and Library Boards, Youth Council and District Councils should produce
clear statements outlining how they are targeting provision for play, sports, arts and
leisure opportunities for children and young people with a learning disability.

Recommendation 11 The Youth Service should mainstream the lessons learned from the pilot projects on
inclusion and provide the support to ensure that young people with a learning
disability get involved in decision-making processes in youth and other civic
activities.

Recommendation 12 The Department of Education and Education and Library Boards should review the
effectiveness of the programmes of learning for children and young people with
special educational needs in relation to issues of personal safety and personal
relationships. This should be supported with awareness programmes for parents and
for others involved with children and young people.

Recommendation 13 The Commissioner for Children and Young People should be requested to monitor
the effectiveness of all authorities in meeting their inclusion objectives. To facilitate
this, the relevant departments should produce an Annual Report on the
implementation of action plans.

OBJECTIVE 3 To ensure that the move into adulthood for young people with a learning
disability supports their access to equal opportunities for continuing education,
employment and training and that they and their families receive continuity of
support during the transition period.

OBJECTIVE 4 To enable people with a learning disability to lead full and meaningful lives in
their neighbourhoods, have access to a wide range of social, work and leisure
opportunities and form and maintain friendships and relationships.

Recommendation 14 That Transition services are established for all young people who have a statement to
support parents and young people to develop a transitions plan and ensure
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recommendations are carried through. Careers advice restructuring should support
this proposal and provide an ongoing support to 22 years.

Recommendation 15 The Department for Employment and Learning will ensure that revised funding
arrangements are in place so that FE Colleges are able to increase significantly the
number of full-time places available to students who have a Statement of Severe
Learning Disability, to undertake a 3 year accredited course.

Recommendation 16 In order to afford lifelong learning opportunities the Department for Employment
and Learning should ensure that revised funding arrangements will enable more
part-time places to be created in FE for older students.  Access to FE by people with
a learning disability should be monitored and we welcome the intention of the
Department for Employment and Learning to do so.

Recommendation 17 By March 2007 each Health and Social Services Trust should have produced a costed
Development Plan for each day centre they provide or commission.

Recommendation 18 The Department for Employment and Learning, in consultation with other relevant
Departments, should promote the introduction of dedicated Supported
Employment services across Northern Ireland.

Recommendation 19 Public sector employers should review their recruitment practices, as required by
equality legislation to open up employment opportunities for men and women with
a learning disability.

Recommendation 20 Department for Employment and Learning should review the use of its
employment, skills and disability programmes by people with a learning disability to
remove structural barriers to participation and identify how they could promote
better outcomes.

Recommendation 21 Department of Education and Department of Health, Social Services and Public
Safety should ensure that young people with a learning disability are equipped with
skills to use public transport where possible through appropriately targeted
independent travel training programmes. Where possible these should become part
of the curriculum and continuing education plans for young adults.

Recommendation 22 Department for Regional Development should ensure that the regional transport
strategy ensures that people with a learning disability can access local transport.

Recommendation 23 The Motability Scheme requires reviewing to ensure an appropriate, affordable
solution for those who need to travel in their wheelchair along with other family
members.

Recommendation 24 Access to local leisure and recreational services should be promoted and co-ordinated
led by District Councils.

Recommendation 25 Personal relationships education should be available in all services for people with a
learning disability with training offered to staff and support to parents.

Recommendation 26 OFMDFM should co-ordinate a policy initiative to reduce the likelihood of bullying
experienced by people with a learning disability, both in specialist settings and the
wider community, notably schools. The development of anti-bullying strategies
would be a positive first step.

20980 makeup txt  9/1/05  9:01 PM  Page 129

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 447 of 3342

MAHI - STM - 083 - 447

cp 



130

OBJECTIVE 5 To ensure that all men and women with a learning disability have their home, in
the community, the choice of whom they live with and that, where they live with
their family, their carers receive the support they need.

Recommendation 27 By June 2011, all people with a learning disability living in a hospital should be
relocated to the community.  Funds need to be provided to ensure that on average
80 people will be resettled per annum over the 5-year period from 2006 to 2011.

Recommendation 28 With immediate effect, all commissioners should ensure that they have resourced
and implemented arrangements to provide emergency support and accommodation
for persons with a learning disability.  Hospitals will not provide this service from 1st
January 2008.

OBJECTIVE 6 To ensure that an extended range of housing options is developed for men and
women with a learning disability.

Recommendation 29 With immediate effect, all new housing with support provision for people with a
learning disability should be for no more than 5 individuals with a learning
disability – preferably less - within the same household.

Recommendation 30 By 1 January 2013 all accommodation for people with a learning disability under 60
years of age should be for no more than 5 people.

Recommendation 31 An additional 100 supported living places per annum for the next 15 years should
be developed to enable people to move from family care without having to be placed
in inappropriate settings.

Recommendation 32 Department for Social Development and Department of Health, Social Services and
Public Safety should develop clear assessments of future housing needs for people
with a learning disability including those who currently live with their families and
agree a continuous 3 year funding strategy to resource housing and support
arrangements.

Recommendation 33 Housing planners should accumulate and disseminate detailed knowledge on the
range of assistive technology that is available to enrich the capacity of people with a
learning disability to lead more independent lives in the community.

Recommendation 34 A strategy should be developed by the Department for Social Development to
increase opportunities for people with a learning disability to own their own homes
where this is a safe and appropriate option.

Recommendation 35 Procedures and criteria for applying for Disabled Facilities Grants should be revised
to tackle inconsistencies, reduce bureaucracy and reduce the hidden costs to carers.

Recommendation 36 Department for Social Development and the NI Housing Executive should establish
mechanisms to ensure the increased use of floating support linked to an individual’s
needs rather than overly relying on accommodation based schemes.
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OBJECTIVE 7 To secure improvements in the mental and physical health of people with a
learning disability through developing access to high quality health services that
are as locally based as possible and responsive to the particular needs of people
with a learning disability.

Recommendation 37 The Department of Health, Social Services and Public Safety should produce a
Regional Framework for Health Improvement of people with a learning disability
providing clear direction including targets and timescales.    Each HSS Board should
review their Health Improvement Plans to ensure that they translate the regional
framework at a local level to support improved health outcomes for children, men
and women with a learning disability.

Recommendation 38 All generic health strategies, published at Department, Board and Trust level, should
make specific reference to the needs of and impact upon people with a learning
disability.

Recommendation 39 By December 2009 resources should be made available from within primary care to
appoint within primary care a Health Facilitator for each 110- 120,000 population.

Recommendation 40 By December 2008 a Health Action Plan will be developed, as a part of the Person
Centred Planning process, which is to be set in place for all those with a learning
disability in contact with health and social services agencies.

Recommendation 41 With immediate effect each general practice facility and acute general hospital
within Northern Ireland should have clear and formalised arrangements in place to
facilitate equity of access to services for people with a learning disability.

Recommendation 42 Each general practice should establish robust medical records and health data about
people with a learning disability on their practice register.

Recommendation 43 With immediate effect each general practice should have an identified link person
within their local Community Learning Disability Team with whom they work
collaboratively to facilitate better access for people with learning disability within
primary care settings.

Recommendation 44 Equipment and wheelchair provision budgets should be increased to meet significant
additional demand. This will require an increase of the proportion available to
people with a learning disability.

Recommendation 45 As a matter of urgency the Department of Health, Social Services and Public Safety
should consult with all 4 Health and Social Services Boards about their present and
future plans for specialist assessment and treatment services for men and women
with a severe learning disability with a view to greater sharing of existing and
planned resources and the development of new forms of community based services.

Recommendation 46 By the end of the Review period people with high levels of adaptive
functioning/mild learning disability who require therapeutic intervention as a result
of mental health problems should be able to access mainstream mental health
services.  Support from dedicated learning disability services should be available if
required.

Recommendation 47 Community based assessment and treatment services should be developed on an
incremental basis to provide assessment and treatment of men and women with a
learning disability who have specific mental health needs and/or challenging
behaviours. The community based assessment and treatment services will
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encompass behaviour support expertise that will provide outreach to individuals,
families and community services and short-term intensive treatment to those within
a residential facility which may be approved to treat people under mental health
legislation.

Recommendation 48 As a consequence of the other mechanisms being recommended the Department of
Health, Social Services and Public Safety should establish a regional plan that sets
targets for the reallocation of existing resources and the securing of additional
resources to enable the community services to be established.

Recommendation 49 Some people with a learning disability are at increased risk of recurrent severe
challenging behaviours and/or mental illness.  Health and Social Services Trusts
should ensure that protocols are agreed so that a proactive approach can be taken to
systematic intervention should there be signs of recurrence.

Recommendation 50 By December 2006 the Department of Health, Social Services and Public Safety
should produce in partnership with service providers regional guidelines on the
management of challenging behaviours within services.

OBJECTIVE 8 To ensure that men and women with a learning disability are supported to age
well in their neighbourhoods.

Recommendation 51 The Department of Health, Social Services and Public Safety should review funding
allocations to ensure that the projected increase in numbers of older people with a
learning disability is reflected in the allocations to the learning disability programme.
This shift will take cognisance of the fact that people with a learning disability may
experience the effects of ageing at an earlier age.

Recommendation 52 The Department of Health, Social Services and Public Safety and Health and Social
Services Boards should produce a strategic plan to address current deficiencies in
services and future service provision for older people with a learning disability and
their families.

Recommendation 53 Arrangements should be developed to enable people with a learning disability who
have dementia to access support and expertise from mainstream dementia services.
This will include mechanisms to provide a skills boost between dementia services
and dedicated learning disability services.

OBJECTIVE 9 To enable people with a learning disability to have as much control as possible
through developing person centred approaches in services and ensuring wider
access to advocacy and Direct Payments.

Recommendation 54 By 1 January 2009 the opportunity to have a PCP should be in place for all persons
with a learning disability who are in contact with HPSS agencies.  From 2006
priority should be given to:

• developing Family Support Plans based on person centred principles that cross
disciplines and agencies

• developing an Early Intervention Plan for children at the point of diagnosis
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• ensuring that all young people with a learning disability have an effective
Transitions Plan based on PCP principles in place from 14 years of age

• ensuring that all persons living with a sole family carer and/or those aged over 50
years have been offered the opportunity to have a Futures Plan agreed based on
PCP principles.  In addition a plan for meeting the needs of carers should be
prepared. This invitation should be re-issued to family carers and the person they
care for on a regular basis and no less than every 3 years.

Recommendation 55 The use of Direct Payments should be widely promoted and additional revenue
monies of up to £300,000 per annum over the next 3 years ear-marked by the
Department of Health, Social Services and Public Safety for the development of
increased uptake of Direct Payments.

Recommendation 56 An independent advocacy service should be in place for each area serving a
population of 100,000 – 120,000.  A Regional Forum for People with a Learning
Disability should be established with representatives drawn from local advocacy
services.  Both initiatives should be grant-aided through Office of the First Minister
and Deputy First Minister (OFMDFM), so that they can cover all services and not
just those provided by the Department of Health, Social Services and Public Safety.

Recommendation 57 A commissioning requirement of any service that includes people with a learning
disability must be the evidence from providers across departments and agencies of
how information will be provided in an accessible format appropriate to the needs of
the individuals being supported.

Recommendation 58 Health and Social Services Boards should be required, within a regionally agreed
framework, to establish mechanisms in partnership with their service providers for
monitoring the degree to which Person Centred Planning is appropriately
implemented and delivers on positive personal outcomes for individuals with a
learning disability.

Recommendation 59 The Health and Personal Social Services Regulation and Improvement Authority
should include measurement in the standards against which learning disability
services are inspected of the processes used in service delivery to secure positive
personal outcomes. 

Recommendation 60 A commissioned programme of research and service evaluation to support the
implementation of the Equal Lives Review should be established in collaboration
with the Research and Development Office.

OBJECTIVE 10 To ensure that health and social services staff are confident and competent in
working with people with a learning disability.

OBJECTIVE 11 To ensure that staff in other settings develop their understanding and awareness
of learning disability issues and the implications for their services.

Recommendation 61 HSS Boards and Trusts should agree the role, composition, configuration and
functions of Community Learning Disability Teams in light of the proposals in the
Equal Lives Review by December 2006.

Recommendation 62 By April 2007 a regional workforce development strategy should be produced in
partnership with employers from the independent and statutory sectors that
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identifies the workforce implications of the Equal Lives Review and sets out a clear
strategy for addressing them.

Recommendation 63 All service providers who receive funding from the Department of Health, Social
Services and Public Safety Training Support Programme should be required to
evidence how people with a learning disability have been involved in the design,
delivery and/or evaluation of training programmes provided on learning disability
specific issues.

Recommendation 64 Service providers who receive Training Support Programme funding should be
required to demonstrate that arrangements are in place to open access to the training
provision to family carers, volunteers and people with a learning disability where
possible.

Recommendation 65 Funding should be allocated to the Review Implementation Steering Committee for
a Leadership Innovation Fund to which all agencies and professions might apply,
designed to promote interagency initiatives that develop the leadership and
managerial capacity in organisations to deliver on the new vision in the Equal Lives
Review.

Recommendation 66 From 1 January 2007 all new Direct Support Workers in learning disability services
should be required to meet the Northern Ireland Social Care Council standards on
induction and foundation within the first year of appointment.  It is anticipated that
this will normally be evidenced by completion of assessment to LDAF standards and
be subject to inspection by the Health and Personal Social Services Regulation and
Improvement Authority.

Recommendation 67 All generically trained health and social services professionals (medicine, Allied
Health Professionals, nursing, social work) should receive at a minimum awareness
raising training on learning disability.

Recommendation 68 A publicity strategy should be developed and implemented that promotes the
positive factors of working with people with a learning disability and encourages
greater participation in volunteering and community service.

Recommendation 69 Department of Education, Department for Social Development and Department for
Employment and Learning should develop measures to encourage awareness raising
and improved training on learning disability amongst agencies that they fund to
support equity of access by people with a learning disability to their provision.
These measures should include the development of joint training opportunities with
health and social services agencies.

OBJECTIVE 12 To promote improved joint working across sectors and settings in order to ensure
that the quality of lives of people with a learning disability are improved and that
the Equal Lives values and objectives are achieved.

Recommendation 70 An Interdepartmental Steering Committee should be established by January 2006 to
promote joint working and oversee the implementation of the Equal Lives Review
recommendations.

Recommendation 71 An Implementation Support Team should be established by November 2005 to
support work being undertaken to implement the Equal Lives Review.

Recommendation 72 A Regional Forum for People with a Learning Disability should be established by
January 2006.
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Recommendation 73 Inter-Agency Task Groups should be established by April 2006 to drive change at a
local level and produce local plans in accordance with the Equal Lives values and
objectives.

Recommendation 74 Ring-fenced funding continues within Department of Health, Social Services and
Public Safety and Department of Education and the potential is explored for
extending this to other departments to underpin the implementation of the Equal
Lives Review.
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TERMS OF REFERENCE

1. To carry out an independent review of the effectiveness of current policy and service provision relating
to mental health and learning disability, and of the Mental Health (Northern Ireland) Order 1986.

2. To take into account:

• the need to recognise, preserve,  promote and enhance the personal dignity of people with mental
health needs or a learning disability and their carers;

• the need to promote positive mental health in society;

• relevant legislative and other requirements, particularly relating to human rights, discrimination and
equality of opportunity;

• evidence - based best practice developments in assessment, treatment and care regionally, nationally
and internationally; 

• the need for collaborative working among all relevant stakeholders both within and outside the
health and personal social services sector;

• the need for comprehensive assessment, treatment and care for people with a mental health need or
a learning disability who have offended or are at risk of offending; and

• issues relating to incapacity.

3. To make recommendations regarding future policy, strategy, service priorities and legislation, to reflect
the needs of users and carers.

Annex

B
REVIEW OF MENTAL HEALTH AND
LEARNING DISABILITY
(N. IRELAND)
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FIRST WAVE

- Social Justice and Citizenship:

Convenor: Bill Halliday, Equality Commission for Northern Ireland

To consider relevant legislative and other requirements, particularly relating to human rights,
discrimination and equality of opportunity; and how best to promote the social inclusion of
people with a mental health problem or learning disability and their carers, taking account of
employment, housing, education, social security, personal finance and other social issues.

- Legal Issues:

Convenor: Master Brian Hall, Office of Care and Protection

To include a review of the Mental Health (N Ireland) Order 1986; the Mental Health
Commission; the Mental Health Review Tribunal; the procedures for the transfer of patients to
and from N Ireland; issues relating to people who are not able to look after their own property
and affairs as a result of a mental health problem or learning disability; and issues relating to
people with a mental health problem or a learning disability who are in contact with the criminal
justice system.

- Learning Disability:

Convenor: Siobhan Bogues, Manager, ARC (NI)

To review policy and services for children and adults with learning disability.

- Adult Mental Health:

Convenor: Professor Roy McClelland, Deputy Chair of the Review

To include consideration of primary care provision, acute services, rehabilitation and community
care for adults with a mental health problem.

SECOND WAVE

- Mental Health Promotion:

Convenor: Professor Alan Ferguson, Chief Executive, NI Association for Mental Health

To include consideration of how best to promote positive mental health in society, with particular
reference to the impact of the recently-published Mental Health Promotion Strategy, and how
best to meet the needs of people at risk of suicide.

Annex

C
EXPERT WORKING COMMITTEES
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- Child and Adolescent Mental Health:

Convenor: Moira Davren, Royal College of Nursing

To include consideration of primary care provision, acute services, rehabilitation and community
care for children and adolescents.

- Dementia and Mental Health Issues of Older People:

Convenor: Nevin Ringland, Chief Executive, PRAXIS Care Group

To include consideration of primary care provision, acute services, rehabilitation and community
care for older people with dementia or a mental health problem.

- Alcohol and Substance Misuse: 

Convenor: Dr Diana Patterson, Shaftesbury Square Hospital

To include consideration of the links between mental health and alcohol and substance misuse,
and the provision of the most appropriate assessment, treatment and care for those involved.

- Forensic Services: 

Convenor: Dr Fred Browne, Chair, Northern Ireland Division, Royal College of Psychiatrists

To consider the assessment, care and treatment of people with a categorical mental illness, severe
personality disorder or who engage in dangerous or persistently challenging, aggressive behaviour,
and who may be in contact with the criminal justice system.

- Needs and Resources: 

Convenor: Glenn Houston, Chief Executive, Craigavon and Banbridge Health and Social
Services Trust

To support other working committees in assessing the financial implications of their
recommendations.
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THE REVIEW OF MENTAL HEALTH AND LEARNING
DISABILITY (NORTHERN IRELAND)
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Allied Health Professionals These include physiotherapists, speech and language therapists,
occupational therapists, podiatrists, radiographers, and dieticians

Challenging Behaviour When someone is behaving in a way that might cause harm to
themselves or to other people. Services are challenged to find a way of
managing the behaviour so the chance of harm is reduced

Citizenship People with a learning disability are treated as equal citizens

Domiciliary Support Support provided to a person in their own home

Empowerment People with a learning disability are supported to take a full part in
decisions affecting their lives

Expert Working Committee A group including carers, men and women with a learning disability and
staff who were asked by the Review to find out what needs to be done to
make things better for people in the future

Forensic Issues Issues for people with a learning disability who commit offences whether
or not they come in contact with the criminal justice system or who are
at risk of offending

Inter-agency Links between organisations that have responsibility for either the
commissioning and/or the delivery of services

Intra-agency Subsections within the one agency working together more closely

Inter-departmental1 Government departments working together 

Inter-disciplinary/ Staff in services from different professions working together with             
Inter-professional an individual service user, or in the planning and delivery of services to

groups of service users and carers.  E.g. nurses, social workers, teachers,
allied health professionals, clinical psychologists and psychiatrists

Inter-sectoral Working together between the statutory sector (bodies that are directly
managed by government) and the independent sector (voluntary
organisations, community groups and the private sector)

Legislative To do with the law

Mainstream Generally available to everyone in the community

Annex

D
GLOSSARY

1 Other terms are sometimes substituted such as cross departmental or pan–agency working. These are taken to mean the same as
inter as in inter-departmental
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Multi- Agency Centres A one-stop shop for children, their families and the staff who support
them where staff from a range of organisations are in the one place to
offer support, advice and information 

Prevalence Working out how many people in a community have a learning
disability

Primary Care Services Health and social services that are generally available directly to everyone
e.g. dentist, GPs

Revenue Allocations Money allocated for daily costs like staff salaries or rent

Sensory Impairments A loss of sight and/or hearing

Social Inclusion When people with a learning disability feel part of the community that
they live in

Supported Employment Helps people with a disability to get a job by giving the right help and
support

Terminology The names we use for different things

Transition A time in people’s lives when big changes are happening, like leaving
school or getting old

Abbreviations

ARC Association for Real Change

DCAL Department of Culture, Arts and Leisure

DE Department of Education

DEL Department for Employment and Learning

DHSSPS Department of Health, Social Services and Public Safety

DRD Department for Regional Development

DSD Department for Social Development

EHSSB Eastern Health and Social Services Board

FE Further Education

HPSSRIA Health and Personal Social Services Regulation and Improvement
Authority

HPSS Health and Personal Social Services

HSS Health and Social Services

LDAF Learning Disability Award Framework

NHSSB Northern Health and Social Services Board
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NICVA Northern Ireland Council for Voluntary Action

NISCC Northern Ireland Social Care Council

NVQ National Vocational Qualification

OFMDFM Office of First Minister and Deputy First Minister

PCP Person Centred Planning

PSS Personal Social Services

RPA Review of Public Administration

SHSSB Southern Health and Social Services Board

SLD Severe Learning Disability

TSP Training Support Programme

UN United Nations

WHSSB Western Health and Social Services Board
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7 DHSS 1995 Review Of Policy For People Belfast: DHSS
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8 Scottish Executive 2000 The Same As You?  A Review Of Edinburgh: HMSO 
Services For People With Learning 
Disabilities

9 Department of Health 2001 Valuing People: A New Strategy London: Department
For The 21st Century of Health

10 National Assembly 2001 Fulfilling The Promises:  A Cardiff: National
of Wales Framework For Services For Assembly
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In Wales

11 EHSSB 1996 A Model Of Community Based Belfast: EHSSB
Services For People With Learning 
Disabilities

12 NHSSB 1998 Promoting Ability: A Strategy For Ballymena: NHSSB
The Development Of Care For People
With A Learning Disability

13 SHSSB 2000 Services For People With A Learning Armagh: SHSSB
Disability.  A Strategic Review - 
Proposals For Future Service Provision

Annex

E
References
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McConnell P Experience University of Ulster

162 Moore G, McConkey 2003 The Role Of The School Nurse In Special International Journal of
R & Duffy M Schools For Pupils With Severe Learning Nursing Studies,

Difficulties 40, 771-779

163 Sines D & Barr O 1998 Professions In Teams. In Thompson, T. & 2nd Edition. Bailliere
Mathias, P. (Eds.) Standards and Learning Tindall, London, 
Disability pp343-363

164 Weinstein J 1998 Professions and Their  Interrelationships Bailliere Tindall,
In Standards and Learning Disability 2nd London, pp323-342
Edition Thompson, T & Mathias, P. (Eds)

165 National Patient 2004 Understanding The Patient Safety Issues NPSA, London
Safety Agency For People With Learning Disabilities

166 McConkey R & 2000 Reactions Of Nurses And Therapists In Journal of Advanced
Truesdale M Mainstream Health Services To Contact Nursing, 32, 158-163 

With People Who Have Learning 
Disabilities

167 Heery G 2001 Facing The Challenge: Training Staff In Belfast: ARC
Learning Disability Services In Rural Areas

168 Bogues S & Evans M 2003 Evaluation Of The Train To The West Belfast: ARC
Induction Project

169 O’Brien T 2003 Research Bulletin 3:  Results From April Belfast:  Review of 
2003 Northern Ireland Omnibus Survey Public Administration

170 DHSS 1997 Well Into 2000 Belfast:  DHSS

171 Needs and Resources 2005 Costings of the Recommendations Belfast: DHSSPS 
Working Committee in the Equal Lives Review (RMHLD)
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Annex

F
Composition of Equal Lives
Review Working Groups

Learning Disability Working Committee

Andrew Bailey PSNI

David Bamford Chair Mental Health and Learning Disability Review

Siobhan Bogues ARC

Maurice Devine Down Lisburn Health and Social Services Trust

Kieran Downey Sperrin Lakeland Trust

John Hunter Department of Education Northern Ireland

Mary Lunny Parent

Agnes Lunny Positive Futures

Roy McConkey University of Ulster at Jordanstown/ Eastern Health and Social Services Board

John McEleney Foyle HSS Trust

Catherine McGuigan Equal Lives Group

Joan McGuinness Longstone Hospital

Colin McMinn DHSSPS

Brendan Mullen Ulster Community & Hospitals HSS Trust

Marian Nicholas Parent

Maureen Piggot MENCAP

Moira Scanlon Occupational Therapist

Oliver Shanks Psychiatrist

Eileen Sherrard Clinical Psychologist

Tom Smith Southern Health and Social Services Board

Miriam Somerville North & West Belfast HSS Trust

Nigel Stratton Homefirst Community Trust

20980 makeup txt  9/1/05  9:01 PM  Page 161

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 479 of 3342

MAHI - STM - 083 - 479



162

Equal Lives Group

Orlagh Cassidy

Joe Coyle

Hilary Gammon

Alan Henry

Gerald Maguire

John Paul McCusker

Catherine McGuigan

Cathy McKillop

John Mullan

Patrick Hill

Nigel Reid

Trevor Rhodie

Nora Smith

Advisers to Equal Lives Group

Paul Roberts

Siobhan Wylie

Judith Skates (secretary)

Carers Advisory Group

Sam Bell

Anne Blake

Colm Callon

Briedge Campbell

Derek Doherty

Sharon Doherty

Mary Duffin

Maureen Gribben

Carol Ince

Colette Jones
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Siobhan Lappin

Mary Lunny

Anne Mallon

Valerie Martin

Pat McAlister

Teresa McDonagh

Nuala McGarry

Seana McQuade

Cowan Reid

Accommodation and Support Task Group

John Black DHSSPS

Tony Brady Carer

Agnes Lunny Positive Futures

John Mc Cart North & West Belfast HSS Trust

Roy Mc Conkey University of Ulster at Jordanstown/ Eastern Health and Social Services Board

Colin Mc Minn DHSSPS

Brian O’ Kane Supporting People

Tom Smith Southern Health & Social Services Board

Ageing Issues Task Group

Kate Comiskey Blair Lodge

Chris Conliffe Scientist Practitioner

Peter Deazley DHSSPS

Margaret Maybin Training and Practice Development Team

Janet MacPherson North & West Belfast HSS Trust

Moira Scanlon Craigavon & Banbridge HSS Trust

Kay Trolan Parent

Vivienne Williamson St Luke’s Hospital
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Children and Young People Task Group

Margaret Black Northern Health and Social Services Board

Oscar Donnelly North & West Belfast HSS Trust

Pauline Ferguson Positive Futures

Hilary Harrison DHSSPS

Nan Hill South & East Belfast HSS Trust

John Hunter Department of Education Northern Ireland

Goretti Horgan Parent

Mandy Irvine North & West Belfast HSS Trust

Rosemary Kilpatrick Institute of Child Care Research

Mary Lunny Parent

Pat McAlister Parent

Alison McCullough South & East Belfast HSS Trust

Aidan Murray Eastern Health and Social Services Board

Michael Palframan Barnardos

Maureen Piggot MENCAP

Day Opportunities Task Group

Alison Anderson Skill Northern Ireland

Liam Burns MENCAP

Damian Cassidy The Appleby Trust

Kieran Downey Sperrin Lakeland Trust

Edyth Dunlop Northern Ireland Union for Supported Employment

Ian Hayes Service User

Brendan Linton MENCAP

Roy Mc Conkey University of Ulster at Jordanstown/ Eastern Health and Social Services Board

Barry Mc Menamin MENCAP

Colin Mc Minn DHSSPS

Eilish Rehill FACT

Jude O’Neill Western Health & Social Services Board

20980 makeup txt  9/1/05  9:01 PM  Page 164

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 482 of 3342

MAHI - STM - 083 - 482



165

Physical Health Task Group

Owen Barr University of Ulster at Magee

Maurice Devine Thompson House Hospital

Sean Donnelly Clifton Street Surgery

Lucy Finnegan South & East Belfast HSS Trust

Therese Kane Albert Street Healthy Living Centre

Neil Kelly South & East Belfast HSS Trust

John McEleney Foyle HSS Trust

Margaret Mc Elroy Carer

Eveline Milne Longstone Hospital

Mental Health Task Group

Owen Barr University of Ulster at Magee

Don Bradley Ulster Community & Hospitals HSS Trust

Petra Corr North & West Belfast HSS Trust

Maurice Devine Thompson House Hospital

Ian Mc Master DHSSPS

Joan Mc Guinness Longstone Hospital

Brendan Mullen Ulster Community and Hospitals HSS Trust

Marion Nicholas Parent

Oliver Shanks Psychiatrist

Irene Sloan Challenge

Miriam Somerville North & West Belfast HSS Trust
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Most of the recent legislation in Northern Ireland has followed on from Parliamentary Bills first introduced
at Westminster and this is usually done by Orders in Council. The main extant Orders (arranged by date
order) affecting people with a learning disability are:

Chronically Sick and Disabled Persons 
(NI) Act 1978 

This provides for the identification of people with a disability for the purpose of providing welfare services
under the Health and Personal Social Services (NI) Orders 1972.  It also provides for the laying before the
NI Assembly of two reports, one on the placement of people under 65 in a hospital mainly for the care of
elderly people (Section 12 report) and the other on the placement of people under 65 in premises for people
over that age (section 13 report).   

Mental Health (NI) Order 1986

Under this Order people with a learning disability (referred to in the Order as mental handicap/mental
impairment) can be detained in hospital for assessment and treatment if they are suffering from a mental
disorder, the nature and degree of which presents a substantial risk to themselves, and when failure to detain
them creates a substantial likelihood of serious physical harm to themselves or others. The Order also allows
for people to be received into guardianship to ensure that the person receives the care and protection he or
she needs. The Order also allows steps to be taken to manage the property and affairs of people who cannot
do so for themselves.

Education and Libraries Boards (NI) Order 1986
and Education (NI) Order 1996

Under these Orders, Education and Library Boards have a duty to identify and assess children in their area
who have special education needs and children who they think have, or will have, special education needs.
If the assessment finds that a child has special education needs, the Education and Library Board must issue
a statement explaining these needs which must also detail the special arrangements being made by the
Education and Library Board to meet those needs.

The 1996 Order provides a legal framework for the assessment and development of special education needs.
It is accompanied by a Code of Practice on the Identification and Assessment of Special Education Needs
(Department of Education for Northern Ireland, 1997), based on its equivalent developed in England and
Wales (DfEE, 1994). This code provides detailed guidance on five stages of assessment.

Annex

G
Legislation in 
Northern Ireland
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Disabled Persons (NI) Act 1989  

The Chronically Sick and Disabled Persons (NI) Act 1978 was amended by the Disabled Persons (NI) Act
1989. The 1989 Act, in addition to the provisions in the 1978 Act, requires Health and Social Services
Trusts to assess young people with disabilities, at the time they leave school, for a range of welfare services as
outlined in the Chronically Sick and Disabled Persons (NI) Act 1978. The Trusts are also expected to give
appropriate advice about matters such as employment and further education.

Section 5 of the Disabled Persons (NI) Act 1989 requires Education and Library Boards to notify the
relevant Trust at the time of the first annual review of a statement following the child’s 14th birthday, or at a
time of a reassessment after that birthday, whichever is earlier. This notification is required in order for
Trusts to consider the young person’s needs for social services after they have left school.  Education and
Library Boards are also required to notify the Trust between twelve and eight months before the actual date
of ceasing full-time education.

The Disabled Persons (NI) Act 1989 also gives disabled people rights to representation, to assessment of
their needs, and to information and counselling. The statutory provisions relating to representation are
provided in Sections 1 and 2 of the 1989 Act and intended to give the same rights to disabled people in
Northern Ireland as that given in Great Britain by the Disabled Persons (Services, Consultation, and
Representation) Act 1986.  For example, Section 2 requires Boards or Trusts to make arrangements for social
services to meet the needs of disabled people, including practical assistance in the home, transport
arrangements to and from home, home adaptations, holidays and help obtaining a telephone.  However, ten
years on,  these two sections have not yet been implemented in N. Ireland.

Carers of disabled people, including those caring for disabled young people, have the right to have their
ability to care taken into account (section 8) and the right to ask for an assessment of the needs of the
disabled person (section 4).

Health and Personal Social Services (NI) Orders
1991 and 1994  

Under these Orders, Health and Social Services Boards are responsible for assessing the health and social
welfare needs of their resident population (including disabled young people and adults) and for
commissioning services to meet these needs.

These Orders brought about the purchaser/provider split in the organisation of health and personal social
services, with Health and Social Services Boards “purchasing” services for their resident population and HSS
Trusts “providing” services, which were agreed through contracts with Health and Social Services Boards.
The Trusts may in turn sub-contract with private and voluntary organisations for services.

The Children Order (NI) 1995

This Order was made in March 1995 and most of its provisions commenced in November 1996.  It brings
together most public and private law relating to children and establishes a new approach to services provided
by Health and Social Services Trusts for children and their families. 

The Children (NI) Order 1995 provides a legal framework for the provision of social care services for
disabled children and their families and seeks to ensure the integration of these services. They are to be
recognised as children first with the right to have their particular needs met by the provision of services.
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Young people with disabilities, up to the age of 18 (or 21 in some circumstances), are included in the
Order’s definition of “children in need” (Article 17).

The Order defines a child as disabled if he or she is:

“blind, deaf, dumb or suffering from mental disorder of any kind or substantially or permanently
handicapped by illness, injury or congenital deformity or such other disability as may be described.” 

The language used is archaic and may be seen as stigmatising, but it is the legal definition to be adhered to
by Trusts providing services and assessing the needs of disabled children.  Disabled children, as children in
need, are entitled to services necessary to safeguard and promote their welfare. Trusts are required to take
reasonable steps to identify children in need in their area and to assess the needs of such children.

Northern Ireland Act 1998

Section 75 of the Northern Ireland Act 1998 states:

“A public authority shall, in carrying out its functions to Northern Ireland, have due regard to the need to
promote equality of opportunity-

Between persons of different religious belief, political opinion, religious group, age, marital status or sexual
orientation;

Between men and women generally;

Between persons with a disability* and persons without; and

Between persons with dependants and persons without”.

*Disability has the same meaning as in the Disability Discrimination Act 1995 (see below).

Following on from Section 75, public authorities must now undertake Equality Impact Assessments.  An
Equality Impact Assessment (EQIA) is a thorough and systematic analysis of a policy. The purpose of
carrying out an EQIA is to identify whether there are differences in the way a policy impacts upon the nine
categories stipulated under Section 75 and whether these differences are adverse i.e. do they have a negative
impact on any of the equality categories.  If there are negative impacts then the public body must consider
how these should be addressed. This may involve developing new measures to reduce the negative impact or
developing new measures that more effectively promote equality of opportunity.

This Act also established the Equality Commission for Northern Ireland which subsumed the Northern
Ireland Disability Council and which undertakes the same functions as the Disability Rights Commission in
Great Britain.

Other UK legislation:

Three further pieces of legislation also have implication for services:

Carers Recognition and Service Act 1995   

This requires HSS Trusts to undertake an assessment of carers’ needs; to provide information about services
and arrange means whereby their needs can be met. 
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Community Care Direct Payments Act 1996  

This Act which is mandatory in N. Ireland from 1998, makes it possible for disabled people, including those
with a learning disability, to have a Direct Payment from HSS Trusts, to pay for their community care
services. The individual can use the money to buy or organise the kind of support that best suits them
rather than use services provided by Trusts or other organisations on their behalf.

Disability Discrimination Act 1996 

This Act aims to ensure that disabled people have equal opportunities in terms of access to employment,
buildings, and goods and services.  It also requires schools, colleges and universities to provide information
for people with disabilities and make suitable accommodation for their needs. There was initial debate about
what constituted ‘services’ but parliamentary challenges have led to the affirmation that services include
health and social services.  Under the DDA it is illegal to discriminate by any of the following:

• refusal to provide a service

• treating a person less favourably in the standard of service, or how a service is provided

• providing a service in less favourable terms (e.g. failure to provide access for disabled people).

Under the DDA disabled people are defined as follows:

• must have a physical or mental impairment

• the impairment must adversely affect the individual’s ability to carry out normal daily activities

• the adverse effect must be substantial

• the adverse effect must be long term.

Under the Act the term impairment is defined as relating to the following aspects: mobility, dexterity,
physical condition, continence, ability to lift, speech hearing or eyesight, cognition (memory, concentration
and learning) and perception of risk. There seems little doubt that many people with a learning disability are
‘disabled’ under the DDA definition.  It therefore follows that people with a learning disability should be
protected under the DDA. 
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International definitions of what is known as ‘learning disability’ include three elements all of which must be
present:

• significant impairment of intelligence that includes a reduced ability to understand new or
complex information, and to learn new skills;

• deficits in social functioning or adaptive behaviour and a reduced ability to cope independently;
and

• the disability started before adulthood and has a lasting effect on development.

However the precise terminology used in definitions varies and there are significant problems in
operationalising these definitions so that people can be reliably and validly classed as ‘learning disabled.’

Northern Ireland

In Northern Ireland there has been relative consistency in the definitions used although the terminology is
not always consistent.  For example, mental handicap is defined in the Mental Health (NI) Order 1986 as:

“A state of arrested or incomplete development of mind which includes significant impairment of intelligence and
social functioning.” 

(The Order also defines ‘severe mental handicap’ in similar terms by substituting the word ‘significant’ with
‘severe’)

However this definition omits a key feature included in all international definitions, namely that the
disability or impairment is present from childhood.  Moreover the term ‘development of mind’ is impossible
to define accurately (Foundation of People with Learning Disabilities,  2001). 

Great Britain

The Scottish Review of Learning Disability Services (Scottish Executive, 2001) considered it important for
any definition to give an appropriate and meaningful description of the services and supports individuals
may need.  Hence they state:

People with learning disabilities have a significant life-long condition that started before adulthood, that affected
their development and which means they need help to understand information; learn new skills; and to cope
independently (p.3). 

Annex

H
Selected Definitions of
Learning Disability
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Likewise the English Review (Department of Health, 2001) gave this definition:

Learning disability includes the presence of:

• a significantly reduced ability to understand new or complex information, to learn new skills
(impaired intelligence), with 

• a reduced ability to cope independently (impaired social functioning)

• which started before adulthood with a lasting effect on development. 

European Union

The EU Monitoring and Advocacy Program of the Open Society Institute (2003) defined intellectual
disability (also described as learning disability or mental retardation) as:

A lifelong condition, usually present from birth or which develops before the age of 18; is a permanent condition
that is characterized by significantly lower than average intellectual ability; results in significant functional
limitations in intellectual functioning and in adaptive behaviour as expressed in conceptual, social and practical
adaptive skills.

They go on to note that “a person with intellectual disability usually requires support in three or more of the
following areas of major life activity: self-care, receptive and expressive communication, learning, mobility,
self-direction, capacity for independent living and economic self-sufficiency.  People with intellectual
disabilities generally need a combination of special, interdisciplinary or generic services, individualized
support, and other forms of assistance that are of lifelong or extended duration and are individually planned
and coordinated”.

United States of America
DSM-IV Diagnostic and Statistical Manual of Mental Disorders

The American Psychiatric Association in their diagnostic classification defines mental retardation as:

(a) significantly sub-average intellectual functioning: an IQ of approximately 70 or below on an
individually measured administered IQ Test

(b) concurrent deficits or impairments in present adaptive functioning (i.e. the person’s effectiveness in
meeting the standards expected of his or her age by his or her cultural group) in at least two of the
following areas: communication, self-care, home-living, social/interpersonal skills, use of community
resources, self-direction, functional academic skills, work, leisure, health and safety

(c) the onset is before age 18 years. 

The American Association on Mental Retardation (2002) has been an international leader in defining and
assessing people with ‘mental retardation’. They define mental retardation as:

A disability characterized by significant limitations both in intellectual functioning and in adaptive behaviour as
expressed in conceptual, social and practical adaptive skills.  This disability originates before 18 years of age. 

They go on to note five assumptions that are essential to the application of this definition:

1. “Limitations in present functioning must be considered within the context of community
environments typical of the individual’s age peers and culture.
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2. Valid assessment considers cultural and linguistic diversity as well as differences in
communication, sensory, motor and behavioural factors.

3. Within an individual, limitations often co-exist with strengths.

4. An important purpose of describing limitations is to develop a profile of needed supports.

5. With appropriate personalized supports over a sustained period, the life functioning to the
person with mental retardation generally will improve”.
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HSS Trust Hospital Community PSS Total
£’000 £’000 £’000 £’000

Armagh & Dungannon 8375 1354 6596 16325

Causeway 150 546 4565 5261

Craigavon & Banbridge 791 5204 5995

Down Lisburn 1793 10300 12093

Foyle 2908 1313 7302 11523

Green Park 698 698

Homefirst 97 2604 15826 18527

Newry & Mourne 845 5921 6766

North & West Belfast 20734 1198 11284 33216

South & East Belfast 522 9760 10282

Sperrin Lakeland 330 6922 7252

Ulster Community and Hospitals 873 7555 8428

United 85 85

TOTAL 32962 12254 91235 136451

175

Annex

I
HPSS Expenditure on Learning
Disability Programme

By Trust 2002/03
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FOREWORD

The Review of Mental Health and Learning Disability consists of several interlinked
reviews under one overar ching title and encompasses policy , services and
legislation.

The Review Steering Committee presides over the work of 10 major Expert Working
Committee’s, 4 of which commenced their work by April 2003 with the remaining 6
by November 2003.  

In consultation with Government, we have agreed to produce our reports separately
in a phased manner.  This is the third report on which the Review has consulted.

As this report acknowledges, we in Northern Ireland have not experienced the levels
of drug misuse seen in our neighbouring jurisdictions, but this is not a r eason for
complacency.  Alcohol and substance misuse take a heavy toll on not only the user ,
but also his or her family and neighbourhood and ultimately the general population,
for example, through the higher incidence of criminal activity.  Diana Patterson and
her Committee have br ought together an impr essive array of experience and
evidence in producing this draft report and I wish to record my appreciation of their
hard work.

All of our Committees have adopted an evidence-based appr oach, drawing on
existing r elevant information and r esearch and, wher e necessary, commissioning
research.  Exemplars of best practice, local, national and international, are informing
our reports.

We have maintained a clear vision for mental health and learning disability services
in Northern Ireland.  Widespread consultation with stakeholders has endorsed our
vision and the strategic dir ection of the Review.  A feature of the Review pr ocess is
the contribution of service users and car ers across both mental health and learning
disability; their insights, advice and guidance continue to be invaluable.

Professor Roy McClelland, Deputy Chairman of the Review , and I thank all who
have been involved in developing this r eport.  An immense amount of work is in
progress.

David R Bamford (Professor)
Chairman
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CHAPTER 1

VISION, PRINCIPLES AND CHALLENGES

A NEW VISION FOR ALCOHOL AND SUBSTANCE 
MISUSE SERVICES

1.1 The Review of Mental Health and Learning Disability has a shar ed vision
throughout.  In the case of Alcohol and Substance Misuse this is:

• valuing people with alcohol and substance misuse needs, including 
the rights to full citizenship, equality of opportunity and self-
determination;

• addressing the challenges facing people with needs in ar eas of alcohol 
and substance misuse; and

• a pr ocess of r eform, r enewal and modernisation of services that will 
make a r eal and meaningful dif ference to the lives of people with 
alcohol and substance misuse problems, to their carers and families.

1.2 The vision has been gr eatly informed by cor e values derived fr om the
consultations, the submissions to the Review and the dir ect involvement of
users and carers within the Reference Groups used during the course of this
work.  People with alcohol and substance misuse pr oblems and their car ers
should receive services which:

• respect them as individuals – thr ough openness in the pr oviding of 
information, r espect and courtesy in individual interactions with 
service users, tr ue partnership and empowerment in service planning 
and pr ovision – with Government, pr oviders and the wider society 
each accepting their respective responsibilities; and

• demonstrate justice and fairness – r esources for services should be 
allocated and managed according to criteria which ar e transparent and 
which demonstrate equity.

1.3 These values ar e underpinned by our obligations as a community under
Equality and Human Rights legislation.

PRINCIPLES

1.4 The Principles for the Alcohol and Substance Misuse Framework draw on
the vision and values of the Review and ar e as follows:

1
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• partnership with users and car ers in the development, evaluation and 
monitoring of services;

• partnership with users in the individual assessment pr ocess and all 
therapeutic interventions of care and support;

• delivery of high quality , ef fective therapeutic interventions, car e and 
support;

• equity of access and pr ovision of services, including the needs of 
people from minority cultur es, people with disabilities, people subject 
to the criminal justice system;

• provision of services which are readily accessible;
• delivery of continuity of care and support for as long as is needed;
• provision of a compr ehensive and co-or dinated range of services and 

accommodation based on individual needs;
• taking account of the needs and views of car ers, where appropriate, in 

relation to assessment, therapeutic interventions, care and support;
• provision of comprehensive and equitable advocacy, where required or 

requested;
• promotion of independence, self-esteem, social interaction and social 

inclusion thr ough choice of services, facilitation of self management, 
opportunities for employment and social activities;

• promotion of safety for service users, car ers, pr oviders and members 
of the public;

• provision to staff of the necessary education, training and support; and 
• services subject to quality control, informed by the evidence.

1.5 Informed by these values and principles, the Review has pr ovided a unique
opportunity to addr ess the full spectr um of issues r elating to alcohol and
substance misuse problems.  The plans outlined in this document depend on
cultural change and on investment of new r esources.  This involves a new
sense of partnership and equality of esteem for service users, deriving fr om
placing value on carers as equal partners in service provision, effective team
working and fr om collaboration with and between pr ovider gr oups
including user provided services.
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CHALLENGES

1.6 In Northern Ireland we are fortunate to live in a society in which the family
continues to exist as a cohesive unit within our cultur e.  Within the Alcohol
and Substance Misuse W orking Committee we have acknowledged the
needs of family members of those with substance dependence or misuse.  We
have also acknowledged the very str ong, positive therapeutic input which
can be delivered by family members across all of the areas of service delivery
described in these sections.

1.7 Historically Northern Ir eland has polarised attitudes to drinking.  W e have
the highest levels of voluntary abstinence fr om alcohol in W estern Europe,
while having high levels of “binge” drinking and pr oblem drinking.  As
citizens we should be concerned about factors which may make alcohol more
generally available.  

1.8 Investments in tr eatment opportunities for alcohol pr oblems has not
matched investment in tr eatment for dr ug pr oblems despite the fact that
much higher mortality and morbidity occur in our population fr om alcohol.
The Review advises strengthening treatment facilities for those with alcohol
problems.  

1.9 Modern alcohol tr eatment starts within the community and the voluntary
and community sector has an obvious r ole in this r egard.  Self-help gr oups
such as Alcoholics Anonymous and W omen for Sobriety ar e also of gr eat
importance in an individual’s journey to the alcohol intervention services.

1.10 The effect of “the Troubles” on the drug scene in Northern Ir eland has been
to pr otect us fr om the higher rates of her oin use and injecting dr ug use
experienced by our neighbours in Gr eat Britain and Ir eland.  All illicit
substances tend to be used less fr equently in Northern Ir eland than in our
near neighbours, but the levels of her oin use and injecting dr ug use
specifically are strikingly low, despite moderate incr eases over the past few
years.  These factors ar e considered in detail in Chapter 2.  The inter ested
reader is also referred to the Health Promotion Agency website
www.DrugsAlcohol.info for more comprehensive data.

1.11 This is the first time that the issue of Harm Reduction is described in detail
in a Review of Dr ug Treatment in Northern Ir eland.  Substitute Pr escribing
has been implemented in Northern Ireland since 1 March 2004.  This form of
opiate prescribing attempts to steer the injecting dr ug user away fr om the
illicit drug market and also attempts to persuade him to use oral drugs rather
than indulge in the dangerous behaviour of injecting drug use.  
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1.12 The principle of Harm Reduction accepts that some people ar e not ready to
move towar ds abstinence although, for most people, eventual abstinence
from the substance of addiction will be their ultimate aim.

1.13 Twenty years ago almost all tr eatment for alcohol pr oblems was deliver ed
within inpatient r esidential settings.  Over time it has become clear that
considerable gains can be achieved thr ough early intervention and that we
should attempt to help people befor e they develop mor e serious pr oblems
and, in many cases, before the development of addiction to alcohol develops.

1.14 The counselling evidence makes it clear that the early interventions, the brief
interventions and the opportunistic interventions all deliver highly cost
effective management for people with alcohol problems.  Recommendations
are made r egarding this in Chapter 3.  A comprehensive treatment service
should make pr ovision for those who do not r espond to community
intervention.  Mor e intensive, costly but ef fective interventions should be
available for this group of people.

1.15 Service users have been able to guide the Review on issues which lead to a
good service and conversely to distinguish factors which lead to a perception
of poor quality services.  The voices of service users must guide not only in
this Review of Alcohol and Substance Misuse Services, but also in the whole
area of futur e service development for those with alcohol and substance
misuse.

1.16 Experiences of service users have indicated that while ther e are examples of
good practice in Northern Ir eland, the coverage is “patchy”.  Some services
are only available to those living in certain ar eas.  In particular , the
development of community addiction services has not pr oceeded uniformly
across the province.  This has led to a situation where certain services are not
available to some individuals in Northern Ireland.  In some instances this has
arisen for geographic r easons, in others it has arisen because mainstr eam
services are not r esourced to meet the needs of vulnerable members of our
community: the young, those with learning disability, the elderly, the socially
disadvantaged and ethnic minorities.

1.17 This Review of Alcohol and Substance Misuse has focused attention on these
vulnerable subgroups and on a range of issues raised by service users and
carers.  These include homelessness, employability of those with substance
misuse and smoking within the mental health services.  These concerns
about the uneven spr ead of r esources and services has led to str ong
recommendations regarding the equitable distribution of services for those
with alcohol and substance misuse problems.  Equity of access to all elements
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of services must be paramount and should be reflected in the commissioning
process.

1.18 In the r ecommendations for the or ganisation of services for those with
alcohol and substance misuse, we have borr owed heavily fr om the
recommendations of the National Service Framework for alcohol and dr ugs.
There should be adoption of the 4 T ier model of service delivery
recommended by the Substance Misuse Advisory Service and the Models of
Care document developed by the National Treatment Agency.  

1.19 There should be a system of co-ordination of care for those with alcohol and
substance misuse who have complex needs.  The full text can be accessed at:
www.nta.nhs.uk

1.20 The commissioners of services have r esponsibility for ensuring that
mechanisms for such co-ordination are in place.

1.21 It would be impossible to conduct a Review of Alcohol and Substance Misuse
Services without acknowledging the immense contribution of the non-
statutory sector to service provision.  This is addressed in Chapter 3.

1.22 Future service pr ovision demands closer integration of the non-statutory
sector with the statutory services, a r esponsibility which must fall to
commissioners of services.

1.23 Recommendations made within this Review have a str ong evidence base
which has been car efully r eviewed for the pr ospective r eader.  For each
chapter, the bibliography and associated review is included in the Annexe of
the same number .  Because of the r elevant importance of the field of
counselling within the services for substance misuse, we have included a
comprehensive review of counselling for alcohol and drug misuse.  This is
included in its full form at: www.rmhldni.gov.uk 

1.24 Within the field of alcohol and substance misuse, health pr omotion overlaps
closely with treatment provision, particularly treatments delivered at Tier 1
and 2 of our pr oposed service model.  Such health pr omotion must be
available to all of us as citizens and should not be tar geted simply to those
who have developed “a pr oblem”, but should form part of the mainstr eam
education curriculum.  V ulnerable gr oups of the population, including
people who have learning disability, deserve greater efforts in the delivery of
such education.  The interested reader is guided to the Mental Health
Promotion Working Committee publication: www.rmhldni.gov.uk

5
BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 506 of 3342

MAHI - STM - 083 - 506



1.25 Concerns about poor services to people with learning disability has led us to
commission an audit of people with learning disability of school leaving age,
who have developed problems with alcohol or drug misuse.  This work also
attempts to examine the health education delivered to this population within
the school curriculum.  This major piece of work can be examined at:
www.rmhldni.gov.uk Specific recommendations in relation to this group are
provided in Chapter 9 and Annexe 9, informed by significant input from the
Learning Disability W orking Committee and their Mental Health T ask
Group.

1.26 Another vulnerable subgroup is young people.  At present there are limited
Tier 2 services available for this group through the voluntary field.  There are
currently no Tier 3 or Tier 4 services.

1.27 The pr ovision of this important ar ea of management for young people
should be separate from the Treatment Services provided for adults.  

1.28 In Chapter 8 and Annexe 8, particular recommendations are made about the
commissioning of services and the natur e of services which ar e considered
necessary for young people with alcohol or dr ug problems.  

1.29 These have been informed by the Child and Adolescent Mental Health
Working Committee.

1.30 The costs of alcohol misuse to the Health Services ar e detailed in Chapter 2.
The real cost of alcohol and dr ug misuse occurs to the individuals and to
their families.

1.31 In this chapter it has became clear that, for the pr ocess of r eview, we have
disaggregated the various components of substance misuse and dealt with
them separately.  People do not separate neatly into categories and we must
ensure that the services deliver ed ar e r e-integrated in natur e, so that the
various needs of each person are properly addressed.  A holistic approach is
essential in this field.

1.32 It should be noted that during the final stages of the development of this
Report, a review was carried out of the curr ent Northern Ireland Drugs and
Alcohol Strategies, and the Joint Implementation model tasked with
delivering the strategies’ objectives.  In June 2005 Pr ofessor Howard Parker
published his Review Report which contained a number of comments and
recommendations pertinent to this Report.  The text can be viewed at
www.dhsspsni.gov.uk/publications/2005/drugs-alcohol-Report-NI-review
Development of a New Strategic Dir ection for Alcohol and Dr ugs in

6
BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 507 of 3342

MAHI - STM - 083 - 507



Northern Ireland is now underway , and due notice of the issues raised in
Professor Parker’s report is being taken.  The New Strategic Direction is to be
launched in May 2006 following consultation.

MAKING IT HAPPEN

1.33 The necessary workforce to implement the recommendations of this report is
described in the workfor ce document of the Alcohol and Substance Misuse
Working Committee and is available at: www.rmhldni.gov.uk The r eport
should be r ead in conjunction with other Review r eports which ar e also
available at this web address.

1.34 Several common themes have emerged and are summarised in the following
recommendations.

Recommendations

1. Partnership and collaborative working should be encouraged acr oss 
all sectors.  Joint working and co-or dination should be encouraged 
among all service providers.

2. Referral pathways and pr otocols should be agr eed acr oss services, 
agencies and community/voluntary interfaces.

3. Commissioners should involve services users, car ers and pr oviders in 
the joint planning and commissioning of services.

4. There should be agr eed service specifications, standar ds, staf f 
competencies and monitoring arrangements.

5. Standardised assessment instr uments should be agr eed acr oss 
Northern Ireland and implemented with an IT strategy.

6. Evidence based practice should be promoted.
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7. Training and support must be provided for specialist and non-specialist 
staff. T raining pr ogrammes should be multi-agency and multi-
disciplinary.

8. Service planning should be based on needs assessment with r esources 
allocated to meet identified needs.
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CHAPTER 2

CURRENT POSITION

REGIONAL CO-ORDINATION

2.1 The Drugs and Alcohol Implementation Steering Group (DAISG), chaired by
the Minister for Health, Social Services and Public Safety , oversees and
reviews pr ogress on the joint implementation of the Drugs Strategy for
Northern Ireland (1999) and the Strategy for Reducing Alcohol Related Harm
(2000), and ensur es a co-or dinated appr oach to tackling dr ug and alcohol
misuse. DAISG membership comprises senior r epresentatives fr om the
Northern Ir eland Of fice, the Department of Education, the Department of
Social Development, the Department of Employment & Learning, the
Department of the Environment, the Department of Culture, Arts & Leisure,
the Department of Enterprise, T rade & Investment, as well as the Health
Promotion Agency, the Northern Ireland Prison Service, the Police Service of
Northern Ireland, the Probation Service of Northern Ireland, HM Customs &
Excise, r epresentatives fr om the voluntary & community sector , the
Community Addictions Team Forum, the chairs of the local Dr ug & Alcohol
Co-ordination Teams based in the 4 Health & Social Services Board areas and
the Working Group chairs. There are 6 regional Working Groups contributing
to the implementation pr ocess – Education & Pr evention, T reatment,
Communities, Information & Resear ch, Social Legislation and Criminal
Justice. The Dr ugs and Alcohol Strategy T eam serves as an administration
and co-ordination point for drug and alcohol misuse issues. 

2.2 The Treatment Working Gr oup (TWG) is char ged with looking at the co-
ordination and pr ovision of tr eatment services in Northern Ir eland, with a
view to enabling people with dr ug and alcohol problems to overcome them
and live healthy lifestyles. Over the last 3 years, as part of its Action Plan,
TWG has established, pr ovince-wide, a Counselling Service for Young
People taking Dr ugs and Alcohol and a Dual Diagnosis Service, as well as
facilitating a Needs Assessment of Addiction Services for those aged under
18 years. 

2.3 At a local level, the 4 Dr ug & Alcohol Co-or dination T eams addr ess
substance misuse issues relevant to each Health & Social Services Board area.
This structure has enabled information collection and needs assessments for
the whole of the province’s population.
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General Adult Population

2.4 The Dr ug and Alcohol Information Resear ch Unit has co-or dinated
information gathering so that we have impr oved information at population
level, as well as information about people presenting for treatment. Much of
this information is collected in an anonymised fashion so that individuals
cannot be identified inappropriately.

2.5 The continuous household surveys ar e repeated at intervals and ef fort and
attention is given to ensur e the r elevance of information collected and
continuity. This pr ovides a pictur e of dr ug and alcohol use in Northern
Ireland over time.

Alcohol

2.6 Northern Ireland has one of the highest levels of abstinence in Eur ope. This
is declining in mor e recent years, but some 25% – 30% of adults drink very
infrequently (NISRA 1998, 1999 and 2000, Health Pr omotion Agency
Northern Ireland, 2002).

2.7 A substantial proportion of the population drinks in excess of the low risk
guidelines of 21 units per week for men and 14 units per week for women. In
1999, 22% of males and 9% of females consumed above those levels.

2.8 In the 1999 continuous household survey , adults fr om higher income
households were more likely to drink alcohol. More separated and divorced
people took alcohol than others while those who wer e widowed were least
likely to drink. The ef fect of marital status was gr eater for women than for
men.  Significantly mor e Catholics (76%) than Pr otestants (67%) drank and
this was true for both sexes.

2.9 Some 56% of the sample drank alcohol at least once a week. One in 10 took
alcohol almost every day . Twice as many men (15%) as women (7%) drank
daily. Daily drinking was mor e common in older people of both sexes with
25% of men aged 45 – 59 and 23% of men aged 60 – 75 drinking almost every
day.  

2.10 Most (71%) younger men (aged 18 – 44) drank once a week. There was a steep
rise in drinking over Friday and Satur day nights.

2.11 The main drink of choice for men was beer , lager , cider or stout (77%),
followed by wine (27%) and spirits (26%). For women the main choice was
wine (50%), followed by spirits (42%) then beer, lager, cider and stout (23%).
The main setting for drinking was in people’s own homes (55%) followed by
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the pub (33%), although younger men wer e more likely to drink in a pub
(65%).

2.12 Binge drinking was defined as mor e than 10 units in any 1 session of a
sample of drinkers asked to keep a drink diary, 48% of drinking men showed
a pattern of binge drinking with at least 1 binge each week. This pattern was
more common in the semi-skilled or unskilled manual gr oups. It was most
likely to occur on a Satur day in people of both sexes. This pattern of binge
drinking has given rise to a degr ee of concern as it is associated with mor e
health risks than more steady, continuous drinking.

Drug Use in the General Population

2.13 Drug use in Ireland and in Northern Ireland is well described in the bulletin
of that name, published in Mar ch 2004. The lifetime pr evalence of illegal
drug use varies from 11% - 29% across Health and Social Services Board areas
in Northern Ir eland. Overall some 20% of subjects surveyed had lifetime
prevalence of illegal drug use.

2.14 This was higher amongst men (27% of men compared to 14% of women had
ever used an illegal dr ug) and it was higher among young people (31%)
compared to the older age gr oups where only 12% of people had used an
illegal substance. Older people and women wer e mor e likely to misuse
sedatives, tranquillisers and anti-depressants.

2.15 This survey was carried out in respondents aged 15 – 64 in households across
Northern Ireland. It was weighted by gender, age and health board area.

2.16 20% of the population who had taken an illegal drug.  6% had taken an illegal
drug in the pr evious year and 3% had taken an illegal dr ug in the pr evious
month.

2.17 Cannabis was the most fr equently misused illegal dr ug with 17% of the
population reporting having ever taken this drug and 3% reporting use in the
previous month.

2.18 Ecstasy had a lifetime pr evalence of 6% in the population studied, Poppers
6%, Amphetamines 4%, LSD 5%, Magic Mushr ooms 4%, Solvents 3% and
Cocaine 2%.  Less than 1% of the sample had used Anabolic Steroids and
0.2% of the sample had ever tried her oin.
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2.19 Tobacco use in this population had a 60% lifetime pr evalence with 41%
having smoked in the pr evious year . Ther e was a slight male excess of
cigarette smoking and a slight excess among young adults compared to older
adults.  

Problem Heroin Use

2.20 A capture/re-capture study was carried out on the population of Northern
Ireland by McElrath in 2002. This methodology is borr owed from Biology
and is the method of choice for estimating sample sizes of “hidden”
populations.  This study estimated that ther e wer e between 695 and 1018
problem her oin users in Northern Ir eland during the 12 month period 1
November 2000 – 31 October 2001. The estimated point pr evalence was 828
problem users.  During the same period some 361 individuals who wer e
using heroin sought treatment or attended a dr ug service for at least 1 day .
Between 48% - 64% of the sample had not been in tr eatment during the
previous 12 months.  

Treatment Data

2.21 The Drug and Alcohol Information Unit has co-or dinated the collection of
material by the Drug Misuse Database.  This should reflect those individuals
who presented for tr eatment for dr ug misuse pr oblems (excluding alcohol)
and who consented their information being included on the Dr ug Misuse
Database.  1409 individuals presented for treatment during the period April
2003 – Mar ch 2004.  This showed an incr ease of 4% over the pr evious year.
The majority (76%) of those seeking treatment were male.  37% were in their
20’s and 34% were under the age of 20 years.

2.22 As in the general population, cannabis was the most commonly r eported
main drug of misuse (52% of clients). Her oin use was r eported by 12% of
treatment attendees.

2.23 This compared with 16% who had attended with her oin misuse in 2002 –
2003. 73% of those pr esenting with her oin misuse had had pr evious
treatment.  

2.24 Injecting declined fr om 21% in 2002 to 18% in 2003. Cocaine use r emained
steady at 5% in those seeking tr eatment.
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Addicts Index

2.25 In Northern Ireland doctors have a statutory duty to make a notification to
the Chief Medical Of ficer if they attend someone who they believe to be
addicted to a notifiable range of dr ugs. This information is held in an
anonymised fashion by the Chief Medical Of ficer. There were 241 persons
registered on the Addicts Index at 31 December 2003, a r eduction of 55 from
296 persons r egistered a year pr eviously. 73% of persons r egistered on the
Index were male, 35% were in their 20’s while 28% wer e aged 30 – 35.

2.26 Heroin was the most fr equently r eported notifiable dr ug, used by 72% of
those seen by a doctor for dr ug misuse. The next most commonly r eported
drugs were methadone (17%) and cocaine (10%).  

2.27 For 29% of registered addicts, their injecting behaviour was unknown. Of the
remainder some 57% were currently injecting.

Unlinked Anonymised Prevalence Monitoring Programme

2.28 This unlinked anonymised pr ogramme survey of injecting dr ug users
monitors HIV, hepatitis B and hepatitis C infection levels in those presenting
to specialist services. 130 samples wer e r eturned fr om specialist agencies
across Northern Ir eland in 2003. 23% wer e aged under 25 and 73% of the
sample were male. These people self-r eported that they had injected dr ugs
during the previous year. 88% had used opiates and 37% had used stimulant
drugs. Heroin was the most common drug (93%) reported by those who had
injected in the few weeks prior to the survey.

2.29 17% of the sample of IV drug users had antibodies to hepatitis C and most of
these people were aware of their infection. 2% of the sample had antibodies
to hepatitis B core antigen. This is a much lower pr evalence than that found
in any region of England or Wales. 49% reported having received 1 or mor e
doses of the vaccination against hepatitis B. This is a higher pr oportion than
in a similar sample in Wales, but not higher than several regions in England.

2.30 HIV infection occurred in less than 1% in the injecting dr ug users who took
part in this survey . Most participants r eported that they had had a
confidential voluntary test for HIV at some point.

2.31 44% of those who r eported injecting in the pr evious 4 weeks also r eported
direct sharing of needles and syringes. This was higher than the per centages
reporting this behaviour in England and W ales. 90% of the sample r eported
that they had used the needle and syringe exchange scheme. Just under half
had ever been to prison and 1 in 5 of the sample reported injecting in prison.  
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Harm Reduction Services

2.32 Information has been collected by the Dr ug and Alcohol Information Unit
regarding activity in the Needle and Syringe Scheme in Northern Ir eland.
This programme is delivered by a small number of participating pharmacies.  

2.33 Some 7508 visits wer e made to participating pharmacies during the spell 1
April 2003 – 31 March 2004. 

2.34 This was a 24% incr ease on the pr evious year ’s activity. During the same
spell returns fell from 61% to 59%.  82,731 syringes and 82,589 needles wer e
issued. 80% of visits were made by male clients and 52% were by clients aged
30 or under. 35% of visits were by clients reporting themselves as new clients.
On 17 visits (0.2%), clients reported that they had shared needles.

Statutory Addiction Services Provision

2.35 An audit was carried out on the Statutory Addiction Services from April 2001
– Mar ch 2002 (Kenny , 2003). The purpose was to pr ovide a stock take of
existing services, an analysis of r elationships between the Community
Addiction Teams and other services including primary car e and the non-
statutory sector and a prospective 3 months analysis across each Health and
Social Services Board.

2.36 The population served was consider ed to be that aged over 18 in Northern
Ireland.  This comprised 1,232,830 people or 73% of the overall population in
Northern Ir eland. This population is served by 6 Community Addiction
Teams with population ranges fr om 1 14,563 (Ulster and Community
Hospital Trust Addiction Service) to 315,487 (Northern Health and Social
Services Board Addiction Service).  The geographic area covered ranges from
13,643 hectar es (Belfast Addiction Service) to 484,081 hectar es (W estern
Health and Social Services Board Addiction Service).

2.37 The annual core funded spend for drug and alcohol statutory services for the
period of the study was £4,199,070. The overall total funded budget
(including core and non-core services) was £5,853,420. Treasury allocation to
implement the drug strategy within treatment services comprised £1,654,350
for a year. The total spend per head on drugs and alcohol treatment was £3.40
per year.  

2.38 In a year in Northern Ir eland 920 people r eceived inpatient tr eatment in
hospital or at one of the residential services in Northlands, Londonderry and
Carlisle House, Belfast. In total ther e are 70 inpatient beds available to the
population aged over 18 years.  64% of those tr eated wer e male and the
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largest age group represented was that aged 36 – 45 years. Alcohol was the
main reason for admission in the majority (69%). Drugs comprised the reason
for admission in 26% of admissions and both problems were present in 3% of
admissions. Dual diagnosis, the co-occurr ence of addiction and serious
mental illness, was pr esent in 1.7% of those admitted for alcohol or dr ug
problems. 

2.39 During the year audited, ther e wer e 7,749 r eferrals to the Community
Addiction Services. 70% of referrals wer e male. Alcohol was the cause of
referral in 72% of cases, drugs in 23% and both problems in 3%. 

2.40 Dual diagnosis was the r eason for r eferral in 2% of cases. General
practitioners wer e the main sour ce of r eferrals, r eferring 47% of the
Community Addiction T eam cases.  Four teams had 22,612 face-to-face
contacts over the course of the year in question. Ther e were 58 Addiction
Clinics delivered weekly in 40 different locations. These provided a range of
interventions from abstinence support through to Substitute Prescribing. Of
note is the fact that ther e was a 15% incr ease in r eferral rates to the
Community Addiction Teams over the last 3 years. Ther e is also incr eased
collaboration with the non-statutory sector.

2.41 This is very positive, but pr oduces incr eased demands on alr eady
overstretched statutory provision.  

2.42 Kenny (2003) r ecommended that ther e should be a mor e strategic and
proactive appr oach to managing key interfaces which he identified as the
acute general hospitals, adolescent services, criminal justice services, services
for the older age gr oup and general mental health services. The r eport
suggested that the existing arrangements were “ad hoc”.  

2.43 Kenny (2003) further r ecommended that a unified appr oach should be
adopted to outcome measurements which would require IT investment and
additional r esources.  This r eport also made r eference to the T elford
Workforce Analysis which r eported serious under pr ovision acr oss the
statutory sector addiction services at inpatient and community addiction
team levels. The report stated that this impacted on the time tr eatment units
were able to operate and on the range of services pr ovided.  
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Costs

2.44 The costs of alcohol r elated harm in Northern Ir eland ar e substantial and
were estimated at £777.5 million in 1997/1998 in Reducing Alcohol Related
Harm in Northern Ireland, (DHSS, 1999). 

2.45 The major part of the costs accr uing to alcohol lies within the social cost to
industry from days lost, pr emature deaths and unemployment. The dir ect
costs to the Health and Personal Social Services wer e estimated at £34.3
million of which £3.5 million was accr ued by the psychiatric hospitals in
terms of occupied bed days, £8.8 million was accr ued by the general
hospitals in terms of occupied bed days and £12.8 million was the direct cost
attributed to general practice for alcohol r elated harm.

Cost-Effectiveness of Treatment

2.46 Holder (1992) examined the total health car e costs of 3729 alcoholic subjects
in a 14 year follow-up study .  This showed that once tr eatment was started,
the total health care costs for patients declined by 23% from their highest pre-
treatment levels. Holder ’s study showed alcoholism tr eatment can r educe
the overall medical costs in an alcoholic population. Ther e are likely to be
substantial cost benefits to the National Health Service in Northern Ir eland
from investment in alcohol treatments.

2.47 The National Treatment Outcome Research Study (2001) found that for every
£1 spent on treating drug users, £3 was saved in the cost of crime. 

2.48 This figure has been upgraded within the same research project and findings
published in 2004 suggest that between £9 and £18 are saved in terms of cost
to the criminal justice system for every £1 spent on treatment in England and
Wales.  Similar savings within the criminal justice system would be expected
in Northern Ireland with investment in treatment.

Populations with Specific Needs

2.49 Young People:  A secondary analysis of Dr ug and Alcohol Use Surveys
(October 2002) suggests that 24.5% of childr en aged 12 – 16 have ever used
drugs.  The fr equency increases with age.  This has incr eased over time so
that the Health Behaviour in Schoolchildr en Survey 1992 showed incr eases
from 15.8% in 1992 to 33% in 2000.  5.6% of childr en were currently using
substances in 1992 and 24.7% wer e curr ently using substances in 2000.
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Alcohol is still the most commonly used dr ug.  Half the sample stated that
they had had alcohol at some time.  Almost 1⁄3 of children reported regular
use.

2.50 Cigarette use was the next most common of the substances with over 10% of
pupils reporting some regular smoking.

2.51 In terms of drug use, solvent use only was the most common pattern (8.9%)
and cannabis use alone occurr ed in 4.1% of pupils.  Solvents and cannabis
together occurred in 1.6% of pupils.  Other dr ug use was rare in this group.

2.52 People with Learning Disability: Information on this population is sparse
and the Alcohol and Substance Misuse W orking Gr oup commissioned an
audit on the adult learning disability population across 4 Trust areas of
Northern Ireland.  This is described in www.rmhldni.gov.uk The prevalence
of substance misuse in adults aged 18+ with a learning disability, and known
to such services, was 0.8% of the total adult learning disability population
across the 4 areas.  This is somewhat lower than the pr evalence of substance
misuse in the general population of the same age.  Those with learning
disability were more likely to have borderline to mild learning disability than
moderate.  One thir d had a co-existing mental health pr oblem and over 2⁄3
lived in independently or in supported living accommodation.  Alcohol was
misused by all of the participants with a small number also misusing a
combination of cannabis, ecstasy , pr escribed medications and
amphetamines.  These subjects reported that they used substances for social
reasons (“to fit in” with their peers) and per ceived psychological benefits
from the substances.

2.53 Older People: With increasing age the effects of alcohol related disability may
become more evident.  Older people are more likely than younger people to
drink daily.  Some 17% of those aged 60 – 75 years drink daily in Northern
Ireland.  Older men in Northern Ir eland are more likely to pr efer wine or
spirits rather than the beer , lager, cider or stout pr eferred by younger men.
Older women in Northern Ir eland are more likely to drink spirits than their
younger counterparts.

2.54 The Homeless Population: Substance misuse is a significant issue among
homeless people in terms of both pr evalence of use and dependence on
substances.  Substance use is a factor in becoming homeless and in remaining
homeless.  (Drug and Alcohol Information Research Unit, September 2004).
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Recommendations

9. A unified appr oach should be adopted in r elation to outcome 
measures in people with substance misuse pr oblems.

10. There should be a strategic appr oach to management at key interfaces 
for the substance misuse services. These include Acute General 
Hospitals, Adolescent Services, Criminal Justice Service, Services for 
the Older Age Group, Mental Health Services and Maternity Services.

11. Benchmarking should be enhanced to enable commissioners to 
address resource issues effectively.
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CHAPTER 3

VOLUNTARY AND COMMUNITY ORGANISATIONS
(VCO)

BACKGROUND

3.1 In the 1970’s hospital based statutory provision and the large self-help group
Alcoholics Anonymous (Annexe 3) were the main sources for help for people
with alcohol dependency in the province. In 1988 DHSS presented a five-year
strategy document for the prevention of alcohol misuse in Northern Ireland.
This gr oup r elied mainly on a Northern Ir eland community health study
known as the Blaney and McKenzie Report (1978) which estimated that there
were 40,000 problem drinkers (4% of the adult population) of whom 1 1,300
could be classified as “alcoholics”. In 1988 pr ovision of treatment was scant.
This consisted of beds in 6 psychiatric hospitals with the tr eatment based on
a medical model.  

3.2 It was at this time that 2 major voluntary or ganisations in Northern Ir eland
expanded and developed.  Both of these or ganisations wer e community
based and included the training of voluntary counsellors who would in turn
deliver a counselling service to those people who sought help, either by self
referring, or being r eferred by primary car e workers.  A number of other
church based or temperance movement voluntary agencies existed and were
characterised by education and guidance. 

3.3 During the 1980’s changes had occurr ed in thinking and a wider range of
individuals wer e consider ed suitable for intervention and help.  Resear ch
suggested that hospital treatment was not necessary or relevant for many of
the people who could benefit fr om intervention. This became known as
‘broadening the base’ (Institute of Medicine, 1990).  W ith this shift in ideas
came a small incr ease in voluntary agencies in the pr ovince who dealt with
people with addiction problems of varying levels. By 1990 a number of non-
statutory agencies existed, some funded by chur ches or temperance
movements. Some were staffed by ex-alcohol misusers and others staffed by
trained generic counsellors. 

3.4 By the early 1990’s in the UK the voluntary and community contribution and
value was quite well established.  Much had been written and r esearched
about how best to deal with the lar ge number of people who now qualified
for intervention.  Statutory services had moved lar gely to community based
services. In 1996/7 the Continuous Household Survey (Northern Ir eland)
indicated that 132,000 men and 52,000 women wer e drinking above
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recommended levels, that ther e were increases in the r eporting of problems
amongst women, in young people, and binge drinking was noted as a
worrying problem. 

3.5 During the latter part of the 1990’s focus began on populations which wer e
hard to engage e.g. injecting dr ug users (see Chapter 7), and those in the
criminal justice system (see Chapter 1 1).  This led to the development of
outreach and advocacy services.

3.6 From 2001 the alcohol and drug strategies were implemented together as the
Joint Implementation Model (JIM) and incr easingly voluntary and
community agencies wer e dealing with clients who had an alcohol and/or
drug problem or multiple substance misuse.  Fr om the mid/late 1990’s an
increased number of training courses were available for people who wanted
to train as addiction counsellors.  However ther e was an impermanency
surrounding many of the pr ojects. When JIM was launched, many pr ojects
delivered by the voluntary and community sector benefited fr om the
funding.  This r esulted in an incr ease of small pr ojects, non-r ecurrently
funded in the community. In 2004 the Drug Misuse Database (DMD) includes
data on 15 community and voluntary or ganisations delivering, on multiple
sites, services, some of which ar e in partnership with statutory services.
Undoubtedly ther e ar e many mor e who ar e not contributing to the dr ug
misuse database. It would be desirable to have a compr ehensive list of
services.

3.7 There should be encouragement of pr oposed pr ojects which addr ess
identified gaps in existing service pr ovision.  This could involve any tier of
the models of care document (Annexe 4). 

The Contribution of the Voluntary and Community Organisations
(VCO)

3.8 For many people, the self-help organisations represent the first, and perhaps,
only sour ce of advice and support.  The majority of these do not accept
funding for their services.  V arious self-help gr oups cater for those with
specific issues in addiction, and their families and friends.  Information about
local meetings can usually be accessed thr ough the Community Addiction
Teams.

3.9 Within the models of car e framework (NTA) (Annexe 4) it is likely that the
voluntary and community or ganisations can contribute to tiers 1,2,3 and
possibly 4.  This framework should be clearly understood and goals set
according to the tier being addressed.  For each tier it is necessary to:
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• have specific descriptions of the model of car e delivered;
• provide standar ds of pr ovision in r elation to quality/ 

comprehensiveness of the service; and
• plan mor e car efully the complementary r oles of statutory and non-

statutory services.  

3.10 Research has clearly demonstrated that voluntary and community
organisations (VCO) ar e cost ef fective, flexible, innovative, and pioneering
(Wolfenden Committee, 1978).  Knapp (1990) described the distinctive
features of voluntary and community organisation. These included:

• provision of different specialised services;
• cost effectiveness of provision;
• flexibility and innovation; and
• advocacy and citizen participation.

3.11 An understanding of VCOs at commissioning and government level is
necessary since many of the problems faced by VCOs are the consequence of
a lack of understanding.  The aim should be to maximise the distinctive
contribution the VCOs bring to service delivery .  The r elationship between
VCOs and statutory services needs to map the extent and variety of means
by which the voluntary sector is alr eady involved and to examine best
practice in full partnership, (HM Treasury, 2002). 

Funding Arrangements in the Voluntary and Community Sector

3.12 Current funding arrangements for the voluntary and community sector in
Northern Ireland are problematic.  Many projects are funded on a short-term
basis. Many projects are only partly funded.  Funding arrangements between
government and the voluntary sector has been discussed in Guidance to
Funders (2003) in an attempt to improve funding relationships for voluntary
and community organisations.  Two areas are of particular concern; stability
in the funding relationship and the lack of long term funding arrangements;
a continuing pr oblem for VCOs.  Recommendations for impr oving the
situation are to involve VCOs actively in planning as well as service delivery
and to ensure the price for a contract reflects the full cost.  A new investment
fund referred to in Guidance to Funders (2003) are the “Futurebuilders” fund
which if implemented should be of assistance to VCOs in their work.  High
quality schemes that exemplify good practice, encourage partnership
working and replicate success should be the main candidates for funding.
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3.13 Currently in Northern Ir eland a small number of services have been
commissioned by the statutory services and this funding is outlined in
statutory addiction service r eports.   These show an interface with 58
voluntary groups and an investment of 14% fr om the overall budget with
such groups.  There is however no overall audit of output or the nature/type
of the agency contracted.  Only details of those who contacted the service are
presently noted.

3.14 Historical development of services has led to uneven gr owth and dif ferent
philosophies of care.  The absence of an agreed model of service delivery and
variations of the scale and pattern mean that dif ferent services have evolved
with dif ferent combinations of services.  Some VCO agencies focus on
outreach services, others on information and advice wher eas others’ main
contribution is structured intervention treatment programmes.  

3.15 VCOs funded to deliver a counselling service should be able to demonstrate
their practice of counselling and be awar e of paying particular attention to
the areas which are known to provide better outcome. They should be asked
to demonstrate their counsellors’ supervision arrangements.  Enough
research has been carried out to inform us on best practice leading to better
outcome.  T rained, qualified and supervised staf f ar e cr ucial in service
delivery at VCO level.  Furthermor e UKATT (2004) suggests manual based
treatment programmes can maximise outcome.  

SUMMARY 

3.16 The voluntary and community sector has a lar ge part to play in the delivery
of substance misuse services.  It should be r ecognised that the VCO services
have unique qualities for attracting and r etaining certain client gr oups.
Planning of services should bring together r epresentatives fr om the
voluntary and statutory services in equal partnership.

3.17 Funding arrangements for VCO should take note of the r ecommendation
guidelines of government.
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Recommendations

12. The range of community based voluntary services in Northern Ir eland 
should be extended.  This should be informed by local need, best 
practice and existing evidence of ef fectiveness.  Consolidation of 
existing work and securing of long term funding should be a priority .

13. VCOs should be involved in planning of commissioned services.

14. Funding arrangements should be car efully planned in consultation 
with potential providers.

15. Clear commissioning guidelines should be given to services r egarding 
the type of service r equired, specifications should be clearly defined. 
Clear pr otocols for r eferral and assessment pr ocedures should be 
encouraged.

16. Monitoring guidelines for measuring activity and performance, 
waiting times, r eferrals, case management and partnership activity 
should be outlined and be uniform acr oss Northern Ir eland.  These 
quality standards should be similar to those in statutory services.

17. Training minimum standar ds should be agr eed by those who deliver 
commissioned services.  Outline of standar ds should indicate 
recognised accredited courses only.
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CHAPTER 4

COMMUNITY AND PRIMARY CARE SETTINGS

INTRODUCTION

4.1 Most treatment delivered to Drug and Alcohol Users is delivered within the
community and primary care setting.  This is also the setting for which there
is the str ongest evidence base for various counselling interventions.  The
evidence pertaining to the use of brief interventions is very str ong
(www.rmhldni.gov.uk) and this has informed our r ecommendation that the
brief interventions should be r eadily accessible to every person in the
population of Northern Ir eland.  Ther e is an incr easing evidence base
supporting the use of motivational counselling.  This counselling is very
appropriately delivered at community and primary care level and forms the
basis of much of the opportunistic counselling which can be deliver ed in
various settings across our community.

4.2 The community domain allows integration of the statutory and non-
statutory services.  Good liaison and good strategic planning should address
local need and should lead to these various sectors being enabled to produce
maximum benefit to the population.  The secondary addiction services have
a strong role to play in education, liaison, consultation, support and enabling
the other services to function appr opriately in delivering the brief
interventions and motivational interviewing for addiction pr oblems.

4.3 We have recommended the adoption of the tiered approach to addiction care
as outlined in the Models of Car e described by the National T reatment
Agency for Substance Misuse (www.nta.nhs.uk).  T iers 1, 2 and 3 of this
model ar e deliver ed at community and primary car e level.  These ar e
described in detail in the following sections.

Tier 1 Services

4.4 Non substance misuse specific services r equiring interface with dr ug and
alcohol services.

4.5 Specialist staf f should support primary car e staf f in the delivery of
interventions.  Community Addiction Team staff should be involved.  Link
workers should be consider ed in ar eas with high need, for example, to
homeless services.
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4.6 All drug and alcohol misusers in Northern Ir eland should have local access
to:

• the full range of health and social car e, housing, vocational and other 
services;

• drug and alcohol scr eening assessment and r eferral mechanisms to 
services fr om generic health and social car e and criminal justice 
settings;

• the management of dr ug and alcohol issues in generic health, social 
care and criminal justice settings;

• health promotion and advice; and
• hepatitis B vaccination programmes.

Tier 2 services

4.7 Open access drug and alcohol treatment services.  These are accessible drug
and alcohol specialist services, pr ovided by the statutory and non-statutory
services. There is a low thr eshold to access these services.  Ther e should be
ready access to referrals from a variety of sources, including self-referral.  The
families and carers for people with drug and alcohol problems should also be
able to access low thr eshold, easy access services for support and
counselling.

4.8 In Tier 2 there are limited requirements on users to r eceive services.  Often,
Tier 2 services pr ovide access to T iers 3 and 4.  The aims of T ier 2 services
include engagement of the client into the tr eatment structures.

4.9 Tier 2 must be staf fed by competent specialist substance misuse staf f.  This
staff group has strong training needs.  This work is as highly specialised (and
sometimes more so) as that of Tiers 3 and 4.

4.10 Drug and alcohol misusers in Northern Ir eland should have access to the
following services:

• motivational and brief interventions for dr ug and alcohol users;
• drug and alcohol r elated advice, information and r eferral services for 

misusers (and their families), including easy access or dr op in 
services;

• services to reduce the risks caused by injecting dr ug misuse, including 
needle exchange facilities (in dr ug tr eatment services and pharmacy 
based schemes);

• services that minimise the spr ead of blood borne diseases to dr ug 
misusers, including service based and outreach facilities;
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• services that minimise the risk of over dose and other dr ug r elated 
harm;

• outreach services tar geting high risk and priority gr oups; specialist 
drug and alcohol scr eening and assessment, car e planning and 
management; and

• criminal justice scr eening, assessment and r eferral services; and 
prescribing, supply and administration services which aim to pr omote 
medicines management and governance in the use of medicines.

4.11 Some marginalised groups within our society, including children and those
with learning disability may have gr eater dif ficulty in accessing these
services than the rest of the population.  Separate chapters are devoted to the
work of delivering drug and alcohol services to young people and to design
and delivery of services to people with learning disability .  It must be
emphasised that all of these services must be available and easily accessible
to our entire population.

Tier 3 Services

4.12 These are structured community based drug and alcohol treatment services.
These include:

• psychotherapeutic interventions, e.g. cognitive behaviour therapy;
• motivational interviewing interventions;
• structured counselling;
• methadone maintenance programmes;
• community detoxification;
• day care in drug and alcohol free programmes;
• day care as an adjunct to methadone tr eatment; and
• aftercare following r esidential tr eatment for dr ug and alcohol 

problems.

4.13 A comprehensive service requires all of these, tailored to individual need.

4.14 Tier 3 services require a higher level of responsibility on the part of the client.
These services require the user to undertake:

• a full assessment;
• a care plan agreed by service provider and client; and
• a str uctured pr ogramme of car e.  This may involve r equirements on 

behaviour and attendance.
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4.15 A care co-or dinator may be appr opriate for complicated cases.  In some
services a senior member of the Community Addiction T eam may be
commissioned to carry out this function.  In other services, commissioners
may wish to separately appoint care co-ordinators.  This area needs attention.

4.16 There may be variation in the level of provision of Tier 3 services depending
on geographical factors.  For example, day car e may be more appropriate in
urban than r ural ar eas.  Because of the natur e of the specialisation and
economies of scale it may not be possible to pr ovide all services in all
localities.  The issue of access to services is the key and we aspire to access to
all services for all people living in Northern Ir eland.  

4.17 Specialists in a Tier 3 service may need to work closely with other specialist
services to meet the needs of specific client gr oups.  For example, close
working with the mental health services is necessary in or der to ensur e a
good service for clients with dual diagnosis.

4.18 All problem drug and alcohol users in Northern Ir eland should have access
to a range of therapeutic interventions pr ovided by skilled and
knowledgeable service personnel.  Based on individual need, these might
include the following:

• support to access and utilise appropriate self-help services (Annexe 4);
• community based detoxification services;
• a range of specialist stabilisation and maintenance pr escribing services;
• shared care prescribing and support treatment through primary care;
• a range of structured care plans, counselling and therapies;
• therapies for dr ug and alcohol pr oblems, available thr ough the 

criminal justice system;
• structured day programmes;
• services tar geting specific gr oups of clients, e.g. adolescent dr ug and 

alcohol services;
• liaison services for dr ugs and alcohol for acute, medical and 

psychiatric services;
• aftercare programmes or support; and
• families of those with alcohol and substance use pr oblems should be 

offered support and the opportunity to be involved with therapy , 
where appropriate.

4.19 Particular attention must focus on gr oups of people who may be
marginalised within society .  This applies to some ethnic minority gr oups
and to people with mild learning disability .  The commissioning pr ocess
must ensure that the needs of all population gr oups are met.
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Recommendations should be read in conjunction with Annexe 4.

Recommendations

18. The tier ed appr oach, r ecommended by Models of Car e, should be 
adopted in the delivery of treatment for drug and alcohol problems.

19. Commissioning str uctures must be developed, with clear lines of 
accountability, to ensur e compr ehensive development of all tiers of 
delivery in all geographic areas.

20. Service pr oviders should describe their services in keeping with the 
tier system.

21. All problem drug and alcohol users in Northern Ir eland should have 
access to a range of therapeutic interventions pr ovided by skilled and 
knowledgeable service personnel.

22. Benchmarks should be developed for all skill levels for Northern 
Ireland to allow commissioners to allocate staf f resources effectively.
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CHAPTER 5

RESIDENTIAL PROVISION AND REHABILITATION

INPATIENT HOSPITAL TREATMENT

Philosophy

5.1 Some people with substance use dependence have dif ficultly achieving
abstinence in the community . Inpatient pr ogrammes are therefore designed
for those dr ug and alcohol misusers whose needs r equire supervision in a
controlled medical environment.  Such services provide a valuable safety-net
in the management of complex cases within the community.  

5.2 Inpatient drug and alcohol misuse treatment is a Tier 4 service.  In or der for
inpatient services to function appr opriately and ef fectively Tiers 1 – 3 must
be pr operly staf fed with trained staf f at adequate manpower levels.
Inpatient dr ug and alcohol misuse tr eatment pr ogrammes ar e specialised
units for people with dr ug and alcohol misuse disor ders.  They pr ovide
medically supervised assessment, stabilisation and withdrawal with 24-hour
medical cover and a multi-disciplinary team.  Pr ogrammes also include a
range of additional provisions such as Relapse Prevention work and aftercare
referral services.  

5.3 Inpatient tr eatment can facilitate the pr ovision of the following specific
prescribing interventions:

• stabilisation on substitution opioids (e.g. methadone);
• withdrawal from substitution opioids (e.g. methadone);
• withdrawal fr om opioids using non-opioid medication (e.g. 

Lofexidine);
• stabilisation on benzodiazepines for sedative (including alcohol) 

withdrawal;
• withdrawal fr om benzodiazepines for sedative (including alcohol) 

withdrawal;
• opioid relapse prevention with Naltrexone; and
• symptomatic treatment for stimulant withdrawal.

5.4 It might also facilitate psychotherapeutic interventions e.g. Social
Behavioural Network Therapy.
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Location

5.5 In the United Kingdom such inpatient beds ar e provided in specialist units,
general hospitals and general psychiatric hospitals.  The evidence base
favours dedicated inpatient units which achieve better outcomes.  In
Northern Ireland, all 5 hospital units are currently specialist units.

Programme Duration

5.6 The usual length of stay on a withdrawal pr ogramme is between 2 and 7
weeks with an average of 4 weeks (T askforce to Review Services for Dr ug
Misusers, 1996).  In the National T reatment Outcomes Resear ch Study
(NTORS) the duration of inpatient tr eatment varied fr om 2 – 5 weeks.
Research suggests that longer periods in tr eatment may pr edict better
outcomes (Gossop et al, 1999).  There is an indication of a “critical period” of
28 days for opioid users in this r espect.

Staffing

5.7 Inpatient units are usually staf fed by multi-disciplinary teams (T askforce to
Review Services for Drug Misusers, 1996).  In Northern Ir eland we aspire to
recognise the holistic spectr um of interventions e.g. family and car er
interventions, psychological treatments, occupational interventions (Copello,
2002).

Aims and Objectives

5.8 The appropriate aims and objectives are outlined in the Models of Care of the
National Treatment Agency for Substance Misuse. These are listed as follows:

• to fully assess the psychological, psychiatric, social and physical status 
of patients using clearly defined assessment schedules;

• to fully assess the degr ee of dependence on various classes of dr ugs, 
including assessment instr uments as indicated, e.g. opioid and 
benzodiazepine dependence schedules (Ghodse, 1995) or alcohol 
dependence assessment instruments (Stockwell et al, 1979);

• to define an individual car e plan for every client and to ensur e that a 
named key worker has responsibility for the planned package of car e;

• to carry out a risk assessment;
• to prescribe medication wher e indicated, accor ding to clearly defined 

protocols and as part of a compr ehensive programme of care;
• to pr escribe medication safely and ef fectively in or der to achieve 

stabilisation and/or withdrawal from psychoactive substances;
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• to prescribe medication appropriately for relapse prevention;
• to prescribe medication for psychiatric and/or physical complications 

and/or co-morbidity as appropriate;
• to identify risk behaviour and of fer appropriate counselling to enable 

minimisation of harm;
• to offer appropriate tests for hepatitis B and C and HIV with informed 

consent;
• to provide hepatitis B prophylaxis where indicated;
• to assess the longer term tr eatment needs of patients and formulate an 

appropriate discharge care plan in accor dance with a car e programme 
approach;

• to provide a period of drug-free recovery as appropriate;
• to pr ovide ef fective psychological interventions, such as cognitive 

behavioural therapy and relapse prevention therapy;
• to assess and r efer patients for other tr eatments as appr opriate, e.g. 

trauma therapy, family therapy etc;
• to monitor and evaluate the ef ficiency and ef fectiveness of pr escribing 

interventions;
• to monitor and evaluate the ef ficiency and ef fectiveness of 

psychological interventions; and
• to pr ovide r eferral to other services as necessary , including medical 

services (e.g. hepatology , communicable diseases etc), psychiatric 
services, social and community services (e.g. housing, legal advice 
centres, children and family social services).

Eligibility

5.9 Admission to inpatient Dr ug and Alcohol Misuse Treatment Programmes is
voluntary. Most units ar e adult units. The tar get gr oups for inpatient
treatment are:

• patients physically dependent on 1 or mor e classes of drugs;
• patients with physical or psychiatric complications or co-morbidity;
• patients with chaotic polydrug use;
• women who are pregnant;
• patients who have failed to complete outpatient dr ug tr eatment 

programmes; and
• patients who are unlikely to cope with outpatient detoxification due to 

significant personal isolation or lack of support fr om family or friends.

33
BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 534 of 3342

MAHI - STM - 083 - 534



Priority Groups

5.10 People with the following characteristics are priority groups:

• severe dependence;
• co-morbidity;
• pregnancy, puerperal problems;
• withdrawal complications;
• significant personal isolation; and
• people with chaotic, unstructured lifestyles.

Exclusions or Contraindications

5.11 These include:

• serious acute psychiatric morbidity , e.g. acute psychosis, r equiring 
acute psychiatric treatment;

• serious physical morbidity (e.g. life threatening physical illness); and
• admissions may be car efully timed e.g. in the case of a couple both 

requiring inpatient treatment, to avoid compromising individual care.

Access

5.12 Access to inpatient tr eatment should be thr ough the T ier 2 and 3 services.
Access should only follow full assessment co-ordinated by the care manager.

Referral Pathways

5.13 Services should develop clear car e pathways including r eferral pathways
and assessment protocols.  

5.14 Services should develop clear written policies on dischar ge for r easons of
safety, transfer of patients to other hospitals and dischar ge plans.

5.15 Clients may be asked to agree to a contract of care which specifies that certain
behaviours ar e not acceptable.  In the United Kingdom such contracts
commonly include the use of illicit dr ugs during inpatient tr eatment, racist
or sexist behaviour and violent behaviour.  Where such contracts are in place,
patients are asked to agree this contract as a condition of accepting treatment
in the unit, with the understanding that a br each of this contract will lead to
a review of treatment and possibly to discharge.
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Residential Rehabilitation

5.16 Residential r ehabilitation for dependent dr ug users pr ovides str uctured
treatment pr ogrammes deliver ed in r esidential, or hospital inpatient
environments. Admissions may be short-term (6-8 weeks) or long-term (12-
52 weeks). In some cases, clients may move from a rehabilitation programme
to a half way house.

5.17 Most residential rehabilitation units ar e run by non-statutory services who
may have a range of treatment philosophies and operational policies. 

Recommendations

23. Inpatient units should continue to be maintained separately fr om 
general psychiatric beds in Northern Ireland.

24. Inpatient beds should be commissioned to meet curr ent and futur e 
demands locally .  Bed numbers should match Royal College of 
Psychiatrists r ecommendations of 3 beds per 100,000 general 
population.

25. The planned length of opiate detoxification pr ogrammes should be at 
least 4 weeks.

26. Adequate staf f levels should be maintained.  Nurse staf fing levels 
should be enhanced to meet T elford Recommendations.  Staf fing 
should be provided by multi-disciplinary teams.

27. Services should develop clear car e pathways including r eferral 
pathways and assessment pr otocols.  Ther e should be clear written 
policies on dischar ge for r easons of safety, transfer of patients to other 
hospitals and tr eatment plans.  Aftercare procedures must be in place.  
Development of these policies should involve service users. 

28. The r ole of Community Addiction T eams in scr eening potential 
admissions should be str engthened to ensur e “seamlessness” of 
services.  Local conditions may influence this development.  

29. Access to inpatient beds should only follow full assessment of the 
patient.  This should be co-ordinated through a care manager.

30. Where Contracts of Care are in place, agreement of the patient must be 
sought in advance of the arranged admission.
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31. The holistic spectr um of interventions should be r ecognised, with 
employment of family interventions.

32. An audit of local r esidential r ehabilitation options should be 
undertaken in Northern Ireland.

33. Information on existing r esidential r ehabilitation tr eatment options 
should be collated and made more widely available.
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CHAPTER 6

INTERFACE WITH GENERAL HOSPITALS

INTRODUCTION

6.1 The Royal College of Physicians (London) have r eported that alcohol “plays
a direct or contributory role in between 7-40% of all acute, non-A&E, hospital
admissions”, and has recommended that all hospitals should have an alcohol
strategy. Individuals who ar e drinking at hazar dous or harmful levels may
present with a wide variety of medical or sur gical disor ders, trauma, or
deliberate self-harm. On occasions it is the victims of people who have been
drinking alcohol who require medical attention. The overall inpatient costs of
alcohol misuse may be between 2-12 % of total NHS expenditure on hospital
services.

6.2 One study carried out in a Belfast hospital found that 16% of medical in-
patients and 39% of A&E patients wer e drinking at hazar dous or harmful
levels.

6.3 A joint Royal College of Physicians (London) and Royal College of
Psychiatrists W orking Gr oup has called for specialist liaison services to
manage patients with alcohol and drug problems. 

6.4 Patients on admission to general hospitals or indeed psychiatric hospitals
should routinely be asked by medical and nursing staf f about their use of
alcohol. Detection of alcohol misuse can be impr oved by better history
taking, maintaining a high index of suspicion for alcohol r elated disorders,
measuring possible laboratory markers of alcohol misuse such as mean
corpuscular volume and liver function tests, and the use of brief alcohol
screening questionnair es. These include CAGE, AUDIT (Alcohol Use
Disorder Identification Test) and FAST (Fast Alcohol Screening Test).

6.5 The general hospital pr ovides the ideal setting for opportunistic
interventions.  The provision of specialist staff would enable a range of such
interventions, including the brief interventions and early interventions.
Some dependent drinkers will require more intensive treatments.

6.6 Delirium tremens is a potentially life thr eatening condition which develops
during withdrawal fr om alcohol in some sever ely dependent individuals
and requires treatment in a general medical hospital. It is characterised by
symptoms including visual and/or auditory hallucinations, paranoid
delusions and autonomic over -activity. Patients with delirium tr emens can
present major management pr oblems in a medical setting. The full-blown

37
BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 538 of 3342

MAHI - STM - 083 - 538



syndrome can often be averted if appr opriate tr eatment is instigated in a
timely fashion.  It can be helpful to monitor the progress of the patient using
an alcohol withdrawal scale, such as the CIW A-Ar.  Any co-existing serious
medical condition such as a subdural haematoma, head injury , infection,
electrolyte or metabolic disorders need to be promptly identified.

6.7 Wernicke’s encephalopathy is caused by acute thiamine deficiency and
should be suspected in any patient with a history of alcohol misuse and any
of the following symptoms or signs:

• confusion;
• ataxia, especially truncal ataxia;
• opthalmoplegia;
• nystagmus;
• memory disturbance;
• hypothermia and hypotension; and
• coma.

6.8 Treatment should be with Parenteral Thiamine, in a general hospital setting.
Failure to detect and adequately tr eat Wernicke-Korsakoff syndr ome may
lead to long-term disability with persisting impairment in new learning and
inability to maintain independent living.

Recommendations

34. Each general hospital should have a policy on the management of 
alcohol intoxication and alcohol withdrawal, and associated medical 
conditions such as Wernicke’s encephalopathy. 

35. Staff working in the general hospital setting should be of fered training 
and support to opportunistically deliver brief interventions to r educe 
the harm associated with alcohol misuse. 

36. Specialist alcohol liaison services should be developed to pr ovide 
prompt advice and tr eatment for individuals in general hospitals with 
alcohol dependence who are unlikely to respond to brief interventions.  
Referral pathways to liaison services should be clear.
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CHAPTER 7

HARM REDUCTION SERVICES FOR INJECTING
DRUG USERS

BACKGROUND

7.1 Harm reduction is a widely used term in public health r elated literature and
is assuming high importance within the dr ug pr evention and tr eatment
fields. This is due to the rise in incidence of injecting dr ug use and r elated
spread of blood borne vir uses. Thr ough the Dr ug and Alcohol Strategies
(DHSSPS, 2001), emphasis is being placed on dr ug workers adopting harm
reducing approaches to care as well as pr omoting positive health education
messages for injecting drug users.

7.2 The idea of reducing harm associated with drug use is firmly vested in public
health practice with "secondary pr evention" to "high risk" gr oups. It is not a
new approach so much as it is an extension of and a focusing on existing and
accepted appr oaches. Harm r eduction fits well within the conceptual
framework of health pr omotion, with the minimisation of risks and harm;
forming one part of the continuum of strategies to promote health and avoid
disease (CCSA, 1996). Both appr oaches emphasise the importance of
respecting individuals and empowering them to incr ease opportunities to
maximise their health, whatever the cir cumstances. Fr om a community
perspective, containment of dr ug related harms might be a mor e pragmatic
option than efforts to eliminate drug use entirely.

7.3 In Northern Ireland, embracing harm reduction approaches for the injecting
drug using population pr esents new challenges for those working in this
field that aim to r educe the negative consequences of dr ug use.  Risks
include:

• blood borne viruses, hepatitis B, hepatitis C and the spr ead of HIV;
• direct damage to the injection sites and potential bacterial infections;
• general neglect of personal health and over dose;
• increasing levels of drug dependency;
• family and relationship breakdown;
• acquisitional crime leading to criminalisation; and
• homelessness.
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CURRENT SERVICE PROVISION IN NORTHERN IRELAND

Outpatient Counselling and Support (Substance Related)

7.4 Community Addiction T eams of fer case management appr oaches, fr om
harm r eduction to abstinence-based models, which ar e dependant on the
client’s goal of choice. A Motivational Interviewing approach underpins the
assessment and counselling interviews. This approach provides a theoretical
framework that is consistent with the values underpinning harm r eduction
work.

Detoxification

7.5 Detoxification means the assisted withdrawal fr om dependent dr ug use –
mainly opiates such as her oin. A prerequisite for “detox” is the need for
general practitioner involvement. 

Inpatient Insight-Oriented Group Work

7.6 The pr evailing eclectic model based on Minnesota principles includes a
commitment to the goal of total abstinence.  Clients express an interest in this
type of intervention and engage in an assessment pr ocess lasting several
weeks.  Stability and abstinence are prerequisites.

Relapse Prevention

7.7 This is a Cognitive Behavioural model, aimed at clients who have achieved a
period of stability.  

Outreach Services

7.8 Currently 2 outreach services exist in Northern Ireland. The establishment of
such services addr esses the issue of identifying and building r elationships
with those people who have not engaged with established addiction services.
Marlett et al (1996) point to evidence demonstrating that disaffected injecting
drug users approach and engage with low thr eshold outreach projects with
more fr equency than with established addiction tr eatment centr es. This
provides opportunities to convey health pr omoting and risk r eduction
messages. In other ar eas in the United Kingdom this service extends to
needle exchange known as “back packing”, which is carried out by outreach
team members.
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Limited Needle Exchange

7.9 The exchange of needles was agr eed locally with longstanding injecting
clients well known to services.  This was superseded by 9 pharmacy based
needle exchanges throughout Northern Ireland. 

Substitute Prescribing

7.10 Substitute pr escribing of opiate dr ugs commenced as policy in Northern
Ireland on 1 April 2004.  This involves the pr escription of substitute opiates,
usually methadone or Subutex, to those who are dependent on opiates.  The
primary goal is to r educe the incidence of injecting dr ug misuse by
dispensing the substitute drugs in a form which is designed for oral use.  

7.11 In Northern Ir eland, initial pr escription of substitute dr ugs is by the
secondary services, moving to a shar ed car e model wher e general
practitioners pr escribe for stable, established substitute users.  Supervised
daily consumption in community pharmacy is the norm for at least the first
6 months of tr eatment.  A key worker is pr ovided by the secondary service.
A harm minimisation appr oach is adopted and excessive alcohol or
benzodiazepines ingestion is discouraged.  

7.12 Opportunistic viral testing, education and hepatitis B vaccination ar e
employed. Motivational counselling, supportive counselling and r elapse
prevention are also offered.

CONCLUSIONS

7.13 In or der for harm r eduction messages to be conveyed successfully dr ug
treatment workers must look at ways of engaging people in tr eatment,
addressing the issue of what influences them in seeking help and continuing
engagement with drug treatment services. They should also seek to raise the
publics’ awareness of these issues.  This is essential if community issues such
as blood borne vir uses and dr ug-related crime ar e to be addr essed and the
needs of the injecting drug population are to be met.

7.14 Annexe 7 offers the interested reader a summary of the historical context of
harm reduction strategies and of their ef fectiveness.  The r esearch literature
indicates that best practice should of fer clinical dir ection and leadership in
promoting a wider range of options for service users, adopting harm
reduction values and techniques in practice and equipping service providers
with extensions to their knowledge and skills in harm r eduction and the
embracing of cultural change.
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Recommendations should be read in conjunction with Annexe 7.

Recommendations

37. Educational materials based on harm r eduction principles should be 
developed for appropriate target groups. 

38. The experience of outreach programmes in Northern Ireland should be 
considered with a view to extending such schemes wher e appropriate. 

39. Pharmacy needle exchange should be extended thr oughout Northern 
Ireland. Ther e should be an exploration into the ef ficacy of 
outreach/community exchange as a key element of pr eventing the 
spread of blood borne vir uses. These needle exchanges can act as a 
pathway to other helping services. 

40. Training should be pr ovided to ensur e skilled and knowledgeable 
service providers. Training should include: safer injecting techniques, 
blood borne virus pre and post test counselling, clinical issues in blood 
borne vir us transmission and epidemiology , person centr ed practice, 
substitute prescribing and opiate detoxification. 

41. There should be an emphasis on person centr ed holistic car e and 
service user involvement in treatment planning. 

42. Treatment pr otocols and philosophies should be agr eed thr oughout 
Northern Ireland to ensure equity of treatment for service users. 

43. DHSSPS should r eview the operation of substitute pr escribing in 
Northern Ireland by April 2007. 

44. DHSSPS should r espond in a timely fashion to r esource 
implications of any escalation in the need for substitute pr escribing.

45. GPs and community pharmacists involved in substitute pr escribing 
should be of fered appr opriate education enabling them to initiate 
substitute prescribing in primary care.

46. Substitute pr escribing pr ogrammes should be available in prisons as 
recommended in the Northern Ir eland Guidelines on Substitution 
Treatment for Opiate Dependence.
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47. Law enforcement agencies, community gr oups and dr ug users should 
work together to develop harm r eduction policies and pr ogrammes 
that incorporate balanced r esponses to dr ug pr oblems in the 
communities.

48. “Wet hostels” should be consider ed, pr oviding dr ug users with high 
tolerance, low threshold accommodation in targeted areas.
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CHAPTER 8

CHILDREN AND YOUNG PEOPLE

BACKGROUND

8.1 This chapter addresses substance misuse services for young people aged 17
and under.  Very limited services exist for this tar get group and all existing
services report under-resourcing. 

8.2 Substance misuse has incr eased in Northern Ir eland among 11-15 year olds
throughout the 1990’s.  Population surveys addr essing this age band show
that 42% curr ently drink alcohol at least a few times each month and that
32% of boys who drink monthly r eport being dr unk mor e than 10 times.
Current drug use has increased from 5.6% in 1994 to 27.2% in 2003 in year 12
children.  The interim findings of the Youth Development Study carried out
by Queens University, Belfast showed that at least 12% of childr en aged 15
use dr ugs on a r egular basis.  This has major implications for the futur e
which include the need for early directed interventions, the targeting of high
risk groups and the exploration of harm reduction approaches (McCrystal et
al, 2005).

8.3 Vulnerable Young People. Home Office research in the United Kingdom
(1998) shows that higher levels of dr ug use exist in certain gr oups of young
people who:

• have truanted or been excluded from school;
• have committed crimes;
• have been homeless;
• have run away from home; and
• are with a familial drug user.

8.4 In addition to these groups some research in Northern Ireland indicates that
children experiencing trauma associated with the T roubles would be an
additional group of concern (Kilkelly et al, 2004).

Prevention

8.5 In Northern Ir eland ther e is emphasis on the pr evention of alcohol and
substance misuse in young people, with pr evention programmes based in
schools and the community.  Substantial work has occurr ed across both the
statutory and voluntary/community sectors.  In many parts of the United
Kingdom prevention and treatment strategies are provided together under a
single strategy for young people.  In those instances, local young people’s
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substance misuse plans ar e developed thr ough dr ug action teams in
conjunction with children’s services planning.

Treatment Services in Northern Ireland

8.6 Many services acr oss health, education, criminal justice and the voluntary
and community sectors will come into contact with young people r equiring
help and support as a r esult of their substance misuse.  Until 2001, in
Northern Ireland these services wer e supported by a small number of dr ug
and alcohol services. 

8.7 In 2001, a number of partnerships between voluntary sector services and the
Community Addiction teams wer e established to pr ovide a youth
counselling service.  This was in r esponse to a gr owing recognition for the
need to develop mor e accessible services for young people.  Only one of
these pr ojects pr ovides services exclusively for those aged under 18.  A
further project was developed targeting young substance misusers coming to
the attention of the Police Service of Northern Ir eland. 

8.8 All of the services ar e r ecognised as T ier 1 and 2 services of the Health
Advisory Service model, Annexe 8.  T ier 3 or 4 dr ug and alcohol services
have not been developed for children and young people.

8.9 Current Child and Adolescent Mental Health service pr ovision is not
adequately r esourced to deal with those childr en and young people who
have serious drug and alcohol problems.

Needs Assessment

8.10 In light of the per ceived gaps in young people’s tr eatment pr ovision, the
DHSSPS (2004) commissioned a needs assessment on youth tr eatment
services across Northern Ireland.  

8.11 A range of agencies across health, education and criminal justice r esponded
to the exer cise.  Few agencies had policies or guidelines for working with
those under 18 years who wer e using substances.   Many r espondents
indicated that training in this area was a major gap.  The commonest types of
substance misuse in young people wer e alcohol, cannabis, solvents and
ecstasy.  The pr oblems reported by young people in connection with their
substance misuse included school absenteeism, par ental conflict, criminal
activity, sexual risk taking, violent behaviour and debt pr oblems.
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Interventions for Adolescents with Substance Use Problems

8.12 Many treatments for young people have been adapted from Adult Addiction
and Child and Adolescent Mental Health fields.  These include cognitive and
behavioural therapy, motivational interviewing, r elapse prevention, family
and multi-systemic family therapy.  There is also a r ole for information and
brief interventions in this age group.

8.13 The Review of Literatur e carried out by DHSSPS (2004) notes that
interventions for childr en must be developmentally appr opriate.  Adult
models of alcohol and dr ug misuse, including diagnostic typologies and
classification systems, may not accurately r eflect the development and
course of problem substance use in young people.  It cannot be assumed that
interventions that work with adults will also work with young people.  In
addition, interventions for adolescents must take into account gender ,
ethnicity, disability , stage of r eadiness to change as well as cultural
background and other tr eatment relevant characteristics.  The pr ovision of
drug misuse interventions to young people is governed by a dif ferent
legislative framework, than that for adult services in particular the
Children’s Order (1995).  Pr ogrammes should make every ef fort to involve
the adolescent client's family .  Accessibility of services is a key concern.
Efforts should be made to remove potential barriers to accessing services. 

8.14 Medications may play an important part in delivery of dr ug services for
some young people, particularly those with serious dr ug pr oblems.  This
should be combined with counselling and other behavioural therapies.

8.15 Consultation exercises with young people carried out before and during this
review reaffirm the need for:

• child and young people specific services;
• services which pr ovide much mor e than tr eatment, e.g. lifeskills, 

music, sport and diversionary activities;
• education for parents;
• family involvement in treatment and support services; and
• attention necessary with r espect to the str ucturing of services for 

young adults aged 18 – 25 years.

SUMMARY

8.16 There is an ur gent need for the development of an integrated framework of
care for childr en and young people in all ar eas incorporating all of their
needs in relation to alcohol and other substance use.  Inadequate provision of
essential tr eatment and support services to childr en and young people
represents a failure to actively protect and promote their rights.
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8.17 There is a clear need for a pro-active innovative approach to the development
of future services for childr en and adolescents with substance misuse.  This
should include strategic dir ection and adequate r esources for both training
and provision of services.

Recommendations

49. A co-ordinated, multi-agency, long-term specific strategy for substance 
misuse services should be developed for young people under 18 years 
of age. This strategy should involve, in particular , the education, 
training, health, criminal justice and child car e sectors.  This must be 
underpinned by r ecurrent funding and supported by appr opriate 
implementation str uctures. This would build on the existing alcohol 
and drug strategy and should be integrated within existing childr en’s 
services planning.            

50. The four-tier approach recommended by the Health Advisory Service 
(1996) should be applied at a local and r egional level to include 
education, assessment, pr evention and tr eatment and should be based 
on the Models of Car e principles.  Priority needs to be given to T iers 1, 
2 and 3 with emphasis placed on community based services (see 
Annexe 8).

51. Services for childr en/young people, including vulnerable gr oups, 
should be underpinned by standar dised scr eening, assessment and 
treatment protocols and tools.  These should r eflect the holistic natur e 
of the child’s/young person’s needs and not focus only on the 
child’s/young person’s substance misuse.

52. All services for childr en and young people must attempt to deal with 
the needs of young people within their natural envir onment and 
background.  This should involve work with the family.

53. Those working with under -18s should demonstrate a 
multi-disciplinary, inter-agency approach and staf f/personnel must be 
suitably trained to meet the r equirements of their r ole and 
responsibilities (see Annexe 8).

54. Standard information gathering pr ocesses should be designed and 
disseminated in or der to support the futur e needs assessment of 
children’s/young people’s treatment services.

48
BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 549 of 3342

MAHI - STM - 083 - 549



55. Future research should examine the impact of r egular substance use on 
the vulnerable groups of children and young people as listed in 8.3.  

56. Existing provision for childr en and young people should be sustained 
and developed.  A review to ensur e these services ar e specific to this 
age group i.e. under 18s is r equired. Funding should be earmarked for 
development of services specifically for those under 18.

57. Commissioning bodies should be given the appr opriate r esources to 
implement childr en’s/young people’s services plans and strategies. 
Adult services should also be encouraged to addr ess the particular 
needs of young adults aged 18 – 25 years.  These plans/strategies must 
include the participation of young people thr ough r eference gr oups 
such as the model curr ently being piloted by the WHSSB Childr en’s 
Services Plan.

58. Specific substance misuse services for childr en and young people 
should be developed in each health boar d area based on partnership 
models across all sectors.
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CHAPTER 9

PEOPLE WITH LEARNING DISABILITIES

INTRODUCTION

9.1 This section examines substance misuse in people with learning disabilities.
We discuss the issues r elating to the definition, pr evalence rates, the risk
factors that may cause and maintain substance misuse, and examine the
impact that such misuse has for the person (see Annexe 9). W e review the
identification, assessment, tr eatment, management strategies and services
that are currently employed for this population in light of best practice using
a bio-psycho-social framework (see Annexe 9). Alongside this synopsis of the
literature on this subject matter , the Review of Mental Health & Learning
Disability (Northern Ireland) commissioned a study on substance misuse in
people with learning disabilities living in Northern Ireland. Details of this
innovative and comprehensive study are available at: www.rmhldni.gov.uk

9.2 This section provides a series of recommendations that are established upon
this study and supplemented with the most r ecent empirical evidence fr om
across both sides of the Atlantic (IASSID, 2001, Stavrakaki, 2002, Sturmey et
al., 2003).

Definition

9.3 The term “learning disability”, as used thr oughout this r eport is that
favoured by the Review.  The definition is discussed in the Equal Lives report
(para 3.11. etc).  People with learning disabilities who also have a mental
health problem have been labelled with the term “dual diagnosis”, however
this term has been traditionally associated with a psychiatric disor der and a
substance disorder. Barnhill (2000) further coined the label “triple diagnosis”
for people with learning disabilities who have a mental health pr oblem and
a substance related problem.

Learning Disabilities and Substance Misuse

9.4 There is a lar ge body of empirical evidence to emphasize that people with
learning disabilities have been segr egated and mar ginalized fr om society
regarding housing, employment, education and also health. However, recent
changes in legislation acr oss both sides of the Atlantic have str ongly
advocated the social inclusion, citizenship and empowerment, wher ever
possible, for this population in all ar eas of society (DHSS, 1996, Dept. of
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Health, 2001, Same as You, 2001): and the Equal Lives Report:
www.rmhldi.gov.uk

9.5 As more people with learning disabilities are living in accommodation in the
community with minimal support, they may be exposed to gr eater social
stressors leading to incr eased use of alcohol and dr ugs as a coping
mechanism or str ess r eliever (Longo, 1997, Mc Gillicuddy & Blane, 1999,
Barnhill, 2000, Sturmey et al., 2003). The person with a learning disability
may then see alcohol and drugs as a method of “fitting in” and “socialising”
with his or her peer gr oup. This process of “fitting in” may compensate for
the isolation, poor social skills, inadequate supports, friendships,
relationships and consequent fr ustrations fr equently described by people
with learning disabilities.  (Moor e & Polsgr ove, 1991, Gr ess & Boss, 1996,
Clarke & Wilson, 1999, Sturmey et al., 2003). 

Service Provision for this Learning Disability Population

9.6 The needs of people with learning disabilities who misuse substances have
rarely been addr essed. Some mainstr eam addiction services exclude this
population highlighting a lack of knowledge (Lottman, 1993, Degenhar dt,
2000). Some learning disability service pr oviders str uggle to manage this
doubly challenged population claming a lack of knowledge r egarding
addictions. Consequently, many individuals continue to “fall thr ough the
cracks” across both service providers as they lack the appr opriate personnel
and resources to manage this population and that of their car ers (Lance &
Longo, 1997). 

9.7 Campbell et al. (1994) identified 5 barriers to the tr eatment for chemical
dependency among this population, these include:

• existing mainstr eam tr eatment models may need to be substantially 
adapted in view of their emphasis on insight, which may not always 
be attainable for people with learning disabilities;

• people with learning disabilities may lack the necessary skills to cope 
with and benefit fr om gr oup-based therapies used for their non-
disabled peers;

• the emphasis on ef fecting positive life changes may not r eflect the real 
choices available to most people with a learning disability;
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• dual diagnosis workers do not r eceive training in working with people 
with learning disabilities as part of their general training and may base 
their assessments and interventions on ster eotypes or inaccuracies; 
and 

• there is a low level of integration between services for people with 
a learning disability and mainstr eam addiction service making it 
difficult for professionals to work closely together.  

9.8 The combined pr oblems of substance misuse with learning disability ,
possibly with an additional mental health pr oblem, gr eatly incr eases
concerns r egarding vulnerability and the capacity to make informed life
choices.  Mainstream addiction services often require an individual to have a
high degree of motivation and a desire for change to benefit from treatment.
People with learning disability need particular support to assist them to take
part in such tr eatment when their capacity to make informed life choices is
impaired.  

9.9 The Addiction Resource Agency for Commissioners (ARAC) (2002) and the
Borough of W andsworth Study (2003) both r eported that curr ent learning
disability service pr oviders had no identified strategies r egarding inter -
agency working and joint car e planning for this population. Referral to
mainstream addiction teams by community learning disability teams was ad
hoc with learning disability service pr oviders often being given advice only.
Annexe 9 and www.rmhldni.gov.uk discuss this situation in Northern
Ireland.

9.10 A number of recommendations are provided in this section for future service
provision in Northern Ireland.

Recommendations

59. People with learning disabilities and substance r elated issues should 
be able to access mainstr eam services.  They ar e likely to r equire the 
support of learning disability personnel to utilise the services offered by 
the mainstream addiction teams.

60. There should be collaboration between learning disability and 
mainstream addiction services. This includes the development of a 
link expert based within learning disability services and also working 
in mainstream addiction services.
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61. Screening tools should be explor ed to assist staf f to detect possible 
substance-related behaviours, and also mental health pr oblems.

62. A range of bio-psycho-social interventions should be available.  These 
should be evidence-based, and embedded within the car e plan which 
should be person-centred. 

63. A health promotion schools strategy should be developed to tar get the 
health and well-being of people with learning disabilities.

64. A regional multi-pr ofessional inter est gr oup should be developed for 
planning, delivery , evaluation, pr omotion of curr ent evidence-based 
practices and to pr omote further r esearch for this population within 
Northern Ireland.

65. Particular ef forts should be made to addr ess people with learning 
disability living independently; with detection, support and education 
of those most at risk.
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CHAPTER 10

OLDER PEOPLE

BACKGROUND

10.1 There has been incr eased research interest in the ar ea of substance misuse
among older people. In a review of current assessment, treatment and service
provision 2 key r easons for this development wer e cited. The pr oportion of
older people in the population is incr easing and there are increased rates of
alcohol users in the over 65 age gr oup.  Derry (2000) suggested that these 2
factors would “ present health and social services with a substantial challenge in
providing interventions for this age group”. 

10.2 In Northern Ireland, the percentage of people in the population over the age
of 65 is pr ojected to rise fr om 13% to 24% between 1996 and 2036 (Age
Concern, 1999).

10.3 The prevalence of alcohol use is lower in the older population than it is for
younger age groups.  For example, 49% of 60 – 75 year olds drink, compared
with 79% of 18 – 29 year olds.  However among those older people who do
drink, 31% of males and 18% of females exceed r ecommended safe drinking
limits.  This compar es with 34% of males and 19% of females in the 30 – 44
year old cohort (Health Promotion Agency, 2002). 

10.4 Older people may experience problems at relatively low levels of alcohol use
due to physiological changes e.g. decreased lean body mass and lower body
water content.  Other factors including decr eased hepatic blood flow ,
inefficiency of liver enzymes and neur ological changes in the brain may
result in a lower ed tolerance to alcohol. It has been suggested that the
recommended safe limits for older people be lower ed to between 1⁄3 to 1⁄2 of
those for the general population (Ward, 1998).

10.5 Older problem drinkers are usually classified using 2 categories; early onset
refers to individuals who began drinking pr oblematically before age 55 and
late onset for those whose drinking became pr oblematic after age 55.  Early
onset represents young pr oblem drinkers who have survived into old age,
while later onset is seen as a reactive form of alcohol misuse or a response to
life str essors (Atkinson and Kofoed, 1982). These include r etirement,
bereavement, trauma, physical and mental health pr oblems.
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Incidence of Problem Drinking

10.6 Estimates for the number of pr oblem drinkers range fr om 2 – 15%  of the
older population depending on factors such as age cohorts, population
samples and definition of problem drinking used (Alcohol Concern, 2002).

10.7 There are several factors that have contributed to the lack of visibility of the
issue e.g.:

• under reporting by older people, due to embarrassment or stigma;
• less contact with the criminal justice system; and
• less likely to encounter pr oblems in the employment field (Atkinson 

and Kofoed, 1982).

Effects of Alcohol Misuse in the Older Age Group

10.8 Many of the physical, social and psychological pr oblems experienced by
older persons will also be a feature of problem drinking in other age cohorts.
These may include:

• Hypothermia:  Alcohol is a major implicated cause in patients 
admitted to hospital for hypothermia (Hislop et al, 1995);

• Delirium Tremens:  The mortality rate for older persons with delirium 
tremens is higher than that for other age cohorts (Fuerlein and Reiser , 
1986);

• Dementia:  10% of patients pr esenting with dementia have alcohol 
related brain disease (Dunne and Schipperheijn, 1989);

• Suicide:  A history of alcohol dependence or misuse was noted in 35% 
of older male suicides and 18% of female suicides (W aern, 2003). 
Elderly people have a higher rate of completed suicide than any other 
age cohort (World Health Organisation in O’Connell et al, 2004);

• Depression:  Incidence of depr ession ranges fr om 10% - 40% of the 
older population depending on definition used (Cr ome, 1991); and

• Elder abuse:  Alcohol misuse is listed as a risk factor for both victim 
and perpetrator in the Illinois Risk Assessment Pr otocol (Baumhover 
and Beall, 1996).
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Prescription Drugs

10.9 80% of people aged over 65 take pr escribed medication on a r egular basis.
Polypharmacy is a common featur e, with approximately 1⁄3 of those living in
the community taking 4 or mor e pr escribed medications at any one time
(Alcohol Concern, 2002).

10.10 Pharmacokinetic dif ferences in older people may r esult in higher blood
levels for a given dosage r egimen.  Older people may be mor e likely to
experience toxic ef fects and interactions of pr escribed medications and
alcohol (Morse, 1988).  Pr oblems with pr escribed dr ugs may come fr om
intentional or unintentional use eg contraindicated use or mistaken over or
under use (Abrams and Alexopoulos, 1987).

Problem Identification

10.11 Problem identification necessitates an awar eness of behavioural, cognitive
and physiological indicators. Scr eening tools have been validated for use
with this age gr oup e.g. the Michigan Alcohol Screening Test (MAST). The
MAST –G is a version specifically designed for older people and has been
validated with reference to DSM-III-R criteria (Derry, 2000).

Treatment Services

10.12 Older people are not a homogeneous group; there is an age range of over 30
years. Factors contributing to the heterogeneity in this group include level of
alcohol dependence, age of onset, co- morbidity and support networks.
Individual tr eatment packages should be tailor ed to meet dif ferent client
needs.

10.13 Close links between medical, social care and addiction treatment services are
necessitated by the complex natur e of biological, psychological and social
factors involved. Multi-disciplinary inputs may be valuable in the
assessment, tr eatment and post tr eatment phases. Family therapy may
enhance the assessment pr ocess and pr ovide ongoing support (Amodeo,
1990). 
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Recommendations

66. Addiction Services should be sensitive to the identified needs of older 
people with alcohol pr oblems.  Resources should be identified to meet 
the specific additional needs of the older population.

67. Commissioners should carry out a needs assessment on pr ovision for 
older people with substance misuse in their catchment ar ea.  A
regional initiative should be developed to form a perspective on 
provision of services for older people.

68. Treatment interventions for any service for older substance misusers 
should be evaluated.

69. Routine scr eening for alcohol abuse should be included in all initial 
assessments of older people admitted to hospital.

70. Awareness raising of alcohol r elated problems in the older age gr oup, 
should be made available for hospital, primary car e, social services 
and other health car e staf f.  T raining in the ar eas of identification, 
assessment and intervention strategies should be pr ovided.  Staf f 
working in older people’s services in both the statutory and voluntary 
sectors should be the primary focus for such training pr ovision. 

71. Multi-agency co-operation may be valuable in planning, assessment 
and individual treatment programmes for this client group.
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CHAPTER 11

PEOPLE WITHIN THE CRIMINAL JUSTICE SYSTEM

INTRODUCTION

11.1 Offenders who misuse dr ugs or alcohol commit mor e of fences than those
who do not.  There is a strong link between drug misuse and crimes such as
shoplifting, bur glary, vehicle crime and theft. Her oin, crack and cocaine
misusers are responsible for 50% of these crimes and ar ound 75% of crack
and heroin users claim to be committing crime to feed their habits (Updated
Drug Strategy, Home Office, 2002).

11.2 There is a complex r elationship between of fending and the pr evalence of
drug use:

• the use of dr ugs will have an ef fect on people’s behaviour that will 
sometimes lead to them coming into conflict with the law;

• for some of fenders their dependence means that their lives ar e 
disrupted to the extent that of fending is mor e likely (for instance, the 
effect on employment, family stability, relationships etc);

• there are offenders for whom acquisitive crime is a means of financing 
their dr ug misuse and their level of of fending would be r educed if 
they were not using drugs; and

• those involved in an of fending lifestyle ar e more likely to be involved 
in drug use than those who do not otherwise of fend. This is r elated to 
their gr eater impulsiveness, lack of social contr ol and the norms of 
their peer group. This is supported by unpublished r esearch on behalf 
of Probation Board for Northern Ir eland (PBNI) into substance misuse 
among prisoners in HMP Maghaberry (2001). This found that 63% said 
they had used drugs in the past.

11.3 There ar e 4 main benefits to the community of pr oviding tr eatment to
offenders at an early stage:

• their offending rates drop, thereby protecting their potential victims;
• it focuses on a gr oup who traditionally do not access tr eatment and 

thereby provides an opportunity to engage them in the system;
• treatment is likely to be mor e ef fective and ef ficient at an early stage 

before their dr ug pr oblem becomes entr enched, ther efore speeding 
their passage thr ough the car e system and fr eeing up services for 
others; and

59
BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 560 of 3342

MAHI - STM - 083 - 560



• early tr eatment decr eases the spr ead of blood borne diseases such as 
hepatitis and HIV (National Treatment Agency).

11.4 Assessment and tr eatment of alcohol and dr ug misusing of fenders could
occur in:

• police custody;
• court procedure;
• probation; and
• prison.

11.5 In England, thr ough the Criminal Justice Intervention Pr ogramme,
integrated car e pathways for of fenders have been established; however ,
treatment within prisons will still r emain the r esponsibility of the Prison
Service.

Police Custody

11.6 Individuals in police custody are entitled to the same standard of assessment
and treatment as any other member of the public.

11.7 Urinalysis studies of people in police custody have demonstrated high levels
of recent drug and alcohol consumption in over 60% (Bennett, 1998).

11.8 Police officers and forensic medical officers can provide information on local
statutory and voluntary agencies of fering assessment and tr eatment.  This
requires that all r elevant Police Service of Northern Ir eland staf f have the
requisite training to ensur e that they ar e in a position to encourage
individuals to take up treatment opportunities. 

11.9 Arrest referral schemes are partnership initiatives set up to encourage dr ug
misusers br ought into contact with the police service to voluntarily
participate in confidential help designed to addr ess their dr ug-related
problems (Edmunds, 1998). These can be of dif ferent models:

• Information model - the police give information r egarding local 
services; and

• Proactive model - dr ug workers work in close co-operation with the 
police, often with dir ect access to prisoners, in pr oviding an 
assessment either on site or at a subsequent meeting.

60
BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 561 of 3342

MAHI - STM - 083 - 561



11.10 In Northern Ir eland ther e ar e pr esently only 2 examples of arr est r eferral
schemes. These ar e based in Ballymena and Londonderry . W ithout
additional resources, people in police custody can only be advised on local
services, missing an opportunity to engage a person into tr eatment.

Probation

11.11 The liability of young people to become involved in dr ug use cannot be
separated from issues of family support, poverty, educational opportunities,
employment and social cohesion. “While we welcome the measures taken to
reduce supply , appr ehend dr ug dealers and pr osecute of fenders
appropriately, we advocate the support of individuals and communities as
being equally important” (PBNI).

11.12 The PBNI is: 

• an active participant in the implementation of the Dr ug and Alcohol 
Strategy for Northern Ir eland, being r epresented on all r elevant 
strategy groups;

• is represented on the 4 Dr ug and Alcohol Co-ordination teams by local 
area managers; and

• plays an active part in the management of specific pr ojects in 
partnership with other statutory agencies and community gr oups.

Courts

11.13 At pr esent, courts r eceive r eports on of fenders fr om both statutory and
voluntary agencies.

11.14 Drug T esting and T reatment Or ders have not yet been extended to this
jurisdiction.  If intr oduced in Northern Ir eland this might pr ovide some
possible potential benefit for substance misusers and a more complete range
of sentencing powers for the court.

Prisons

11.15 The Northern Ir eland Prison Service (NIPS) has a primary duty to keep in
custody those committed by the courts. It has 3 establishments: 
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• HMP Maghaberry – a high security prison housing male long-term 
and unconvicted prisoners, separated prisoners and male detainees at 
its facility close to Belfast;

• HMP Magilligan – a medium security prison housing shorter -term 
adult male prisoners, which also has low security accommodation for 
selected prisoners nearing the end of their sentence; and

• Hydebank W ood – a medium to low security establishment 
accommodating young offenders and all female prisoners.

11.16 It also has a r esponsibility to maintain and impr ove the health of prisoners,
protect and promote the health of staff and strengthen links with families and
the community.

11.17 WHO has set up a Eur opean network for pr omoting health in prisons. The
aim of the network is to pr omote health in the br oadest sense, within the
prison community . It is built on a r ecognition that while imprisonment
results in a loss of personal freedom, the negative effects of custody on health
should be r educed to a minimum. It also endorses the principle that time
spent in custody can be used positively to aid the pr evention of disease, and
as far as possible, to promote health (WHO, 2000).

11.18 Criminal justice integrated care pathways are described in Annexe 11.  These
would enhance co-ordination in Northern Ireland.  Description of these
pathways are to be found on the National Treatment Agency for Substance
Misuse website (www.nta.nhs.uk).

Recommendations

72. People in prison should have access to the same service pr ovision as 
the general population.

73. Arrest referral schemes should be evaluated and extended if shown to 
be beneficial in engaging clients previously difficult to engage.

74. Criminal justice integrated care pathways should be adopted 
(www.nta.nhs.uk).

75. Substance misuse teams, incorporating a harm r eduction philosophy, 
should be appointed within each prison establishment.
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76. On the gr ounds of public health, counselling and testing for HIV , 
hepatitis B and hepatitis C should be available for everyone.

77. Resources should be allocated for any new service.
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CHAPTER 12

INTERFACE WITH MENTAL HEALTH SERVICES

INTRODUCTION

12.1 It is estimated that one thir d of individuals with a mental disor der have
experienced a substance misuse disor der, one thir d of individuals with an
alcohol problem have experienced a mental health disor der and one half of
individuals with an illicit dr ug problem have experienced a mental health
problem (Royal College of Psychiatrists, 2005).

12.2 The r ecommendations in the chapter on dual diagnosis contained in The
Strategic Framework for Adult Mental Health Services
www.rmhldni.gov.uk) have been r eproduced in Annexe 12.  They include a
recommendation that people with a dual diagnosis of a severe and enduring
mental disorder and substance use disor der are best treated by mainstream
adult mental health services pr oviding an integrated tr eatment service.
These services combine high quality psychiatric car e with substance misuse
treatments such as motivational interviewing, cognitive behavioral therapy
and family therapy over an extended period.  However , even such high
quality services have produced only modest reductions in substance misuse
but they have demonstrated significant improvements in patient functioning
when compared to routine care over 18 months (Haddock et al., 2003).   

12.3 Marsden (2000) surveyed psychiatric symptoms among clients entering
treatment for dr ug dependence and found that 29% of that gr oup reported
having suicidal thoughts in the pr evious 3 months, and 20% had r eceived
treatment for a psychiatric disor der other than dr ug or alcohol dependence
in the previous 2 years.

12.4 A personality disor der may also co-exist with other mental disor ders and
substance use disorder.  Welch (2003) reported that higher rates of antisocial
personality disorder and borderline personality disorder are found in people
with drug use disorders and to a lesser extent alcohol use disor ders than in
the general population. She noted that dr ug and alcohol users with
personality disor ders pr obably benefit fr om standar d tr eatments for
substance use disor ders at least as much as those without personality
disorder.
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12.5 It may be difficult to determine with confidence whether substance misuse or
a mental disorder is the primary problem at the time of the initial assessment.
For example, abuse of stimulants may induce a psychotic state similar to that
seen in acute schizophr enia but these symptoms usually settle following a
brief period of abstinence in the absence of an underlying psychotic illness.
Similarly, anxiety and depr essive symptoms pr esent in some individuals
with an alcohol problem “may resolve following detoxification and standard
treatment for alcohol dependence.” SIGN (2003).  These clinical presentations
are frequently managed using a serial tr eatment model in which the initial
treatment is pr ovided by mental health services who will then r efer the
patient on to addiction services after the mental state has impr oved.

12.6 On occasions substance misuse services may need to combine with mental
health services to work together in a parallel model of service delivery .
Ideally mental health services should incorporate adequate numbers of staf f
who are trained to carry out substance misuse assessments and tr eatments
within their own teams and who can also act as link workers with substance
misuse services.  

12.7 It i s generally agr eed that “community mental health teams have a
responsibility to accept the management of people with a dual diagnosis
where the severity of mental health disor der in a patient who misuses
substances is significant or wher e ther e is diagnostic uncertainty” (Royal
College of Psychiatrists, 2005).

12.8 Addiction services should be trained and r esourced to meet the needs of
those with a substance misuse disorder and who also suffer from less severe
mental health problems, such as anxiety and mild depr ession. 

12.9 Staff working in addiction services need to be skilled in the r ecognition of
mental disorders given the high levels of dual diagnosis seen in addiction
service.  Assessment of suicide risk, and any potential risk posed to others,
including childr en within the family , should be part of the r outine
assessment of alcohol or drug users presenting to treatment services.

12.10 Local guidelines are essential between mental health services and substances
misuse services to clarify car e pathways for individuals with co-existing
drug or alcohol misuse, and mental disorder, including personality disorder.  
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12.11 Working with individuals with substance misuse pr oblems and some types
of personality disor der can be str essful for staf f.  Appropriate training and
good support networks may help to pr otect staf f fr om disillusionment or
feelings of burnout.   

12.12 High rates of psychiatric co-morbidity ar e found in the prison population,
with only 1 prisoner in 10 reported as having no evidence of mental disorder
(Reed, 2003).  The strategic planning of criminal justice service initiatives
linked with substance use services must take into account the likelihood of
significant levels of psychiatric co-morbidity in this population.

Recommendations

78. Commissioners should make pr ovision for people with mental health 
problems and co-existing alcohol or dr ug misuse.  Local pr evalence 
and needs of people with dual diagnosis should be assessed.  

79. People with co-existing substance misuse and mental health pr oblems 
should be tr eated using an integrated tr eatment model within a single 
service:

• the needs of those with complex, enduring and r elapsing mental 
disorders should be met by adult mental health services;

• the needs of those with less sever e mental health pr oblems, whose 
main difficulties are directly related to substance misuse, can best be 
met by substance misuse services;

• agreed arrangements need to be established between any specialist 
services for people with personality disor der and substance misuse 
services;

• there should be systems of liaison between substance misuse and 
other mental health services to ensur e that people with dual 
diagnosis have access to the full range of the most appr opriate 
treatment services; and

• physical health pr oblems associated with substance misuse need to 
be identified and addressed.

80. The needs of people with co-existing substance misuse and mental 
health problems in contact with the criminal justice system should be 
identified and addressed.

81. There should be locally agr eed clear car e pathways between mental 
health and substance misuse services for dual diagnosis cases.
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82. There may be benefits in having workers within mental health services 
with additional addiction expertise.  They should have special 
responsibility for patients with a dual diagnosis, and make 
appropriate links with substance misuse services.

83. Staff working in adult mental health services and addictions services 
would benefit fr om joint training initiatives and a sharing of skills 
relevant to dual diagnosis.  While mental health services may r equire 
training on the diagnosis and management of substance use disor ders, 
staff working in addiction services r equire training and r egular 
updates on the r ecognition of mental disor ders, risk assessment, and 
the management of the less serious mental disor ders.
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CHAPTER 13

PREGNANT SUBSTANCE USERS

INTRODUCTION

13.1 The Confidential Inquiry Into Maternal Deaths (1997-1999) acknowledges
that substance misuse in pregnancy causes major damage to the unborn child
and the mother. It reported that there is increased risk of suicide and death
in both dr ug and alcohol dependent women. It also found that substance
misuse in women contributed to at least 25% of deaths due to psychiatric
causes. The inquiry also highlighted that dr ug and alcohol dependent
women could be characterised by their high levels of social adversity ,
homelessness, poor uptake of the services and poor attendance for either
psychiatric or antenatal appointments. The inquiry r ecommended that open
access to drug and alcohol services should be r eadily available and that this
might improve engagement and compliance with care.

13.2 Women who drink during pr egnancy face added risks. If the mother drinks
between 7 and 14 units of alcohol per week, she doubles the risk of
miscarriage. If she drinks more than 10 units a week in the first 3 months, her
new-born child is more likely to have congenital deformity. Ten units a week
may be associated with low birth weight (Royal College Physicians, 1995).
Heavy drinking (i.e. more than 14 units per week), could result in the risk of
giving birth to a baby with Foetal Alcohol Syndrome (FAS). Exact figures for
UK are uncertain, however, it is estimated there are 200 affected babies born
each year (Health Education Authority, 1994).

13.3 The Advisory Council on the Misuse of Drugs, which has a statutory duty to
advise the Government on dr ugs of misuse and the health and social
problems these may cause, completed a compr ehensive r eport in this
particular ar ea. The r eport “Hidden Harm” (2003) highlighted 6 key
messages from the inquiry:

• there ar e appr oximately 250,000 to 350,000 childr en of pr oblem dr ug 
users in the UK – about one for every pr oblem drug user;

• parental pr oblem dr ug use can and does serious harm to childr en at 
every stage from conception to adulthood;

• reducing the harm to childr en from parental problem drug use should 
become a main objective of policy and practice;
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• effective treatment of the parent can have major benefits for the child;
• working together, services can take many practical steps to pr otect and 

improve the health and well-being of the af fected children; and
• the number of af fected childr en is only likely to decr ease when the 

number of problem users decreases.

13.4 The key areas of note included not only illicit substance misuse, but also the
misuse of other r eadily available substances such as nicotine and alcohol
(Johnston, 1998).

13.5 Miller and Dowds (2002) identified the incr easing use of dr ugs and alcohol
in young people in Northern Ireland. They reported that 6.8% of 12 to 16 year
olds use drugs frequently and that 5.2% of 16 to 25 year olds used drugs and
alcohol fr equently.  These ar e r elevant facts considering that Northern
Ireland has one of the highest incidences of teenage pr egnancies in Europe.
DHSSPS (2002) reports that the number of teenage births in Northern Ireland
is 1,700 per year. With the increasing incidence of substance misuse in young
people and the high incidence of teenage pr egnancies it is vital that services
are accessible to this vulnerable gr oup.  Plant (1997) also identified the
highest proportion of women at risk were in the age group 18-24 years of age.

13.6 It is important to put substance misuse in the appr opriate context. Even if
substance misuse is an issue, most expectant mothers will have normal
pregnancies with normal deliveries and minimal inconvenience caused to
the family. However, ther e is a r ecognised need to support this gr oup of
women and ensur e that all pr ofessions work together to pr ovide support,
help and advice which should minimise the risks associated with substance
use.

13.7 Hidden Harm (2003) indicated that in England and Scotland 2-3% of children
under the age of 16 live with problem drug users. In Scotland alone, this rises
to 4-6%.

13.8 Hidden Harm (2003) also identified the variety of drugs that are misused by
the expectant mother and impact of these on the foetus. Main dr ugs
identified are:

• heroin and other opiates;
• cocaine and amphetamines;
• benzodiazepines;
• tobacco and cannabis; and
• alcohol.
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13.9 Lothian NHS Boar d (2003) identified that the key ar eas of car e should be
focused on:

• pre-conceptual car e – health pr omotion for all women of conceptual 
age;

• antenatal car e – all expectant mums and significant others should be 
informed and supported r egarding the risks of substance misuse 
during pregnancy – this early contact will allow a brief opportunistic 
intervention and screening process to commence;

• assessing risk during pr egnancy – continuing risk assessment by 
health care professionals to ensur e safety of all concerned. Cognisance 
should be taken of the fact that just because a women abuses 
substances she will not be fit to of fer effective parenting;

• intrapartum care – car e during labour will meet the specific needs of 
the mother; and

• postnatal care – postnatal car e may r equire extensive support to help 
the family to adjust to needs of a baby and the needs of the person 
who misuses substance. 

13.10 They r ecommended that substance misusers needed to be engaged in
meaningful intervention and any approach to care should be tailored to meet
the needs of this group of women. 

13.11 Anne Whittaker (2003) suggested that the overall appr oach to care needs to
be:

• women and family centred;
• non-judgemental;
• pragmatic, with an emphasis on harm r eduction;
• holistic; and
• provided by a multi-disciplinary and multi-agency team.

13.12 A clear understanding of professional roles and responsibilities is paramount
to maximise the quality of care. Collaborative working needs to promote the
opportunity for car e to be ef fectively co-or dinated wher e skills and
knowledge can be jointly developed and the skills of each professional group
utilised when needed. There are also a number of out-reach services to assist
and support in the engagement of the expectant mother and the family. These
services have been identified as very ef fective means of bridging cultural
gaps when caring for the substance misuser and their family (Shaikh and
Reading, 1999). 

71
BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 572 of 3342

MAHI - STM - 083 - 572



13.13 Within Northern Ireland a number of agencies, both voluntary and statutory,
are involved in meeting some of these needs of pr egnant women with
substance misuse. Ther e ar e a number of educational agencies involved
supporting staff working in this specific area of work. 

13.14 Various agencies involved with education to nurses and midwives have
taken a leading role in the provision of training to midwives.  Other agencies
including area child protection committees have provided multi-disciplinary
training to primary and secondary care generic staff.

13.15 Whilst ensuring the appr opriate services exist within Northern Ir eland, it is
equally essential to ensur e that specialist training is pr ovided to meet the
needs of this group of women and their professional support services.

13.16 Within the social services context Guthrie (2004), highlighted the concern for
practitioners between the crossover between 2 main issues – child protection
and par ental substance misuse.  Guthrie identified the importance of the
following legislation requirements in maintaining the safety of the substance
misusers and their families: 

• The Children (Northern Ireland) Order (1995);
• The Human Rights Act (1998);
• Protection Of Childr en And V ulnerable Adults (Northern Ir eland) 

Order (2003);
• The Mental Health (Northern Ireland) Order (1986);
• The Northern Ireland Act (1998); and
• Data Protection Act (1998).

13.17 To conclude, care planning should be designed to facilitate the holistic needs
of the women and the sharing of information fr om the multi-pr ofessional
multi-agency services will be critical. This appr oach to car e will only work
with total collaboration fr om key workers and consent fr om the women to
facilitate joint working.

13.18 The key areas of care are focused upon:

• primary health care;
• social services – Family and Child Car e;
• midwifery services; and
• specialist drug and alcohol services.
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13.19 Joint training should enable all multi-pr ofessional team members to
recognise the importance of each other ’s role and the diverse parameters of
each other’s professional boundaries. Training should include all health and
social car e pr ofessionals.  The key to the delivery of this service for the
pregnant substance misuser should be the safety of the most vulnerable,
namely the unborn child and other childr en within the family (Advisory
Council on the Misuse of Drugs, 2003).

Recommendations

84. A detailed needs assessment should be undertaken within Northern 
Ireland to ascertain the extent of substance misuse among expectant 
mothers. 

85. There should be development and support of the interagency services 
that ar e available to car e for pr egnant substance misusers and their 
families.

86. Specialist training should be pr ovided for all members of the various 
agencies involved in the delivery of services.

87. Midwifery services should facilitate mor e accessible and non-
judgemental services. Midwifery services and training should develop 
closer links with the community addiction services. These 
services should further develop the level of car e given to the pr egnant 
substance misuser. 

88. Social services are tasked with the safety of the mother and family and 
it is important that close links ar e maintained with the addiction 
services. Family and child care social workers are often the key players 
in the engagement and tr eatment of the pr egnant misuser. Addiction 
awareness training is vital for this pr ofessional group.

89. Addiction services should develop training pr otocols to deal with this 
client gr oup and establish closer liaison with the maternity services, 
with easier access to addiction services for those in contact with 
maternity services.

90. Multi-agency training pr ogrammes should be developed and 
supported as a means of developing better understanding within the 
professional groupings involved.  Training needs require investment.

73
BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 574 of 3342

MAHI - STM - 083 - 574



91. There should be development of outr each services for those pr egnant 
women who ar e unlikely to use formal pr ovision (young people and 
the homeless).

92. Health education pr ogrammes and other pr eventative pr ogrammes 
need to tar get the ar eas of sex education and education on dr ugs and 
alcohol for young people. 

93. Women who are pregnant should routinely be asked at booking about 
their use of tobacco, alcohol and dr ugs.  Health advice should be 
offered.
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CHAPTER 14

FAMILIES

INTRODUCTION

14.1 The consequences of continuous substance misuse impact on most families
at some point.  Substance misuse may occur in any or all family members.
When examining the effects of substance misuse on families, it is appropriate
to explore the interpersonal, physical, sociological, psychological, emotional,
cultural and demographic factors r elevant to the context in which the
substance misuse takes place.

14.2 Tunnard (2002) reviewed the impact that substance misuse can have on the
lives of children and their families.  Reviewing findings from Britain, Ireland
and America, she detailed how par ental substance misuse impacted
negatively on the family living situation, family and social r elationships,
behaviour, health and education.

14.3 Devaney (2004) has conducted r esearch into childcar e proceedings and the
influence of substance misuse.  He showed that alcohol was a concern in
approximately 20% of cases wher e children had their name placed on the
child protection register in Northern Ir eland.  He detailed that the 2 main
research findings regarding the impact of parental substance misuse were: 

• poorer developmental outcomes (physical, social and emotional); and 
• higher risk of developing alcohol and dr ug pr oblems in their own 

right compared to other children. 

14.4 Within Northern Ireland, young people’s drinking has impacted on domestic
violence, str eet violence, child welfar e, drink driving and anti-social
behaviour.  Families and communities often have dif ficulty in mounting the
appropriate response.

14.5 Kenny (2003) noted that most pr ofessionals r ecognised the importance of
family counselling/therapy within Northern Ireland.  Provision of statutory
services within this r ealm was noted to be patchy and inconsistent acr oss
Northern Ireland due to a lack of r esources to support treatment services.

14.6 Responding to the needs of individuals and families dealing with the issues
of substance misuse r equires intervention and support at many levels.
People ar e unlikely to change their substance misuse pattern unless they
make a positive decision to do so.  If the user does not wish to change in
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response to declining health or in response to the needs of others, this can be
frustrating and difficult to understand for relatives and professionals who try
to provide support.

14.7 The key messages fr om the r eport “Hidden Harm” (2003) compiled by the
Advisory Council on the Misuse of Dr ugs ar e listed in Chapter 13 of this
report.  Many of the recommendations relate to supporting families and their
children and detail specific issues for both addiction services and services for
children and families.

Family Therapy

14.8 Systemic family therapy may be used to r educe the levels of str ess and
symptomatology in families.  McDonald (2003) suggests the aims of such
therapy are to:

• help the drug user to reduce his drug use and its consequent ef fects;
• improve family functioning; and
• reduce the problems of family members.

14.9 Such therapy is time consuming, r equires involvement of the whole family
and requires a high level of expertise fr om therapists.  It is an appr opriate
approach to use for adolescents with substance misuse pr oblems. 

Primary Care Support for Families

14.10 General practitioners are often the first port of call for families.  Orford (1999)
has tested a model for primary car e intervention with families of substance
abusers in England.  The emphasis is on appr opriate knowledge and skills
training for general practitioners with a view to impr oving family support. 

Individual Counselling

14.11 Individual counselling may be given to family members wher e the spouse,
relative, par ent or child is abusing substances.  This is the most common
method of pr oviding emotional support to family members.  Pr ovision of
such a service requires adequate resources.
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Family Support Group

14.12 Family support gr oups offer a wide range of services to families including:
advice and information, advocacy , r espite car e, childcar e, tr eatment
assistance, counselling, drop-in facilities and help lines.

14.13 Family support gr oups r educe the need for pr ofessional involvement and
members find reassurance through their common experiences.  

14.14 The needs of all family members may not be addr essed due to concerns
about anonymity which may pose a barrier for some r elatives seeking
confidential support.

Social Services Support

14.15 Social Services are perceived by service users as only r esponding to families
of substance misusers by enforcing child protection legislation.  This can lead
to unwillingness, particularly on the part of par ents, to appr oach such
services leading to under engagement.  Research would suggest that parents
who do engage r egularly and meaningfully with counselling and tr eatment
were the least likely parents to have their child made subject of a Child Car e
order (Cleaver et al. 1999, Klee 2002). 

Recommendations

The r ecommendations ar e based on the DHSSPS (2003) draft r eport r egarding
substance misuse and the family.

94. The commissioning of addiction services should always include 
provision for carers and families.   

95. All health and social car e staf f should be pr ovided with specific 
training in substance misuse.  The level of training will be r elevant to 
the particular role and setting of work.

96. The r ecommendations fr om the Advisory Council on the Misuse of 
Drugs (ACMD) “Hidden Harm” r eport (2003) should be consider ed in 
a Northern Ireland context.  

97. Information regarding dependant childr en in Northern Ir eland should 
be incorporated within the Northern Ir eland Dr ugs Misuse Database 
as r ecommended by the Advisory Council on the Misuse of Dr ugs 
(ACMD) “Hidden Harm” report (2003).
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98. Evaluation and feedback r egarding service pr ovision should be 
sought from families and childr en.  Families should be listened to, 
acknowledged and their experiences incorporated at all levels of 
planning and service provision.  

99. Monitoring, evaluation and dissemination of best practice locally 
should be encouraged.  Opportunities should be sought to develop 
innovative approaches to supporting families.

100. Joint appr oaches acr oss childr en’s and addiction services via the 
current childr en service plans should be extended thr oughout 
Northern Ireland.
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CHAPTER 15

SMOKING

INTRODUCTION

15.1 Cigarette smoking remains the largest single preventable cause of death and
disability in the UK, causing mor e than 120,000 deaths each year in people
aged 35 or over (Raw et al., 1998), and costs the NHS an estimated £1.5 billion
per annum in England alone. In Northern Ir eland it is estimated that
approximately 3,000 people die each year fr om smoking-r elated diseases,
accounting for over 84% of all lung cancer deaths within the region (Callum,
1998). 

15.2 Although smoking rates among adults have fallen over the last 15 years, this
has not occurred to the same extent in lower socio-economic groups (W.H.O.
Tobacco Free Initiative, 1999; Scientific Committee on T obacco and Health,
1998), in which those suffering from mental illness largely fall. A relationship
has been consistently demonstrated between psychiatric disor der and
deprivation. Cigarette smoking has become increasingly concentrated in the
most deprived groups.

15.3 The pr evalence of smoking is far gr eater in those with mental health
problems than the general population. Smoking prevalence in Britain among
the general population is estimated at appr oximately 27% (British General
Household Survey, 1998), whereas people with severe mental illnesses have
been shown to smoke at twice the rate of the general population. In fact, it
has been estimated that nearly 45% of all smokers in the United States ar e
people with a "mental disorder" (Lasser et al., 2000).

15.4 In addition, smokers who have mental health disor ders smoke much mor e
heavily than other smokers. In an OPCS survey (Meltzer et al., 1995), over
50% of in-patients with schizophrenia were classed as heavy smokers (mor e
than 20 cigar ettes a day), and over 2⁄3 of people with schizophr enia smoked
more than 25 cigarettes a day in a smaller Scottish study (Kelly & McCreadie,
1999). This compares to only 8% of the general smoking population who ar e
reported to be heavy smokers of the same magnitude (Statistics on Smoking,
2000). Results fr om a study carried out in Northern Ir eland (Jef fers et al.,
2003) support and extend pr evious findings, and showed a smoking
prevalence of 92% among a small hospital sample and 53% in a community
sample.
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15.5 Research evidence shows that specific psychiatric diagnosis can be
associated with smoking behaviour , with the mor e clinically sever e mental
disorders having a gr eater prevalence and dependency (Lasser et al., 2000).
This is most evident in institutionalised patients suf fering fr om sever e
neurotic disorders and schizophr enia, where smoking pr evalence has been
repeatedly r eported to be over 70%, and as high as 91% in those
schizophrenia suf ferers who ar e homeless and sleeping r ough (Gill et al.,
1996). Those with less severe mental disorders still consistently smoke more
than the general population (McNeill, 2001). 

15.6 A number of factors have been advanced to explain, at least in part, the high
rates and severity of smoking among those with mental health pr oblems.
The most r elevant explanations pertain to the influence of the envir onment
and smoking as a self-medication. Also, there is an inter esting debate about
the direction of causality between smoking and mental ill health.

15.7 Extensive research supports the popular observation that ‘smokers drink and
drinkers smoke’. Mor eover, the heaviest alcohol consumers ar e also the
heaviest smokers. Between 80 and 95% of alcoholics smoke cigar ettes and
about 70% are heavy smokers (Patten et al., 1996). Several mechanisms may
contribute to concurrent alcohol and tobacco use including genes involved in
regulating brain chemical systems, neur obiological factors, conditioning
mechanisms and psychosocial factors.

Impact of Smoking on Health

15.8 Considering the high rates of smoking, low income and passive lifestyles
evident in people with mental health problems it is not surprising that many
more people with mental health disor ders die fr om smoking-r elated
diseases, the rates of which can be twice as much in schizophrenics compared
to age-matched contr ols (Brown et al., 2000). The sever ely mentally ill who
smoke often have multiple morbidities and inadequate health car e. Also,
concurrent use of alcohol and tobacco poses a significant public health threat.
A survey of people treated for alcoholism and other drug addictions showed
that of deaths over a 12-year period 1⁄3 were attributed to alcohol-r elated
causes and a 1⁄2 to smoking (Hurt, 1996). This impact of smoking on mortality
and morbidity is largely unrecognised or unacknowledged by mental health
services (Collinge, 2003).
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Cessation Interventions

15.9 Smoking-related diseases are consistently the single most expensive outlay to
the NHS and smoking dir ectly or indir ectly kills mor e people in western
society than any other medium. Alleviating human suffering and managing
the cost to society would ther efore seem imperative, however , r esearch
shows that proven cessation interventions which are cost effective seem to be
ignored institutionally. Treatment outcomes for patients addicted to both
alcohol and nicotine are generally worse than for people addicted to only one
drug, and many tr eatment pr oviders do not pr omote smoking cessation
during tr eatment for alcoholism. Recent findings suggest, however , that
concurrent treatment for both addictions may impr ove treatment outcomes.
An integrated smoking cessation strategy involving brief opportunistic
advice from health professionals, pharmacological treatments and backed up
by intensive specialist support is ef fective in pr omoting smoking cessation.
The evidence base of the efficacy of these interventions has been r eported in
a Cochrane review (Lancaster et al., 2000).

15.10 These tr eatments ar e endorsed in the T obacco Action Plan (2002), and
recommended for various gr oups of smokers including disadvantaged
adults such as those with mental health pr oblems. However, there is some
evidence (Lawn et al., 2002) that this gr oup feels excluded from mainstream
smoking cessation programmes. Many people with mental health pr oblems
have been found to be motivated to stop smoking. McNeill (2001) r eports
around half of smokers with mental health pr oblems in British surveys
expressed a desir e to quit, and in North America studies show that people
with schizophrenia recognize that smoking is a pr oblem, are motivated to
quit and are interested in attending smoking cessation groups. Addington et
al (1998), also found str ong motivation to quit among patients with
schizophrenia, but concluded that unfortunately the symptoms and
cognitive and social deficits associated with schizophr enia made
participation in existing smoking cessation programmes difficult.

Environment and Policy

15.11 Mental health facilities have pr esented a particular challenge to tobacco
control policies in the NHS. Staff do not raise smoking as an issue nor indeed
assess patients’ smoking status. Goldsmith (1993) suggested that the fear that
patients would r efuse admission to a facility that pr ohibits smoking and
resistance from staff who smoke appear to be the major barriers to adopting
a smoke-free policy. However, mental health professionals are well placed to
intervene in the smoking behaviour of clients, to at least r outinely ascertain
clients’ smoking status, pr ovide educational materials and of fer individual
counselling. This in turn would r epresent a change in the pr evailing culture
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around smoking in mental health facilities. Social attitudes as well as
legislation and public health measur es have been shown to influence
changes in tobacco use (Lancaster, 2000).

Conclusion

15.12 The study of smoking among mental health service users in Northern Ireland
(Jeffers et al., 2003) concluded with a number of recommendations for mental
health services pr ovision to include policy changes, specific therapeutic
interventions and support str uctures to pr omote smoking cessation. These
are set out in Annexe 15.

Recommendations

101. In both hospital and community mental health facilities the smoking 
status of clients should be ascertained at the time of assessment and 
monitored thereafter by mental health and primary car e services.

102. All mental health staf f should be trained to of fer brief advice to clients 
at a stage when they are likely to be receptive to its import. 

103. A staff training pr ogramme should be instituted to addr ess staf f 
attitudes to smoking and their own knowledge about smoking and 
mental health. 

104. Specialist staf f should be appointed to plan support services for 
smoking cessation aimed at those with mental health pr oblems. 

105. Staff training would also include counselling skills, gr oup leadership 
skills and a full knowledge of the evidence base r elated to smoking 
and cessation methods. It should also include knowledge of the likely 
barriers to access smoking cessation services by these clients.

106. Health pr omotion leaflets and particularly those on smoking, and 
other cessation materials should be r eadily available in facilities 
accessed by people with mental health pr oblems including primary 
care services.
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107. Nicotine Replacement Therapy (NR T) or other pharmacotherapies 
should be prescribed as required as part of a cessation programme with 
specialist support.  This is important as ther e is evidence that some 
people with mental health disor ders continue to smoke in conjunction 
with taking NRT and so experience distressing effects.
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CHAPTER 16

THE WIDER ENVIRONMENT – HOMELESSNESS AND
EMPLOYABILITY

HOMELESSNESS

16.1 An audit was carried out by the Information and Resear ch Working Group
(part of the Joint Implementation Model of the Dr ug and Alcohol Strategies)
in 2003 of identified homeless individuals with an alcohol or dr ug problem.
The overall aim of the audit was to pr ovide a detailed account of substance
misuse among homeless people that could be used to inform futur e
prevention and treatment activity.  The methodology and detailed findings of
the research are found in Annexe 16.  This audit demonstrated that substance
misuse is a significant issue among homeless people both in terms of
prevalence of use and dependency .  The use of substances was associated
with high risk behaviours among the homeless population and the incidence
of mental ill-health among homeless substance misusers.  Most dr ug and
alcohol use pr eceded homelessness and ther e was a str ong connection
between age of first substance use and the age of first homelessness, however
some people began to use substances after they became homeless and it is
clear that some individuals develop homelessness without ever having a
history of substance misuse.

16.2 The audit showed a high level of risk behaviour in the homeless gr oup
reporting substance use.  50% of these r eported suicidal behaviour and
practice of unsafe sex.  40% each wer e involved in criminal behaviour and
self-harming behaviour.  15% of the sample had been tested for blood borne
diseases suggesting their involvement in injecting behaviour that put them at
risk.  Only 3 of the 154 homeless people r eported curr ent engagement in
intravenous drug use.  There was a high incidence of ill health in the sample.
Some 35% had a diagnosed mental health pr oblem and 22% wer e receiving
treatment for a mental health problem.  

16.3 Despite the high levels of pr oblematic substance use in this population, few
interviewees had access to substance misuse services.  It appears for this
group the priority is to secur e accommodation as a key to stabilising other
life issues, rather than to address the drug and alcohol problem as a primary
issue.
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16.4 Homeless people expr essed str ong views that the substance misuse and
homelessness services should be improved to better meet the range of needs
in terms of the range and specialisation of services available, they also
commented on the lack of information pr ovided on services and the ability
of staff to deal with both problems simultaneously.  Prevention was stressed
by those interviewed as an important issue to addr ess.  Interviewees
suggested that information should be available to educate people on the
harmful effects of dr ugs and alcohol as well as information about services
available.

16.5 The population sampled was much mor e likely to have accessed
homelessness services rather than tr eatment services for dr ug and alcohol
use.  Despite this, almost 50% of the sample r eported problems in accessing
homelessness services and some of these access pr oblems r elated to their
substance misuse (for example the hostel policies on substance use).  The
homelessness providers confirmed that substance misuse is a key factor in
accepting clients and in exclusions.  Only half of the providers responding to
the survey had staff who were trained to deal with substance misuse issues.  

16.6 In addition, pr oviders confirmed the negative impact of homelessness on
successful treatment for drug and alcohol use.

16.7 This is a difficult group of people for the drug and alcohol services to engage.
The priority for this gr oup in accessing the homelessness services suggests
that they should be tar geted specifically for dr ug and alcohol interventions
within these settings.  At present the policies and strategies of the various
organisations are not well integrated, despite a number of joint policy and
working structures already in existence; these include PSI Working Group on
Homelessness, Homelessness Strategy Partnerships and Supporting People
Partnerships.  Str uctures should be developed to integrate housing,
homelessness and substance use services both fr om the pr eventive and the
reactive perspective.  Those who are potentially homeless should also receive
support and mechanisms should be put in place to ensure early intervention
that pr events such individuals becoming homeless.  Ther e ar e training
implications for staf f dealing with homeless people as well as staf f in the
adult substance misuse services.  Some level of joint staf f training may be
appropriate.

Employability

16.8 Many people in tr eatment for substance misuse have multiple physical and
mental health pr oblems which impact on their capacity for optimal
occupational function. Compr ehensive functional assessment of these
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individuals is r equired so that specific interventions may be pr ovided to
achieve full potential in the ar eas of self-car e, leisure and pr oductivity. The
use of purposeful activity as an intervention is valuable in identifying clients’
personal r esources. Participation in leisur e and vocational activities has a
clear impact on the individual’s self-esteem and confidence, pr omoting
community integration and social inclusion. 

16.9 Initially, in leisur e activities, individuals explor e and identify their values
and inter ests and include these in their developing r outines. They can
experience alternative means of str ucturing their time, making new social
contacts, and positive feelings. Ther e is a clear link between successful
occupational participation and incr eased self-esteem and confidence. Other
areas which benefit fr om str uctured r ehabilitation appr oaches to
occupational success and support occupational involvement are: healthy and
productive daily living routines, resumption of positive life r oles, improved
sense of competence and self-esteem, incr eased confidence, time
management, self-motivation, goal setting skills, the ability to manage
negative emotions such as depr ession, anxiety and anger , and balancing
productivity and leisur e. It is important to r ecognise the essential r ole that
leisure, vocational r ehabilitation, life skills, work and training play in
sustaining recovery from substance misuse and preventing relapse.

16.10 It may be that paid employment is an unrealistic or extremely long term goal
for an individual with a substance misuse pr oblem, and it should be
recognized that ther e ar e a variety of successful occupational outcomes
which may be valued by the individual. These might include variations of
paid employment such as therapeutic work, supported employment, or part-
time work, but ther e is a need to r ecognize and value volunteering, home-
care, full or part-time education, caring for others and community
involvement. 

16.11 For many the pathway towar ds r ealizing their individual potential will
progress through the above until the goal is achieved.

16.12 Four stages on the pathway towar ds employment are identified by the EIU,
(2003), and support is vital through all these stages: 

• employability development and prevocational training;
• work experience;
• transition into the labour market; and 
• in-work support.
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16.13 The EIU Guide to Working in Partnership (2003) identifies 3 main categories
of pr oviders of support that should work in partnership to maximize
opportunities for clients: 

• treatment and rehabilitation services; 
• specialist employability programmes; and 
• mainstream education. 

16.14 Specialist occupational r ehabilitation is poorly developed within curr ent
treatment pr ovision, and specialist employability pr ogrammes for those
recovering fr om substance misuse pr oblems in Northern Ir eland have no
central co-ordination.

16.15 The Department for Employment and Learning (DEL) thr ough its welfar e
reform and modernisation pr ogramme seeks to addr ess the employability
needs of its customers, particularly those who ar e furthest fr om the labour
market.  This includes people who have dif ficulty in obtaining work due to
a history of dr ug misuse, alcohol misuse, homelessness and having a
criminal record.  This work has been informed by a series of focus gr oups
carried out by DEL, as well as developments within the Department for
Work and Pensions (DWP) and Jobcentre Plus in Great Britain.  In relation to
improving the work pr ospects of those with dr ug and alcohol misuse
problems, the homeless and ex-of fenders, a new service is pr oposed.  This
will provide specialist employability support for people who claim working
age benefits and who experience significant dif ficulty in accessing jobs as a
result of having a history of dr ug misuse or alcohol misuse.

16.16 The specific aim will be to encourage use of the new service on a voluntary
basis by those in need and encourage the transition to employment, training
or further education.  Ther e is some evidence that employment or
employment related activity can aid the recovery process from substance use.  

16.17 Many people recovering from drug and alcohol misuse face particular issues
when they attempt to gain employment.  Such issues include stigma, the
benefit system, r ecruitment procedures, chequered work histories, a lack of
existing qualifications and skills, health issues and tr eatment r estrictions
such as substitute prescribing regimes.  

16.18 There is pr ogress yet to be made in terms of sharing information and good
practice, r eplication of successful appr oaches, communication between
agencies, and cr eations of pathways thr ough the agencies. Many models of
partnership working alr eady exist in other specialties, e.g. the Job Clinic
model, which could easily be adapted for this client gr oup.
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Recommendations

108. The issue of substance misuse among homeless people should be 
addressed strategically.

109. Joint pr otocols between homelessness services and community 
addiction services should be encouraged.  Integrated planning should 
be undertaken.

110. Staff working in the homelessness sector should r eceive training in the 
care, management and support of people with substance misuse 
problems.

111. Staff working in the addiction services should have training in 
homelessness issues.

112. Harm r eduction techniques should be disseminated within the 
homelessness services.

113. Substance misuse services should focus on employability for all their 
clients.

114. There should be central co-or dination of agencies pr oviding 
employability and r ehabilitation services for clients who have been 
misusing substances.

115. A partnership appr oach should be encouraged between tr eatment 
provider services and agencies which encourage workplace 
rehabilitation and employment.
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Annexes
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Vision, Principles, Process and Challenges - Annexe 1

The Process

Membership of the Alcohol and Substance Misuse W orking Committee (the
Committee) was drawn from the relevant professional groups, the relevant statutory
and voluntary pr oviders of services, users and car ers gr oups and fr om the
established first wave working gr oups of the r eview process.  Further nominations
were sought fr om the Steering Committee of the Review of Mental Health and
Learning Disability.  A full list of members follows.

In addition, some people wer e co-opted to work with the Committee on specific
issues.  Their level of expertise was usually the reason for the choice of the particular
individual.  Their names and the areas in which they have made considerable input
are also listed.  The Committee extends our grateful thanks to these individuals,
many of whom made a considerable work input to the pr ocess.

The Committee is one of the second wave of working committees of the Review of
Mental Health and Learning Disability. It was formed in September 2003 with a view
to delivering on the vision and principles of the overall r eview within the ar ea of
alcohol and substance misuse by December 2005.  

The field of alcohol and substance misuse is wide.  A range of substances ar e
involved.  Individual substances have not been the focus of this r eview, but rather
the experience of addiction or misuse of a substance or several substances by the
individual.  

We must acknowledge that the substance of misuse is important to the individual,
as is its means of supply; for example it may be a pr escribed medication, it may be
an over the counter pr eparation, it may be a substance which was pr ovided on
prescription for another named individual, it may be pur chased on the “black
market” or it may be a commodity which is used as “currency” in order to coerce the
individual to carry out certain behaviours.  In the case of illicit dr ugs, the criminal
behaviour which accr ues from drug seeking behaviour may have gr eater adverse
consequences than the mental health or other health consequences of dr ug use in
itself.  These matters have not come within the scope of this r eview.

The very wide range of tr eatment levels fr om the “early interventions” so
successfully employed within alcohol counselling to the very intensive, intr usive
interventions developed within the most highly specialist centr es have formed part
of the scope of the Review and ar e clearly dealt with within the early chapters.
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The wide range of constituent gr oups within our population who ar e entitled to
drug and alcohol misuse services also very pr operly constitutes the scope of the
Committee.  The needs of the constituent groups are diverse and varied; for example
young people do not at pr esent enjoy a compr ehensive service for their dr ug and
alcohol tr eatment needs.  Those with learning disability also r eceive a poor and
“patchy” range of services, often because of difficulties in accessing existing services,
across the spectrum.  We have addressed these issues in Chapters 8 onwar ds.

Because of the diverse needs of the constituent groups of people in need of drug and
alcohol services, we have drawn our user involvement fr om r eference gr oups of
service users and of specifically selected individuals within the community targeted
because of per ceived need, rather than attempting to have “r epresentation” of a
diverse group of service users views.  The information collected from these reference
groups has been given considerable weight in this document.  In particular , the
views of those not currently accessing services or in receipt of services for alcohol or
substance misuse, but perceived to be in need, have been given weight. 

We have sought the views of members of the public, service users, designated
“experts” in several ar eas of substance misuse, pr ovider organisations within the
statutory, voluntary and community sectors and the universities.  Repr esentatives
from all of these sectors have made pr esentations to the Committee and in several
instances have pr ovided examples and contributions to our tr eatment framework.
We have also sought specific input from Probation Board of Northern Ireland (PBNI)
and Department of Education and Learning (DEL).

We are very grateful for the considerable help and input given to the Review by
these organisations.  We are deeply grateful to individuals who made pr esentations
to the Committee for consideration.

The views of the Review Steering Committee have also been useful thr oughout the
process of development of this treatment framework.

We were delighted to receive so many written responses to the original consultation
document.  The consultation pr ocess for childr en led to particular concern among
some of those consulted.  For this r eason, a further focus gr oup of young service
users was approached for specific consultation and the r esults of this can be seen at
www.rmhldni.gov.uk

An additional ar ea of concern was the involvement of service users with “dual
diagnosis” – the concurr ent pr esence of sever e and enduring mental illness and
substance misuse.  The service user group of the Review facilitated a focus group on
this topic.  The process can be viewed at www.rmhldni.gov.uk
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Members of the Alcohol & Substance Misuse Working
Committee:

Dr Diana Patterson (Chair) Dr Rick Anderson
Dr William Gregg Ms Nuala Cassidy
Professor Robin Davidson Dr Dominic Connolly
Ms Anne-Marie McClure Ms Pauline McDonald
Mr Martin Milligan Dr Pam McGucken
Mr Rob Phipps Dr Ita Mulholland
Mrs Briege Quinn Dr Lawrence Taggart
Mr Owen O’Neill Dr Carol Weir
Mrs Mary McTaggart

Co-Opted Contributors:

Dr J Hynes - Young People
Dr N McCune - Young People
Ms M Davren - Young People
Dr O Shanks - Learning Disabilities
Mr A Coleman - Old Age
Mr A Guthrie - Families
Ms K Jeffers - Smoking and Mental Health 
Mr D Carroll - Homelessness

Mr Barry McCrory - Secretariat
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The Current Position – Annexe 2

1. Drug Strategy for Northern Ireland (NIO Publication 1999)
www.nics.gov.uk/drugs/pubs/strat.pdf 

2. Strategy for Reducing Alcohol Related Harm (DHSSPS September 2000)
www.dhsspsni.gov.uk/publications/archived/2000/alcohol.pdf

3. Northern Ir eland Statistics and Resear ch Agency.  Continuous Household
Survey.  1988, 1998/1999 and 1999/2000.

4. The Health Promotion Agency for Northern Ireland (2000).  Adult Drinking
Patterns in Northern Ireland.

5. National Advisory Committee on Dr ugs (NACD) and Dr ug and Alcohol
Information and Research Unit (DAIRU).  Drug Use in Ireland and Northern
Ireland.  2002/2003.  Dr ug  Pr evalence Survey: Health Boar d Ir eland and
Health and Social Services Boar d (Northern Ir eland) Results Bulletin 2,
March 2004.

6. McElrath K (2001). Her oin Use in Northern Ir eland: A Quantitative Study
into Her oin Users’ Lifestyles, Experiences, and Risk Behaviours (1997 –
1999).  Belfast: Dr ug and Alcohol Information and Resear ch Unit,
Department of Health, Social Services and Public Safety.  

7. Northern Ireland Statistics and Resear ch Agency (2004).  Statistics fr om the
Northern Ir eland Dr ug Misuse Database:  1 April 2003 – 31 Mar ch 2004.
Department of Health, Social Services and Public Safety.

8. Northern Ireland Statistics and Resear ch Agency (2004).  Statistics fr om the
Northern Ireland Addicts Index 2003.  Department of Health, Social Services
and Public Safety. 

9. Health Promotion Agency (2003).  Shooting Up.  Infections among Injecting
Drug Users in the United Kingdom 2003.  An update.

10. Health Promotion Agency (2003).  Survey of Injecting Drug Users.  Summary
of Findings for 2002/2003 fr om five collaborating centr es in Northern
Ireland. 

11. Northern Ireland Statistics and Resear ch Agency (2004).  Statistics fr om the
Northern Ireland Needle and Syringe Exchange Scheme: 1 April 2003 – 31
March 2004.
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12. Kenny T (2003).  Audit of Statutory Addiction Services.  

13. A Report to DHSS by the Pr oject Team (1999).  Reducing Alcohol Related
Harm in Northern Ireland.  

14. Holder H, Blose J (1992).  The Reduction of Health Car e Costs Associated
with Alcoholism T reatment:  A 14-year Longitudinal Study .  Journal of
Studies on Alcohol, 53, 4.  

15. National Treatment Outcome Research Study (2004).  Economic Analysis of
Costs and Consequences of the Treatment of Drug Misuse Addiction.  

16. Millar R, Dowds L, (2002).  Dr ug and Alcohol Use Among Young People in
Northern Ireland:  A Secondary Analysis of Drug and Alcohol Use Surveys.
Drug and Alcohol Information and Research Unit, DHSSPS.

17. Taggart L (2004).  An Audit of Substance Misuse in School-leaving Age
People with Learning Disability across four board areas of Northern Ireland.
www.rmhldi.gov.uk).

18. Research into Homelessness and Substance Misuse – Commissioned by Drug
and Alcohol Information and Research Unit, DHSSPS.
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Voluntary & Community Organisations – Annexe 3

Self Help Organisations

Alcoholics Anonymous (A.A.) is a prime example of a self-help or ganisation.  A.A.
has become much more accepted by clinicians and academics over the past 10 years
or so.  Ther e are a number of r easons for this, most notably the findings of pr oject
MATCH (1997).  An intervention based on the 12 steps was found to be as ef fective
as motivational enhancement and cognitive psychotherapy in this the largest alcohol
treatment study ever conducted.  After decades of virtually no 12 step outcome
studies we now have more data from both the United Kingdom and USA (Best and
Harris 2000, T onigan et al., 2000).  While the evidence for A.A. as a stand alone
treatment for alcohol dependence remains weak, these studies seem to demonstrate
that involvement with A.A. can improve outcome for those who are discharged from
formal tr eatment pr ogrammes.  A.A. can now be r egarded as a mainstr eam
legitimate aftercare option.

Drug Misuse Database Returns

The funded voluntary services range fr om small local community gr oups to lar ge
established organisations.  Some gr oups rely on very little income and others ar e
core funded by the Department of Health, Social Services and Public Safety
(DHSSPS).

Data collection by the Northern Ir eland Drug Misuse Database (DMD) commenced
in 2000.  Initially only 10 agencies – 6 statutory and 4 non-statutory , agr eed to
contribute to the database.  By 2003-2004, 55 treatment sites were contributing to the
database, 26 of which were non-statutory including 3 services based within prisons.
In 2004, 47% of those listed on DMD’s pr esented to non-statutory agencies.  This
varied across Northern Ireland with 69% in the Eastern Health and Social Services
Board, 25% in the Northern Health and Social Services Boar d, 32% in the Southern
Health and Social Services Board and 20% in the Western Health and Social Services
Board.  

These figures in 2004 r eflect a gr owing development of voluntary and community
based services.  DMD documents 16 non-statutory separate, pr ojects and 16 further
projects in partnership between voluntary , community and statutory services,
including 2 partnerships with the prison service.  Ther e may be agencies in the
voluntary and community sector who solely deal with clients with an alcohol misuse
problem who would not be contributing to the DMD r eturns.  
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Community & Primary Care Settings – Annexe 4

Models of Care for Treatment of Adult Drug Misusers

The National Treatment Agency (NTA) is a special health authority , created by the
Government, with a r emit to incr ease the availability, capacity and ef fectiveness of
treatment for dr ug misuse in England.  The NT A has produced models of car e for
treatment of adult drug misusers.  This document is in 2 parts, the first summarising
information for Dr ug T reatment Commissioners and those r esponsible for local
implementation and the second part pr oviding a detailed r eference document for
Drug T reatment Managers and pr oviders.  The documents ar e available at
www.nta.nhs.uk The document was printed in October 2002.

Models of Car e sets out a national framework for the commissioning of adult
treatment for drug misuse which is expected to be available in every part of England
to meet the needs of diverse local population.  This is an integrated system acr oss a
large geographic ar ea.  The models described include the statutory and non-
statutory services and encompass delivery at primary and secondary car e levels.

An important principle described by the Health Advisory Service in 1996 is that each
local area should have equal access to a full range of services.  It is accepted within
Models of Care that not all dr ug and alcohol users r equire all services or all tiers of
the services.  Strategic commissioning should take note of the ef fects of all parts of
provision.  For example, in planning new services, the ef fects of these acr oss all of
the tiers must be taken into account.  The aspiration is that clients should be able to
move in a “seamless” way between dif ferent parts of the systems and between
different levels of involvement.  

There are 4 key domains of treatment.  These are:

1. Drug and Alcohol Use

• drug use including type of dr ugs, quantity/frequency of use, pattern 
of use, route of administration, source of drug; and

• alcohol use including quantity/fr equency of use, pattern of use, 
whether above “safe” level, alcohol dependence symptoms.
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2. Physical and Psychological Health

• psychological pr oblems including self harm, history of abuse/ 
trauma, depr ession, sever e psychiatric co-morbidity , contact with 
mental health services; and

• physical pr oblems including complications of dr ug/alcohol use, 
pregnancy, blood borne infections/risk behaviours, liver disease, 
abscesses, overdose, enduring or severe physical disabilities.

3. Social Functioning

• social pr oblems (including childcar e issues, partners, domestic 
violence, family, housing, employment, benefits, financial problems).

4. Criminal Involvement

• legal pr oblems (including arr ests, fines, outstanding char ges/ 
warrants, probation, imprisonment, violent offences, criminal activity).

The Models of Car e framework recommends commissioning for Dr ug and Alcohol
Services across a 4-tiered framework.

Tier 1

Non Substance Misuse specific services r equiring interface with dr ug and alcohol
treatment.  T ier 1 services work with a wide range of clients including dr ug and
alcohol misusers but their sole purpose is not drug or alcohol treatment.  The role of
Tier 1 services in this context includes the pr ovision of their own service plus as a
minimum screening and referral to local drug and alcohol treatment services in Tiers
2 and 3.  T ier 1 service pr ovision may also include services to r educe drug related
harm and liaison or to joint working with T iers 2 and 3 specialist dr ug and alcohol
treatment services.

Tier 2: Open Access Drug and Alcohol Treatment Services

Tier 2 services pr ovide accessible dr ug and alcohol specialist services for a wide
range of dr ug and alcohol misusers r eferred from a variety of sour ces.  This tier is
defined by having a low threshold to access services and limited requirements on the
drug and alcohol misusers to receive services.  Often drug and alcohol misusers will
access drug or alcohol services through Tier 2 and progress to higher tiers.
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Tier 3: Structured Community Based Drug Treatment Services

Tier 3 services ar e pr ovided solely for dr ug and alcohol misusers in str uctured
programmes of car e.  These services include psychotherapeutic interventions, for
example, CBT , motivational interventions, str uctured counselling, methadone
maintenance pr ogrammes, community detoxification or day car e.  Community
based aftercare from residential rehabilitation or prison is also included in T ier 3
services.  T ier 3 services r equire the dr ug and alcohol misuser to r eceive an
assessment and have a car e plan which is agr eed between service pr ovider and
client.  The client will normally have agr eed to a str uctured pr ogramme of car e
which places certain requirements on attendance and behaviour.

Tier 4: Residential Services for Drug and Alcohol Misusers

Tier 4a: Residential drug and alcohol misuse specific services:

These services are rarely accessed directly by clients.  Referral is usually fr om Tiers
2 or 3 services via a community led assessment.  These services usually r equire a
higher level of commitment fr om dr ug and alcohol misusers than is r equired for
services in lower tiers.  T ier 4a services may be abstinence orientated pr ogrammes,
detoxification services or services which stabilise clients, for example, on substitute
drugs.  Access to Tier 4a requires careful assessment on the preparation of the client
in or der to maximise r eadiness compliance and pr ogramme ef fectiveness.  By
definition such pr ogrammes ar e highly str uctured.  Dr ug and alcohol misusers
receiving Tier 4 services will require assessment by a designated care co-ordinator.

Tier 4b: Highly specialist non substance misuse specific services:

Tier 4b services are highly specialised and will have close links with services in other
tiers but are, like Tier 1, non substance misuse specific.  Examples include specialist
liver units that tr eat complications of alcohol r elated and infectious liver diseases
and for ensic services for mentally ill of fenders.  Some highly specialist T ier 4b
services also provide specialist liaison services to Tiers 1 to 4a services (for example,
specialist Hepatitis Nurses, HIV Liaison Clinics, Genito-Urinary Medicine).

The models of car e document r ecommends that all dr ug and alcohol teams in
England must have access to the following T ier 4 services, pr obably provided at a
multi DAT or regional or national level:
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• specialist Dr ug and alcohol r esidential r ehabilitation pr ogrammes 
(including a range of 12 step, face based and eclectic pr ogrammes);

• generic and dr ug specialist semi str uctured r esidential car e (for 
example, half way houses, semi supported accommodation);

• specialist dr ug tr eatment and testing or der tr eatment (r esidential 
options);

• inpatient dr ug misuse tr eatment, ideally pr ovided by specialist dr ug 
misuse units or alternatively by designated beds in generic (mental) 
health services;

• highly specialist forms of r esidential r ehabilitation units or other 
residential services (inpatient, prison) with a dr ug misuse tr eatment 
component (for example, women and childr en, crisis intervention, 
dual diagnosis); and

• relevant T ier 4b services, including HIV or liver disease units, vein 
clinics and residential services for young people.

While the services for alcohol misusers ar e less well specified, Commissioners of
alcohol services are advised to ensure that alcohol misusers have access to a range
of Tier 4 services as appropriate.

Principles of the 4 Tier System

The 4 tiered model of drug and alcohol treatment for adults was developed from the
4 tier appr oach to a variety of mental health and dr ug misuse services for young
people outlined by the Health Advisory Service in 1996.  Principles which underpin
these tiers include the r ecommendation that each local r egion should have equality
of availability to the full range of services described in the T ier framework.  Not all
drug and alcohol misusers will require access to all types of services or all tiers, but
within each locality a pr oportion will require access to each of these services at any
given time.  Access to all services should ther efore be available in all ar eas in
England.  As the drug treatment services described within each tier ar e modalities,
not specific agencies, it should be possible for one agency in a given locality to
provide services located in more than one tier, or provide a range of modalities from
within tiers.  Some drug and alcohol misusers may require access to services within
a number of dif ferent tiers simultaneously.  For example, needle exchange services
(Tier 2), structured counselling (Tier 3) and housing services (Tier 1).

Through the car e plan, the car e co-ordinator should facilitate access to a range of
services based on client need.
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Commissioners should recognise that motivational work may be crucial in engaging
clients in drug and alcohol treatment and improving their outcomes in a number of
domains.  A service provider’s ability to motivate a dr ug misuser is a greater factor
in client success than the expr essed motivation of the client (Fior entine et al. 2000).
Client motivation should not be used as an exclusion criterion, it should be a trigger
for motivational work which should be commissioned and pr ovided by each dr ug
treatment pr ovider.  The use of the tier ed system is helpful for clarifying the
commissioning process and should enable commissioners to ensur e equal access to
all appropriate levels of treatment for all of the population they serve.

The Models of Care document recommends the use of integrated care pathways.  An
integrated care pathway describes the nature and anticipated course of treatment for
a particular client and a predetermined plan of tr eatment.  Any system of car e
should be dynamic and able to r espond to changing individual needs over time.  It
should also be able to pr ovide access to a range of services and interventions that
meet an individual’s needs in a compr ehensive way.  Dr ug and alcohol misusers
often have multiple pr oblems which r equire ef fective co-or dination.  Several
specialist and generic service providers may be involved with one client over a spell
of time.  Each dr ug and alcohol tr eatment modality should have an integrated car e
pathway.  

Such pathways should have the following elements:

• a definition of the treatment modality provided;
• aims and objectives of the treatment modality;
• definition of the client group served;
• eligibility criteria (including priority groups);
• exclusions criteria or contra-indications;
• referral pathway;
• screening and assessment processes;
• development of agreed treatment goals;
• description of the treatment process or phases;
• care co-ordination;
• departure planning, after care and support;
• onward referral pathways; and
• services with which the modality interfaces.

This integrated care pathway approach allows commissioners to map the whole care
system in localities so that gaps and overlaps can be identified and r ectified via the
commissioning pr ocess.  It also pr ovides a means of agr eeing local r eferral and
treatment protocols to define where and when particular clients should be r eferred.
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Residential Provision & Rehabilitation – Annexe 5

Research Evidence Base for Inpatient Treatments

Research suggests that a high pr oportion of patients accessing inpatient tr eatment
can achieve successful withdrawal fr om opioids for example, Gossop et al., (1989)
found that 51% of patients in England, tr eated in a Specialist Inpatient Unit wer e
drug-free at 6 month follow-up.  A controlled study of inpatient versus outpatient
treatment of opiate withdrawal in the United Kingdom found inpatient withdrawal
to be 4 times more effective in terms of the proportion of patients who completed the
withdrawal r egime (Gossop et al., 1986).  Ther e is evidence that a dedicated
Substance Misuse Inpatient Unit is associated with better outcomes in terms of
completion of opioid withdrawal and abstinence from opioids after 7 months than a
General Psychiatric Ward (Strang et al., 1997).

Strong evidence has emerged from the National Treatment Outcome Research Study
(NTORS) that clients admitted to Residential T reatment Pr ogrammes showed
substantial impr ovements in terms of abstinence fr om opiates, psycho-stimulants
and benzodiazepines (Gossop et al., 1998).  At 1 year , more than 1⁄3 of all patients
admitted to Residential Treatment Programmes were abstinent from all of the target
drugs and had been so for the pr evious 3 months.  Ther e wer e significant
improvements in other pr oblem ar eas including injecting, sharing, injecting
equipment, heavy drinking and criminal behaviour.  A critical period of 28 days for
inpatient and a short stay residential programmes appeared to predict likelihood of
achieving abstinence from opiates at 1 year, although improvements were also seen
in patients who were discharged before this critical period (Gossop et al., 1999).

The studies report drop-out rates of between 18% - 46% (Ghodse et al., 1987, Gossop
et al., 1987).  Sever e dr ug use and sever e medical pr oblems wer e identified as
predictors of failure to complete inpatient detoxification in one study (Franken and
Hendriks, 1999).  Most of this work has been conducted on opioid users and there is
little evidence pertaining to treatment of stimulant drug users in an inpatient setting.

A variety of medications have been found to be helpful in managing withdrawal
syndromes in inpatient facilities.  These include oral methadone, codeine-based
medication such as dihydrocodeine and buprenorphine.  Lofexidine may be used for
opioid withdrawal and ther e is evidence that it is as ef ficacious as methadone in
inpatient withdrawal (Bearn et al., 1996).  Symptomatic r elief of mild Opioid
withdrawal symptoms, for example by the use of Diphenoxylate, Promethazine and
Propranolol has also been described (Department of Health et al., 1999). 
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Concurrent addiction to opioids and benzodiazepines is common.  The majority of
opioid drug users presenting for treatment have a history of benzodiazepine use in
the year prior to tr eatment and nearly 1⁄2 of opioid users in tr eatment have injected
benzodiazepines (Perera et al., 1987, Strang et al., 1994).  In 1 study , some 43% of
patients who r eported benzodiazepine use wer e found to be physically dependent
on these dr ugs and wer e stabilised on a mean dose of diazepam of 40mg (range
20mg – 80mg) (Williams et al., 1996). 

Sedative withdrawal is usually carried out with substitution benzodiazepines,
usually using longer acting preparations such as diazepam (Ghodse, 1995).  For drug
users who ar e dependent on both sedatives and opioids it is r ecommended that
benzodiazepine withdrawal be completed first while the patient remains on a steady
dose of substitution opioid such as oral methadone.

There is little evidence for the use of substitution stimulant pr escribing in the
inpatient treatment setting. However there is a role for non-substitution prescribing
for stimulant withdrawal in inpatient settings including the relief of symptoms such
as anxiety, agitation and psychotic indications. Most studies of this field have found
that a psychosocial abstinence based appr oach is most ef ficacious (Carr oll et al.,
1995).  

The pr escription of anti-depr essant medication for major depr essive episodes
associated with stimulant use may also be appr opriate.

Prescribing interventions for relapse prevention may be prescribed during inpatient
treatment. Naltrexone, an opiate antagonist and Disulfiram which causes adverse
effects with alcohol, have both been shown to have a solid evidence base and should
normally be commenced in inpatient settings or day patient settings.

Bed Numbers

The Royal College of Psychiatrists r ecommends that ther e should be hospital bed
provision for substance misuse of 3 beds per 100,000 general population.  Ther e
should also be access to r ehabilitation and r ecovery beds including beds for the
significant minority of patients who are not suitable for non-statutory rehabilitation
facilities because of dual diagnosis or complex needs.  Beds should also be available
for people with major physical health pr oblems such as alcoholic brain damage or
acquired immunodeficiency syndrome.
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Staff Numbers

The Royal College of Psychiatrists recommends there should be 0.9 WTE Consultant
Psychiatrists per 100,000 population, rising to 1.5 WTE per 100,000 population in
urban areas.  Nursing levels should meet T elford recommendations on analysis of
individual wards.  Benchmarks for other staf f groups are lacking, e.g. occupational
therapists and social workers.  This area is addressed in the manpower document of
the Alcohol and Substance Misuse Working Committee of the Review of Mental
Health and Learning Disability.  www.rmhldni.gov.uk
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Interface with General Hospitals - Annexe 6

A large number of scr eening instr uments have been developed to help identify
individuals who are misusing alcohol. The CAGE questionnair e is perhaps the best
known alcohol scr eening instrument but it may be less sensitive than the AUDIT
questionnaire in identifying individuals who ar e drinking alcohol at hazar dous or
harmful levels (5). The AUDIT (Alcohol Use Disor ders Identification T est) is a 10
item self-administered questionnaire developed by the World Health Organisation.
Scores of 8 or more is associated with harmful or hazar dous drinking. A score of 13
or more in women, or 15 or more in men is likely to indicate alcohol dependence (6).
Shortened versions of the AUDIT such as the F AST (Fast Alcohol Screening Test)
may be useful where time for assessment is very limited, such as A&E Departments.
The FAST consists of only 4 questions fr om the AUDIT which can be incorporated
into routine history taking (7).

Brief interventions in Medical Patients with Alcohol Related
Problems

A recent meta-analysis of opportunistic brief intervention for pr oblem drinkers in a
General Hospital setting found only 8 of a potential 481 papers as suitable for
analysis.    In only 1 of these 8 papers was ther e a significant benefit fr om the
intervention in comparison to the contr ol group. However the 7 negative trials all
showed a significant reduction in alcohol consumption. The authors suggested that
the act of carrying out even just an assessment of alcohol consumption in the control
group may have been enough to encourage a r eduction in alcohol intake (8).

Heather and W allace concluded that the outcomes fr om brief interventions in a
hospital setting have been disappointing in comparison to studies in primary car e
and that further work is needed to determine “what kind of intervention deliver ed
in what ways can be ef fective” (9). Mor e r ecent work has shown that for heavy
drinkers admitted to hospital some brief opportunistic interventions may be useful.
Alcohol dependent individuals are unlikely to benefit solely from brief interventions
and they will usually require more intensive treatments. 

Brief interventions can be deliver ed using a motivational interviewing appr oach
opportunistically by non alcohol specialists usually in 1-3 sessions.  The common
elements of brief interventions have been described using the FRAMES model
(Feedback, Responsibility , Advice, Menu of Options, Empathy and Self-ef ficacy)
(10,11).  
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Management of delirium tremens and Wernicke-Korsakoff Syndrome.

Delirium tremens is a potentially life thr eatening condition which develops during
withdrawal fr om alcohol in some heavily dependent individuals and r equires
treatment in a general medical hospital. It is characterised by symptoms include
visual and/or auditory hallucinations, paranoid delusions and autonomic over -
activity. Patients with delirium tremens can present major management problems in
a medical setting. The full-blown syndr ome can often be averted if appr opriate
treatment is instigated in a timely fashion. 

Wernicke’s encephalopathy is caused by acute thiamine deficiency and should be
suspected in any patient with a history of alcohol misuse and any of the following
symptoms or signs:

• confusion;
• Ataxia, especially truncal ataxia;
• Opthalmoplegia;
• Nystagmus;
• memory disturbance;
• hypothermia and hypotension; and
• coma.

Guidelines on the treatment of delirium tremens, and Wernicke’s encephalopathy is
available from a variety of sources (1,2,12,13,14).  Benzodiazepines in adequate doses
and par enteral thiamine (Pabrinex) ar e the mainstay of the pharmacological
treatment of delirium tr emens along with a high degr ee of nursing car e in a non-
stimulating environment.  Any co-existing serious medical conditions such as a sub-
dural haematoma, head injury, infection, electrolyte or metabolic disor ders need to
be promptly identified.  It can be helpful to monitor the progress of the patient using
an alcohol withdrawal scale, such as the CIWA-Ar.

Failure to detect and adequately tr eat Wernicke-Korsakoff syndrome may lead to
long-term disability with persisting impairment in new learning and inability to
maintain independent living. 

Local Examples of Good Practice

Specialist Alcohol Liaison services ar e curr ently being piloted in the Ulster
Community and Hospitals Trust and the Mater Hospital.  Alcohol Liaison nurses are
acting as key links between acute hospital staf f, service users and local specialist
addiction services.  The staf f will also play a significant r ole in the pr ovision of
training and support of general hospital staff in the recognition and management of
alcohol and drug related problems.
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Harm Reduction Services for Injecting Drug Users -
Annexe 7

Many harm r eduction based pr ogrammes such as needle exchange schemes ar e of
recent origin. Others however have a long history: methadone pr ogrammes for
example date back to the 1960's and have demonstrated their ef fectiveness in
assisting drug users to stabilise and normalise their lifestyles and to pr ovide many
with a bridge to abstinence from narcotic use (Bertschy, 1995).  Around the 1980’s, a
number of countries intr oduced needle exchange schemes and developed or
extended their methadone tr eatment programmes, subsequently leading to claims
that these policies have been successful in averting or reversing the epidemic spread
of HIV/AIDS (Stimson, 1996; Des Jarlais, 1996; Des Jarlais, 1998; Commonwealth
Department of Health and Ageing 2002; Hunt, 2003). Weil (1972) acknowledges that,
whilst carrying risks dr ug use also pr ovides the user with benefits, as they view it,
which must be taken into account if dr ug-using behaviour is to be understood.  As
such harm r eduction fits comfortably with appr oaches that emphasise the
importance of understanding the broad determinants of health and ensures effective
approaches are in place for the well-being of the entir e population. 

Given the risks to the dr ug user and the community it is important that we fully
understand why people choose to engage with services and address such risk issues
and what we can do to encourage and r etain injecting dr ug users in tr eatment. To
address and understand the barriers and incentives to help seeking among the
injecting drug using population evidence has emer ged to suggest that service users
require a more flexible approach to treatment offering more choice, a knowledgeable
workforce and more intensive aftercare and practical support (Quinn & Foley, 2002). 

Definition and Principles of Harm Reduction

“As a specific strategy , the term harm r eduction generally r efers to only those
policies and pr ogrammes which aim at r educing dr ug-related harm without
requiring abstention from drug use” (Conley et al., 1999).

Harm reduction attempts to r ecognise and r emove judgements about dr ugs, drug
use and dr ug users by tr eating each individual with dignity and r espect.  Harm
reduction is neutral r egarding the long-term goals of car e interventions.  Any
reduction in harm is seen as a step in the right dir ection.  Quality of life, social
inclusion and mental and physical well-being ar e seen as criteria for measuring
success not r eduction in the consumption of dr ugs (Single, 1996).  The Canadian
Centre on Substance Abuse (CCSA) (1996) describes the main characteristics or
principles of harm reduction as follows: 
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Pragmatism

Harm r eduction accepts that some use of mind-altering substances is a common
feature of human experience. It acknowledges that, while carrying risks, dr ug use
also provides the user with benefits that must be taken into account if dr ug-using
behaviour is to be understood. Fr om a community perspective, containment and
amelioration of drug-related harms may be a more pragmatic or feasible option than
efforts to eliminate drug use entirely. 

Humanistic Values

The drug user's decision to use drugs is accepted as fact. This doesn't mean that one
approves of dr ug use. No moralistic judgment is made either to condemn or to
support use of dr ugs, regardless of level of use or mode of intake. The dignity and
rights of the drug user are respected. 

Focus on Harms

The fact or extent of a person's drug use per se is of secondary importance to the risk
of harms consequent to use. The harms addr essed can be r elated to many factors
affecting the individual, the community and society as a whole. Ther efore, the first
priority is to decr ease the negative consequences of dr ug use to the user and to
others, as opposed to focusing on decr easing the dr ug use itself. Harm r eduction
neither excludes nor pr esumes the long-term tr eatment goal of abstinence. In some
cases, r eduction of level of use may be one of the most ef fective forms of harm
reduction. In others, alteration to the mode of use may be mor e effective. 

Balancing Costs and Benefits

Some pragmatic pr ocess of identifying, measuring, and assessing the r elative
importance of dr ug-related problems, their associated harms and costs/benefits of
intervention is carried out in or der to focus r esources on priority issues. The
framework of analysis extends beyond the immediate inter ests of users to include
broader community and societal inter ests. Because of this rational appr oach, harm
reduction appr oaches theor etically lend themselves to evaluation of impacts in
comparison to some other , or no, intervention. In practice, however , such
evaluations are complicated because of the number of variables to be examined in
both the short and long term. 
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Priority of Immediate Goals

Most harm-reduction programs have a hierarchy of goals, with the immediate focus
on pr oactively engaging individuals, tar get gr oups, and communities to addr ess
their most pr essing needs. Achieving the most immediate and r ealistic goals is
usually viewed as first steps toward risk-free use, or, if appropriate, abstinence.

Research Evidence Base for Barriers and Incentives to Help
Seeking for Injecting Drug Users

The barriers and incentives to help seeking may be multifactorial. Mor e and mor e
emphasis is being placed on the complex mix of social, psychological and
environmental influences on people’s engagement with health services.  Such
interactions require examination to establish how factors come together to form an
individual's own experiences and give insight into why in this case injecting dr ug
users make the choices they do.  

A Northern Ireland based practice development research study used focus groups as
the instrument to investigate, document and interpr et the research data on barriers
and incentives to help seeking (Quinn & Foley , 2002).  The focus gr oup members
were nurses, doctors, social work and occupational therapy staf f who pr ovide
treatment services for injecting dr ug users, former clients of tr eatment services and
those injecting drug users who had chosen not to avail of the tr eatment services.

The researchers found that service providers perceived Injecting Drug Users (IDUs)
as sophisticated clients in accessing services. They (IDUs) wer e also perceived as a
more challenging client gr oup than other addiction service users. Ther e wer e
concerns that the needs of the alcohol user could be ‘lost’ in any concentration on
IDUs.

Viewpoints wer e str ongly supportive of the development of a Harm Reduction
Service for IDUs, widening the range of interventions for clients and reducing harm
to the community . A consensus agr eed that the development or acquisition of
knowledge and skills would:

• improve treatment effectiveness; and
• improve workers confidence.

Workers indicated training needs for specialist skills and knowledge in working
with clients on issues such as blood borne vir uses, particularly pr e and post test
counselling/discussion and in harm r eduction techniques such as safer injecting.
Training on working with substitute prescribing was also identified. In his review of
harm r eduction appr oaches Hunt (2003) points to best practice issues including
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promotion of blood borne vir us investigations, skills and knowledge, service user
involvement in service development and low thr eshold diverse services fr om
agencies with harm reduction values and culture.

Service users felt that their expr essed needs wer e often unr esolved, e.g. in detox
processes they felt staf f didn’t adequately medicate for their symptoms. They
perceived a lack of involvement in their car e planning, wanting to feel mor e
included, and avoid inaccurate planning as they pointed to some unr ealistic
expectations of addiction workers - e.g. attending for medication at appointments
early in the morning under cir cumstances of withdrawal. Marlett et al (1996)
indicated that barriers and incentives to help seeking should be interpreted in terms
of behavioural economics, moving the focus fr om agencies to individuals, fr om
service providers to service users. 

Service users felt that dr ug workers lacked insight into dr ug users experiences and
that a broader, client centred approach should be adopted, pr eferably in a separate
service fr om abstinence based addiction services with options of longer term
residential rehabilitation. Residential r ehabilitation offers intensive and str uctured
programmes deliver ed in contr olled r esidential, hospital inpatient or other
controlled environments. The NT ORS study (Gossop et al., 2001) found at 5 year
follow up that the outcomes in r esidential treatments with a duration of 10 weeks
stay wer e at least as good as outcomes with community tr eatment pr ogrammes.
Guidance on residential r ehabilitation services is pr ovided by the National
Treatment Agency (DHSS 2002).  

Service users described occasions when they felt rejected by primary care staff when
asking to be taken on as their patients.  Dr ug users attending primary car e services
in a study (McLaughlin et al., 2000) also identified a per ceived negativity from this
group. 

They felt that trained and skilled staff, knowledgeable in harm reduction techniques
and appr oaches could help addr ess the negative per ceptions and misconceptions
around their chronic relapsing condition. 
They concluded by recommending:

• a mor e flexible appr oach to tr eatment of fering mor e choice, e.g. 
substitute pr escribing, outr each and choice of inpatient/outpatient 
detoxification;

• residential rehabilitation lasting up to 6 months; and
• more intensive aftercare and practical support.
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Children and Young People - Annexe 8

Models of Care Principles

“All young people's dr ug treatment services should be developed in line with the
Standing Conference on Drug Abuse and the Children's Legal Centre (1999) ten key
policy principles, as outlined below . As a matter of good practice these should
inform and underpin the development of drug services for young people” (National
Treatment Agency, 2004, pg 137):

• a child/young person is not an adult;
• paramouncy of the child/young person is of utmost importance in 

accordance with the Childr ens Or der 1990 and the UN Convention of 
the Rights of the Child 1989;

• the views and opinions of the child/young person should always be 
sought and considered;

• parental responsibility should be respected;
• services should be available to childr en/young people in their local 

area;
• a holistic multi-agency appr oach to the diverse needs of 

children/young people at all levels is vital;
• all services must be child/young person centr ed;
• the range of services pr ovided for childr en/young people r equires to 

be comprehensive;
• services must be competent in r esponding ef ficiently and ef fectively to 

the diverse needs of children/young people; and
• principles of good practice should inform the planning and delivery of 

services to children/young people.

Health Advisory Service, Substance of Young Needs 2001

Staff working with under 18s should know and be able to demonstrate wher e
appropriate the following levels of skills:

Level 1 – General Training Core Knowledge, Attitudes and Skills:

• basic knowledge of physical, psychological and social ef fects of dr ugs 
and alcohol including parental drug use;

• knowledge on cultural ef fects, age, r eligion, gender , and patterns of 
use;

• awareness of practitioner ’s own attitudes to drugs and alcohol. 
• basic life support skills;
• recognition of drug and alcohol use and its r elated problems;
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• the ability to pr ovide accurate information about dr ugs, alcohol and 
other substances; and

• information and advice about services and their r eferrals criteria to 
individuals.

Level 2 – More Advanced Training:

• communication and counselling skills for young people and their 
families;

• assessment skills, of risk, of substance-r elated pr oblems, of child’s 
developmental needs;

• ability to assess individual’s need for car e and their prioritisation;
• deliver services according to protocols based on evidence of what works;
• support for carers of substance users;
• knowledge of the legal aspects, e.g. competence of the child to consent, 

confidentiality, local child protection guidelines;
• skills in r ecording contemporaneous details and monitoring of 

treatment effects; and
• deliver evidence based universal education and pr evention 

programmes.

Level 3 – Specialist Training:

• in-depth knowledge of child and adolescent development and the 
impact of negative events, of risk and pr otective factors and mental 
health issues;

• multi-disciplinary skills, including joint working with other agencies 
and with parents and children;

• comprehensive assessment of the impact of substance misuse, of 
developmental issues, of mental and physical health and child 
protection;

• ability to deliver compr ehensive and continuing pr ogrammes of car e 
in liaison with other workers and agencies;

• review care provided to individuals; and
• ability to work within the child pr otection guidelines.

Health Advisory Service (HAS) Model

It is now generally accepted that the HAS 4 Tier model first outlined in 1996 should
be used when planning substance misuse services for young people. The majority of
services in Northern Ir eland operate mainly at T iers 1 and 2 and include primary
care, health and social services, education, criminal justice and the voluntary and
community sector. All of these services pr ovide information and support to young
people on drug and alcohol issues.
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Tier 1 – Generic and Primary Services:

The front line of service delivery to which children, young people and their families
have direct access and which provide the first response to the needs of children and
adolescents. Examples of such services include schools pr oviding substance misuse
education and primary care services offering medical advice.

Tier 2 – First Line of Specialist Services:

Front line young people's specialist services ar e critical to the identification of
vulnerable children and early identification. Their r oles should be concerned with
the reduction of risks and vulnerabilities to substance misuse, and the r eintegration
and maintenance of young people in mainstr eam services.  Examples of such
services include social services assessing substance misuse among looked after
children, voluntary agencies pr oviding counselling services and criminal justice
agencies addressing offending issues.

Tier 3 – Services Provided by Specialist Teams:

A multidisciplinary team demonstrating a thr eshold of expertise and competence
that is capable of compr ehensive assessment and formulation of an overall plan for
substance use and various other pr oblems, including outcome domains. The team
will deal with the complex and often multiple needs of the child or young person,
including substance pr oblems. The aim is to r eintegrate and include the child or
young person into his/her family , community and school, training or work.
Examples of such services may be stand alone services either within the voluntary
or statutory sector or specialist services integrated acr oss CAMHs.

Tier 4 – Very Specialised Services:

Very specialised childr en and young people's services used for particular
interventions or focused work and/or short/temporary periods. This might consist
of inpatient adolescent services or forensic units complemented by specialist young
people's addiction teams, paediatric beds or intensive day centres for detoxification,
crisis placements, specialist housing or fostering. The aim would be to pr ovide
specialist interventions and a setting for a particular period of time, and for a specific
function, as an adjunct to and a backstop for the services for other tiers.  

Continuity of care pre, during, and post admission is important, the development of
a Through-Care model would facilitate this.
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People with Learning Disabilities - Annexe 9

Prevalence of Substance Misuse

‘Substance use’ in people with learning disabilities is generally r eported to be less
common than in the general or psychiatric populations acr oss both sides of the
Atlantic. ‘Substance abuse or misuse’ in people with learning disabilities has also
been reported to be less common than in the non-disabled population (Huang, 1981,
Christian & Poling, 1997, Annand & Gug, 1998, Bur gard et al., 2000, Haver camp &
Scandlin, 2002, Sturmey et al., 2003). 

There is variation in the r eported pr evalence rates in people with learning
disabilities who misuse alcohol and dr ugs. Discr epancies centr e upon
methodological pr oblems often associated with the lack of clear operational
definitions of ‘misuse’, the methodology employed, the level of learning disability ,
location, the time-frame and whether persons ar e known to learning disability
services or not. Sturmey et al. (2003) stated that “it is dif ficult to define any
consensus …., however, prevalence rates may vary somewher e between 0.5% - 2%
of this population” (p. 44). Figur es for illicit dr ug misuse also indicate lower
prevalence rates (Westermeyer et al., 1988, Gr ess & Boss, 1996, Christian & Poling,
1997, Pack et al., 1998) (see www.rmhldni.gov.uk for a r ecent study undertaken by
Taggart et al., (2004) that examined the pr evalence rates of substance misuse in this
population in Northern Ireland). 

Impact of Substance Misuse

A small number of papers have described the impact that substance misuse may
have on a person with a learning disability . From these papers a number of specific
health issues have been identified. These include: incr eased car diovascular,
respiratory tract, gastrointestinal problems, epileptic activity and violent behaviour;
more likely to have a co-morbid mental health pr oblem; have higher levels of risk
taking behaviour (including suicide attempts); gr eater risk of contracting various
physical diseases (including sexual and HIV) due to a lack of knowledge; gr eater
levels of being exploited (e.g. physically , psychologically, sexually) and exploiting
others; ther e is a str ong link with of fending behaviour and gr eater likelihood of
admission into a specialist hospital (W estermeyer et al., 1988, Drake et al., 1993,
Clarke & W ilson, 1999, W alkup et al., 1999, Doody et al., 2000, Mayer , 2001, Mc
Gillivray & Moor e, 2001, ARAC, 2002, Stavrakaki, 2002, T aggart, 2003) (see
www.rmhldni.gov.uk regarding recent research undertaken by Taggart et al. (2004)
that examined the impact of substance misuse in this population in Northern
Ireland). 
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Risk Factors for Substance Misuse in People with Learning
Disabilities

A clearer picture is emerging of the factors that place those individuals with learning
disabilities most at risk fr om abusing alcohol and dr ugs.  These pr edisposing,
precipitating and maintaining factors include: having a high IQ (i.e. bor derline to
mild learning disability); being young and male; coming fr om an ethnic minority
group; having a specific genetic condition (e.g. Fetal Alcohol Syndrome); adolescents
with Conduct Disor ders, ADHD and Anti-Social Personality Disor ders; having a
mental health pr oblem (e.g. depr ession, anxiety , schizophr enia); living in the
community with low levels of supervision (Jacobson, 1988, Lindsay et al., 1991,
Rimmer et al., 1995, Gress & Boss, 1996, Walkup et al., 1996, Christian & Poling, 1997,
Robertson et al., 2000, Drake et al., 1993, Mayer , 2001, Stavrakaki, 2002, Sturmey et
al., 2003).

Various social factors also found to predispose, precipitate and maintain people with
learning disabilities to misuse alcohol and drugs include: poverty; parental alcohol-
related neur opsychiatric disor ders; pr esence of negative r ole models; neglect/
abuse; family dysfunction; deviant peer group; limited educational, recreational and
unemployment opportunities; excessive amounts of fr ee time (Jahoda et al., 1988,
Cocco & Harper, 2002, Stavrakaki, 2002, Sturmey et al., 2003).

Health Promotion/Education

People with learning disabilities have poor er physical and mental health compar ed
to their non-disabled counterparts (Rimmer et al., 1995, T urner, 1997). Fr om these
findings the Department of Health (1995) published ‘The Health of the Nation: A
strategy for people with learning disabilities’. W ithin this document ther e was
information about safe drinking patterns and the need for health promotion material
highlighting the effects of misuse. However, no mention was given r egarding illicit
drug use. The development of alcohol and dr ug literature for this population today
continues to receive little attention (Christian & Poling, 1997).  Refer to
www.rmhldni.gov.uk for a study by Quinn et al., (2004) alcohol and drug education
programmes across 60 mainstr eam and 10 learning disability schools in Northern
Ireland. 

Assessment, Treatment and Management

Given the co-existing other ‘conditions’ identified above (i.e. mental health
problems, aggr ession, of fending behaviour) that fr equently accompany this
population, the assessment, tr eatment and management of such individuals ar e
often fraught with dif ficulty (Drake et al., 1993, Degenhar dt, 2000, ARAC, 2002). A
number of studies highlight that people with learning disabilities who misuse
substances sometimes can be ‘unwilling’ or ‘un-cooperative’ to engage in the
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treatments of fered further complicating the delivery , maintenance and success of
such interventions (Rivinius, 1988). Possible explanations for this latter finding
centre upon this population’s lower level of intellectual ability and associated
cognitive deficits compar ed to their non-disabled counterparts (Degenhar dt, 2000,
Sturmey et al., 2003). These individuals have also been found to have lower levels of
knowledge regarding the ef fects of taking excessive amounts of alcohol and dr ugs
(this also applies to medications) (McGillivray & Moor e, 2001). 

Compared to the non-disabled population, Degenhar dt (2000) indicated that for
people with learning disabilities who misuse alcohol, ‘abstinence’ may be a mor e
appropriate treatment goal rather than ‘controlled drinking’. 

‘Controlled drinking’ involves understanding the rules concerning ‘units of alcohol’,
‘when’ and ‘wher e’ to drink and what ‘not’ to drink wher eas ‘abstinence’ only
requires the individual to totally r estrain from consuming alcohol. Nevertheless, a
number of interventions have been of fered to people with learning disabilities who
have misused alcohol and overall the r esults appear promising.

These include: detoxification and use of other psychopharmacology tr eatments (i.e.
antabuse); modifications of A.A. & 12 Step Programme; use of group therapy; use of
social skills training (e.g. r efusal skills, inter -personal communication, expr essing
emotions, responding to criticism, r ole playing); motivational interviewing; r elapse
prevention pr ogrammes; behavioural appr oaches (i.e. assertiveness, daily living
skills); and the pr ovision of staf f education (Moor e & For d, 1991, Paxton, 1995,
McGillicuddy & Blane, 1999, Barnhill, 2000, Stavrakaki, 2002, Sturmey et al., 2003).

Although these studies have been informative, they pr ovide little mor e than
descriptive accounts of either mainstr eam or modified interventions: with many of
these studies found to be methodologically poor (Burgard et al., 2000, Sturmey et al.,
2003). Limitations include small sample sizes, lack of r eliable and valid
measurement tools, studies undertaken within hospitals ther eby limiting the
person’s access to alcohol, lack of contr ol gr oups, lack of generalisability and no
long-term follow-up. Few studies report on the efficiency of the treatment strategies
offered. 

An expert panel of psychiatrists and psychologists in the USA developed guidelines
regarding the ‘tr eatment of psychiatric and behavioural pr oblems’ for people with
learning disabilities (American Journal on Mental Retar dation, May, 2000). These
guidelines include:  

• education of the client/car er in or der to understand and manage the 
disorder (including communication and social skills);
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• managing the envir onment (i.e. r emoving envir onmental pr ovocations, 
changing activities, work, social gr oupings, and physical 
environment); and

• applied behaviour analysis (i.e. learning to build new skills that ar e 
functional and appropriate, and reduce problem behaviours).
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Older People - Annexe 10

Treatment Services

The complexity of substance misuse in the older age gr oup can be illustrated by the
client/carer r elationship e.g. the ‘car er’ maybe an older person with an alcohol
problem who is caring for a spouse with physical or mental health pr oblems.

One of the pr oblems in this ar ea is the lack of systematic evaluation of tr eatment
interventions and an absence of controlled trials (Derry, 2000).

One study found that a sample of 24 older people in out-patient treatment remained
in treatment significantly longer and were more likely to complete treatment than a
control gr oup tr eated in mixed gr oups. (Kofoed et al., 1987) Another study
suggested that age specific pr ogrammes were unwarranted because although ther e
were statistically significant dif ferences between older and younger pr oblem
drinkers there were equally significant dif ferences within the older age gr oup e.g.
between late and early onset problem drinkers (Mulford and Fitzgerald, 1992).

Derry has made several r ecommendations in respect of service pr ovision including
age oriented treatment programmes, specialised training packages for staff, outreach
services, home detox programmes and clearly defined structures and arrangements
for referral to specific medical care i.e. neuropsychological (Derry, 2000).

Risk factors for late onset drinking in older people include female gender , higher
socio-economic status and in some but not all studies life str essors, but neither
psychiatric co morbidity nor positive family history of alcoholism appears to
contribute in a majority of cases (Atkinson, 1994).

It has been suggested that viewing late onset drinking as a r esponse to life stressors
may be over simplistic. Ther e may be 2 feedback cycles, a ‘harmful’ one and also a
‘benign’ feedback cycle in which, “Problematic drinking and life stressors exacerbate
each other, but also a benign feedback cycle in which moderate alcohol consumption
and life stressors reduce each other” (Brennan et al., 1999). The aetiology of problem
drinking is complex; social, envir onmental, physical and mental health pr oblems
need to be considered.  Other factors evident in 2 hospital studies wer e that alcohol
problems might pr esent in a number of non-specific ways e.g. confusional states,
gastrointestinal pr oblems, falls and accidents and these may be misdiagnosed or
attributed to the ageing process (Niak and Jones., 1994).
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There may be a view that advising older people to give up their alcohol habit is
inappropriate. Ther e may be per ceived dif ficulties in taking detailed alcohol
histories due to physical or mental health pr oblems or cognitive impairment
(McInnes and Powell, 1994).

These factors may pr esent dif ficulties for the practitioner but they ar e not
insurmountable barriers.  Pr oblem identification, compr ehensive assessments and
successful treatment outcomes are all achievable with this client gr oup.

Despite the lack of enthusiasm for taking an alcohol history the outcome of
treatment in elderly people who misuse alcohol is good (Niak and Jones, 1994).

It is recommended that a quantative alcohol history should be taken from all elderly
people admitted to hospital.

An interesting finding in relation to problem identification and referral to specialist
alcohol tr eatment agencies was that ther e wer e higher rates of identification by
doctors in hospitals which had on site substance misuse tr eatment services.
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Examples of Good Practice:

1. The Camden and Islington Alcohol Support Association (CASA), older
persons service in London has reported on 96 clients using the service during
a one year period.  20% stopped their use of alcohol, 52% stabilised or
reduced their drinking, and 72% demonstrated some impr ovement in self
care or psychological or social functioning (T aber, 2001). This was a small-
scale study and ther e is a r eal need for further r esearch in the ar ea of
treatment interventions.

2. At present there are 2 age specific tr eatment services in Northern Ir eland.
The Northern Ir eland Community Addiction Service (NICAS)  set up a
Service for Older People  in 1997 with funding pr ovided by the Community
Fund. This pr ovides specialist counselling, and individualised tr eatment
programmes. Domiciliary visits ar e available to all clients. Other featur es of
the programme are systemic work with families/carers and group work.

(i) In the 12 month period fr om April 2003 to Mar ch 2004, 102 clients 
attended in r elation to their own alcohol pr oblems. Some outcome 
evaluation has been carried out but the r elated r esearch has not yet 
been completed. 

(ii) Training sessions have been conducted for several statutory and 
voluntary agencies e.g. awareness raising and interventions.

3. A Domiciliary Outreach Programme was established in the Foyle Health and
Social Services T rust in 2003. It is a statutory and voluntary sector
partnership and is funded by the Western Drugs and Alcohol Co-ordination
Team. It pr ovides counselling, advice and information to clients and car ers
based on a harm r eduction model. Another featur e of the service is the
support provided to caseworkers in the care planning process.
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People within the Criminal Justice System – Annexe 1 1

Probation

A senior manager has been designated as r esponsible for dr ugs issues (Assistant
Chief Of ficer – ACO). This ACO will r epresent PBNI on the Dr ug and Alcohol
Strategy Implementation Group.

A Drug Steering Gr oup will be established within PBNI consisting of the Area
Managers who sit on Dr ug and Alcohol Coor dination teams, T raining Manager ,
Prison Probation Manager, Youth Justice Manager and a r epresentative from Hostel
Forum. The remit of this group will be:

• to impr ove practice and support practitioners in their work with dr ug 
users;

• ensure consistency and equity of service pr ovision and encourage best 
practice;

• encourage the development of partnership working;
• ensure communication str uctures ar e in place to keep employees 

informed of developments in policy and practice; and
• ensure training needs are met.

The strategy of PBNI includes the following elements:

• accurate assessment of dr ug using of fenders to inform courts of the 
role played by dr ug use in of fending, the needs of the of fender and 
options for sentencing which will pr otect the public whilst enhancing 
the prospect of reducing offending;

• establishing co-operative working r elationships with statutory , 
voluntary and community agencies in delivering services to dr ug 
using offenders;

• joint working within multi-agency teams to deliver assessments and 
supervision where it can be agreed with partner agencies;

• a continuum of tr eatment and support between custody and 
community which applies to adults, young of fenders and juveniles;

• structured dr ug awar eness and r eduction in use pr ogrammes as part 
of supervision and as a condition of an or der where appropriate; and

• support families af fected by dr ug misuse, especially those of prisoners 
and juveniles.

The PBNI in partnership with other agencies have contributed to the following
specific pr ojects and working arrangements which have contributed to the
assessment and supervision of drug misusers.

(i) Railway Str eet Addiction Service, Ballymena – in partnership with 
Homefirst Community Trust. 
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Their brief is to pr ovide assessments for courts of those of fenders referred because
illegal dr ugs, typically her oin use, appears to underpin their of fending and to
provide continuing treatment as a condition of probation supervision. 

Although demand fluctuates, during the first 18 months of operation ther e wer e
more than 100 r equests for assessments and 53 of fenders under supervision. The
benefits of the project have included:

• the sharing of knowledge and experience within a single team; 
• access to the services of respective agencies involved;
• including psychiatric services and hospital detoxification;
• direct r eferral fr om court rather than waiting within the r eferrals fr om 

general practitioners; and
• freeing the Community Addictions team fr om demands of court 

referrals.

(ii) The Rapid Assessment and T reatment Service for Dr ug and Alcohol 
Misusers (RA TSDAM) is a joint initiative between the PBNI and the 
Northern Ireland Community Addiction Service set up in 2003 (funded by 
Northern Ireland Of fice). The purpose of the service is to pr ovide a fast 
track assessment and tr eatment service for male and female of fenders 
within the greater Belfast area whose offences are related to their drug use.  
Referrals come fr om PBNI.  In the first 2 years 230 assessments wer e 
completed and a total of 127 Orders were made by the court.

Those accepted for the programme ar e r equired to attend 8 weekly cognitive
behavioural treatment sessions with further available if needed.

Follow up outcome analysis at 3 and 6 months after treatment indicates encouraging
results with a high per centage making meaningful changes. A research component
is built into the scheme and high-level analysis is completed for each step of the
programme.

(iii) Accredited and Approved Pr ogrammes – PBNI support the drive to 
ensure that work with offenders is of proven effectiveness. Due to a lack of 
available trainers, it was not possible to adopt the accr edited programme, 
Addressing Substance Related Of fending. A local Approval Gr oup has 
been established, which scr utinises the ef fectiveness of locally developed 
programmes.

(iv) Partnerships in Prisons – In the YOC a pr ogramme is deliver ed by 
Opportunity Youth, a voluntary agency. This programme is continued on 
release in conjunction with PBNI. Probation staff are also involved in drug 
programmes in the adult prisons which ar e continued on release.
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(v) Voluntary Agencies – PBNI has working r elationships with Dunlewey 
Substance Advice Centr e and Northern Ir eland Community Addiction 
Services allowing for direct referral by probation officers.

Prisons

The curr ent pr ovision of substance misuse services is limited. On committal to a
prison establishment, a primary health care assessment is undertaken to identify any
prisoner with a history of physical ill-health, mental illness, deliberate self-harm or
substance misuse.  A general practitioner will engage the prisoner in a detoxification
regime.  

Following this, a prisoner may receive support from a voluntary agency, Registered
Mental Nurse or Consultant in Substance Misuse. Prisoners also r eceive education
regarding dr ugs and potential risk of over dosing on r elease.  Thr oughcare is
variable, and is dependent on which agency , if any , the prisoner has chosen to
engage with.  However, the most significant providers of addiction services to NIPS
are the voluntary agencies.  Services have been commissioned fr om Opportunity
Youth, Dunlewey Substance Advice and Northlands. These pr ojects are evaluated,
and there are regular meetings between counselling staff and operational personnel.
This gives a significant opportunity for thr ough care on r esettlement, and support
for families.  An example of this is Opportunity Youth, working in Hydebank Wood,
who work both with young offenders and their families.

There is a lack of strategic planning and joined up working between prison
healthcare staff and the voluntary agencies, as both services run in parallel. There is
currently no forum to look at integrated car e pathways, to meet individual client’s
needs.  These are discussed in Annexe 11.

NIPS supports a zero tolerance policy regarding substance misuse. This incorporates
mandatory dr ug testing, wher eas the Scottish Prison Service has changed to
Addiction Prevalence Screening. The Scottish model does not involve any loss of
privileges, but rather encourages a prisoner to engage with therapy . Limiting the
supply of drugs is a high security priority. 

Hepatitis B vaccination is to be made available to all prisoners and staf f. Substitute
prescribing has commenced following the pr oduction of the NIPS Substitute
Prescribing Guidelines 2004, without additional resource allocation.
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There are other intrinsic dif ficulties in pr oviding substance misuse services in the
prison environment. It is difficult to provide regular sessions with clients, who may
be at visits, court, bailed, or locked in their cell. It is dif ficult to do group work in a
secure environment, where prison r ules limit prisoners coming together , and most
importantly, the ef fectiveness of many therapeutic interventions have not been
evaluated in the prison setting. There is evidence to support Alcoholics Anonymous
in the treatment of those with alcohol dependence. 

At present the NIPS Drug Strategy is under review. It should consider the following
recommendations:

• substance misuse teams should be established to assess prisoners on 
committal and devise individual care plans;

• substance misuse teams should work in partnership with voluntary 
agencies, referring prisoners who have completed detoxification;

• substance misuse teams should liaise with r esettlement and 
Community Addiction Teams at time of release; and

• a harm minimisation appr oach should be adopted including 
vaccination against hepatitis B, and consideration given to the supply 
of condoms and needle exchange facilities.

Suicides in Prison CR99 Feb 2002, RCPsych.

• Recommended that all prisons need an enhanced psychiatric and 
substance misuse service.

• Recommended that community dr ug teams should have access to 
prisoners and that all prison doctors should r eceive specific training in 
psychiatric and in drug misuse medicine.

• Emphasised that dr ug withdrawal occurs when prisoners with 
problems of substance misuse ar e admitted to prison and this may 
play a part in generating suicidal behaviour.

• Recommends that prisoners should have access to the same level of 
healthcare as those outside of prison and that the practice of automatic 
detoxification of patients stabilised in the community on substitute 
prescriptions be discontinued. Prisoners and their families should be 
educated about the loss of tolerance following dr ug withdrawal 
programmes.
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Changes in Prison Healthcare, RCPsych Substance Misuse Faculty
Newsletter, Sept 2004

• In England and W ales, Primary Car e T rusts have taken r esponsibility 
for commissioning healthcare in prisons.

• There is a high level of self-harm during the first two weeks of 
incarceration, and this may be due in part to poorly managed 
detoxification.

• There is a high mortality rate in the first month after r elease, as people 
retox themselves again.

• It is envisaged that ther e will be a gr eater use of maintenance 
treatment, based on an Australian study which indicates that 
maintenance tr eatment of prisoners r educes hepatitis C conversions 
and over doses in prison, and is followed by fewer deaths and less r e-
incarceration after release.

• Recommend forming substance misuse teams, and that these should 
be led by specialists. 

Prison Surveys of Drug Use

• Although ther e is no published data concerning dr ug use in Northern 
Ireland prisons, the total number of dr ug finds in prisons has shown 
an incr ease since the Dr ugs Policy and Strategy of NIPS was 
established in 1996.

• A survey in HMP Maghaberry showed that 20% of r espondents 
declared using a Class A drug (her oin, cocaine, ecstasy) within prison 
in the 4 weeks prior to the survey (2001).

• Previous injecting dr ug use was r eported by 1 1% of prisoners (cf  43% 
ROI, 4% UK).

• One fifth of injectors said that they started injecting dr ugs whilst in 
prison.

• hepatitis C – 1.06%.

• hepatitis B – 0.76%.

• HIV – 0.

Criminal justice based drug interventions: An integrated approach

A range of different initiatives currently deals with drug misusing offenders as they
are processed through the criminal justice system, These include Arrest Referral
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Schemes located in police custody suites, Dr ug T reatment and T esting Or ders
managed by the pr obation service and prison based CARA T schemes. In many
instances, lack of co-or dination between these services leads to inconsistency of car e,
inefficient working practices and failur e to effectively engage and r etain offenders in
treatment. This is particularly true of offenders who are released from prison without
adequate aftercare arrangements.

The updated dr ug strategy highlights the aim to join up initiatives in the criminal
justice system mor e ef fectively and develop an ‘end-to-end appr oach fr om arr est
through to sentence and beyond. Under a new criminal justice intervention
programme supported by the Home Of fice and NTA, 25 Dr ug and Alcohol Teams
covering areas with the highest level of acquisitive crime have been asked to adopt a
model of working which would seek to develop a ‘virtual or dedicated’, community
based criminal justice drug team for their area. This approach should where possible
build on work and arrangements already in place using a combination of existing and
new resources, from the additional capacity building and aftercare funds.

In line with the Models of Car e framework, this appr oach adopts the principle of
identifying an integrated care pathway which clearly maps the course of treatment for
a drug misuser who is assessed and referred within the criminal justice system (fig 1).

This ‘community based team’ will accept referrals from police, courts, probation and
prisons and their r ole will extend beyond assessment and r eferral. There is clear
evidence from the arrest referral evaluation (July 2002) that delays between r eferral
and accessing treatment is de-motivating and leads to a high proportion of offenders
not engaging in treatment. This learning highlights the need for this community based
team to be able to pr ovide and/or access the full range of T ier 2 interventions
including case management and low threshold treatment interventions to ensure that
offenders are engaged and supported and to maximise the prospects of retaining them
in treatment.  The new teams will undertake the following tasks:

• triage assessment and referral into appropriate specialist treatment;
• care planning and co-ordination function;
• harm reduction advice and interventions;
• immediate access to low thr eshold tr eatment – for instance, str uctured 

counselling/motivational interviewing and methadone prescribing;
• appropriate interventions for crack and cocaine users;
• work in partnership with pr obation and police in contributing to the 

delivery of DTTO, pre-arrest and prolific offender programmes; and
• provide a dedicated after care service for prisoners being r eleased into 

the r elevant DA T ar ea to addr ess their dr ug tr eatment needs and 
facilitate access to other services like housing, mental health, employment
etc.  This will include liaising with CARA T teams and pr obation staff to 
prepare jointly agreed release plans. Manage a team of volunteer mentors 
to provide practical support and encouragement for of fenders.
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Interface with Mental Health Services – Annexe 12

A Review of Mental Health and Learning Disability (Northern Ireland): A Strategic
Framework for Adult Mental Health Services.  June 2005  (www.rmhldni.gov.uk).  

People with Co-existing Substance Misuse and Mental Health Pr oblems (Dual
Diagnosis) (pages 65-68).

Recommendations

(51) Trusts should make pr ovision for people with mental health pr oblems and
co-existing alcohol or dr ug misuse.  Local pr evalence and needs of people
with dual diagnosis should be assessed.  

(52) People with co-existing substance misuse and mental health pr oblems
should be tr eated using an integrated tr eatment model within a single
service.

• The needs of those with complex, enduring and r elapsing mental 
disorders can best be met by adult mental health services.

• The needs of those with less sever e mental health pr oblems, whose 
main dif ficulties ar e dir ectly r elated to substance misuse, can best be 
met by substance misuse services.

• Agreed arrangements need to be established between any specialist 
services for people with personality disor der and substance misuse 
services.

• There should be systems of liaison between substance misuse and 
other mental health services to ensur e that people with dual diagnosis 
have access to the full range of the most appr opriate tr eatment 
services.

• Physical health pr oblems associated with substance misuse need to be 
identified and addressed.

(53) The needs of people with co-existing substance misuse and mental health
problems in contact with the criminal justice system should be identified and
addressed.
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Pregnant Substance Users - Annexe 13

Care of the Person who Misuses Substances During Pregnancy

“Pregnant women with substance misuse problems should receive the same quality
of car e, r espect and dignity as any other pr egnant woman thr oughout their
pregnancy. The philosophy and appr oach to car e should ensur e that this can be
achieved” (Whitaker, 2003)  
“Even though we’re drug users, we want to be tr eated with respect”
“Just because I drink does not make me a bad mum. I love my kids”
(Castlemilk, 1998)

The extent of substance misuse in pr egnancy in Northern Ir eland has been focused
primarily on the ef fects of alcohol use in pr egnancy. Hepper (2000) fr om Queens
University identified the impact on alcohol consumption during pr egnancy.

Key findings from his report highlight:

1. Alcohol consumption r emained high during pr egnancy, (60-70%) and 
relatively unchanged over 4 year period;

2. Behaviour of the foetus is influenced by maternal alcohol r educing its 
movements and its response to sound;

3. Maternal alcohol consumption during pr egnancy influences infant 
habituation at 5 months gestation;

4. The behavioural ef fects observed indicate maternal alcohol 
consumption has influenced, possibly permanently , the functioning of 
the brain and CNS of the foetus and infant; and

5. These ef fects ar e observed at low levels of maternal alcohol 
consumption (5-6 units per week) and this raises questions r egarding 
the ‘safe’ level of alcohol during pr egnancy.

Studies in Glasgow revealed that in 2000/2001, as many as 4.4 per 1000 maternities,
had misused drugs. Acknowledging these statistics, the Scottish Executive issued a
document in 2004, Good Practice Guidance for Working with Children and Families
affected by Substance Misuse. This guidance r eported that the gr eater the misuse,
the greater the risks. It also reported that the more children involved, the greater the
need for all pr ofessionals to meet the needs of all the family members. The main
message underpinned by this document was the need for a compr ehensive
collaborative approach to care and the need for appr opriately trained professionals
in the area of substance misuse and family car e. 
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There are prejudices and attitudes in our society that need to be addr essed. Klee,
Jackson and Lewis (2002) identified that women who abused dr ugs and alcohol
experienced greater social disapproval than men. 

Macrory and Cr osby (1995) further highlighted that in pr egnancy, this was even
more evident with the emphasis of car e dir ected towar d the unborn child and
resulting in many instances of prejudice against the expectant drug misuser.

The negative view of society towards this gr oup of users has r esulted in
discriminatory practices, which has caused exclusion fr om care. 

Johnston (1998) emphasised the pragmatic appr oach of harm minimisation as an
effective means of caring. He also identified that abstinence can be helpfully thought
of as the final goal of harm minimisation.  T o create this approach to care, which is
acceptable and accessible to this gr oup, requires services to be fr ee from negative
attitudes and values which would block access to tr eatment programmes. 

The Ef fective Intervention Unit (2002) identified that most substance-abusing
women have substance-abusing partners. This pattern further exacerbates the
difficulties, with the influences of male partners impacting on the women’s
substance misuse. Evidence suggests that if the partner engages in tr eatment with
the woman, the outcomes are better.

The lack of detailed collaborative r esearch to support the extent of harm caused to
the unborn child through substance misuse has resulted in women having difficulty
in making informed choices to treatment.

Drug Misuse and Dependence- Guidelines on Clinical Management, Department of
Health (DOH) (1999) identified the need for substitute pr escribing and highlighted
2 key ar eas: namely opiates and cocaine. For opiates, suitable levels of methadone
maintenance and r eduction ar e pr escribed for pr egnant women. However with
cocaine use, the woman is advised to stop immediately as ther e is no safe dr ug for
substitute prescribing.

A collaborative approach to the pr egnant substance misuser will be str engthened
through multi-disciplinary training. Training should be seen as an appropriate lever
to develop good practice and working between pr ofessional gr oups. T raining
should, also, underpin the implementation of joint pr otocols at all levels to guide
practice. 
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Families – Annexe 14
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Smoking - Annexe 15

Full Recommendations for Smoking and Mental Health – Jef fers
2003

(1) In both hospital and community mental health facilities the smoking status
of clients should be ascertained at the time of assessment and monitor ed
thereafter by mental health and primary car e services.

(2) All mental health staf f should be trained to of fer brief advice to clients at a
stage when they ar e likely to be r eceptive to its import. Such advice might
include educational information about the health hazar ds of smoking, the
benefits of cessation with time scales, and smoking cessation supports
available.

(3) A staff training programme should be instituted to addr ess staff attitudes to
smoking and their own knowledge about smoking and mental health. This
training pr ogramme will aim to counter the pr evailing cultur e in mental
health that smoking is often constr ued as a necessary or tolerated
phenomenon among those with mental health pr oblems.  Staf f may need
training to approach this area with sensitivity and pragmatism.

(4) Specialist staf f should be appointed to plan support services for smoking
cessation aimed at those with mental health pr oblems, and to implement
specialist counselling, gr oup therapies and other supportive interventions
(for example, help lines; proactive calling to maintain motivation to quit).

(5) Staff training would also include counselling skills, gr oup leadership skills
and a full knowledge of the evidence base r elated to smoking and cessation
methods.  It should also include knowledge of the likely barriers to access
smoking cessation services for these clients.

(6) Health pr omotion leaflets and particularly those on smoking, and other
cessation materials should be r eadily available in facilities accessed by
people with mental health problems including primary care services.

(7) Nicotine Replacement Therapy (NRT) or other pharmacotherapies should be
prescribed as r equired as part of a cessation pr ogramme with specialist
support.  This is important as there is evidence that some people with mental
health disorders continue to smoke in conjunction with taking NR T and so
experience distressing effects.
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(8) Specialist interventions should aim to enable and empower those with
mental health pr oblems to avail of general smoking cessation supportive
services. This will facilitate social inclusion. Smoking cessation strategies
should be integrated in general r ehabilitation that aims to enhance the
participation of those with mental health pr oblems in their communities. 

(9) Therapeutic gr oups that apply cognitive and behavioural techniques ar e
indicated to achieve smoking cessation changes. Clients have a preference for
methods that have a social orientation. They are likely to derive support from
others who experience similar difficulties as themselves.

(10) Psycho-educational interventions within either gr oup or individual
counselling contexts are relevant to promote motivation to stop smoking. An
assessment can be made of the individual client’s stage of thinking about
cessation and information appropriate to that stage can be pr ovided.

(11) Group therapy for smoking cessation could pursue parallel goals of
promoting more healthy living. Exercise and physical activity are diversions
from smoking which impr ove physical health, self-per ception and mental
well-being.

(12) Smoke free policies in mental health facilities should aim to mirr or smoking
prohibitions that exist in the community at large. Where there is a gap a plan
should be drawn up that aims to achieve parity and should be time framed.

(13) All health services should be health pr omoting at all times and should
demonstrate health awareness.
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The W ider Environment: Homeless and Employability –
Annexe 16

Homelessness and Substance Misuse

Background:

The Information and Resear ch W orking Gr oup (cr eated under the Joint
Implementation Model of the Dr ug and Alcohol Strategies) identified the need in
2003 to conduct a province wide needs analysis of individuals who have an alcohol
and/or drug problem where homelessness has become a feature.  A Steering Group
was appointed to oversee a research project exploring this issue, with representation
from the Department for Health, Social Services and Public Safety (DHSSPS), the
Northern Ireland Housing Executive (NIHE), the Council for the Homeless and the
Northern Ireland Community Addiction Service (NICAS).  Deloitte was appointed
to undertake the research project in conjunction with the Simon Community.  The
full text can be viewed at www.dhsspsni.gov.uk/publications/2004/submisuse.asp

The overall aim of the research is to provide a detailed account of substance misuse
among homeless people that could be used to inform futur e pr evention and
treatment activity.

The methodology for the research involved the following activity:

• interviews with 154 homeless people r ecruited via 33 temporary 
accommodation providers across Northern Ireland;

• a survey of homelessness and substance misuse service pr oviders; 
consultation with other stakeholders; and

• a literatur e r eview of policy context and good practice in the ar eas of 
homelessness and substance misuse.

Policy and Strategy Level Issues:

The issues of homelessness and substance misuse are not well integrated at a policy
and strategy level, although ther e has been some evidence of ef fective integrated
practice at operational level.  A number of joint policy and working str uctures
already exist which have a part to play in addr essing this issue (for example, PSI
Working Group on Homelessness, Homelessness Strategy Partnerships, Supporting
People Partnerships and the Model for the Joint Implementation of the Dr ug and
Alcohol Strategies).  
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However, their curr ent r emits, str uctures and funding mechanisms ar e not easily
mapped in r elation to the issue under r eview.  Ther efore, a specific bridging
mechanism is r equired to bring various strategies and str uctures together at a
regional level and to identify and meet needs at a local level. 

Recommendations

The primary r ecommendation is that the findings of this r esearch and the issue of
substance misuse and homelessness be disseminated widely and that an appropriate
co-ordinated r esponse to the pr oblem be developed.  The r esponse should span
change in both policy and practice including the following:

Policy and Strategy

The research indicates that the interrelationship between the problems of substance
misuse and homelessness is suf ficiently significant to merit the development of an
enhanced strategic structure to deal with the specific issues.  Therefore, mechanisms
should be put into place to develop a r egional strategy for an integrated housing,
homelessness and substance use service, both fr om a pr eventative and r eactive
perspective.  

A possible model for the strategy is set out overleaf.  It suggests a two-tier approach,
with a Regional Strategy Gr oup whose r ole is to set policy and oversee service
integration, and 4 Area Groups whose role is to identify and meet local needs.  The
Area Groups could be sub-gr oups of the existing DACT s and would feed into the
Supporting People Area Partnerships to ensur e maximum co-or dination with
existing str uctures and best use of existing funding.  It is r ecommended that if
adopted, this model should include statutory and voluntary sector r epresentation
from across health, housing and justice/community safety, at a senior strategy level
on the r egional gr oup and at a senior operational level on the ar ea gr oups.
Suggested representatives are also shown.

In addition to the establishment of this model, r eviews of existing strategies should
ensure also that the issue of homelessness and substance use is given appr opriate
weight.  For example, any further review of the Regional Drugs and Alcohol Strategy
should recommend that specific objectives and actions r egarding homelessness and
housing ar e made in the plan, and any further r eview of NIHE homelessness
strategy should include a strategy intent to cr eate an integrated service with health
and social service agencies on homelessness and substance use issues.  
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Proposed Model for Homelessness and Substance Misuse Strategy

165

ROLE:
- to develop and oversee a r egional approach

to integrated services for homelessness and substance use.

MEMBERSHIP:
Senior level representatives including:

- Regional Drug & Alcohol Strategy Co-ordinator
- Regional Homelessness Strategy Co-ordinator

- Representation (health and housing) from Supporting People Regional Planning Group
- Representative of voluntary sector homelessness providers

- Representatives from Probation, Youth Justice & Community Safety
- Representative of Health Promotion Agency

ROLE:
- to map local services & identify gaps/local needs

- to devise integrated models of service and joint working pr otocols
- to recommend improvements to current service delivery
- to monitor the implementation of local service changes

- to feed into local structures for Supporting People & Regional
Drug and Alcohol Strategy

MEMBERSHIP
Suggested members in each area are as follows:

- Drug & Alcohol Co-ordination Team Co-ordinator
- Area Homelessness Strategy Co-ordinator

- Chair of Area Supporting People Partnership
- NIHE Area Senior Housing Manager
- Statutory sector treatment provider

- Voluntary sector treatment providers
- Voluntary sector homelessness providers

- Probation, Community Safety & Youth Justice representatives

Northern Area
Sub-Group

Southern Area
Sub-Group

Eastern Area
Sub-Group

Western Area
Sub-Group

Regional Strategy Group
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A Service Continuum

Feedback fr om homeless people thr ough this r esearch highlights a clear need to
ensure that homeless people across Northern Ireland have access to a continuum of
integrated services in r elation to substance misuse and homelessness.  This
continuum should be appr opriate to dif ferent gr oups with dif ferent needs,
consistent with the good practice set out in the literatur e review and the findings of
this research, and should include:

• a co-or dinated range of temporary accommodation to meet the needs 
of curr ent and former substance users and those who have not 
engaged in substance use, including accommodation to meet the needs 
of intravenous drug users;

• outreach services for r ough sleepers and compr ehensive dr op-in 
services (‘one-stop shops’) that pr ovide non-judgemental information 
and support to those with more chaotic lifestyles;

• outreach tr eatment services including harm r eduction and other 
treatment services designed to be more accessible to homeless people;

• detoxification services; and
• better integration between tr eatment/accommodation services 

including formal links between NIHE, other homelessness pr oviders 
and treatment providers on the exchange of information. 

An agreed baseline model of service pr ovision should be developed for the r egion
and further analysis should be undertaken to identify needs at an ar ea/board basis.
This model may not r equire significant additional funding r esources as the key
objective will be to r edesign existing services to better meet the needs of the tar get
group.  

Information and Prevention Services

This r esearch shows that 2 main gr oups need health pr omotion support and
preventative services – those in temporary accommodation and those thr eatened
with homelessness due to their substance misuse.  

Those in temporary accommodation need support to deal with substance misuse
and its impact on both their health and their capacity to move into mor e permanent
accommodation.  In particular, the research shows that mental health problems and
risk behaviours (including behaviours that put people at risk of blood-borne
diseases) should be tar geted.  The r esearch showed a significant pr oblem with
substance use among homeless people but a lack of r ecognition into its impact on
individual’s current situation, with low numbers per ceiving substance use services
as a current need.  Therefore, information and prevention services must be designed
to be mor e accessible to those in temporary accommodation, for example, thr ough
greater provision of outreach services, clinics in hostels and other on-site support.  
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Those under thr eat of homelessness wher e substance misuse is an issue also need
support, and mechanisms should be put in place to ensur e early intervention that
prevents these individuals from becoming homeless.  

The r ole of primary health car e, housing, police and other public services in
providing early intervention services should be explor ed.  

The Joint Model for the Implementation of the Dr ug and Alcohol Strategy and the
PSI Working Group on Homelessness have a r emit to explor e ways in which dr ug
and alcohol harm and homelessness respectively can be prevented.  

Training

Feedback from homeless people and pr oviders highlights a training need for those
working with homeless people and substance misuse issues.  This includes those
working in temporary accommodation, fr ontline housing staf f working for NIHE
and those working in tr eatment services.  T raining needs span awar eness raising
regarding the needs of those with substance use problems generally, how to identify
issues, when to refer people onto other services, appr opriate referral points and in-
depth specialist assessment.  

It is r ecommended that steps be taken to ensur e that those in accommodation
services working with homeless people can access a pr ogramme of training in
substance use issues.  The Council for the Homeless of fers training in this ar ea for
voluntary sector pr oviders but uptake has been poor .  If r esources can be made
available, this offering should be augmented to impr ove uptake and to ensur e that
all those providing non-statutory temporary accommodation have access to r egular
training and support.  This should include support to hostels with str ucturing
policies and pr ocedures on dr ugs and alcohol, of fering advice on harm r eduction
methods and provisions needed and offering advice on Section 8 issues.  

As regards NIHE staff, the introduction of the Multi-Disciplinary Assessment Team
should meet some of the or ganisations’ needs as r egards specialist assessment, but
there is also a need for more general awareness raising and training for those coming
into contact with homeless people who may have a substance misuse issue.  

The training needs of those working in tr eatment services who may have contact
with homeless people should also be consider ed and a r egional pr ogramme of
training or set of guidelines be deliver ed.  
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In developing training, r eference should be made to existing guidelines and
publications, such as those highlighted in the literatur e r eview in Section 5 (e.g.
Drugscope guidance for dealing with substance use in temporary accommodation).
Guidelines on substitute pr escribing that include specific guidance in r elation to
working with homeless individuals with opiate dependency should also be
disseminated.

Employability

Employability is defined as: “…. the capability to move into and within labour
markets and to realise potential through sustainable and accessible employment. 

For the individual, employability depends on:

1. The knowledge and skills they possess, and their attitudes;

2. The way personal attributes are presented in the labour market;

3. The envir onmental and social context within which work is sought; 
and

4. The economic context within which work is sought”. 

(Northern Ir eland Task For ce on Employability and Long T erm Unemployment,
2002).  Moving On Update: Education, T raining and Employment for Recovering
Drug Users (Early Interventions Unit, Scotland, 2003) expands this definition to
focus on the individual’s unique r esources, i.e. the attributes and assets, and ability
and capability to use those attributes and assets. 

The review supports the suggestion of better joined up working between agencies
already providing employability and rehabilitation services; 

• Disablement Employment Advisors, 
• Job Brokers, 
• Occupational Therapists, 
• NIACRO, 
• Northern Ireland Union of Supported Employment, 
• Action Mental Health, 
• Department of Employment and Learning, 
• Voluntary providers (Dunlewey Substance Advice Centre, Ballymena 
• Family and Addicts Support Gr oup, Northern Ir eland Community 

Addictions Service, etc), 
• Institutes of Further and Higher Education, 
• Volunteer Bureaus, 
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• Educational Guidance Service for Adults, and 
• Employers, etc. 

It is acknowledged that a wide range of underlying issues and barriers must be
addressed for many people in this tar get group.  These include; mental health or
general health problems, poor essential skills, lack of workplace skills, personal and
emotional issues including lack of confidence, lack of motivation and negative
family or peer pr essure or a worklessness ethic.  Obtaining and maintaining
employment will be challenging for some of the individuals concerned. 

The Eastern Drug and Alcohol Coordination Team (EDACT) and the Department of
Employment and Learning (DEL) organised a seminar on the issue of employability
as an essential factor aiding a person’s r ecovery from substance misuse.  
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The BAMFORD REVIEW of MENTAL HEALTH and LEARNING DISABILITY 

(Northern Ireland) 
 
 
   AUTISTIC SPECTRUM DISORDERS 
 
 
 
Background  
 
1. From its outset, the Bamford Review of Mental Health and Learning Disability (NI) 

has been conscious that people with an Autistic Spectrum Disorder (ASD) have a 
wide variety of needs, some of which are currently being met within learning 
disability services, some within mental health services, some within other 
programmes and some needs are not being met at all.  By way of illustration, in 
Priorities for Action 2003/2004 autism is referenced in three separate service areas - 
mental health, learning disability and child health.  

 
2. The Review has given serious consideration to how the needs of people with ASD 

should be met.  At the core of the Review’s deliberations has been determining how 
the range of effects of autism can best be addressed and the consequent diversity of 
required interventions developed within the two components of the Review i.e. 
mental health and learning disability.  

 
3. Reports from individual Review Committees are addressing the needs of people with 

ASD within their respective remits.  For example, the Adult Mental Health Expert 
Working Committee report includes a section on ‘Services for People with 
Asperger’s Syndrome or High Functioning Autism’ with related recommendations.  
The ‘Equal Lives’ document on Learning Disability also makes reference to the 
complex needs of those with both a learning disability and autism. However, it was 
concluded that the needs of all those with an ASD and their carers should be the 
subject of a separate and overarching paper by the Review. 

 
4. In compiling the following framework for the future development of comprehensive 

autism specific services, it was acknowledged that excellent and expert guidance has 
been issued in recent years. The Review gave due consideration to several national 
and regional documents, as listed at Annex A. 

 
5. To inform the Review’s work on ASD, a major stakeholder event was held in 

December 2004 to establish priority needs for service development in Northern 
Ireland. Workshops considered the needs of children and adults who have autism, 
those with a learning disability and those who do not have an intellectual impairment, 
compiling an agreed list of priorities. Common and recurrent themes that emerged 
from each workshop form the basis of this policy framework for the future 
development of autism specific services. 

 
6. The Review has deliberately provided broad recommendations for future service 

development, recognising that Health and Social Services Boards and Trusts are at 
different stages in current provision. However, the key recommendation of the 
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Review is that a senior manager in each Trust should be given responsibility for the 
development of autism specific services and the co-ordination of these across 
programmes of care.  Service provision for ASD must embrace partnership 
approaches that integrate and provide a whole systems approach, so collaboration 
with other relevant agencies such as education authorities will be an important 
component of the manager’s role. Those identified as having responsibility for ASD 
should consult respected documentation that has been published previously if more 
detail is required.  A needs assessment of people with ASD and their families should 
be completed as a priority.  

 
 New funding must be prioritised to underpin the Review’s recommendations on ASD 

services. 
 
 
Key Areas for Service Development 

 
1. Assessment and Diagnosis 

Timely and accurate assessment and diagnosis is a vital first step in meeting the needs 
of people with ASD and minimising the adverse effects of the condition.  Delay in 
diagnosis is often attributable to poor co-ordination and fragmentation of services.  
There is increasing evidence that diagnosis is more accurate and can be achieved at an 
earlier age (ideally around 2-3 years) where assessment is multi-disciplinary and ASD 
specific. Evidence-based models of practice advocate an intensive diagnostic 
approach with both child and family in attendance with assessment being undertaken 
by a range of specific practitioners from relevant agencies.  
 
While much of the work should be concentrated on early assessment in young 
children, the assessment needs of older children and adults must not be ignored.  
Knowledge of the size of the challenge in adulthood (its epidemiology, the number 
and kinds of services that would be needed) is poor, but likely to improve rapidly 
over the coming years.  Expertise in relation to adults with Asperger’s 
Syndrome/High Functioning Autism is lacking and needs to be developed. 

 
Recommendations 

• Autism specific diagnostic and assessment services must be established 
in each Trust. 

• Providers should offer ASD specific diagnostic and assessment services 
for children and adults, regardless of intellectual ability. 

• Professionals involved in this work must be highly trained, skilled and 
experienced in child development and in relevant disorders including 
mental health problems. 

• Expertise in relation to adults with Asperger’s Syndrome/High 
Functioning Autism needs to be developed. 

• Child and Adolescent Mental Health professionals must acquire greater 
knowledge and experience in assessment and diagnosis of ASD. 

• There should be a clear pathway to diagnostic and assessment services 
for families once ASD is suspected. 

• Quality standards for the process of assessment and diagnosis are 
required to ensure consistent good practice. 
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2. Intervention 
Diagnosis should act as the stimulus for provision of a range of appropriate 
interventions in response to the assessed needs of people with ASD and their families.  
As with assessment, a co-ordinated approach and multi-disciplinary working are 
essential. 

 

Recommendations 
• All children and adults receiving a diagnosis of ASD must be offered 

appropriate and timely intervention based on best available evidence. 
• These must be person-centred, delivered by adequately trained 

practitioners and provided on an inter-agency basis, as appropriate. 
• A ‘keyworker’ model should be developed for each individual with ASD 

and their family/carers, to ensure access to autism specific services and 
any other services that may be required. 

• There must be a clear referral pathway to appropriate mainstream 
services that may be required by a child or adult with ASD. 

• For some, specialist medical care and intervention will be required as 
appropriate. People with autism should receive this from medical 
practitioners trained in an understanding of autism. 

• A wide range of interventions will be required to meet the spectrum of 
needs presented by children and adults with autism.  

• Those responsible for service commissioning and delivery will need to 
keep abreast of current developments, research and efficacy of 
interventions for autism. 

 
 
 

 
 
 
 
 
 
 

3. Individual and Family Support 
Services must be person-centred and recognise the importance of work, leisure and 
social activities to the person’s health and wellbeing.  There is a need for forward 
planning and good co-operation between services at key transition stages of life. 
 
Service providers must also recognise the valuable contribution being made by 
families and other carers and seek to provide information and support to them in their 
role. Respite services, which may range from youth clubs, play and befriending 
schemes to family based or residential breaks, are central to supporting families.  
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4. Training 
ering services to people with ASD and their families must be adequately 

 

Recommendations 
d practical support for the individual and their family must 

• dividual and their 

• een child 

• ices require to be developed by specialist, mainstream and 

•  not reactive to family crises. 

• d for children to develop their social skills and 

•  able to access social groups developed with their 
 to 

• utism who wish to receive further and higher education 
 

• propriate job, with access to autism-

ny 

• 

• ld be adopted 

 

 • Emotional an
follow confirmation of diagnosis in a timely fashion. 
Particular attention must be given to supporting the in
family during ‘transition’ times. For example, primary to secondary 
school, leaving school, moving away from the parental home. 
Careful planning will be needed particularly for transition betw
and adult services to ensure continuation of the support required in 
adulthood. 
Respite serv
voluntary sector services as appropriate. 
Respite should be planned in advance and

• All children and adults with autism should have access to leisure and 
meaningful activity tailored to their needs and interests that promotes 
social inclusion. 
Support is require
understanding.  
Adults should be
participation and tailored to their needs and interests. These will aim
help them learn how to form relationships, develop community and 
social skills. 
Adults with a
should be supported to do so through the provision of educational and
support services. These must reflect the needs of students with autism 
through person-centred assessment. 
Assistance for adults in finding an ap
specific employment advice and support needs to be developed in their 
local area. (The Disability Discrimination Act now requires that 
employers make ‘reasonable adjustments’ to reduce and remove a
substantial disadvantage to a disabled employee or job applicant.) 
A range of supported accommodation options to meet the needs of 
current and future adults in their area must be developed. 
The model of ‘care planning’ and ‘care management’ shou
to support the individual with ASD and their family or carers. 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 

Staff deliv
trained to ensure they are competent for the task.  In addition, families and carers 
need training to fulfil their role.  Better general awareness of ASD among primary
care and community staff, especially those dealing with young children, would 
enhance recognition of problems and facilitate earlier referral for assessment. 
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Recommendations 
• A regional training strategy for parents and staff must be developed. 
• Two tiers of training are necessary – awareness and specialist 

training. 
• An awareness training programme should be available to all staff in 

contact with children or adults with ASD who require a basic 
understanding of the condition. 

• Basic awareness training at pre-qualification level for professionals 
likely to come into contact with people who have an ASD should 
become standard practice. 

• Specialist training is essential for those involved in diagnostic 
assessment of ASD and/or intervention for individuals with ASD and 
their families or carers. 

• Training should be delivered by professionals who are ‘accredited’ or 
have recognised expertise in ASD to ensure quality is maintained. 

 
 

 
 

5. Management and Co-ordination of ASD Services 
The Review wishes to see an integrated service for people with ASD which builds on 
existing services to provide a more comprehensive and coherent response to need.  
Strategic direction for such service development is essential and the Review, 
therefore, recommends that a senior manager should be identified in each provider 
unit to assume overall responsibility for ASD services for both children and adults.  
Service development plans should be informed by robust needs assessment. 

Recommendations 
• A senior manager in each provider unit should have overall 

responsibility for the development and coordination of services for 
children and adults with ASD. 

• He/she will ensure the development of autism specific services 
within existing programmes of care - community, mental health, 
learning disability and children’s services, including child and 
adolescent mental health. 

• It will be his/her responsibility to set up a co-ordinating group for 
strategic planning, audit and evaluation of ASD services. 

• A major role will be to involve and co-ordinate relevant statutory 
and voluntary agencies in provision of services for people with 
ASD and their families or carers. 

• Each provider should develop adequate information systems to 
assess need and inform future planning services at local and 
regional level. 
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6. Responsibility for ASD Services 

The needs of people with ASD are varied and current service responses span several 
programmes of care.  This can result in lack of co-ordination of services and poor 
impetus for service development.  The Review considers that the creation of a 
separate programme of care would, among other things, divert scarce and much 
needed resources from the development of direct service provision for those affected 
by ASD and could lead to further marginalisation of people with ASD.  However, it is 
imperative that the existing programmes of care structure do not impede future 
development of, or access to, autism specific services. 
 
Implementation of the Review’s recommendations depends on robust commissioning 
services, both regionally and at local level.   
 
While much of the emphasis for assessment will properly focus on children and 
younger people, the life-long nature of the condition means that the need for services 
will continue into adulthood. 
 
 

 
 
 

Recommendations 
• Commissioners of services must ensure that providers specify 

organisational responsibility for implementation of ASD services 
across all programmes of care.     

• The Review recommends that the Learning Disability Programme 
should be responsible for service development for those with ASD 
and learning disability; the Children’s Services Programme for 
children and young people with ASD; and the Mental Health 
Services Programme for adults with ASD.     
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Annex A 

Relevant national and regional documents on ASD 
 
 
Taking Responsibility 
Good practice guidelines for services – adults with Asperger Syndrome.  
National Autistic Society, 2002. 
 
The National Autism Plan for Children. 
National Initiative for Autism: Screening and Assessment (NIASA), 2003. 
 
All Party Parliamentary Group on Autism (APPGA), Manifesto Principles. 
National Autistic Society, 2003. 
 
Report of the Task Group on Autism. 
Department of Education for Northern Ireland, 2002. 
 
Priorities For Action 2003/2004. 
DHSSPS, 2003. 
 
Development of ASD Services: Diagnosis & Early Intervention. 
Four (H & SS) Board Paper, 2004. 
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FOREWORD

Mental health is as important as physical health.  Mental health promotion, therefore, is not just
for those with mental health problems.  Mental well-being underpins all health and well-being: it
is a resource which must be protected and promoted.  For these reasons, the Review established a
specific Expert Working Committee on Mental Health Promotion.  Like all of the Committees it
adopted an evidence-based approach, drawing on existing relevant information and research and
examples of best practice, locally, nationally and internationally.

Mental health promotion is also central to achieving the Review’ s vision and principles for the
reform and modernisation of mental health and learning disability services.  The subject matter of
this Report, therefore, overlaps with and impinges upon most of the Review’ s other Working
Committees, and is an underlying principle of all our reports. 

The task for Government is to address these challenges and the recommendations necessary to
realise them.

I thank Professor Alan Ferguson and his Committee for their work in producing this Report, which
I commend to you.

This is the first report of the Review since the passing of our Chairman, Professor David
Bamford.  We have lost a true friend and inspirational leader .  The Review owes him a great debt
and it is our hope that the reports and their subsequent impact on service reform will be a fitting
tribute to his life and work.  In recognition of David’s contribution to our work, the Minister, Shaun
Woodward, has agreed to our request that the Review will now be recognised as the Bamford
Review of Mental Health and Learning Disability (Northern Ireland).

Roy J McClelland (Professor)
Chairman
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MENTAL HEALTH PROMOTION

Executive Summary

1. THE CHALLENGE

Mental well-being and improvement is a personal, public and political matter .  Mental
health promotion is concerned with how individuals, families, or ganisations and
communities think and feel.

Over 19% of the total burden of disease in Western European countries was attributable to
mental illness compared with 17% for cardiovascular disease and 16% for cancer.  In 2002
no other condition exceeded 8% (World Health Organisation, WHO 2004).

Of the total disease burden in Western Europe, just over half is attributable to non-fatal
outcomes of morbidity and disability, of which mental ill health accounts for over 30%.  No
other health condition accounts for more than 10%.  In Northern Ireland we are only
spending approximately 9.3% of our Health and Social Services Budget on mental health.

The 2001 Northern Ireland Health and Well-Being Survey found that 21% of our
population aged over 16 considers themselves to be depressed and a similar percentage had
a potential psychiatric disorder .  The Department of Health, Social Services and Public
Safety (DHSSPS) estimate that in terms of the scale of the problem, prevalence figures for
mental health problems in Northern Ireland are 25% higher than in England.

Addressing these challenges for the whole community in Northern Ireland, as exemplified
by the WHO Action Plan for Europe (WHO 2005), is a long-term investment.  That
investment must reflect the growing body of evidence that positive mental health cannot be
gained by treating mental disorders alone.

2. VISION AND PRINCIPLES

The Review has considered how best to promote positive mental health for the whole
community and the impact of the Promoting Mental Health - Strategy and Action Plan
2003-08 (DHSSPS 2003).  It also considered how best to meet the needs of people at risk
of suicide.

The following vision is central to the success of a mental health improvement strategy .

There must be a recognition at all levels in Northern Ireland that:

• everyone has mental health needs; 

• mental well-being underpins all aspects of health and well-being; and 

• mental health, like physical health, is a resource to be promoted and protected.

 i
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The Vision must be underpinned by the following principles.

To achieve a society where everyone plays a role in and takes action to create an
environment that promotes the mental well-being and improvement of individuals,
families, organisations and communities, there is a need for:

• increased cross-sectoral, collaborative work among key agencies and central
government departments – partnerships between health and social services and
education agencies hold particular potential;

• mental health to be promoted in the context of social justice, equality and citizenship;

• socio-economic and environmental factors to be highlighted - deprivation increases risk
of mental health problems across the spectrum of disorders, and fragmented
environments are risk factors for depression and suicide;

• mental health promotion to take place with the whole community , individuals at risk,
vulnerable groups and in key settings - long-term strategies need to look at the bigger
picture and see how the different dimensions can be integrated; and

• understanding that poor mental health is not a random misfortune but is strongly
associated with unemployment, less education, low income or material standard of
living, in addition to poor physical health and adverse life events.

These values and principles are especially important in Northern Ireland, where social
capital has in many communities been greatly diminished by 30 years of conflict.
Communities need to grow and develop, enhance their levels of trust and sense of
belonging and participation in order to promote emotional well-being.

Although some progress has been made towards this vision, much remains to be achieved.

3. PRIORITIES FOR PROMOTING MENTAL HEALTH IN NORTHERN IRELAND

In reviewing progress on mental health promotion in Northern Ireland, the following areas
have emerged as crucial to achieving effective delivery:

• cross-sector partnership and working;

• co-ordination;

• dedicated resources, both additional and with a realignment or reconfiguration of
existing resources to facilitate mental health promotion and prevention;

• compliance with equality and human rights legislation; 

• capacity building;

 ii
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• prioritisation of key risk groups; and

• research.

4. RECOMMENDATIONS

To realise the vision for mental health promotion there is a need for a focused, resourced,
centrally driven, cross-sectoral, cross-departmental and prioritised approach.

Primary Recommendation – The Creation of a Regional Mental Health Promotion
Directorate at the Heart of Government

In order to achieve these objectives, the Review is recommending the establishment of a
Regional Mental Health Promotion Directorate with a Regional Director .  

The Review, having agreed and recommended a Directorate as necessary for providing
strategic, co-ordinated, cross-sectoral and multi-agency action on mental health promotion,
then considered the appropriate structures and siting to achieve this function.

The Review considered where the centre of gravity should be for this recommendation.
Should it be focused within the health sphere or if we are looking to wider contributions,
including those of education, culture and employment to produce the change we want, what
mechanism and approach is most ef fective in making those linkages?

The Review considers that it is necessary, in order to achieve this strategic vision, to place
the Mental Health Promotion Directorate at the heart of Government.  The Review’ s
recommendation is that to ensure mental health promotion is a policy priority across the
whole of the public sector the Directorate would best be placed within the Of fice of the
First Minister and Deputy First Minister (OFMDFM).

The assigning of the Directorate to a single Department or Quango should be avoided to
ensure that ownership of mental health promotion is not perceived as being the sole
responsibility of a single Department, such as Health and Social Services.  The assigning
of a Directorate for Mental Health Promotion to OFMDFM fits in well with the portfolio
of responsibilities already assumed by this Department.  These include such issues as
equality, children and young people, disability, human rights, as well as the Department’s
responsibility for promoting co-operation between Government Departments in Northern
Ireland.

Key Functions of the Directorate 

A properly resourced Directorate would increase awareness and visibility of mental health
promotion, facilitate the achievement of existing mental health promotion tar gets as well
as setting tar gets for the future.  This would provide a necessary degree of permanence,
leadership and the sustainability to drive forward mental health promotion in Northern
Ireland, whilst creating ownership of mental health promotion across all sectors and
relevant agencies and groups.  

 iii
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A Mental Health Promotion Directorate sitting within the heart of Government, would
ensure that mental health promotion contributes to the goals and policies across all sectors,
supports the delivery of existing policies relevant to mental health promotion, raises the
awareness of mental health promotion and moves mental health promotion up the policy
agenda in all Government Departments and agencies.  The Directorate would be
responsible for ensuring that the HSS Authority and the new Education Authority take on
the responsibility for operationalising the impact of this policy in these 2 important sectors. 

Other Recommendations

The Report recommends that for the initial strategic period the settings, stages and levels
of action approach to mental health promotion, as outlined in Chapter 5, would be the firm
basis for action.  Recommendations to achieve this are set out in Chapter 7.

Recommendation 1: Settings, stages and levels for action:

•  Settings for Action schools, primary care, workplace, further and higher education,
communities, including marginalized groups and faith
communities;

•  Stages of Life children and adolescents, older people, people in receipt of
statutory mental health services;

•  Levels of Action regional level/building capacity.

Recommendation 2: Deals with the identification of resources and recommends a
resource allocation in the region of £5-6 million over the initial 3
year period.

Recommendation 3: Suicide prevention is an integral part of mental health promotion
and the recommendation is that suicide prevention needs to be
placed as a public health priority and a Regional Mental Health
Promotion Directorate needs to ensure that a separate suicide
prevention strategy is implemented as part of its overall
responsibility.
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CHAPTER 1

INTRODUCTION

Context

1.1 This Report outlines the findings and recommendations of the Mental Health Promotion
Expert Working Committee, one of 10 Expert Working Committees established to take
forward key aspects of the independent Review commissioned by the Department of
Health, Social Services and Public Safety (DHSSPS) of policy , practice and legislation
relating to mental health and learning disability.

1.2 The fact that a specific expert working committee on mental health promotion has been
established as part of the overall Bamford Review of Mental Health and Learning
Disability in Northern Ireland has ensured that mental health promotion will be seen as
being an important, indeed underpinning dimension of the Review, and will increase the
sense of commitment to the promotion of mental health regionally. 

The Aims of the Mental Health Promotion Expert Working Committee

1.3 The Terms of Reference for the Committee were to consider how best to promote positive
mental health in society , with particular reference to the impact of the Promoting Mental
Health Strategy and Action Plan 2003-08 (DHSSPS 2003), and how best to meet the needs
of people at risk of suicide.

1.4 The Committee did not consider its remit was to draft an alternative strategy to the Strategy
and Action Plan 2003-08, however , it did consider it important to comment on its
implementation to date, seeking views from key stakeholders.  Neither does this document
attempt to be a comprehensive account of mental health promotion per se or to map all
existing practice in Northern Ireland in this field.  Rather, it is intended to offer a vision for
the future of mental health promotion in Northern Ireland, providing examples of evidence-
based good practice, and most importantly , a recommendation on the key issue of where
the responsibility for mental health promotion should lie.

1.5 Although the remit of the Committee included the task of exploring the needs of those at
risk of suicide, this report does not include a suicide prevention strategy . This has been
addressed in a separate Government Report, “Protect Life, A Shared Vision, The Northern
Ireland Suicide Prevention Strategy and Action Plan 2006 - 201 1”.  However , one major
recommendation relates to the prevention of suicide (Annex 2 outlines key
recommendations on suicide prevention - McGale & McGreevy 2005).

1.6 Therefore, the Committee set out to:

• analyse the current situation in Northern Ireland in terms of mental health promotion,
including a commentary on the current strategy;

1
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• identify gaps in provision;

• explore examples of good practice regionally , nationally and internationally , looking
broadly from policy issues through to interventions and considering how they might
translate to the Northern Ireland context;

• comment on the relationship of mental health promotion to some of the issues addressed
by other working committees; and

• provide a vision for the future, highlighting innovative thinking in the area of mental
health promotion and prevention.

2
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CHAPTER 2

VISION AND PRINCIPLES

Vision – Mental Health for All

2.1 Mental health is a matter of universal concern; the importance of mental health is gaining
growing recognition within Northern Ireland, in the UK and across Europe.  The World
Health Organisation, at the European Ministerial Conference on Mental Health, Helsinki
(12-15 January 2005), produced a “Mental Health Action Plan for Europe, Facing the
Challenges, Building Solutions”. 

2.2 This WHO Action Plan (2005) proposes ways and means of developing, implementing and
reinforcing comprehensive mental health policies in the countries in the World Health
Organisation (WHO) European Region, requiring action in 12 areas (for more information
Chapter 6 and Annex 4).

2.3 We want to see a recognition at all levels in Northern Ireland that everyone has mental
health needs; that mental well-being underpins all health and well-being; that mental
health, like physical health, is a resource to be protected and promoted.  We also want to
see a society where everyone plays a role in/takes action to create an environment that
promotes the mental health and well-being of individuals, families and communities. 

Principles

2.4 • Mental health underpins all aspects of our health and social well-being and,
therefore, should be seen as an integral part of all health and well-being services
provision.

• There is a need for increased cross-sectoral collaborative work with other key
agencies and central Government departments - partnerships between health and
social services and education agencies hold particular potential.

• Mental health needs to be promoted in the context of social justice, equality and
citizenship.

• Socio-economic and environmental factors need to be highlighted; deprivation
increases risk of mental health problems across the spectrum of disorders, and
fragmented environments are risk factors for depression and suicide. 

• Mental health promotion is relevant to all life stages - from birth to old age.

• Mental health promotion can take place with whole populations, individuals at risk,
vulnerable groups and in key settings - long-term strategies need to look at the
bigger picture and see how the different dimensions can be integrated.

• There should be flexibility in terms of the use of language; there may be a need for
different terms and language for dif ferent audiences.

3
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• The increasing amount of evidence-based research into effective mental health
promotion needs to be drawn upon.

• A strategic approach to mental health needs to include action to improve treatment,
services and quality of life for people living with enduring mental illness, to tackle
stigma and discrimination, and to promote mental health for the whole population.

4
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CHAPTER 3

THE ACTION

Prevalence of Mental Health Problems

3.1 Mental health promotion is a personal, public and political matter. Mental health promotion
is concerned with how individuals, families, organisations and communities think and feel.
Drawn from a growing body of evidence it is obvious that mental well-being influences,
and is influenced by, health and social outcomes across a wide range of domains, including
health behaviours, educational achievement, employment, physical health and crime.  The
need for a cross-sectoral approach to mental health promotion cannot be over emphasised,
particularly the fact that it is not solely a matter for the health service.

3.2 Essentially the case for mental health promotion and prevention starts from the fact that,
whatever the metric, mental illness imposes an enormous burden on society.  There are
three main reasons: 

• Firstly, mental health problems have very high rates of prevalence.

• Secondly, the problems are often of long duration, even lifelong in some cases.

•• Thirdly, both because of their intrinsic nature and because of additional factors
such as stigma and discrimination, mental health problems have extremely
widespread repercussions, with adverse impacts on many areas of individuals’lives
including education, employment, income, housing, personal relationships and
social participation.

3.3 Many initiatives on mental health promotion are happening at local level and the hard work
and commitment of individuals and groups must be acknowledged, as well as the potential
of the current Strategy and Action Plan 03-08.  However, a single Department approach has
not delivered on a focused outcome.  What we still lack is an ef fective, focused regional
structure, properly resourced, sustainable and able to drive forward and build on existing
policy.  Such a structure is necessary to achieve in effect mental health promotion outcomes
in the broader public health arena for all the citizens of Northern Ireland within an
acceptable timeframe.  It is also necessary to ensure that a much wider range of agencies,
sectors and settings play a part in promoting mental health: mental health promotion needs
to feature on the agenda for those involved in education, employment and the workplace;
housing, criminal justice, culture and the arts; sports and leisure and local Government.

Key Domains for Mental Health Promotion

3.4 The Review has identified three key domains for the promotion of mental health which
inform the approach of this Report and its recommendations.

5
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3.5 Promotion of Mental Health and Well-Being for All in the Population at Large - mental
health promotion can promote mental health and well-being for all, particularly through a
healthy settings approach.  The workplace is one example of an arena with much potential
for promoting good mental health by providing a supportive culture and reducing undue
stress.  Employers, however , are often reluctant to address the often complex and subtle
issues relating to mental health.

3.6 The Prevention of Mental Health Problems in Key at Risk Groups - the Review has
identified some key groups as being particularly at risk.  These include:

• children and adolescents;

• people who are deaf or hard of hearing;

• people with a learning disability;

• ethnic minorities;

• older people;

• people affected by unemployed;

• people with a physical illness;

• people with gender and sexuality issues;

• people traumatised by sexual abuse; and

• people within the criminal justice system.

3.7 Improving the Quality of Life for People Who Have Experienced Mental Health
Problems - mental health promotion can improve the quality of life of people with mental
health needs.  Stigma has long been particularly associated with this group as a problem and
can be difficult to address in terms of changing attitudes.  Assessing to what extent various
agencies comply with the relevant equality legislation can be one approach.  

Groups include:

• people with enduring mental illness;

• people with eating disorders;

• people at risk of suicide;

• people emotionally and physically traumatised due to the NI “T roubles”; and

• people involved in substance abuse/dual diagnosis.

6
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Northern Ireland

3.8 The 2001 Health and Well-Being Survey indicated that 21% of the population aged over
16 in Northern Ireland consider themselves to be depressed and that a similar percentage
had a potential psychiatric disorder .  Women were one and a half times more likely than
men to report having suf fered from mental health problems.  Such rates are over 20%
higher than in England and Scotland.  People who said they have been affected a lot by the
Troubles were almost twice as likely to show signs of a possible mental health problem
(34%) as those who had not been af fected much (18%).

3.9 The 2002 Health and Lifestyle Survey conducted by the Health Promotion Agency (HPA)
found that a quarter of respondents (23% of men and 26% of women) showed signs of a
possible mental health problem by scoring highly on a General Health Questionnaire.
Those with no qualifications and those on a low weekly household income were more
likely to show signs of a possible mental health problem.  Depression and anxiety were
greatest in the 35-54 and 55-69 year age groups (HP A 2005).

3.10 In terms of the scale of the problem, prevalence figures for mental health problems in
Northern Ireland are 25% higher than in England (Ef fectiveness Evaluation: Health and
Social Care, DHSSPS 2003, Chapter 7).

3.11 The high prevalence of mental ill health is compounded by our particular risk factors,
including the effects on mental health of economic and social deprivation, unemployment
and recovery from the trauma of the Troubles.

3.12 Suicide trends over the last 10 years show a 27% increase in Northern Ireland, (and a
similar increase in the Republic1) compared to a 9% decrease in the UK overall
(http://www.nisra.gov.uk).

3.13 Figures from a range of UK studies suggest that:

• At any one time, one adult in 6 has a mental health problem, commonly anxiety ,
depression, phobias, obsessive compulsive and panic disorders.  Around half of people
with common mental health problems are limited by their condition and one fifth are
disabled by it (Melzer et al 2004).  In the past year , one in 200 adults had a psychotic
disorder and one in 25 a personality disorder, (Singleton et al 2001; Meltzer et al 1996).
GPs spend one third of their time on mental health issues.

• 10% of children aged 5 to 15 experience a clinically defined mental health problem and
the prevalence of problems has been increasing over the past 50 years.  These include
anxiety disorders (4%), conduct disorders (5%) and hyperactivity (1%).  Autistic
disorders, tics and eating disorders were attributed to half a percent of the sampled
population.  Prevalence of mental health problems is greater among boys than girls:
11% compared with 8%.  Rates of depression and anxiety among teenagers have
increased by 70% in the past 25 years (Collishaw et al 2004).

1 
Data for the Republic of Ireland refers only to deaths recorded as suicide and is therefore not accurately

comparable with data from England, Scotland, Wales and Northern Ireland. 
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• Gender has a significant impact on risk and protective factors for mental health.  Rates
of suicide are four times as high in men as in women (with the exception of young
Asian women) and the difference is increasing (Meltzer et al 1996).  However, women
are at greatly increased risk of depression and anxiety, eating disorders and self-harm
(Piccinelli & Wilkinson 2000, Department of Health 2002).

• Among older people, 10-15% of people over 65 have depression and 3-5% severe
depression.  Poor levels of mental well-being in older people are both a cause and a
consequence of social isolation and also impact on health outcomes for chronic
diseases (Godfrey & Denby 2004).

Risk Factors Impacting on Mental Health

3.14 Northern Ireland faces a particular challenge given its particular legacy of the conflict over
the past 30 years.

3.15 As the Strategic Framework for Adult Mental Health Services points out in terms of impact
of 30 years of civil conflict: 

“In a random sample of 1,000 adults, Cairns et al found 16% to be “dir ect” victims and
30% “indirect” victims of civil conflict.  Perceptions of being a victim were consistently
associated with poorer psychological well-being”.

3.16 Whilst socio economic and environmental factors have greatly improved, and paramilitary
activity has reduced over the past decade or so, there are still in many sectors of society
thinly veiled underlying threats of violence and intimidation.  

3.17 There is still much work to be done societally , to help improve a sense of social cohesion,
trust, safety and sense of participation – all key elements of social capital and emotional
well-being.

3.18 Both bullying and being bullied are associated with outcomes with a high social and
economic cost: criminal behaviour and alcohol abuse (bullies), and depression and suicidal
behaviour (victims of bullying).  In a school setting, anti-bullying schemes which involve
the whole school, parents and the community , eg the Campaign against Bully-V ictim
Problems, are effective.  Follow-up found a 50% reduction in bully/victim problems for
boys and girls across all grades with more marked effects after 2 years. There were also
significant reductions in anti-social behaviour such as vandalism, fighting, truancy , theft
and drunkenness and significant long term impacts on criminal behaviour, alcohol abuse,
depression and suicidal behaviour (Olweus 1993; 1995).

8
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The Cost of Mental Health Problems

3.19 It is dif ficult to assess the costs of promoting mental health across Northern Ireland’ s
society through all Government departments and agencies, through schools and through
workplaces.  However , the cost of not promoting mental health is beginning to be
quantified (Mental Health Foundation 2005).  The total cost of mental illness in Northern
Ireland (2002-03) was £2,852 million (Counting the Cost NIAMH, Sainsbury 2003).

3.20 In both England and Northern Ireland the aggregate costs of mental illness are more than
the total amount of public spending on health and social care for all health conditions
combined.  For example, the estimate of £2.8 billion for the costs of mental illness in
Northern Ireland compares with a total HPSS budget in 2002/03 of £2.4 billion.  In another
comparison (available for England only), it was found that the costs of mental illness
appear to be greater than the total costs of crime.

3.21 The share of (HPSS) budget spent on mental health in England is 11.8% compared to 9.3%
in Northern Ireland (NI Department of Finance and Personnel 2002 Executive Budget and
Public Expenditure Plans).  

3.22 To match the English share, spending on mental health in Northern Ireland needs to
increase by 26% or £60 million (Counting the Cost NIAMH, Sainsbury 2003).

3.23 It is worthy of note that the share of mental illness in total NHS spending is significantly
lower than its share of the overall burden of disease as measured by the WHO and very
much lower than its share of total morbidity and disability.

The Global Burden

3.24 WHO work on the global burden of disease using a composite non-monetary measure, the
Disability-Adjusted Life Year (DALY), to combine morbidity and premature mortality in a
single figure.  Estimates for Western European countries, including the UK, show that
mental illness now accounts for more DALYs lost per year than any other health condition.
Thus the figures for 2002 indicate that 19.3% of the total burden of disease was attributable
to mental illness (including suicide), compared with 17.1% for cardiovascular disease and
16.5% for cancer.  No other condition exceeded 8% (WHO 2002 statistics
www.who.int/healthinfo/statistics/gbdwhosubregionaldaly2002.xls).

3.25 WHO work also includes an analysis of the overall burden of disease by major risk factor .
This shows, for example, that in the Western European countries as a group 12.2% of total
DALYs lost per year are associated with smoking, 6.7% with alcohol misuse, 6.4% with
raised cholesterol and 5.4% with obesity and overweight.  According to these figures, the
costs of mental illness are thus greater than those of smoking and drinking combined.

3.26 Of the total disease burden in Western Europe, just under half is attributable to premature
mortality, and just over half to non-fatal outcomes of morbidity and disability .
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3.27 Mental illness has a much bigger impact on the latter , accounting for less than 5% of all
premature mortality, but for over 30% of all morbidity and disability .  No other single
health condition accounts for more than 10% of the total burden associated with non-fatal
outcomes.  Therefore, in Northern Ireland we are spending 9.3% of our HPSS Budget on
mental health when 30% of all morbidity and disability, in fact, can be attributed to mental
ill health.

Health Not Disorder

3.28 There is now a growing body of evidence that positive mental health cannot be gained by
treating mental disorders alone (WHO 2004).  For example, providing the most ef fective
evidence based treatment for one half of all people with depression would only reduce the
current burden of depression by less than one quarter .  On the other hand, evidence
demonstrates that mental health promotion and  prevention can lead to health, social and
economic gain, increases in social inclusion and economic productivity , reductions in the
risks for mental and behavioural disorders and decreased social welfare and health costs
(Jane Llopis & Anderson 2005; WHO 2005).

3.29 It is in this context that the Review sets out its findings and recommendations.

THE ACTION

An Education Example

3.30 Although there is a pressing need for robust studies of cost/benefits of specific
interventions, there is suf ficient evidence to support the case for greater investment in
mental health promotion.  The clear relationship between poor mental health in children;
for example anxiety , depression and behavioural problems, and poor school outcomes,
poor physical health, self harm and risk taking behaviour means that even small
improvements in mental health contribute to improved physical health, productivity and
quality of life (Mental Health Foundation 2005; Meltzer et al 2000; Department for
Education and Skills 2001). 

3.31 A number of studies are beginning to calculate the economic cost of failing to address early
signs of emotional problems in childhood.  Scott et al found that the cumulative costs of
public services used through to adulthood by individuals with ‘troubled behaviour’ were 10
times higher than for those with no problems.  Conduct disorder was the most significant
predictor, with greatest costs incurred for crime, followed by extra educational provision,
foster and residential care, and state benefits (Scott et al 2001).  One pilot study of children
aged 4-8 referred with conduct disorder, found that the mean extra cost was £15,282 a year
(range £5,411-£40,896).  Of this, 31% was borne by families, 31% by education services,
16% by the National Health Service, 15% by state benefit agencies, 6% by social services,
and less than 1% by the voluntary sector (Scott et al 2001).

3.32 The cumulative cost of childhood conduct disorder for each 1-year cohort in the UK is a
minimum of £1.9 billion and in all likelihood several times higher.  According to the same
study on which this figure is based, the cost of a typical parenting programme is around
£600 per child.  For every cohort of 600,000 children, a population-wide programme would
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therefore cost £360 million.  Is it worth introducing such a programme?  This depends on
its ef fectiveness, but one can easily work out that the programme needs to reduce the
prevalence of conduct disorder by at most around 20% (and almost certainly only a fraction
of this if the full costs of conduct disorder were properly measured) to be a justifiable use
of resources  (Scott et al).

3.33 The remaining chapters in this Report look at what is required to strengthen the position of
mental health promotion in Northern Ireland.  It is our hope that this Report will contribute
to the debate, encourage appropriate action and lead to mental health promotion becoming
a greater priority across all sectors.
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CHAPTER 4

DEFINITIONS AND AIMS OF MENTAL HEALTH PROMOTION

4.1 There is a wide range of definitions of mental health.  No single definition is likely to be
appropriate for all sectors and settings.  For the purposes of this Report, with its particular
emphasis on the importance of social inclusion and citizenship, we have found the
following useful:

“Mental health is the capacity to live life to the full in ways that enable us to r ealise
our natural potentialities, and that unite us with, rather than divide us fr om all other
human beings who make up our world.”  (Guntrip, 1964) and “Public mental health;
the art, science and politics of creating a mentally healthy society.” (Friedli 2004).

Aims of Mental Health Promotion

4.2 Mental health promotion aims to:

• Promote mental health and well-being for all, eg. supporting parents, health
promoting schools, workplace, policies.

• Prevent mental health problems for at risk groups through increasing protective
factors (eg. social support, job control, benefit uptake, employment, and reducing risk
factors, eg. racism, violence, bullying, debt, isolation).

• Promote mental health for people with mental health problems, eg. reducing
discrimination and social exclusion, providing opportunities for meaningful
occupation.

Promotion of Mental Health and Well-Being for All

4.3 Mental health is an issue for all of us.  The WHO Action Plan (2005) has as its first action
area to “promote mental well-being for all” and states:

“Mental health and well-being ar e fundamental to quality of life, enabling people to
experience life as meaningful and to be cr eative and active citizens.  Mental health is an
essential component of social cohesion, pr oductivity and peace and stability in the living
environment, contributing to social capital and economic development in societies.  Public
mental health and lifestyles conducive to mental well-being ar e crucial to achieving this
aim.  Mental health pr omotion increases the quality of life and mental well-being of the
whole population, including people with mental health problems and their carers.  The
development and implementation of effective plans to promote mental health will enhance
mental well-being for all.”
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Addressing Inequalities:  Promoting Inclusion and Equality of Opportunities via Mental
Health Promotion

4.4 Mental health problems are both a cause and a consequence of deprivation and inequalities
(Pilgrim & Rogers 2003).  Poor mental health is not a random misfortune, but is strongly
associated with unemployment, less education, low income or material standard of living,
in addition to poor physical health and adverse life events, for example, racial
discrimination, bereavement, violence, bullying and abuse (Fryers et al 2003; Melzer et al
2004).  Other risk factors include a family history of psychiatric disorder, childhood neglect
and family breakdown.  Bereavement, financial strain and long-term caring are risk factors
across the life cycle, and especially in later life (Milne et al 2001; Godfrey and Denby
2004).

4.5 Stigma and discrimination have been identified as the greatest barrier to social inclusion,
quality of life and recovery for people with mental health problems (Social Exclusion Unit
2004).  Stigma may also inhibit people from seeking help and contributes to the isolation
experienced by many people with mental health problems, their families and carers.  Key
issues include public attitudes, negative and distorted media coverage, and lack of access
to mainstream opportunities eg education and leisure.

4.6 As Williams points out, much stigma and prejudice is based on fear and a wish from a sense
of insecurity, to banish differences and retain a sense of “them” and “us” (Williams 2004).

4.7 Recent years have seen a greater focus on tackling stigma and discrimination across the
UK, both nationally and locally .  In Scotland, the National Programme on Improving
Mental Health and Well-being includes a major campaign to challenge stigma; ‘See Me’
(http://www.seemescotland.org/).  The results of the second national Scottish Attitudes
Survey are encouraging (Scottish Executive 2004) and point to the high visibility and
impact of “See Me” and some positive shifts in attitudes towards those with mental health
problems since the last survey two years ago.

4.8 In England, the National Institute for Mental Health (England) (NIMHE) has launched
“From here to equality”, a 5 year anti-stigma and discrimination programme (NIMHE
2004), responding to the Social Exclusion Unit’s report on mental health which found that
over 80% of respondents in the research identified stigma as the biggest barrier affecting
people with mental health problems.

Long Term Investment

4.9 Long term investment must be predictable and sustainable.

4.10 In addressing the challenge, the WHO Action Plan (2005) cites certain actions as
beneficial, such as the adoption of mental health as a long term investment, with education
and information programmes having a long timeframe.  
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4.11 Greater awareness and understanding of mental health issues, together with policies that
support mental well-being, for example, in schools and the workplace, can play a
significant role in improving day to day experience of people with mental health problems
in Northern Ireland.

4.12 Mentally healthy environments such as schools and the workplace can have a very
beneficial impact on people’ s psychological and emotional well-being.  Chapter 5 of this
Report includes a range of examples, including The Health Promoting School and
University/College tackling workplace stress and promoting mental health in communities
and neighbourhoods.

The Prevention of Mental Health Problems for At Risk Groups

4.13 In the 2002 Health and Lifestyle Survey, respondents identified experiencing less stress as
the factor most likely to improve their health, indicating the high significance that the
general population in Northern Ireland attaches to mental well-being (HP A 2005).

4.14 The determinants of both positive mental well-being and mental health problems are
complex and include a mix of biological, psychological, social and environmental factors
(Table 1).  However , the relative contribution of key risk factors such as material
deprivation, genetic inheritance, family relationships and adverse life events is dif ficult to
determine.  It has also proved dif ficult to identify the precise causal pathways through
which dif ferent factors, eg. poverty; family conflict; experience of bullying; misuse of
substances, or violence impact on mental health outcomes.  Identifying which protective or
resilience factors, and at which level (ie. individual, family , community, structural) are of
greatest importance in minimising the impact of risk factors is equally challenging.2 Some
examples of interventions designed to reduce risk factors and increase protective factors
are outlined in Chapter 5 of this Report.

2 The most up to date source of evidence on risk and protective factors and effective interventions to promote mental
health is the National Electronic Library for Health (Mental Health Promotion)
http://www.nelh.nhs.uk/nsf/mentalhealth/whatworks/intro/risk.htm
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Table 1: Risk Pathways

4.15 There is also growing and increasingly robust evidence for an association between a range
of lifestyle behaviours and mental health status and outcomes.  These include physical
activity, diet, alcohol consumption and the use of cannabis and other psychotropic
substances.  Certain emotional and cognitive skills and attributes are also associated with
positive mental well-being, including feeling satisfied, optimistic, hopeful, confident,
understood, relaxed, enthusiastic, interested in other people and in control (Stewart Brown
2002).  

4.16 There is also evidence of an increased risk of experiencing common mental health
problems such as depression and anxiety amongst people who experience cumulative life
stressors, notably material deprivation, family conflict, unemployment and physical
disorders (Melzer et al 2004).  Other adverse life events which increase risk include
workplace stress, bereavement and bullying.  People in lower social classes are at increased
risk of exposure to such cumulative stressors and also have higher prevalence of common
mental health problems – representing the familiar pathways of inequalities in health
(Pilgrim & Rogers 2003; Melzer et al 2004).

4.17 The mental health of children is of particular importance because of the strong correlation
between emotional problems in childhood and poor mental health and social functioning in
later life (Kim-Cohen et al 2003; Meltzer & Gatwald et al 2000).  Mental health problems
experienced by children and young people ripple out and affect many aspects of the child’s
life, family and community life, educational achievement and physical health. Timely
interventions, including parenting support and ef fective mental health promotion can
reduce the incidence of serious health and social problems in later life (Mental Health
Foundation 2005).  While there is a clear need to improve child and adolescent mental
health services and to strengthen mechanisms for the early identification of emotional
problems in childhood, all children have mental health needs and will benefit from a
greater focus on emotional well-being in families, schools and the wider community.
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Mental Health Promotion for People with Mental Health Problems

4.18 Even those individuals with severe and enduring mental health problems can achieve a
good quality of life and feel mentally healthy for much of the time - the illness does not
necessarily make this impossible.  Mental health promotion can contribute to the reduction
of discrimination and social exclusion, helping people to find meaningful occupation, and
increase access to mainstream opportunities, all of which can  help to improve self esteem,
confidence, social networks and overall sense of well-being and quality of life, as well as
recovery.

4.19 Mental health promotion is relevant to those with, and those without, a diagnosis, and the
many people who move between periods of mental health and mental illness. 

The Benefits of Promoting Mental Health 

4.20 Mental health promotion aims to improve mental health.  Improved mental health will also
contribute to improved outcomes for other public health priorities in Northern Ireland,
notably coronary heart disease, as well as chronic diseases like diabetes, where there is a
strong association between levels of mental well-being and outcome.  Poor mental health
is associated with poor self management of chronic illness and a range of health damaging
behaviours, including smoking, drug and alcohol abuse and poor diet.  Stress epidemiology
demonstrates the link between feelings of despair, anger, frustration, hopelessness, low self
worth and higher cholesterol levels, blood pressure and susceptibility to infection.  Both
depression and low job control are independent risk factors for coronary heart disease
(Brunner & Marmot 1999; Stansfeld et al 2000). 

4.21 Mental health promotion therefore has a number of benefits.  It can:

• improve physical health;

• increase emotional resilience, enabling people to enjoy life and to survive; 

• difficulties and distress;

• enhance citizenship, giving people the skills and confidence to adopt meaningful and
effective roles in society;

• improve health at work, increasing  productivity and reducing sickness absence;

• help to reduce either the incidence or the severity of mental health problems;

• assist recovery from mental health problems;

• improve quality of life for people with mental health problems; and

• increase the mental health literacy of individuals, or ganisations and communities
(adapted from Department of Health 2001).
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4.22 There is also a moral argument that the promotion of mental health is worthwhile in itself,
and that it is a basic community responsibility to foster mental as well as physical well-
being.

What and Who Works to Promote Mental Health?

4.23 Many of the factors that influence mental health lie outside the remit of health and social
care.  Effective mental health promotion depends on expertise, resources and partnership,
across all sectors and disciplines.

4.24 Mental health promotion is also relevant to the implementation of a wide range of policy
initiatives, including social inclusion, neighbourhood renewal, community strategies, and
health at work.

4.25 Some factors related to improved mental health include:

• Feelings: confident, understood, respected, empowered, safe;

• Skills: life skills, parenting, relaxation, help seeking, keeping fit, accessing
information, problem solving;

• Meaningful Activity: employment, volunteering, education, leisure, creativity,
spiritual growth;

• Social Support: self-help groups, opportunities for friendship, faith communities,
home visits;

• Access to Resources: paid work, adequate welfare benefits, appropriate services; and

• Influence: opportunities to participate, being consulted, shared decision making,
advocacy, complaints procedures (Friedli, 2004).

Evaluation of Success

4.26 There is a growing body of outcome indicators to draw upon from research, many of which
in fact reflect a number of the resilience factors.  Friedli has itemised these under the
following headings:
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4.27 The growing evidence base in mental health promotion provides examples of the range of
ways in which effectiveness of interventions can be measured.

4.28 The above checklists are useful and reflect new thinking in the field of positive psychology
- there is a new legitimacy to the study of human strengths arising out of the principles of
prevention and promotion.  Increasingly there is a sense of a need to see individual
experience, not simply as good or bad, ill or well, happy or unhappy , but to understand
something of the subtle complex dialectic taking place in all of us at any given time and how
that indeed ‘strength is often fired in the crucible of adversity’ (Ryff C.D. & Burton, 2003).

Social Capital and Mental Health 

4.29 If one looks more closely at the social capital indicators the political dimensions to mental
health become more apparent.

“On the one hand, millions of dollars ar e committed to alleviating ill-health thr ough
individual intervention.  Meanwhile we ignor e what our everyday experience tells us, ie.
the way we organise our society, the extent to which we encourage interaction among the
citizenry and the degr ee to which we trust and associate with each other in caring
communities is probably the most important determinant of our health” (Lomas 1998 p.
1181).

4.30 In the renaissance of thinking in recent decades about social collectivity and health
promotion, the concept of “social capital” has been prominent.  It is invoked to reframe
previously individualised lines of research on the social determinants of health generally
and mental health in particular .  Extending beyond the tools and training that enhance
individual productivity (“physical capital” and “human capital”), social capital “refers to
features of social organisation such as networks, norms, and social trust that facilitate co-
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ordination and co-operation for mutual benefit” (Putnam 1995).  Economic and social
environments also affect social capital.

4.31 Social capital is not an individual perception or resource.  Potential detriments include
exclusion of non-members and minority groups, and excessive demand on members of
social or ganisations.  A consensus is growing, however , that social capital facilitates
collective action and can promote social and economic growth and development by
complementing other forms of capital.

4.32 Research over the last two decades has demonstrated links between social capital and
economic development, the ef fectiveness of human service systems, and community
development.  Social scientists have investigated how higher social capital may protect
individuals from social isolation, create social safety , lower crime levels, improve
schooling and education, enhance community life, and improve work outcomes (Woolcock
1998).  Researchers have begun to analyse the relationships between social capital and
mental health (Kawachi & Berkman 2001; McKenzie, Whitley & Weich 2002; Sartorius
2003).  (WHO, 2004).
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CHAPTER 5
IDENTIFICATION OF NEED

Introduction

5.1 In this chapter we approach the identification of need by looking at firstly the promotion
of mental health and well-being for everyone in the population at lar ge and identifying the
settings in which this can take place.

5.2 Secondly, we have identified some of the key at risk groups within the population and have
addressed the prevention of mental health problems within these groups and protective
factors which could be employed.

5.3 Thirdly, we have considered those who have experienced mental health problems and
ways in which their quality of life could be improved.

5.4 The Review is aware that there is a pool of good practice in Northern Ireland.  The local
examples provided in this Report have been randomly selected.  However , we have
recommended that one of the priorities of a proposed established Regional Directorate of
Mental Health Promotion should be a comprehensive “mapping” exercise.
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Promotion of Mental Health and Well-Being for All in the Population at Large

Aim: To promote mental health and well-being for all

5.5 In the first section the emphasis is on different environments, or settings through which the
population at large can be reached.  Given that mental health is influenced by a range of
protective and risk factors, many of which are environmental, these broader factors need to
be addressed, not simply focusing on the vulnerable individual.  

5.6 Settings include:

• Home;

• School;

•• Workplace;

• Communities and Neighbourhoods;

• Further and Higher Education;

• Primary Care;

• Rural Areas;

• Faith Communities; and

• Prisons.

HOME

The Case for Action

Children and Families

5.7 Poor mental health in children, such as anxiety, depression and behavioural problems, is a
significant risk factor for poor school outcomes, poor physical health, poor social skills and
suicidal behaviour (Mental Health Foundation 1999).

5.8 Factors which promote resilience in children under 5 help those children to do well in spite
of adversity (Mental Health Foundation 1999).

5.9 Factors which strengthen resilience include family harmony , co-operation, good
relationships between parents, opportunities to succeed, and internal locus of control
(Mentality 2002).
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What Works?

5.10 Ample evidence exists that early intervention programmes are a powerful prevention
strategy.  The most successful programmes addressing risk and protective factors early in
life are targeted at child populations at risk, especially from families with low income and
education levels (Brown and Stur geon, 2005).  They include home-based interventions
during pregnancy and infancy, efforts to reduce smoking during pregnancy, parent
management training and pre-school programmes.

•• Promoting Parenting Skills - group based parenting training programmes improve
the mental health of both parents and children (Barbour et al 2001) and may be
more acceptable to parents than clinic based programmes for individuals/parents.

•• Home-Based Interventions - evidence from home visiting interventions during
pregnancy and early infancy , addressing factors such as maternal smoking, poor
social support, parental skills and early child-parent interactions, has shown health,
social and economic outcomes of great public health significance (Brown and
Sturgeon, 2005).  These include improvement of mental health both in the mothers
and the new-borns, less use of health services and long-term reductions in problem
behaviours after 15 years.  Evidence also shows that such interventions can be cost-
effective, especially when long-term outcomes are taken into account.

•• Improving the Mental Health of Mothers - early support during pregnancy for
mothers in dif ficult social and economic circumstances has been shown to have a
positive impact on birth weight and family relationships.  Professional emotional
support for women caring for their existing children can decrease the rate of post
natal depression (Hodnett 2000: Scott et al 1999).

Northern Ireland Example

Lifestart Foundation 

5.11 Lifestart ( www.lifestartfoundation.org) which has of fices in Northern Ireland and the
Republic of Ireland, is a home based educational programme for parents of children aged
from birth to 5 years.  Its aim is to enable parents to make informed, relevant decisions
about the upbringing of their children.

Key Issues to be Addressed

5.12 • Factors which promote resilience in children under five help those children to do
well despite adversity , therefore early intervention is vital.  Evidence shows, for
example, that Promoting Parenting Skills Programmes improve the mental health of
both parents and children.  This is an area which should be further encouraged.

23

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 713 of 3342

MAHI - STM - 083 - 713



• Action 18 of the Strategy and Action Plan 03-08 relates to parenting skills and links
with the ongoing work being undertaken to implement the teenage pregnancy and
parenthood strategy and action plan.

• According to the Implementation Group’ s (Strategy and Action Plan 03-08) Draft
Annual Report, all HSS Boards are undertaking some action, for example the
delivery of skills training to Surestart staff on building self esteem and handling
child behaviour.

SCHOOL

The Case for Action

5.13 It is recognised in the literature that schools can have a vital role to play in protecting the
health of young people.  Resnick et al (1997) have identified an association with academic
failure and lost school days with anti-social behaviour and emotional problems.  

5.14 Pryce and Twyble et al (2004) in their paper “Mental Health Promotion Among Young
People” state that: “Schools have a significant influence on the behaviour, attitudes and
development of young people”.  

5.15 The Department for Education and Skills in England in their guidelines “Promoting
Children: Mental Health Initiatives Early Years and School Settings” emphasises the
importance of schools in the promotion of mental health of children.

5.16 The Council for the Curriculum Examinations and Assessment (CCEA) have highlighted
issues relating to bullying.

5.17 The regional strategy document “Promoting Mental Health – Strategy and Action Plan
2003-08” identifies specific actions relating to the promotion of young people’ s mental
health.  Action 9 within the document refers specifically to pupils’ mental health.  It states
“Department of Education in partnership with DHSSPS, HP A, schools and the voluntary
and community sectors will develop a r egional education r esource for the pr omotion of
pupils’ mental health and emotional well-being including anti-bullying approaches for use
in school”. Target date: March 2004.

What Works?

5.18 Characteristics of the health promoting school include features such as shared decision
making and planning; community participation; a supportive physical and social
environment; good school – community relations; clearly articulated health policies, and
access to appropriate health services.
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The Resourceful Adolescent Programme (RAP) - Australia

5.19 This programme was developed to meet the need for a universal depression preventative
programme for teenagers that could readily be implemented in a school setting.

5.20 A universal programme targets all teenagers in a particular grade as opposed to those at
higher risk of depression.  It is easier to recruit and engage adolescents in a universal
approach if they do not face the risk of stigmatisation by being singled out for intervention.

5.21 An 11-session programme has been designed to be implemented in the classroom as part
of the curriculum.  The programme aims to build resilience to depression in pre-teenagers
and younger adolescents and has been shown to be effective in reducing rates of depression
(Dadds et al, 1997).

The Health Promoting School

5.22 Action has been taken by the HP A to take an initiative forward – that of the Health
Promoting School.  This initiative, proven to be effective at an international level, offers a
vehicle for change in Northern Ireland, but there are issues, such as lack of long term
funding and the fact that only 10% of schools have been tar geted in Northern Ireland.

5.23 An Office for Standards in Education (Ofsted) Report, in July 2005, refers to the vital role
of schools in providing for pupils with mental health needs and the current barriers to this.
They refer to the need for whole-school approaches to promoting good mental health.

5.24 In a survey of schools in Great Britain carried out by Ofsted in 2004 (published July 2005,
HMI) it was stated that:

“The best schools pr omoted emotional health and well-being by valuing and r especting
every individual.  In the schools visited, those which intr oduced a value system that
embraced all childr en identified fewer childr en with mental health pr oblems.  These
schools promoted many and varied opportunities for pupils to share their thoughts and
feelings.  They used the curriculum to develop pupils’ listening skills and an understanding
of other people’s points of view: this culture permeated school life.” 

5.25 The CCEA recommend that anti-bullying schemes, in particular those which involve the
whole school, parents and community need to be higher on the agenda.  These can be
effective in dealing with the issue.

5.26 In Northern Ireland, the impact and effectiveness of the initiative is still to be reported on.  
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Key Issues to be Addressed

5.27 • School Interventions - it is recognised that schools can have a vital role to play  in
protecting the health of young people .  Interventions such as the RAP in Australia
and the Health Promoting Schools initiatives have been proven to be ef fective in
promoting children’s mental health.  Proper resources and cross-sectoral working
are needed to implement a province-wide schools strategy.  Whilst the current work
being carried out in Northern Ireland on the Health Promoting School Initiative is
valuable and points for the potential for the future, there are important issues which
need to be addressed such as:

• Funding - a significant source of long-term funding needs to be identified and
committed to such projects.

• Cross-Sectoral Issues - funding currently comes via the DHSSPS - with no
involvement of the Department of Education.  For an educational issue such as this,
there needs to be a commitment by both the Department of Education and the
DHSSPS for it to be successful.

• Curricular Issues - there should be a proper curricular approach, with the “Health
Promoting School” initiative dovetailing into other existing curricular programmes
such as personal development.

• Training - teacher training needs to be reviewed, with teachers at the point of entry
into teacher training, receiving proper training on mental health.

THE WORKPLACE

The Case for Action

5.28 The workplace is an important environment for the individual.  Work can be a source of
stimulation, satisfaction and support, leading to an increased sense of well-being and
reduced incidence of stress related sickness absence (Sainsbury Centre for Mental Health
2000; Stansfeld et al 2000).

5.29 Yet a negative working environment can lead to a range of problems such as: sickness
absence; stress-related problems; labour turnover; bullying and harassment; poor
interpersonal relations, and ineffective working.

5.30 A company with 1,000 employees can expect between 200-300 people to experience
depression or anxiety in any year (The Industrial Society 2003).  The loss of sickness
absence attributable to mental health problems was estimated to be £4 billion in the UK in
2001 (Counting the Cost NIAMH, Sainsbury 2003).
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The Dynamics of Work Stress

5.31 Stressors potentially affecting health include: factors intrinsic to the job such as work
over or under load; lack of job control, and repetitive tasks.  Factors relating to role in the
organisation can include too much or too little responsibility .  Relationships may be poor ,
with even bullying and harassment a factor.  Career development pressures may mean over
promotion or under promotion.  Factors relating to the overall culture and environment of
the organisation are very important.  If people feel supported and valued at work, with a
sense of genuine participation and involvement, there is a lesser likelihood of stress
developing even with a large volume of work.

5.32 Finally, the home-work balance can be hard to sustain, with domestic dif ficulties spilling
over into work, and work related stress having a negative impact on home life.

The Legislative Imperative

5.33 Employers are under a general duty to take responsibility to ensure the health and safety of
employees whilst at work.  The law states that mental health should be viewed in the same
light as physical health.

5.34 There are a number of health and safety regulations that are of relevance, in particular:

• Health & Safety at Work (Northern Ireland) Order 1978;

• Management of Health & Safety at Work Regulations 1992;

• Health & Safety (Consultation with employees) Regulations 1992;

• Employment Rights Act 1996;

• Working Time Regulations 1998;

• Safety Representation & Safety Committee Regulations 1977;

• Disability Discrimination Act 1995; and

• Human Rights Act 1998.

What Works?

5.35 The Health and Safety Executive issued a Workplace Health Strategy, (Action 10, Strategy
and Action Plan 03-08) which aims to promote mental health in the workplace with specific
reference to work related stress.

5.36 Some actions which have been shown to be ef fective include the following examples:
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• Culture of Openness to Mental Health Issues - studies have shown that
facilitating an environment that generates positive attitudes to mental well-being
can help reduce stigma for those experiencing problems.

• Support at Work - emotional support can be very powerful.  It is a particularly
protective factor against high job demands (HSE 2001).

• Job Control and Decision Making Aptitude - having control over work reduces
the risk of sickness absence (Stansfeld et al 2000).  Individuals need to have some
influence over decisions made at work at different levels.

• Mental Health in the Workplace Policy - having a strong, comprehensive Mental
Health in the Workplace Policy outlining the responsibilities of both the individual
and organisation, is a key factor.

• Employee Assistance Programmes (EAPs) - which provide individual support
and counselling, but also address or ganisational issues via the implementation of
stress/organisational audits, risk assessment for mental health and mental health
policies, have been shown to be effective in enhancing employees’ health and well-
being (HEA, 1998).

Key Issues to be Addressed

5.37 Employers have a duty under health and safety legislation to take measures to protect the
health of their employees at work.

5.38 A negative working environment can lead to a range of problems such as: sickness absence,
labour turnover, bullying and harassment and ineffective working. What helps is to promote
a healthy culture, with good quality of relationships, communication and support to staff.

• Policies should approach the topic in a comprehensive way , from recruitment and
training, right through to actual support for vulnerable staf f and guidance on
handling issues such as staff sickness and absenteeism.  Training for managers in
implementing such a policy is recommended.

• All employers, as a minimum, should have in place a Mental Health in the
Workplace Policy which seeks to address, even as a staged process over a period of
time, issues relating to prevention of negative factors where possible, and support
to those who may be in a stressful environment, or going through a difficult period.
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COMMUNITIES AND NEIGHBOURHOODS

The Case for Action

5.39 People with mental health problems are amongst the most excluded groups.  Social
exclusion is, therefore, a major public health issue.

5.40 Regionally Promoting Social Inclusion (PSI) is an element of the New Targeting Social
Need Strategy which focuses on promoting issues to be tackled to improve and enhance the
life and circumstances of the most deprived and marginalized people in society.

“The Department has established a cr oss departmental PSI W orking Group on Mental
Health which will consider factors that cause people with mental health pr oblems to be at
risk of social exclusion and develop a co-ordinated inter departmental study through which
relevant agencies will work together to systematically tackle them.  This Strategy will
support their work” (Investing for Health 2002).

5.41 Section 75 of the Northern Ireland Act 1998 requires public authorities, in carrying out
their functions, to promote equality of opportunity between persons of dif ferent religious
belief, political opinion, racial group, age, marital status, sexual orientation, gender ,
disability and persons with dependants or without.

5.42 Northern Ireland experiences higher levels of deprivation than Britain or Europe (The
Family Expenditure Survey Report for Northern Ireland 1998/99).  There is a clear link
between poor mental health and living in those neighbourhoods which both are
economically disadvantaged and have experienced greater exposure to the “T roubles”
(NICORE 1999).

5.43 Various actions with the Strategy and Action Plan 03-08, refer to community development:

Action 5 - “Health and Social Services (HSS) Boar ds and Trust through the Investing for
Health Partnerships will further develop policies and pr ogrammes to pr omote mental
health, taking account of the particular needs of all vulnerable groups including homeless
people and victims of the conflict, across all services, and report annually to the
Implementation Group”.  Target Date: Ongoing.

Action 11 - refers specifically to the support of “the development of a rural support
network”.

Action 14 - develops the need for information about local sources of help and support is
developed.

5.44 It is to date unclear to what extent these specific actions have been programmed.
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What Works?

5.45 Characteristics of communities which promote mental health and well-being include:

• equitable access to resources and services;

• support for parents and carers;

• activities that bring members of the community together;

• effective sharing of local information;

• tolerance and trust;

• friendly physical environment;

• dealing effectively with crime and anti-social behaviour; and

• robust local democracy and opportunities to participate.

Mentality 2003 (Adapted from Department of Health 2001)

5.46 Strengthening Community Networks - many community interventions have focused on
developing empowering processes and building a sense of ownership and social
responsibility within community members.  An example of such an intervention is the
Communities that Care (CTC) Programme, which has been implemented successfully in
several hundred communities in the USA and is currently being adopted and replicated in
The Netherlands, England, Scotland, Wales and Australia.  The CTC prevention operating
system is a field-tested strategy for activating communities to implement community
violence and aggression prevention systems (Hawkins, Catalano & Arthur, 2002).  The
strategy helps communities use local data on risk and protective factors to identify risks
and develop actions.  To date the CTC system has only been evaluated in the USA, with
pre-post designs and comparisons with baseline data involving about 40 communities in
each field test.  These evaluations have indicated improvements in youth outcomes.
Examples include decreases in school problems (30% decrease), weapons char ges (65%),
burglary (45%), drug offences (29%) and assault charges (27%).

5.47 Reducing Fear of Crime - within the Nottingham Social Action Research Programme, a
project in the Clifton Neighbourhood Ward shifted focus from a crime/anti-social
behaviour enforcement role to community development and building social capital as a
way of reducing the fear of crime.

5.48 Training, support, and the development of neighbourhood wardens have led to an increase
in feelings of trust and safety , confidence amongst residents and the building of networks
and a framework for reciprocity (Nottingham SARP 2002 – Social Action Research
Project).

5.49 Stress Workshops for the General Public - large scale, self-referral stress workshops are
effective in reaching people whose problems are not picked up in primary care.  A
randomised control trial showed that participants were less anxious, less distressed and
more able to cope than those in the control and placebo groups (Brown & Cochrane 1999).

30

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 720 of 3342

MAHI - STM - 083 - 720



Key Issues to be Addressed

5.50 • Interventions designed to increase social inclusion such as social prescribing should
be encouraged as part of community development.

• Actions in the Investing for Health 2002 need to be progressed and assessed.

• Research programmes addressing the needs of marginalized groups need to be
resourced, with a view to mainstreaming.

• Training for relevant community and professional agencies on mental health
awareness and ways to reduce stigma should be provided.

• The benefits of interventions such as arts on prescription for increasing social
inclusion and strengthening communities should be explored especially in
particularly disadvantaged areas.

• As the CTC Programme appears to have proved to have successful outcomes, not
only in the USA, but elsewhere in Europe and the UK, this approach should be
considered in Northern Ireland, especially with its particular needs and often
fragmented social networks and lack of cohesion.

FURTHER AND HIGHER EDUCATION

The Case for Action

5.51 There are a number of dimensions to the relationship between learning and mental health.
On one level Hammond, in a review of literature, found robust evidence for positive
associations between years of education and health, especially relating to depression.
Outcomes included improved self-esteem, self ef ficacy and improved trust.

5.52 The wider benefits of learning include:

• positive associations between education and both physical and mental health;

• learning builds self-esteem, feelings of being in control of one’s life, and resilience
to stress;

• education that is accessible and makes sense to all members of society will reduce
inequalities, challenge prejudices and empower people to keep on learning
(Hammond, C (2002) Learning to be Healthy, London Institute for Education).

5.53 Facilitating access to further and higher education opportunities for those who are
vulnerable is an important issue in itself and not without its dif ficulties.  Also the further
and higher education environment can be a pressured experience even for those not
vulnerable due to mental health needs.
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5.54 Some key documents published by the Education and Health Sectors include:

• Universities UK (previously CVCP – Committee for Vice Chancellors and
Principals), Guidelines on Student Mental Health Policies and Procedures for
Higher Education, (June 2000);

• Universities UK, Reducing the Risk of Student Suicide: Issues and Responses for
Higher Education Institutions (2002); and

• Royal College of Psychiatrists (RCP), The Mental Health of Students in Higher
Education, (January 2003).

Good Practice Example (1)

5.55 The Health Promoting University - in 1995 the University of Central Lancashire (30,000
students and 2,000 staff) became one of the first universities in Europe to establish a Health
Promoting University (HPU) initiative, (Dooris, 1999).

5.56 The aims are:

• to integrate within the University’s culture, processes and structures, a commitment
to health and to developing its health promoting potential; and

• to promote the health and well-being of staf f, students and the wider community .
Its ef fectiveness depends on an holistic, or ganisation wide approach, rather than
simply focusing on the vulnerable individual, whether student or staff.

Good Practice Example (2)

5.57 Learning Diversity – accommodation in Colleges and Universities for Students with
Mental Illness.

5.58 The Canadian Mental Health Association sets out guidelines for facilitating access to
further and higher education for those with mental health needs.

5.59 Support services include:

• an academic coach or “buddy”;

• increased outreach counselling services;

• assistance with early problems identified;

• peer support groups, emotional support;

• increased training of faculty on mental health issues; and
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• support in disclosing the disability to an instructor/professor .

(Canadian Mental Health Association 1993)

Further and Higher Education – Northern Ireland

5.60 The whole concept of a health promoting university or college is still relatively new – most
institutions concentrate largely on student counselling services as the main resource.

5.61 However, two of Northern Ireland’s Universities have strategies for the improvement of
students’ mental health in place:

• The University of Ulster’s work through its Mental Health Task Force; and

• Queen’s University Belfast (QUB) – Mental Health Strategy whose aims are
outlined below.

5.62 QUB’s Mental Health Strategy is a comprehensive document, which has five key aims:

• to improve mental health promotion and awareness across the University
community, by ensuring an integrated approach to developing strategies and
activities for the promotion of good mental health;

• to ensure that all those who contribute to the provision of mental health care have
adequate training, supervision and support and are well informed of contemporary
good practice commensurate with their level of access to students;

• to develop a greater range of necessary expertise within the counselling service in
order to respond more effectively to students’ needs;

• to locate individual and or ganisational accountability for the processes and
procedures which will help promote the emotional and mental well-being of
students; and

• to identify the key areas of responsibility and support for students who encounter
emotional and mental difficulties during their time at university.

Key Issues to be Addressed

5.63 • There are positive associations between education and both physical and mental
health.  Facilitating access to further and higher education opportunities for those
who are psychologically vulnerable is an important issue in itself.  In addition it is
important for students, especially young adults, to feel supported in a pressured and
transitional time in their lives.  

• The Health Promoting University/College is an initiative which has been
implemented in England.  Its approach could be assessed for its usefulness in the
Northern Ireland context.
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PRIMARY CARE

The Case for Action

5.64 As stated in one Western Board General Practitioner ’s paper on Mental Health Promotion
in Primary Care (Foy 2004):

“Opportunities for mental health pr omotion pr esent themselves to all members of the
primary care team, including the general practitioner, health visitor, social worker,
community midwife, district nurse, practice nurse, community pharmacist and others”.

5.65 Primary care has a crucial role to play in supporting people with long term mental health
problems.  Primary care also has a role in early identification and treatment of common
mental health problems; notably anxiety, depression and phobias, as well as a wider role in
promoting mental health and well-being, along with the promotion of physical health.

5.66 The majority of mental health problems are managed within primary care, where a huge
percentage of problems presented are psycho-social.  On average, GPs spend 30% of their
time on mental health problems.  Of all mental health conditions, anxiety and depression
take up most of GP’s time (Foy 2004).

5.67 Chapter 3 of the Strategic Framework for Adult Mental Health Services Report states that:

“There is incr easing evidence that investment in primar y care actually pr oduces better
healthcare outcomes in both primary and secondary sectors.  Ther e are fewer inequalities
in health when primary care systems are well developed” (Starfield, B 2001).

5.68 In their briefing paper “Radical Mentalities - Making it Ef fective - A guide to evidence
based mental health promotion” (Mentality 2003), (Friedli 2004) describes new models of
primary care of fering opportunities to develop services at the interface between primary
care and the social population; to reach out to socially excluded groups including refugees,
homeless people and those with substance misuse problems, and to address inequalities.
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What Works?

Promoting Exercise

5.69 The National Consensus Statements on physical activity and mental health (Grant (ed.)
2000) show that exercise prevents clinical depression and is as ef fective in treatment as
other psychotherapeutic interventions.  Exercise also reduces anxiety , enhances mood and
improves self esteem.

5.70 Encouraging an active lifestyle also helps reduce isolation and the promotion of social
networks.

Social Prescribing

5.71 Social prescribing is a vehicle for offering patients in primary care alternative opportunities
for support within the local community .  Examples of social prescribing include exercise
on prescription, prescription for learning and arts on prescription.  Quite widely used for
those with mild to moderate mental health problems, positive outcomes can include
enhanced self esteem, reduced low mood, opportunities for social contact, increased self
efficacy, transferable skills and greater confidence (Huxley 1997: Fox 2000).

Key Issues to be Addressed

Professionals

5.72 • Training for GPs - approximately 50% of GPs have no formal psychiatric training
and few practice nurses have had such training (Croft 2000 in Foy 2004).  As most
GPs have opted to go into physical medicine, they may have very little experience
of mental ill health.  There is a need for better training for GPs.

• Research - increased research into the effectiveness of mental health promotion at
primary care level is needed.

• Resources, Targets and Priorities - with the contracting system, there is the
opportunity to target resources for mental health promotion.  GPs are particularly
well placed due to working within an overall health promotion setting, where
potentially mental health promotion can be dovetailed with general health
promotion initiatives. 

• Role of Voluntary Agencies - there should be an increased use of services provided
by voluntary agencies and increased direct liaison into primary care priorities.
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Public

5.73 • Support Available/Information Services - primary care environments could be
better used as an information resource, perhaps with access to a practice library
with self-help literature.

• Self-Help - increased promotion of the ethos of empowerment for those who are
vulnerable due to mental health problems would potentially speed recovery.

• Users’ Role in Promoting Mental Health at Primary Care Level - there are
opportunities for mental health service user groups in helping to improve mental
health issues within primary care (Foy 2004).

Social Prescribing

5.74 • Social prescribing including exercise, learning and arts on prescription, as an
adjunct or alternative to medication have been proved to be effective elsewhere in
the UK and internationally.

• There is a need for this approach to be further employed in Northern Ireland.

RURAL AREAS

The Case for Action

5.75 The current regional strategy highlights the needs of people living in rural areas in
Northern Ireland:

“People living in r ural ar eas may experience par ticular pr oblems including: social
isolation, unemployment, poor housing, lack of public transpor t and public amenities.  In
addition, recent years have br ought a succession of crises affecting farming which have
increased financial stress and led to further job losses”.  (Strategy and Action Plan 03-08).

5.76 Action II of the Strategy states:

“Department of Agriculture and Rural Development (DARD) and DHSSPS will support
the development of a rural support network to develop appropriate interaction strategies
in rural communities”. Target Date: Ongoing.

5.77 It is not clear at present to what extent this action has been implemented.

5.78 One study carried out in Ireland: Mental Health Promotion in a Rural Context: Resources
and Realities for a Community Based Initiative in Northern Ireland (Barry , O’Doherty et
al 1999), was based in the Homefirst Trust, and explored awareness of depression and
suicide in rural areas and found the following results:
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• levels of awareness about knowledge of depression and suicide were generally high
with 80% of respondents aware of the rise in suicide rate in Northern Ireland;

• 43% reported concern in relation to access to mental health services in rural areas;

• 68% reported little confidence in their own ability to advise someone who was
suicidal;

• men were significantly less likely than women to believe in the effectiveness of the
GP;

• the under 40 year old group was significantly less likely to seek help from a
psychiatrist;

• social stigma was a barrier cited to seeking help; and

• 22% referred to reluctance to disclosing problems.

What Works? 

The Rural Health Partnership (Homefirst Community Trust, Northern Health and Social
Services Board)

5.79 This Partnership aims to deliver a programme of support that aids the reintegration of
people who have suffered from mental ill health, back into the home and community life.
The programme, which includes training, health promotion and information, has a
particular focus on young men, carers and children living with mental illness in farming
communities.  

Key Issues to be Addressed

5.80 • As rural areas have been identified as being particularly prone to risk factors such
as isolation, and specific problems related to the farming community , and are
particularly at risk of suicide, a province-wide strategy is required to help raise
awareness of issues involved and to help people identify where to get support.

• Stigma has been identified as a major barrier in people seeking help - therefore, a
strategy to address issues relating to stigma, especially young men in rural areas
should be outlined.

• The actions relating to rural areas in the Strategy and Action Plan 03-08 need to be
progressed. 
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FAITH COMMUNITIES

The Case for Action

5.81 Those with enduring serious mental illness may experience their lives as a process of
fragmentation and disintegration.  Recovery and well-being needs, therefore, to focus on
the restoration of a sense of wholeness.  Holistic care needs, therefore, due to the link
between mind, spirit and soul, to include care for spiritual needs.

5.82 Spirituality can be defined as “a core set of beliefs and experiences about our relationship
to the universe and our place in it” (Clay 1999).

5.83 People experiencing mental health problems seek understanding and meaning.  In an age
when or ganised religion is less well supported, it seems even more important to
acknowledge this dimension of experience, where people non af filiated to particular faith
communities still seek succour and hope.

5.84 Religion and spirituality have proven protective effects for mental well-being, eg.:

• people with spiritual or religious af filiation are up to 40% less likely to become
depressed than people who do not have such affiliation, and if they do get
depressed, they recover faster;

• depression affects up to 35% of people with a serious health problem or illness.
One study that used multi-dimensional measures showed that for every 10 point
increase in the intrinsic religion score, there was a 70% increase in the speed of
remission from depression; and

• religious/spiritual commitment correlates with lower levels of substance abuse.
The risk of alcohol dependency is 60% greater when there is no religious affiliation
(Powell, 2000).

5.85 In 1999, the RCP set up a special interest group - Spirituality and Psychiatry.  Its aim is to
provide a forum for psychiatrists to explore the influence of the major religions which
shape the cultural values of the psychiatrist and patient both.

5.86 A growing number of studies emphasise the importance of spiritual beliefs and the value
of support from faith communities for people with mental health problems (Mental Health
Foundation 2000).  Yet there is a need for some caution in being sensitive to cultural mores
– other studies have found a resistance to spiritual issues within mental health services,
where religious beliefs are sometimes interpreted as symptoms of illness.  If a person fears
that mentioning their spirituality may be interpreted as a further symptom of their illness,
it will block the proven benefits of an holistic therapeutic approach (Friedli. 2000: Clay
1999).
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What Works? 

5.87 Spiritual Assessment - (Swinton, 2001), describes a number of models of “spiritual
assessment” involving a dialogue.

5.88 Powell (2000) from the special interest group lists some learning outcomes for training of
psychiatrists in spirituality including an understanding of:

• spiritual crises, meditation, prayer and altered states of consciousness, including
near death experiences;

• the spiritual significance of anxiety, doubt, guilt and shame;

• the spiritual significance of love, altruism and forgiveness and their relation to
mental health;

• the influence of materialistic goals on personal identity and self-esteem;

• the reciprocal relationship between culture and spiritual/religious beliefs and
practices and the consequences for psychiatric practice;

• how to take a spiritual history from a patient;

• how the presence or absence of spiritual/religious beliefs and practices in mental
health care workers may influence decision making; and

• the role in clinical management of spiritual/religious support networks, including
chaplaining and pastoral care as well as those in the community.

Key Issues to be Addressed

5.89 • An accepting and non judgmental attitude needs to be promoted - those in a caring
role need not always “do” anything except listen and afford the individual dignity
and respect.

• Training in mental health would be beneficial for those being ordained in all
denominations.

• Information/workshops should be provided for those in the community who may
benefit from pastoral care, and may not be affiliated to any particular faiths.

• The wider dissemination of the work of the Special Interest Group On Spirituality
within the RCP may benefit practitioners not currently involved.
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PRISONS

The Case for Action

5.90 The Review’s Forensic Services Expert Working Committee highlights the issues relating
to the prison environment and mental health.  It is a major challenge to provide ef fective
healthcare within a prison environment.  Many prisoners have emotional dif ficulties and
may have been subjected during their earlier lives to trauma and neglect.  In adult years
they may have dif ficulty coping, have impaired relationships and poor integration into
society arising from underlying personality difficulties or disorders.  Alcohol or other
substance misuse, self-harm and frequent previous contact with mental health and learning
disability services are common.

What Works?

5.91 Issues being considered by the Forensic Services Expert Working Committee include the
following:

• creation of a prison environment that actually promotes health; and

• provision of a range of mental health and learning disability services.

Key Issues to be Addressed

5.92 • It is a major challenge to provide effective mental health care within a prison
environment. 

THE PREVENTION OF MENTAL HEALTH PROBLEMS IN KEY AT RISK GROUPS

Aim: To prevent mental health problems through increasing protective factors

5.93 The Review felt it important to identify those particularly at risk in terms of their mental
health.  Some of these groups, such as young men at risk of suicide, have been also
highlighted in the Strategy and Action Plan 03-08.

5.94 There are other key groups which have their own special needs, such as those with Autistic
Spectrum Disorder (ASD), which has been the subject of detailed consultation as part of a
wider review.

5.95 The main aim of interventions with at risk groups is to increase protective factors (eg.
social support, job control, benefit uptake) and reduce risk factors (eg. racism, violence,
bullying, isolation, etc).
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5.96 Some of the key groups identified as at risk:

• children and adolescents;

• people who are deaf or hard of hearing;

• people with learning disability;

• ethnic minorities;

• older people;

• people who are affected by unemployment;

• people with a physical illness;

• people with gender and sexuality issues;

• people traumatised by sexual abuse; and

• people within the criminal justice system.

5.97 In addition to identifying needs, good practice, and making recommendations relating to
different settings and mental health promotion, we feel it important to highlight at risk
groups of which we are currently aware.

CHILDREN AND ADOLESCENTS

The Case for Action

5.98 • Around the globe, up to 20% of children and adolescents suf fer from a mental
illness, with 3-4% requiring treatment. Suicide worldwide is the third leading cause
of death in adolescents (WHO, 2003).

• Research indicates mental health problems such as sleep disorders, stress, anxiety
and behavioural problems affect 1 in 5 adolescents (HPA 2000).

5.99 Risk factors which may compromise mental health amongst young people include:

• lack of bonding and appropriate attachments;

• family or community conflict or tension;

• feelings of isolation;
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• lack of self esteem;

• negative peer pressure;

• poverty and poor physical environment; and

• difficult life events (Strategy and Action Plan 2003-08).

What Works?

5.100 Pre-School and Psychological Interventions - there is strong evidence that early
interventions starting at age two that promote basic reading skills and engage children in
conversations with their parents about picture books, improve reading skills and facilitate
the transition to school (Valdez-Menchaca & Whitehurst 1992).

5.101 Within the Review there is an Expert Working Committee on Child and Adolescent Mental
Health, which will report in detail on issues relating to children and young people.

5.102 Mental health literacy and help-seeking at onset of disorder - given the high prevalence
of mental health problems in young people, the fact that the 12-26 year age range
represents the peak period for onset of mental disorders across the lifespan (Moon, Meyer
& Grau, 1999; Patton, 1996), and evidence that early detection and treatment of depression
and psychosis improves outcomes (Kupfer, Frank & Perel, 1989), population-based,
indicated prevention and early intervention strategies may provide valuable opportunities
to minimise the considerable burden of these disorders.

Young People in Community Settings

5.103 The school setting has been discussed earlier in the Report in terms of its role in promoting
young people’s mental health.  There are also opportunities to promote the mental health
of young people outside the school setting and to work with networks of young people in
the community.  This is particularly important as children grow older and often spend more
time with their friends than with their family (Morrow 2002).  Peer group pressure is
particularly significant in early adolescence (Heaven 1994).

5.104 Social skills training - eg. coaching and cognitive problem solving is particularly effective
with isolated children (Erwin 1994).

Good Practice Example

5.105 The “Insight” Project in Plymouth is currently being fully evaluated by the Sainsbury
Centre.  The Project aims to minimise the barriers young people face when they have
complex needs.  The service is delivered at street level where young people can access it
directly in a non-stigmatising environment.
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Key Issues to be Addressed

5.106 In terms of mental health promotion, early intervention and the development of emotional
resilience have been identified as crucial in helping young people cope with pressures
through adolescence into early adulthood.

• There is a range of potential interventions, school, home and community based
which can be effective in this regard.  Social skills training, eg. involving coaching
and cognitive problem solving approaches is particularly effective with isolated
children.

• The education and health sectors need to collaborate further on programmes with
children and young people.

• Peer education and support can be a relatively cost ef fective approach, with
considerable positive impact.

5.107 The Expert Working Committee on Child and Adolescent Mental Health will report in
detail on issues relating to this tar get group in their report.  Members of this Committee
discussed with the Mental Health Promotion Expert Working Committee some of the main
issues they seek to address in their report which include:

• child and mental adolescent health needs to be society’s agenda - not just a
healthcare issue solely;

• the education and health sectors need to work together;

• early attachment and infant mental health is important in later life;

• there should be quick and appropriate referral procedures in the event of first onset
psychosis;

• there are significant gaps in child and adolescent services;

• “Looked After” children is an issue itself;

• access to support is important to young people - there is potential in peer education
approaches;

• there is a regional strategy; - “Bright Future” but not enough emphasis on children;

• there needs to be ministerial commitment to drive any such strategy forward; and

• other international and national models can be useful to draw upon, eg. New
Zealand’s Diversity Model and the Scottish “Pathway” approach.
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PEOPLE WHO ARE DEAF OR HARD OF HEARING

The Case for Action

5.108 There are almost 9 million deaf or hard of hearing people in the UK (Royal National
Institute for the Deaf 2005).  It is estimated that up to 40% of deaf or hard of hearing people
experience a mental health problem at some point in their lives.  Yet most deaf people
seeking access to mental health care have to overcome considerable barriers to access
services that meet their needs (NIMHE/DH, 2005).

5.109 Many of those barriers are caused by lack of information and knowledge about deafness
and its implications when assessing and treating mental health problems (NIMHE/DH
(2005) Mental Health and Deafness Towards Equity and Access: London).

5.110 The degree of hearing impairment is not directly related to the likelihood or severity of
mental health problems.  Deafness can lead to a greater sense of identity within the deaf
community.

5.111 Deaf people benefit from deaf-aware service provisions, when staf f are welcoming, have
effective communication skills, understand when to provide sign language interpreters or
other language professionals to support communicants and know how to work with them.

People with Acquired Deafness

The Case for Action

5.112 Deafened people are in a totally dif ferent situation from those with pre-lingual deafness,
who to a great extent are a recognisable community with their own language (signing) and
culture.  They are also clearly distinguishable from the vast majority of people with a
hearing loss - those who develop a mild to moderate loss (usually in later life) who can
often obtain much benefit from hearing aids.

5.113 The needs of deafened adults are rarely given attention despite the fact that for every deaf
person using sign language, there will be at least three deafened people.  These individuals
have a much higher incidence of reactive depression than either the general population, or
the deaf community and will encounter barriers when attempting to use resources for
mental health needs because of the communication dif ficulties.

5.114 There is little literature on the psychological ef fects of acquired profound deafness.  Most
research focuses on the effects of mild or moderate hearing loss or the experience of those
who are born deaf (Wood, 1987).
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What Works?

Good Practice Example

The LINK Centre for Deafened People, Eastbourne, East Sussex

5.115 The LINK Centre for Deafened People, Eastbourne, East Sussex was established in
1972, and is the only centre in the UK providing specialist intensive rehabilitation to
groups of deafened men and women.  LINK runs week-long programmes, which aim to
assist adjustment to deafness and to improve the quality of life for individuals and families
affected by deafness (www.linkdp.org).

Peer Education

5.116 The process model that LINK adopts is that of peer education, whereby the focus of the
programme centres on the lived experience of deafened people dealing with problematic
communication situations.  Most facilitators are deafened themselves (or lead sessions with
their hearing partner) and many have attended a LINK programme in the past.  It is
immensely important that participants meet people who have gone through similar
situations as themselves and who have managed to sustain a positive life.  Facilitators have
first hand knowledge about the problems and can provide valuable insights.

5.117 Although focusing on rehabilitation, the approach is very much concerned with the whole
person and the promotion of health and emotional well-being in a social context.
Therefore, it is very much a mental health promotion intervention.  

Key Issues to be Addressed

5.118 • One good practice example, from which Northern Ireland could learn, is that of the
peer education process model adapted by the LINK Centre in Eastbourne.

• There is a need for research into this area in the UK generally and Northern Ireland
in particular.

• Programmes to increase understanding and awareness of the issues relating to
various types of deafness need to be implemented.

(Refer to A Strategic Framework for Adult Mental Health Services – June 2005 section on
Services for Deaf People with Mental Health Problems).
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PEOPLE WITH A LEARNING DISABILITY

The Case for Action

5.119 People with a learning disability can experience the same range of mental health problems
in virtually all categories of psychiatric disorders.  It is estimated that 20-50% of those with
a learning disability may have a mental health problem (Bouras 2003).

5.120 It is important to implement active mental health promotion strategies for people with a
learning disability and their families.  A proactive preventative approach would be
characterised by promotion of positive mental health from childhood onwards; a multi-
agency partnership between health, social care and education; tar geted support at times of
change; social networks; dedicated access to services and improved awareness of mental
health issues for people working in all services providing for people with a learning
disability.

What Works?

5.121 A mental health promotion approach, helping to build resilience and other protective
factors is recommended.  In his paper Mental Health Promotion for People with a Learning
Disability, Devine lists 15 recommendations for action.  He emphasises promoting positive
health from childhood; the need for a multi-sectoral partnership between all relevant
agencies; responsibility to enhance well-being and build resilience as a central component
of any school curriculum; support at transitional times; enhancing social networks;
improved access to services and awareness in staff with learning disability of mental health
issues (Devine, 2004).

5.122 “Count Us In” - the Report of the Committee of Inquiry (1998) into meeting the mental
health needs of young people with a learning disability is an excellent source of
information and examples of good practice in this field.

5.123 Outlined below are 2 evidence based examples taken from the document:

Oaklands College - students with a learning disability are part of the college and are
entitled to a common curriculum.  Equality is about matching the education to particular
needs to deliver that entitlement.  Delivering this curriculum requires strategic planning
and a multi-agency approach.  Other agencies have to sign up, because putting the package
together will identify needs and highlight gaps in the care provided.

Community Involvement Project, Larkhall near Glasgow - the Project was set up in
1999 to provide training for employment to adults who have a learning disability .  It took
5 years and 386 meetings to get agreement to set up.

5.124 Forty six people with a learning disability use the Project.  All start part-time and 23
students are on site at any one time.  The students receive a varied programme of laundry,
kitchen and catering activities and develop confidence, which results in them undertaking
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customer service tasks in the tearoom.  They are also involved in undertaking Scottish
Vocational Qualifications in a range of activities.  Six students have so far gained
employment, but there are issues of benefits versus income (Count Us In, 1998).

Key Issues to be Addressed

5.125 The Learning Disability Expert Working Committee has reported in detail on these issues.
(Equal Lives: Review of Policy and Services for People with a Learning Disability in
Northern Ireland, September 2005)

5.126 Devine (2004) outlines 15 recommendations for action.  These include:

• the need for mental health promotion for people who have a learning disability to
be made more specific in mainstream strategies and policies;

• emphasis should be given within all relevant sectors to building positive mental
health;

• a responsibility to enhance emotional well-being and build resilience should be a
central component of any school curriculum; and

• there needs to be a recognition that people with a learning disability need to have
improved opportunities for meaningful work/vocational opportunities.

ETHNIC MINORITIES

Culture and Mental Health

5.127 Although the qualities included in the concept of mental health may be universal, their
expression dif fers individually , culturally , and in relation to dif ferent contexts.  It is
necessary to understand a particular community’ s concept of mental health before
engaging in mental health promotion.  The broad nature of mental health also means that
it is not just the preserve of the mental health professionals.

The Case for Action

5.128 The Strategy and Action Plan 03-08 takes into account to some extent the needs of ethnic
minorities.  There are 2 actions (16 and 17) which refer to the DHSSPS, HSS Boards and
Education and Library Boards charging them with the task of:

“carrying out a r eview of pr ofessional training to ensur e that the pr omotion of mental
health and emotional well-being is fully included and takes account of the particular needs
of disadvantaged groups including ethnic minority, disability and sexual orientation”.
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5.129 One report, published by the University of Ulster in 1997, “Ethnic Minorities in Northern
Ireland” looked at the then 4 main ethnic minorities in Northern Ireland – the indigenous
travelling community, the Chinese, Indian and Pakistan communities.

5.130 The report highlights Northern Ireland’s particular cultural environment due to the
Troubles in Northern Ireland:

“the long drawn out inter group conflict in Northern Ireland between the two major
communities has tended to occlude the existence of a vibrant and growing ethnic pluralism
within Northern Ireland”.

5.131 It points out that the understanding of community relations has related the two major
communities.

5.132 The report did not seek to assess levels of mental health in the 4 communities, but
experience of harassment and prejudice (risk factors for mental health) was experienced,
particularly in the Chinese community: 

• 44% experienced verbal abuse;

• 50% had received criminal damage to their property;

• 61% believed there was racial prejudice in Northern Ireland and half of all
interviewed believed that this trend would increase rather than decrease over time.

5.133 Better Access to Services - one of the greatest problems experienced by the ethnic groups
was in accessing services, particularly due to language dif ficulties.

5.134 Better Opportunities for Training and Employment - Chinese and Travelling
Communities interviewed in the report experienced some dif ficulties in accessing training
and employment opportunities.  It was suggested that consultation should take place to see
whether a role for employment bodies exists in expanding employment choices. 

What Works?

5.135 There are a number of examples of good practice in the rest of the UK.

5.136 Assertive, But Sensitive - Advice Shop Black - black people with mental health problems
benefit from the work of assertive outreach teams, provided team members are
experienced, understand users’ concerns and avoid race stereotyping (Duff, 2000).

5.137 Culturally Sensitive Mental Health Services Through Quality Improvement (2000) -
an urban mental health service undertook a quality improvement programme to involve
staff in the identification and resolution of cross-cultural issues.  The programme involved
clinical file audits, staff surveys and workshops, and a focus group for consumers and their
carers.  It was found that non-English speaking patients received a dif ferent spectrum of
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services from English speaking patients.  Non-English speaking patients were found to
receive more pharmacological treatments and less cognitive behavioural therapy .  In
seeking to address these issues and improve their service delivery to all patients, the mental
health service is now in the process of developing cross-cultural training; revising policies
and procedures; and engaging bilingual mental health counsellors in a revision of their
roles, particularly to increase their availability to staff as cultural consultants.

Key Issues to be Addressed

5.138 • There is a need for greater public education and awareness about ethnic minorities
in Northern Ireland.

• There is a need to further explore issues relating to the mental health of these
groups.

• Research into identification of need would help to begin to address how to reduce
barriers and increase social inclusion for the increasing number of ethnic groups in
Northern Ireland.

OLDER PEOPLE

The Case for Action

5.139 The elderly represent an important group within the population.  The number of older
people within the UK has increased from 1900 when there were 1.7 million people over the
age of 65, to 1994 where there were over 8.8 million in this age group (Jenkins & Paykel
1994).

5.140 This increase is projected to continue – by the middle of the 21 st century there will be in
excess of 12 million older people in the UK.  The prevalence of mental health disorders is
relatively high in later life.  About one third of all admissions to psychiatric care involve
people over the age of 65, as do one third of referrals to community oriented mental health
services.

5.141 The Strategy and Action Plan 03-08 outlines some factors potentially negatively af fecting
older people’s mental health such as adjustment problems to socio economic dif ficulties
associated with retirement, isolation and decline in social activity; bereavement and loss,
mobility problems, and less support due to smaller families.

5.142 With an increasing elderly population, this is a group whose needs (often quite complex)
must be addressed.  The Review’s Expert Working Committee on Dementia and Mental
Health Issues of Older People will be reporting on this.

5.143 Action 19 - seeks HSS Boards and Trusts to develop programmes in collaboration with
voluntary and community sectors around at improving coping strategies, particularly
around time of bereavement. 
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5.144 Prevention of psychiatric disorder in the elderly will have major benefits for individuals
and the community.

Depression

5.145 Depression is the most common psychiatric disorder of late life af fecting 15% of the 65
year age group.  Unresolved depression is associated with reduced life expectancy and
death.

What Works?

5.146 Prevention of physical ill-health and programmes to prepare people for the inevitable
changes in later life, such as retirement, loss and bereavement, should in theory reduce the
incidence of depressive mood and other affective changes.  Many programmes which have
been identified as being ef fective in promoting mental health in the general population
should also be available to older people; notably exercise, social support. and arts for
creativity.

5.147 Pre-retirement programmes have been seen to be of value.  In brief, below are some
examples:

• Pre-Retirement and Older People - these programmes, often involving group
activities, discussion, etc. can alleviate isolation and loneliness.  Also, bereavement
support and counselling have been found to be effective (Cattan 2002).

• Telephone Support - a telephone based support source provided through the Social
Work Service in the USA concluded that this sort of outreach strategy was
moderately af fective by tar geting older adults with depressive symptoms, social
isolation and unmet needs (Morrow et al 1998 – Randomised Critical Trial).

• Preventing Suicide in Later Life - an evaluation on initiatives to identify and
prevent elderly suicide at the Centre for Elderly Suicide Prevention, USA
concluded that community agencies with specialised programmes for older adults
showed promise (Fiske & Arbore 2000 – Controlled Trial).

Dementia

5.148 Dementia is the second most common psychiatric disorder among the elderly .  It is a
syndrome characterised by an acquired impaired imperative memory and other cognitive
functions, changes of personality and a progressive erosion of social skills.  The most
common causes of dementia are senile dementia of the Alzheimer’s type, and vascular
dementia.
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Prevention of Dementia

5.149 Strategies for prevention include the avoidance, early detection and treatment of those
physical illnesses or other psychiatric disorders which produce dementia-like syndromes.

Ageing Mentally Healthy

5.150 Different types of universal, selective and indicated interventions have been successful in
improving the mental health of elder populations (Jané-Llopis et al 2005).  Exercise
interventions and improving social support through befriending are examples of universal
strategies.  

Exercise Interventions

5.151 Recent cross-sectional studies and controlled trials have suggested that exercise, such as
aerobic classes and t’ai chi, provides both physical and psychological benefits in elder
populations (eg. Fox 2000).  These benefits include greater life satisfaction, positive mood
states and mental well-being, reductions in psychological distress and depressive
symptoms, lower blood pressure.

Enhancing Social Support

5.152 Some studies suggest the positive ef fects of friendship on the mental well-being of older
people, especially older women.  Befriending is a widely used strategy to increase social
support and to reduce loneliness and depression among the elderly.  So far only one quasi-
experimental outcome study is available confirming that befriending programmes for older
women can significantly reduce loneliness and increase the making of new friends (Stevens
& van Tilburg, 2000).  Replication studies are urgently needed.

Key Issues to be Addressed

5.153 • The prevalence of mental health disorders, such as depression, is relatively high in
later life.  Programmes such as pre-retirement, the provision of telephone support
and prevention of suicide in later life should be implemented within the community.

• Community development programmes should be developed to enhance levels of
social support for older people.

• Exercise on prescription through primary care should be encouraged.
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PEOPLE AFFECTED BY UNEMPLOYMENT

The Case for Action

5.154 There is a higher level of unemployment and associated deprivation in Northern Ireland
than in the rest of the UK (Strategy and Action Plan 03-08).  The proportion of long-term
unemployed males is higher (29.5%) than in Britain (17.6%).  The unemployment rate here
for males under 30 years of age is 9.6% compared to an overall rate of 6.2% (Strategy and
Action Plan 03-08).

5.155 Unemployment and deprivation are risk factors for mental health.  People with mental
health needs often experience dif ficulty in gaining employment despite the fact that
disability discrimination legislation forbids exclusion solely on the grounds of evidence of
a mental illness.

5.156 PSI is an element of the New Target Social Need Policy which focuses on a sense of
priority issues to be tackled to improve and enhance the life and circumstances of the most
deprived and marginalized people in society.

5.157 There is not, however , a specific action within the Strategy and Action Plan 03-08 which
addresses the issue of unemployment, despite acknowledgement in the document that, eg.
60% of suicides in Northern Ireland were those who were either unemployed, or on long
term sick.

What Works

5.158 Job Clubs – a number of intervention programmes have been developed and tested for
effectiveness in helping unemployed workers return to paid employment, such as the Job
Club and the JOBS Programme (see review by Price & Kompier , 2005).  These low-
complexity and low-cost programmes combine basic instruction on job search skills with
enhancing motivation, skills in coping with setbacks, and social support among job
seekers.  The JOBS programme has been tested and replicated in lar ge-scale randomised
trials in the USA (Caplan et al 1989) and Finland (Vuori et al 2002).  It has been shown to
have positive effects on rates of re-employment, the quality and pay of jobs obtained and
increases in job search self-efficacy and mastery and to reduce depression and distress.

5.159 In Northern Ireland, there are a number of Occupation Therapy (OT) led Job Clinics which
are run locally in partnership with employers (eg. Foyle Trust).
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Employment Support and Placement Services

5.160 New Horizons Employment Service - Action Mental Health - it provides a specialist
placement and support service for individuals recovering from mental ill health in a variety
of work, education and training settings.

5.161 The Employment Service - operates from 12 locations throughout Northern Ireland.  The
Service provides its expertise to the ACCEPT Centres and works in partnership with 21 Job
Clinics.

5.162 The Mental Health Promotion Awareness Unit - in South London and Maudsley NHS
Trust works especially to address the problems that people have in accessing services and
employment in the community as a result of their mental health problems.  The Unit offers
mental health awareness training to key local agencies, involving service users in its
delivery.  The aim is to reduce the stigma linked to mental health problems (Mentality
2002).

Key Issues to be Addressed

5.163 • Given Northern Ireland’s higher levels of deprivation and unemployment, any
regional strategy should directly address these issues with suggestions for strategic
cross-sectoral action.

• It is essential for employers to have more education and awareness of mental health
issues to ensure there is no discrimination against individuals seeking employment
who have a background of mental illness.

• Any Northern Ireland strategy on prevention of suicide should include specific
reference to dealing with unemployment (eg. it has been calculated that if there
were full employment in the UK, the suicide rate would drop by 11%) (Lewis,
Hawton & Jones 1997).

• Interventions with a strong focus on job search, self-efficacy, social and emotional
coping skills and building social support should be encouraged.

PEOPLE WITH A PHYSICAL ILLNESS

The Case for Action

5.164 Mental well-being cannot be separated from physical well-being.  Mental and physical
illness represent crucial parts of life that are deeply interdependent.  Examples are:

53

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 743 of 3342

MAHI - STM - 083 - 743



Diabetes - diabetes can have a significant impact on the quality of life for individuals, their
families, friends, carers and wider society .  The emotional and social ef fects are often
underestimated.  People with diabetes are more likely to experience anxiety and
depression.

Cancer - there can often be uncertainty and distress associated with the diagnosis and
treatment of the illness.  There is likely to be significant impact on the family, occupational
and social environments.  The illness and its treatment may cause fatigue, worry and mood
change.

Cardiovascular Distress - there is a circular relationship between heart disease and
depression.  The presence of each increases the risk of the other .  A rational health
promotion strategy should take account of both physical and mental health needs in seeking
to support lifestyle changes, both before and after the diagnosis of heart disease.

5.165 Primary care has many demands on its resources, however, it seems particularly important
for primary health case practitioners to be fully aware of the mind-body link (Foy 2004).

Key Issues to be Addressed

5.166 Mental health and physical health are deeply interdependent.  For the integration of mental
health into general health care to be successful policy makers and practitioners both need
to be fully aware of the mind-body link.  This is of particular importance at primary care
level.  Training is recommended for GPs and other professionals in mental health
awareness.

5.167 For the integration of mental health into general health care to be successful, policy-makers
need to consider the following:

• general health staff must have the knowledge, skills and motivation to treat and
manage people living with mental disorders;

• there needs to be sufficient numbers of staff with the knowledge and authority to
prescribe psychotropic drugs at primary and secondary levels;

• basic psychotropic drugs must be available at primary and secondary care levels;

• mental health specialists are required to provide support to monitor general
healthcare personnel;

• effective referral links between primary, secondary and tertiary levels of care need
to be in place;

• investment in primary and community care can deliver better outcomes both in
primary and secondary care; and
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• recording systems need to be set up to allow for continuous monitoring, evaluation
and updating of integrated activities (WHO 2001 World Health Report).

PEOPLE WITH GENDER AND SEXUALITY ISSUES

The Case for Action

5.168 There is considerable evidence of discrimination and bullying of gay people.  In Northern
Ireland the problem has been identified through two studies (Birkett & Foyle Friend School
Survey and White & McCracken 1999).  There is much work to be done in helping the
whole community understand issues of sexual identity and orientation.

5.169 The Strategic Framework for Adult Mental Health Services also outlines some of the needs
of this group (Sect. 6.55, P126).

5.170 Research commissioned by the Department of Education in 2001 indicates that between
2% and 10% of the population in Northern Ireland may be lesbian, gay or bisexual.

5.171 One study points to the level of homophobic bullying of both lesbian, gay and bisexual
young people at school.  

• 75% of gay men experienced homophobic bullying at school.  (Birkett, S & Foyle
Friend School Survey “The Experience of Lesbian, Gay & Bisexual People at
School in the North West of Ireland”).

5.172 Another source quoted in the Strategy and Action Plan 03-08 also highlights bullying as an
issue:

• 52% of gay men had been bullied at school;

• 64% of gay men who were bullied at school considered committing suicide; 

• 25% of gay men had been sexually assaulted and only 27% of these had received
subsequent counselling; and  

• 48% of those who had been sexually assaulted had considered committing suicide.
(White, R G, McCracken and the Rainbow Project – How Hard Can it Be? –
Attempted Suicide of Gay Men – the Psychological Stressors and Associated Risk
Factors, Rainbow Project 1999).

Key Issues to be Addressed

5.173 • The psychological and emotional distress of young gay men appears to be
reasonably well documented.  A gap in identified need seems to be that of young
lesbian women’s emotional and psychological needs.
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• Given that questions over sexual identity can arise in adolescence and early 20’ s,
awareness amongst staff in school and further/higher education of these
individuals’ particular needs seems vital.

• Public education and awareness of gender issues to promote understanding and
tolerance of them is required.

• Youthnet recommend as a result of their research, that lesbian, gay and bisexual
training awareness training programs to all those involved in the development, and
implementation of services to gay people should be delivered.

PEOPLE TRAUMATISED BY SEXUAL ABUSE

The Case for Action

5.174 Sexual abuse isolates and significantly destabilises lives.  Victims are substantially more
likely to have mental health problems (Search 1989).  18% of psychiatric patients have
been sexually abused girls/women who report sexual abuse are at a substantially increased
risk of alcohol and substance abuse disorders (Hef ferman et al 2000).

5.175 At least 60% of clients attending the Nexus Institute in 2005 were being treated for
depression and anxiety.  Others present with eating disorders, alcohol and substance abuse
and some have quite serious mental problems.

Key Issues to be Addressed

5.176 • The importance of sex education in schools needs to be highlighted.

• Sexual abuse should be talked about more openly, especially as many forms of
abuse are linked to mental health problems.

• As sexual crimes are seriously under reported, training should be given to key
relevant professionals in helping to identify hidden issues such as abuse and
managing the disclosure of the same.

PEOPLE WITHIN THE CRIMINAL JUSTICE SYSTEM

The Case for Action

5.177 A number of reports have recently highlighted issues within the criminal justice system in
Northern Ireland.  These include: the Human Rights Commission Report into conditions
for women prisoners; the subsequent report by the Chief Inspector of Prisons and, more
recently, Professor McClelland’ s Inquiry (A Review of Non-natural Death in Northern
Ireland Prison Service Establishments: June 02 - March 04) into the deaths of 6 prisoners.
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Prevention of Offending and Re-Offending

5.178 • Two thirds of men in prison are diagnosed with a personality disorder and two fifths
show symptoms of at least one neurotic disorder such as depression, anxiety and
phobias.  Among the general population less than a fifth of men are affected by
these disorders.

• Men in prison have a high rate of severe mental health problems such as
schizophrenia or delusional disorders – nearly 10% compared to less than 1% of the
general population.

• One in five men in prison are on prescribed medication such as antidepressants or
antipsychotic medicine and there is evidence that use of medication increases
whilst in custody.

• One in five male prisoners have attempted suicide at some stage in their life and the
same number have previously been admitted for inpatient psychiatric care (MIND,
2004). Ref. MIND & Prison Reform Trust Conference, May 2004; “T roubled
Inside” – Responses to the Mental Health Needs of Men in Prison.

• Women’s mental health needs also need to be addressed, particularly because
women in prison are nearly always the primary carer and often single parents
(Prison Reform Trust 2004 – “Young Parents from Custody to Community”).

• The Forensic Services Expert Working Committee will outline in detail the issues
with recommendations for actions.

What Works?

5.179 Cognitive behavioural programmes, real life skills and generic problem solving skills are
effective in reducing or preventing youth violence.  Individual analytical therapy,
psychiatric and intensive counselling are deemed less effective or not effective.

Key Issues to be Addressed

5.180 It is recommended that it would be beneficial to take such action as:

• focusing on early intervention;

• research needs to be conducted into the mental health needs of women within the
criminal justice system;

• encouraging the courts to use alternatives to custody for men with mental health
problems who have committed minor offences;
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• increase the number of court diversion schemes available across the country so that
offenders who are acutely, ie. not at risk of suicide, can be given hospital places or
the treatment they need;

• ensuring the Prison Service meets NHS Standards, policies and protocols,
particularly regarding the use of medication, service user initiatives, training for
doctors and health care staff; and

• continuing to explore in Northern Ireland, the Restorative Justice Model which has
also been proven to be effective as an alternative to long-term imprisonment.  

IMPROVING THE QUALITY OF LIFE FOR PEOPLE WHO HAVE EXPERIENCED
MENTAL HEALTH PROBLEMS

Aim: To improve quality of life for people with mental health problems

5.181 Improving the quality of life for people with existing mental health problems by reducing
discrimination, social exclusion, and by maximising skills and opportunities for
employment is a third vital area for mental health promotion.

Quality of Life Approach

5.182 Quality of life is defined by WHO as “an individual’s perception of his/her position in life
in the context of the cultur e and value systems in which he/she lives, and in r elation to
his/her goals, expectations, standards and concerns” (WHO Quality of Life Group 1995).
This definition reflects a broad view of well-being encompassing the person’ s satisfaction
with social, environmental, psychological, spiritual and health status.  The concept of
quality of life describes health, including mental health, in terms that capture positive as
well as negative aspects of coping, resilience, satisfaction, and autonomy , among others.

5.183 Those identified include:

• people with enduring mental illness;

• people with eating disorders;

• people at risk of suicide;

• people emotionally and physically traumatised due to the Troubles; and

• people involved in substance abuse/dual diagnosis.

5.184 It is beyond the remit of this Review and this Report to address all the above in a totally
comprehensive fashion.  The Review , however , has attempted to highlight important
current issues, identify some examples of evidence based good practice, and highlight
some practical, locally sensitive key issues to be addressed which include, where
appropriate, reference to the existing Strategy and Action Plan 03-08.  
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5.185 The Strategic Framework for Adult Mental Health Services addresses clinical aspects of
care and treatment in some depth with a vision of a “whole system of care” (p. 79) with an
emphasis on recovery models.

5.186 This Report aims to highlight some examples of preventative good practice, at primary,
secondary and tertiary levels.

PEOPLE WITH ENDURING MENTAL ILLNESS

The Case for Action

5.187 In discussing the issues surrounding mental health promotion for people with enduring
mental illness, the debate about prevention in relation to mental health promotion
inevitably comes into play.

5.188 Traditional public health definitions of prevention (Caplan 1964) are:

• Primary Prevention - involves efforts directed at reducing the incidence in the
community.  Primary prevention efforts are directed at people who are essentially
“normal”, but believed to be at risk from the development of particular disorders.

• Secondary Prevention - involves efforts to reduce the prevalence of the disorder
by reducing its duration.  The goal is to shorten the duration of the disorder by early
and prompt treatment.

• Tertiary Prevention - is designed to reduce the severity of disability associated
with a particular disorder.  

5.189 Recently it has been shown by a body of evidence that mental health promotion can
contribute to the prevention of certain disorders, eg. anxiety , depression and substance
abuse.   It can also contribute to the health improvement for people whether or not they are
at risk of mental illness as well as for people with mental health problems (Mental Health
Foundation 2000).
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What Works?

5.190 School-Based Programmes - universal protective factors among populations has been
found to reduce depressive symptomatology.  Examples include school-based programmes
targeting cognitive, problem-solving and social skills of children and adolescents and
exercise programmes for elderly people.

5.191 Some of these programmes such as the RAP in Australia found reductions in high
depressive symptom levels of 50% or more one year after the intervention (Schochet et al
2001).

5.192 Parenting Skills - parenting interventions for parents of children with conduct problems
aimed at improving parental psychological well-being by information provisions and by
training in behavioural childrearing strategies have shown reduction in parental depressive
symptoms of about 30% with improvements in children’s outcome.

What Works?

5.193 Specific Mental Health Disorders - as there is a necessity to be selective for the purposes
of this Report we have chosen to explore the issues for the 2 potentially psychotic disorders
affective disorders, whether unipolar or bipolar, and schizophrenia.

5.194 Schizophrenia - Early Intervention - it seems that early drug treatment of schizophrenic
episodes may improve the prognosis.  Indications are that a delay in initiating of treatment
leads to poorer long term outcomes; that persistence of symptoms untreated by neuroleptic
drugs leads to abnormality which cannot be completely reversed by subsequent treatment.

5.195 Affective Disorders - Education for Primary Care Professionals - affective disorders
are essentially a community problem: only one per 1,000 of the population are admitted to
hospital annually in England because of severe illness (Bebbington 1978).

5.196 However, approximately 3% are seen annually by GPs with recognised depression with
about an equal number unrecognised and a community 6 month prevalence of 3-5% (Smith
& Weissman 1992).

5.197 In Sweden, Rorsman et al (1990) described a programme that improved detection and
management of depression.  Evidence from England (Gask et al 2000) suggests that an
educational package aimed at improving the interviewing skills of primary care physicians
produces similar results.
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Opportunities for Employment 

5.198 Supported Employment - supported employment within a normal working environment
is more ef fective in improving employment prospects for people with long-term mental
health problems than sheltered workshops or pre-vocational training (Crowther et al 2000).

What Works?

5.199 Social Skills Training (SST) - one of the main assumptions underlying social skills
training is that people with schizophrenia have either not learned, or have for gotten, the
behaviours necessary for successful social interaction and interpersonal relationships
(Halford & Hayes 1992).

5.200 A typical social skills approach is to set up an educational class with 1 or 2 trainers and 5-
10 patients as students.

5.201 Studies reviewing SST for people with schizophrenia conclude that SST is ef fective in
increasing patients’ ability, comfort and assertiveness in social situations (Birchwood &
Spencer 1999).

5.202 Sheltered Housing - a range of agencies in Northern Ireland, both statutory and voluntary,
provide sheltered accommodation in the community for those with enduring mental health
needs.  The ethos may vary from or ganisation to organisation, but most seek to empower
the individual and promote maximum independence within a supported setting.  Helping
to increase individuals’ social networks and opportunities for involvement in the local
community are core factors.

The Key Issues to be Addressed

5.203 The Strategic Framework for Adult Mental Health Services has recommended a strategic
framework for the provision of services in this area.  However , in terms of mental health
promotion, there is now a body of evidence to show that this can contribute to the
prevention of certain disorders, such as anxiety , depression and substance abuse.  It can
also contribute to the health improvement of people whether they are at risk of mental
illness as well as for those with mental health problems.

• An educational programme in Sweden improved the detection and management of
depression.  Evidence in England suggests that an educational package aimed at
improving the interviewing skills of primary care physicians produced the same
results.
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5.204 It is suggested that this training could be applied here in a primary care setting, with all
primary care professionals.

PEOPLE WITH EATING DISORDERS

The Case for Action

5.205 • In Northern Ireland, approximately 50-120 people develop anorexia nervosa per
year, and 170 develop bulimia nervosa.  As not all suf ferers seek treatment, it is
often difficult to assess the full scale of the problem, however , it is estimated that
approximately 340-1,700 have suffered from anorexia, with 1,700 suffering from
bulimia.

• Around 100 people are admitted to hospital each year in Northern Ireland with an
eating disorder.

• About 50% of patients with anorexia recover , 30% make a partial recovery and
20% remain anorexic.  Bulimia shows a recovery rate of 2 out of 3 over a 5 year
period.  Treatment is most effective when provided early (DHSSPS 2002).

• The DHSSPS 2002 Consultation paper on Eating Disorders states that a paper by
the RCP recently described services here as “woefully inadequate”.

What Works?

Examples of Good Practice in the Prevention of Eating Disorders

5.206 Life Skills Training Programmes - life skills training have been included in a number of
eating disorder prevention programmes.  A review of these programmes (Levine et al 1999)
reported that 85% of the programmes that included a life skills training component was
effective compared with a 56% effective rate amongst those programmes that did not
include such a component.

Eating Disorders in an Educational Setting 

The Eating Disorders Project, Gloucestershire

5.207 Attempts to prevent the development of eating disorders within schools have been shown
to be inef fective (Fairburn 1995).  However , recent studies have shown that a multi-
dimensional approach has better outcomes.  In some studies preventive ef fects have been
found for eating related attitudes, interpretation or acceptance of societal ideals of
appearance, feelings of ineffectiveness, body dissatisfaction and dietary behaviour.
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Body Image

5.208 The Everybody’ s Dif ferent Programme in Australia which focused on improving self-
esteem was effective in reducing body dissatisfaction in young people and altering weight
control behaviour in girls (O’Dea & Abraham 1999).

5.209 This programme showed that even 12 months after the programme participants showed
improved body satisfaction, more positive self-esteem, social acceptance, and low drive for
thinness.

The Key Issues to be Addressed

5.210 • Examples of good practice in terms of prevention indicate that the key issues to be
addressed include: life skills training programmes and programmes which focus on
improving self-image and reducing body dissatisfaction in young people.  

• Given that early recognition means that treatment is most effective, in terms of
mental health promotion, programmes should focus on early intervention.

PEOPLE AT RISK OF SUICIDE

The Case for Action

5.211 There has been a dramatic increase in the number of young people taking their own lives.
Within Northern Ireland, suicide now exceeds road traf fic accidents (RTAs) as a cause of
death, with 163 dying by suicide and 129 dying by R TAs in 2000.  According to statistics
from the General Registrar ’s Office, 2001, suicide is the number one cause of death in
people aged between 15-34 years and the rise is particularly concerning amongst young
males.

What Works?

5.212 There are a number of strategies in place in Northern Ireland.  The Western Health and
Social Services Board (WHSSB) Suicide Prevention Strategy (1996) represents the
Board’s firm commitment to tackle suicide and provides a context for a multi-agency
approach to tackling suicide among the resident population.

5.213 The WHSSB Suicide Strategy, based on WHO guidelines for suicide prevention, consists
of 4 key elements:

• Education - of the public through campaigns; education of professionals in the
statutory, community and voluntary sectors; and education in schools and colleges.

• Environment - reducing access to the means of suicide such as the introduction of
paracetamol legislation (Hawton, 2002).
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• Media - working with the media to recognise the protective role sensitive reporting
can have, eg. producing media guidelines. 

• Research - recognising the importance of co-ordinating research programmes in
order to avoid overlap or duplication of research projects.  

5.214 Since the implementation of the WHSSB Suicide Strategy significant progress has been
made in developing a range of programmes in all of the 4 key areas.  These programmes
have been the outcome of the successful collaboration of the members of the Foyle and
Sperrin Lakeland local fora on Suicide Prevention supported by the Suicide Awareness Co-
Ordinators.

5.215 North and West Belfast HSS Trust has shown similar innovation by appointing a Suicide
Awareness Co-Ordinator, who has been instrumental in implementing many initiatives.

5.216 Ten specific action points have been identified in the Strategy and Action Plan 03-08 under
the preventing suicide section. Much has been achieved at local level to ensure these action
points have been realised, however, someone needs to take regional responsibility to ensure
consistency across Northern Ireland.

Public Awareness

5.217 It is important to provide information to the public about major health issues including
mental health and suicide.  As suicide may be seen as an extreme result of poor mental
health, then it is important that the public are informed about the possible signs of
depression and other forms of mental illness and the sources of help.

5.218 Research would indicate that a better -informed public is more likely to access services at
an earlier date.  Action 13 of the Strategy and Action Plan 03-08 recognises the need for a
public and professional information campaign, however , if this is to happen it should be
properly resourced similar to RTA campaigns.  Action 14 of the Strategy and Action Plan
03-08 states that “All HSS Boards have taken action to ensure that information about local
sources of help on mental health issues is available and accessible.”

5.219 Examples include the design and production, in consultation with young people, of a flyer
and poster and development of the “Heads Away Campaign” by North and West Belfast
HSS Trust and health promotion leaflets on depression and suicide.

ASIST (Applied Suicide Intervention Skills Training)

5.220 In line with Action 25 funding was obtained from the DHSSPS Health Promotion Branch,
to bring Living Works Incorporated, Canada to Northern Ireland to deliver the Training for
Trainers Course on ASIST.  This course is available worldwide and has been adopted as the
standardised training programme in Canada, Australia, Norway, and many of the States of
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American and the US Army and Air Force and is now being delivered throughout Northern
Ireland. A similar approach and commitment, as that adopted for the ASIST Programme, is
required for each of the other 29 action points of the Strategy and Action Plan 03-08.

The Key Issues to be Addressed

5.221 • Any new Suicide Strategy needs to be cognizant of the UN/WHO guidelines and
Safety First recommendations and needs to draw on good practice in the rest of the
UK and the Republic of Ireland.  It is imperative that in order for it to be
implemented it needs to be resourced with an identified action plan with tar get
dates, identified responsibilities, etc.

5.222 The Multi-Sectoral Task Force engaged with a wide number of individuals and
organisations in drafting the document, Protect Life - A Shared Vision 2006-2011.

5.223 This document identified specific actions with a targeted approach, eg. looking at the needs
of those who self-harm; people with a mental illness; young males; mar ginalised and
disadvantaged groups; and people who have been bereaved by suicide.

5.224 Detailed recommendations on suicide prevention are in Annex 2.

PEOPLE EMOTIONALLY AND PSYCHOLOGICALLY TRAUMATISED DUE TO THE
NORTHERN IRELAND “TROUBLES”

The Case for Action

5.225 Since the Troubles began in Northern Ireland 3,600 people have been killed and 40,000
injured.  This is within a population of 1.5 million.  Whilst most researchers now agree that
the Troubles have had an effect on the health and well-being of our community, the extent
of their impact on mental health has been disputed and under estimated for a number of
reasons (Duffy 2004).

5.226 The DHSSPS Report of 1998, “Living with the Trauma of the Troubles” has an impressive
list of recommendations for action, including:

• the development of crisis support teams;

• a proper review of the appropriateness and quality of counselling services for
people affected by the Troubles;

• services to be registered;

• information to be made available by all Trusts and via other agencies; and 

• better co-ordination of services.
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5.227 The Bloomfield Report “W e Will Remember Them” (1998) took a 2 strand approach;
practical help such as criminal injuries compensation; a non-physical memorial scheme
and a physical memorial scheme.  The Bloomfield Report lists 20 recommendations on a
range of issues.  Two have a particular mental health promotion slant:

• Recommendation b - employers should be sensitive to the special circumstances
of victims and their carers, and specific actions should be taken by public sector
employers to assure this; and

• Recommendation p - consideration should be given to the creation of a fund to
assist in particular children and young people af fected by the deaths or injury of a
parent.

5.228 Wars and serious societal conflict such as the Troubles have a severe impact on post-war
societies.  They tend to lead to the breakdown of infrastructures, loss of social capital and
lead to major risk factors in terms of psychotic morbidity and suicide.

What Works?

5.229 Please refer to A Strategic Framework for Adult Mental Health Services (June 2005)
Section 6.29, pp 116-119.

Local and International Examples of Good Practice

Social Capital – Individuals, Organisations and Communities Under Stress Post Conflict

5.230 Recent research on social capital and inequality suggest that how individuals and
communities feel - lack of trust, tolerance and participation - may be a critical factor in
determining health (W ilkinson 1996 & 2000).  The impact of the Troubles, such as
residential segregation, population movement and displacement, stigmatisation of certain
neighbourhoods, bereavement and trauma is acknowledged in the Strategy and Action Plan
03-08.  Action 5 refers specifically to the promotion of mental health with vulnerable
groups such as victims of the conflict.

• It is recommended by WHO, that preventive ef forts to reduce the onset of mental
disorders (such as anxiety, depression and PTSD) in post conflict societies should
focus primarily at early interventions after trauma, rebuilding the country’s physical
and mental health services and social infrastructures, mental health education and
offering emotional, societal and economic support to victims (WHO 2004).

• Cognitive Behavioural Therapy (CBT) as a treatment for Post Traumatic Stress
Disorder (PTSD) has been shown to be effective through the work of the Northern
Ireland Trauma and Transformation Centre.

• Family therapy approaches in North and West Belfast HSS Trust have also reported
positive individual and family effects following therapy and treatment.
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Key Issues to be Addressed

5.231 • Over and above actual treatment, additional resources should be provided for day
to day support and training of those who help people in the community affected by
the conflict, and to help enhance social capital.

• Consistent with WHO recommendations for post-conflict societies, preventive
initiatives are required to reduce the onset of mental disorders such as anxiety ,
depression and PTSD focusing primarily on early interventions after trauma,
rebuilding our community’ s physical and mental health services and social
infrastructures, mental health education and offering emotional, societal and
economic support to victims (WHO 2004).

• The development and expansion of evidence-based services, including Clinical
Resources Efficiency Support Team (CREST) guidelines, to address psychological
trauma and including adult survivors of childhood trauma should be taken forward
as a priority.

PEOPLE INVOLVED IN SUBSTANCE ABUSE/DUAL DIAGNOSIS

The Case for Action

5.232 Chapter 4 of the Strategic Framework for Adult Mental Health Services Report deals with
the issue of people with severe mental disorder and substance misuse (dual diagnosis).
Those with a dual diagnosis can “fall between two stools” with mental health and addiction
services accepting responsibility for their treatment needs.  The Report gives
recommendations for different treatment approaches.

5.233 Substance Related Disorders - the prevention of mental and behavioural disorders due to
psychoactive substance use includes the prevention of acute intoxication, harmful use and
dependence.  The term “psychoactive substances” encompasses tobacco, alcohol and illicit
drugs (eg. opioids, cannabinoids and cocaine), as well as psychoactive prescriptions drugs
and solvents.  Globally, tobacco as a risk factor causes 4.1% of the total burden of disability
(WHO 2002).  In the 21st Century , it is estimated that tobacco will be the cause of one
billion deaths worldwide, with three quarters of these death occurring in low income
countries.  Worldwide, about 2 billion people consume alcoholic beverages and over 75
million are diagnosed with alcohol use disorders (WHO 2004).  Alcohol as a risk factor
causes 4% of the total burden of disability (WHO 2002).

5.234 Given the particular concern about binge drinking, especially in the young, and the limits
of this Report in terms of scope, the focus in this section is on alcohol abuse.
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Northern Ireland

What Works?

5.235 Dr Diana Patterson, Consultant Psychiatrist at the Shaftesbury Square Hospital, Belfast and
Convenor of the Review’ s Alcohol and Substance Misuse Expert Working Committee
responded to our request for views on mental health promotion and substance abuse as
follows:

Adult Services – within the broad areas of alcohol misuse it has been accepted for many
years that there is significant improvement in morbidity and mortality when population
wide interventions are employed.  Interventions which affect the price (or relative price) of
alcohol to the consumer are those which are likely to have the greatest beneficial health
effect on our population.  Others, tar geted at reducing the overall volume of alcohol
consumed by our population can be shown to have dramatic ef fects on morbidity and
mortality from alcohol misuse.  Other more directly tar geted interventions such as
screening and “early interventions” have been shown to be ef ficacious and may properly
be considered as part of health promotion, rather than considered as individual direct
interventions.  As these early interventions now form a major part of the importance within
the field of health promotion.

Young People’s Services - with regard to this group, even greater emphasis must be placed
on health education and its preventive role.  The future adults of our society have a right to
education about alcohol and drugs so that they can make informed choices about these
substances.

What Works?

5.236 Selective and Indicated Interventions – brief interventions are highly effective as well as
cost-effective for reducing hazardous and harmful alcohol consumption.  Brief advice from
a GP routinely given to all patients who smoke and drink leads to about 40% attempting to
stop and about 5% stopping for at least 6 months (a strong predictor of permanent success)
(Lancaster & Stead 2004).

5.237 Community Interventions – community mobilisation has been used to raise awareness of
problems associated with on-premises drinking, develop specific solutions to problems and
pressure bar owners to recognise that they have a responsibility to the community in terms
of bar-related issues, such as noise level and patron behaviour .  Evaluation suggests that
community mobilisation can be successful at reducing aggression and other problems
related to drinking in licensed premises.  For example, a comprehensive, locally designed
intervention under the Saving Lives Project, including media campaigns, business
information programmes, speeding and drunk driving awareness days, speed watch
telephone hotlines, police training, high school peer -led education, college prevention
programmes and other activities, led to a 25% decline in fatal crashes, a 47% reduction in
the number of fatally injured drivers who were positive for alcohol, a 5% decline in visible
crash injuries and an 8% decline in crash injuries af fecting those aged 16-25 years
(Hingson et al 1996).
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5.238 There are some relevant examples of good practice in Northern Ireland.  The Drug and
Alcohol Strategy Team, through its encouragement of interdepartmental Government
structures, has influenced the Department of Education in Northern Ireland to provide a
comprehensive education package which is now available to all school children for their
appropriate ages through the mainstream education process.  Within this process, alcohol
and drugs education is delivered through a larger health promotion programme and is not
designed as a “stand-alone” piece of education.  

Risk Taking Behaviour

5.239 Brief interventions in primary care are effective in reducing alcohol consumption in heavy
drinkers (Wilk et al 1997).

Reducing Alcohol Consumption

5.240 There is a strong case for taking an alcohol history , followed by brief interventions in
Accident and Emergency Departments, using an approach developed at St Mary’s Hospital
NHS Trust in Paddington, London.  Over half the men who present to hospital after
deliberate self-harm regularly drink excessive amounts of alcohol and 23% are alcohol
dependent.

Key Issues to be Addressed

5.241 Both the Strategic Framework for Adult Mental Health Services and the Alcohol and
Substance Misuse Report, December 2005 deal with the issues relating to people who have
developed alcohol or drug problems:

• Availability of alcohol is a factor and, therefore, there may be political aspects to
dealing with the problem away from excess drinking.  Politicians should be lobbied
in this regard.

• The HPA could have a significant role in developing a strategy province-wide to
help promote healthier drinking, drawing on examples of good practice and
research nationally and internationally.
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CHAPTER 6

POLICY ISSUES

The Policy Environment

Introduction

6.1 The importance of mental health promotion and its contribution to overall health has
achieved growing recognition across the UK and Internationally (Jenkins 2002; WHO
2005; Jané-Llopis & Anderson 2005).

National Policies

6.2 England, Scotland, Wales and Northern Ireland all have policies with a specific mental
health promotion focus and have all in recent years developed strategies for the delivery of
mental health promotion.

Northern Ireland

6.3 In Northern Ireland, the overall policy environment is currently considered relatively
favourable to promoting mental health and stimulating a wide range of activity .  PSI is a
key element of New Targeting Social Need, (Northern Ireland Of fice 2003) which has a
special focus on mental health.  Promoting mental health and well-being at an individual
and community level is one of the objectives of Investing for Health, the regional health
strategy for Northern Ireland launched in 2002. 

6.4 The Strategy and Action Plan 03-08 was published by the DHSSPS in January 2003,
following responses to the consultation document “Minding Our Health” (2000).  In
addition, responses to the wider Investing for Health consultation highlighted mental health
as a key priority for action (DHSSPS 2002). 

6.5 The Strategy and Action Plan 03-08 aims to improve mental and emotional well-being and
to prevent or reduce the impact of mental illness.  In addition, it has two aims concerned
with the determinants of mental health at a policy level and building capacity and skills for
effective mental health promotion practice.  Overall, it strikes a balance between
addressing life circumstances and developing life skills and is based on three principles: a
holistic approach; empowerment; and respect for personal dignity .  The Strategy and
Action Plan 03-08 addresses four areas: policy development; raising awareness and
reducing discrimination; improving knowledge and skills and preventing suicide.

6.6 Overall monitoring of the Strategy and Action Plan 03-08 is the responsibility of the
Ministerial Group on Public Health, with a DHSSPS led Multi-Agency Group overseeing
the action plan.  Each of the four Health and Social Services Boards across Northern
Ireland is required to develop local mental health promotion strategies.  The WHSSB was
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the first to launch its plan at a major consultation event in Strabane in November 2003.  A
similar launch by the Southern Health and Social Services Board (SHSSB) took place in
January 2004.  Within the WHSSB, delivery of the suicide prevention element of the
strategy is overseen by two suicide awareness co-ordinators, with a strong focus on both
public and professional education, working with the media and an extensive programme in
schools and prisons. 

Response to Promoting Mental Health – Strategy and Action Plan 2003-2008

6.7 The Strategy and Action Plan 03-08 has been widely welcomed by people in the mental
health field in Northern Ireland and represents an important milestone in putting mental
health promotion on the health agenda.  In addition, involvement by a range of agencies,
statutory, community and voluntary , has meant a collaborative approach to mental health
promotion which has been beneficial.  Nevertheless, feedback outlined below suggests that
there are some concerns about the impact of the strategy.

Implementation – Progress to Date

6.8 The HP A in Northern Ireland was char ged with the task of taking forward an
implementation group to monitor progress with the 30 stated actions  Ultimately the
Implementation Group will report to the Ministerial Group on Public Health (currently
under review).

6.9 In addition to Implementation Group meetings which have been held, 2 sub groups have
recently been established to look in further detail at (a) suicide prevention and (b)
education.  These consultation groups have been set up with the aim of engaging with local
stakeholders to help assess progress to date in terms of the actions relating to these 2 areas.
Suicide is now the subject of a separate Government report, Protect Life - A Shared Vision,
2006-2011.

6.10 As part of its own consultation, the Mental Health Promotion Committee designed a
questionnaire for key stakeholders provide-wide, seeking feedback on issues relating to
mental health promotion generally and more specifically seeking comment on the current
strategy and perceived progress to date.  Outlined below is a summary of feedback received
from this, one of whose questions asked for comment on the strategy and perceived
progress.

6.11 Fifty questionnaires were completed by a diverse range of agencies and individuals from
the statutory, voluntary and community sectors.  In addition to the questionnaire, views
from members of the Committee and from other individuals working in the statutory and
community sectors have been sought on a one-to-one basis.  

6.12 Support for the Strategy and Action Plan 03-08 was clear , with a number of agencies
involved in taking forward some of the actions outlined.  However , respondents of the
questionnaire and others commenting expressed concerns as following:
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•• Unrealistic Timeframes - a number of the target dates for completion of action had
already passed by the time the document was disseminated.

•• The Need for Guidance - quite a number of those commenting on the Strategy
have highlighted the lack of guidance (such as DOH’s Making It Happen – a Guide
to Delivering Mental Health Promotion (2001) – published to assist with the
implementation of the National Services Framework Standard on mental health
promotion in England).

•• Inadequate Resources - approximately £200,000 is earmarked for mental health
promotion in Northern Ireland.  This is currently allocated to the HSS Boards to
help them resource local board initiatives.  This is considered to be woefully
inadequate, particularly in the light of the higher incidence of mental health
problems in Northern Ireland compared to the rest of the UK.

•• Targeting Resources - given that many of the actions do not simply involve the
health sector, consideraion would need to be given to resourcing education, district
councils, community organisations, prison service, etc.

•• The Scottish National Programme for Mental Health Promotion, with an allocation
of £24 million represents a major investment and commitment.  On a pro rata basis,
the Committee believes that £5-6 million would be required to develop the
infrastructure of the proposed Mental Health Promotion Directorate in the Northern
Ireland.  This level of resourcing would facilitate funding streams to be developed
from other sectors such as education and employment.

•• Reinforcing of Cross-Sectoral Collaboration - although a number of the actions
(eg. Action 15 & 14) have an expectation of, for example, HSS Boards and HSS
Trusts and Education and Library Boards working together , there seems little
evidence that this is happening, except at local level.

The Health Promoting School is one example of an initiative in an education setting
being driven forward by the Department of Health solely in terms of funding with
the HPA progressing the action.

•• The Need for Ministerial Direction - there is a need for clear direction at the most
senior level to drive the strategy forward (as in the Scottish Executive Model) -
someone who can call people to account.

•• Question of Mainstreaming/Sustainability - it is at present unclear what will
happen beyond 2008.  The issue of short-term interventions with lack of resources
to mainstream successful initiatives has long been a feature of mental health
promotion in Northern Ireland.

•• Representation on the Implementation Group - members of the group should be
in a position to influence the policy-makers and properly oversee relevant actions.
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•• Gaps in the Strategy/Lack of Specificity - a number of gaps have been identified
in terms of vulnerable groups such as:

- victims of domestic violence;
- people with a learning disability;
- needs of people with ASD;
- ethnic minorities; and
- specific at risk groups, eg. children, elderly and the isolated. 

•• Gaps in the Consultation Process - some respondents commented on their lack of
consultation as follows:

- midwives; 
- occupational therapists;
- student population;
- users of services.

•• Research - further research into assessment of need is required.

National Service Framework for Mental Health - England

6.13 In 2001, the DOH developed a revised performance management framework to monitor
progress on the implementation of all National Service Framework (NSF) standards and
the NHS Plan as it relates to mental health.

6.14 The NSF Standard One on mental health promotion meant that a clear remit for the first
time had been given to health and social services to promote mental health for all and to
reduce the discrimination experienced by people with mental health problems.  Recently ,
the importance of Standard One has been reinforced in the public health White Paper ,
“Choosing Health”, which includes a specific commitment to new services to improve the
mental and emotional well-being of the whole population and states:

“we will ensure that standard one of the NSF for Mental Health, which deals with mental
health promotion, is fully implemented.” (Department of Health 2004a)

6.15 The importance of mental health promotion is also recognised in the NSF Progress Report
by the National Director for Mental Health “The National Service Framework for Mental
Health: Five Years On”, which notes:

“we need to broaden our focus from specialist mental health services to the mental health
needs of the community as a whole.”  (Department of Health 2004b)

6.16 In England to date, the main focus nationally has been on tackling discrimination and
social exclusion, notably with the publication of “Mental Health and Social Exclusion” by
the Social Exclusion Unit (SEU) (2004) and NIMHE’ s strategy “From Here to Equality”
(NIMHE 2004).  Guidance on developing local mental health promotion strategies:
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“Making it Happen”, was published in 2001 (DOH) and by the end of 2004,  91% of
primary care Trusts had met the requirement to have a mental health promotion strategy ,
although resources for mental health promotion delivery  vary widely and are generally
very limited.  There are some indications that this might improve with the impetus provided
by “Choosing Health” (DOH 2004a) and the fact that NIMHE has recently commissioned
a National Framework for Mental Health Promotion in England, to inform the further
development and delivery of mental health promotion.  

6.17 Lessons - England has been successful in putting the exclusion and discrimination
experienced by people who use mental health services high on the agenda; if implemented,
the recommendations in the SEU’s Report are likely to make a significant difference to the
quality of life of people with severe and enduring mental health problems.  However, there
is still a need for a greater focus on promoting mental health for all and moving mental
health promotion higher up the public health agenda.

Mental Health in Scotland – A National Programme Approach

6.18 In 2000, the Scottish Executive outlined a commitment to mental health as an integral part
of the wider agenda for public health and health improvement in Scotland (Scottish
Executive 2000).  As a result, in October 2001, the Scottish Executive unveiled a new
programme for improving mental health and well-being (Henderson et al 2002). Resources
to the value of £24 million have been dedicated to this programme - the first of its kind in
Scotland, where national policy and resources have been dedicated to improving mental
health.

6.19 Commitment from the top (always a predictor of success) is manifested by the consultation
and support body - the National Advisory Group, chaired by the Deputy Minister for
Health and Community Care, which advises Scottish Ministers on the programmes,
strategic direction and implementation.

6.20 There is wide representation on the group – including those who work in health, education,
housing, local authorities, employment, learning and justice.

6.21 The Scottish National Programme Action Plan (see below) was published in September
2003, setting priorities for actions such as:

•• raising awareness and promoting good mental health and well-being;

•• eliminating stigma and discrimination;

•• preventing suicide;  and

•• promoting and supporting recovery.
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The Scottish National Programme Action Plan – Graphical Representation

6.22 This is supported by a range of activities including collecting and disseminating the
evidence base and supporting local practice, developing and commissioning a programme
of national research and establishing public health indicators.

6.23 The strength and profile of the Scottish National Programme for Improving Mental Health
and Well-Being (www.wellontheweb.net) means that the environment in Scotland is
widely seen as extremely favourable to mental health promotion.  In addition to a high
profile media campaign and a wide range of activities to promote mental health and address
discrimination, suicide and recovery , Scotland has seen a major investment in building
capacity for the delivery of public mental health.  This has included a range of training,
research and resources commissioned by the Scottish Executive and NHS Health Scotland.
A further major programme of mental health improvement training, with a focus on
evidence into practice, is scheduled for 2005/2006, with events across all Scottish Health
Boards (contact Scottish Development Centre for Mental Health www.sdcmh.org.uk ). 

6.24 Lessons - in addition to specific action on stigma and discrimination, it is also crucial to
create an environment which promotes the mental health of the whole community - in
schools, in workplaces, in neighbourhoods, in primary care, in local Government, the
voluntary and private sector.  This cannot be achieved without dedicated resources to build
knowledge, skills, expertise and capacity.
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6.25 This innovative and progressive approach is a model to be admired.  One of the important
factors is that, although the funding comes to an end at the end of 2006, the National
Programme seeks to embed itself in Scottish policy and practice before that, leading to a
long term commitment.

6.26 In a journal article recently published, Research Specialist, Emma Hogg, states that:

“The work pr ogramme described should help to secur e lasting commitment to mental
health improvement and contribute to the shift fr om a focus on treatment issues to a more
equal balance between treatment and promotion and prevention”. (Hogg, 2004)

6.27 For information on progress to date of the work of the National Programme, see Annex 5.

International Policy

6.28 A resolution passed by the Council of the European Union in November 1999, calls on the
European Commission to recognise the importance of promoting mental health and to
assess the mental health impact of policy.

6.29 The resolution invites the members to:

•• develop mental health promotion policies;

•• collect and share relevant data;

•• implement action to promote mental health and prevent mental illness; and

•• stimulate research into mental health and its promotion.

6.30 It calls on the European Commission to:

•• incorporate mental health into the public health programme;

•• monitor mental health as a component of the community health monitoring system;

•• analyse the impact of community activities on mental health; and

•• consider drawing up a recommendation on the promotion of mental health.

6.31 Also relevant to mental health promotion are the European Convention of Human Rights
and the Human Rights Act 1998.

6.32 Although many countries have started to recognise that mental health policy to enhance
public mental health has significant potential in terms of improving economic, social and
human capital, Lahtinen et al (1999) in their analysis of the position of mental health in
Europe have ar gued that mental health has not achieved equal recognition with physical
health among decision-makers.
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WHO Ministerial Conference on Mental Health

6.33 This Conference brought together all 52 countries in the European Region of the WHO.
Organised in partnership with the European Union and the Council of Europe.  Arising
from this conference was the “Mental Health Action Plan for Europe Facing the
Challenges, Building Solutions 2005”.

6.34 The WHO Action Plan (2005) was endorsed in the Mental Health Declaration for Europe
by Ministers of Health of member states in the WHO European Region.  

6.35 It also sets out the details of commitments and responsibilities of both the WHO and
national governments. It has 12 priority areas, with a strong public mental health focus,
including:

1. Promote mental well-being for all.

2. Demonstrate the centrality of mental health.

3. Tackle stigma and discrimination.

4. Promote activities sensitive to vulnerable life stages.

5. Prevent mental health problems and suicide.

6. Ensure access to good primary care for mental health problems.

7. Offer effective care in community-based services for people with severe mental 
health problems.

8. Establish partnerships across sectors.

9. Create a sufficient and competent workforce.

10 Establish good mental health information.

11. Provide fair and adequate funding.

12. Evaluate effectiveness and generate new evidence.

6.36 It stresses the need for “mental health activities capable of improving the well-being of the
whole population, pr eventing mental health pr oblems and enhancing the inclusion and
functioning of people experiencing mental health problems.” Of special note is the
emphasis on increasing awareness of the importance of mental well-being, the inclusion of
promotion and prevention (alongside the need to improve treatment and services) and the
recognition of the need for a competent workforce in all these areas. 
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Summary

6.37 Regionally, the Strategy and Action Plan 03-08 is welcomed.  Its ethos, underpinning
values and actions are all highly appropriate.  It also helps to reinforce much good practice
in the field of Mental Health Promotion over the years (much of which is captured in HPA’s
Database) and is, therefore, encouraging to those who believe there must be a positive
impetus for the future.  However, as outlined above, many of the strategy recommendations
have not been implemented.

6.38 The hard reality of the cost benefits of taking action – a projected £30 billion savings by
2022 cited in the NHS Improvement Plan, may well be an incentive for action, in addition
to the cost to Northern Ireland economy of mental ill health of £2.28 billion, as outlined in
Chapter 3.

6.39 Whether the reasons are “hard” or humanistic, or a combination of both, the priority is to
progress towards mental health for all.
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CHAPTER 7

RECOMMENDATIONS

Primary Recommendation: 

The Creation of a Regional Mental Health Promotion Directorate at the Heart of
Government

7.1 The stated vision of this Report is “mental health for all”.  As WHO (2005) states: “There
is no health without mental health”. As the title of this Report reflects, mental health
promotion needs to have the following dimensions: personal; public; and political.

7.2 Personal – early prevention and the enhancement of individual mental health and well-
being helps promote social inclusion, autonomy , resilience and the capacity to learn,
develop and contribute meaningfully to society.

7.3 Public – environmental factors such as feeling safe, access to appropriate local support,
education, opportunities for employment and meaningful activity all need to be generated
by good cross sectoral working particularly by the health, education and employment
agencies.

7.4 Political – in the current climate of scarce resources, it may take a political “leap of faith”
by policy-makers.  Resource allocators in all sectors need to be convinced of the fact that
good mental health is the starting point for all health.  The current WHO Action Plan 2005
reinforces these points in terms of European Policy .  This needs to be translated into
regional terms in Northern Ireland.

7.5 In light of the above, the Review believes that in order to achieve strategic, co-ordinated,
cross-sectoral, cross-departmental and multi-agency action on mental health promotion, a
Regional Mental Health Promotion Directorate, with a Regional Director should be
established. 

7.6 A properly resourced Directorate would increase awareness and visibility of mental health
promotion, facilitate the achievement of existing mental health promotion tar gets, as well
as setting tar gets for the future.  This would provide a necessary degree of permanence,
leadership and sustainability to drive forward mental health promotion in Northern Ireland.  

7.7 The costs of mental-ill health are felt across a wide range of public sectors.  Ef fective
responses, therefore, require a multi-agency approach.  Joined-up Government is
notoriously dif ficult to achieve in practise.  A Regional Mental Health Promotion
Directorate would, therefore, have the task of promoting this multi-agency approach with
a shared ownership and a mental health promotion vision.

7.8 The establishment of such a body , with proper executive powers is, to a lar ge extent,
predicated on the fact that, although excellent in content, the current Strategy and Action 
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Plan 03-08 is not having the impact it should.  Some of the barriers to its ef fective
implementation have been outlined in Chapter 6, and include inadequate resources; lack of
ministerial direction; lack of guidance, authority and accountability to promote cross
sectoral collaboration, and importantly, lack of co-ordination. 

7.9 The Review, having agreed and recommended this Directorate as necessary for providing
strategic, co-ordinated, cross-sectoral, cross-departmental and multi-agency action on
mental health promotion, then considered the appropriate structures and siting to achieve
this function.

7.10 The Review considered where the centre of gravity should be for this recommendation.
Should it be focused within the health sphere or if, as we are, looking to wider
contributions, including those of education, culture and employment to produce the change
we want, what mechanism and approach is most ef fective in making those linkages?

7.11 The Review considers that it is necessary, in order to achieve this strategic vision, to place
a Mental Health Promotion Directorate at the heart of Government.  The Review’ s
recommendation is to ensure mental health promotion is a policy priority across the whole
of the public sector.  To achieve this, the Directorate would best be placed within a context
such as OFMDFM.

7.12 A properly resourced Directorate would increase awareness and visibility of mental health
promotion, facilitate the achievement of existing mental health promotion tar gets, as well
as setting tar gets for the future.  This would provide a necessary degree of permanence,
leadership, sustainability and crucially the authority to drive forward mental health
promotion in Northern Ireland whilst creating ownership of mental health promotion
across all sectors and relevant agencies and groups.  

7.13 The challenges for the next 10-15 years as outlined in WHO Action Plan 2005 can only be
addressed through such a body , established with the authority that would be forthcoming
within a context such as OFMDFM.  

7.14 This would enable proper co-ordination of any mental health promotion strategies,
identified directions for the future, and through the promotion of cross-sectoral
responsibility enhance the understanding and development of social capital in relation to
mental health promotion.

Key Functions and Responsibilities of the Directorate

7.15 A Mental Health Promotion Directorate at the heart of Government would ensure that
mental health promotion contributes to the goals and policies across all sectors, supports
the delivery of existing policies relevant to mental health promotion, raises the awareness
of mental health promotion and moves mental health promotion up the policy agenda in all
Government Departments and agencies.
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7.16 In particular, taking account of the recent Review of Public Administration (RPA 2005), the
Review would see this Directorate as ensuring that the HPSS Authority and the New
Education Authority take on the responsibility for operationalising the impact of this policy
in those two most important sectors. 

7.17 Specifically the functions may include the responsibility to:

•• co-ordinate the implementation of existing policies, including the Strategy and
Action Plan 03-08;

•• facilitate the necessary cross-sectoral approach to mental health promotion by
providing a focus for liaison between the various governmental bodies;

•• facilitate capacity building via training and research with regard to mental health
promotion across all health, social care and education professions, with a particular
focus initially on primary care level;

•• facilitate the establishment of a research body providing a focus on mental health
as opposed to mental illness, specialising in non clinical domains; providing an
information base and guidance; and identifying examples of good practice; quality
assurance approaches and independent evaluation on public mental health
promotion strategies and interventions;

•• ensure that there is a focus on relevant legislation regarding equality of opportunity
and human rights as regards to mental health;

•• identify priorities in terms of the population, vulnerable groups, etc;

•• liaise with other UK and International Programmes;

•• ensure the permanence of mental health promotion, by embedding it in all public
sector policies, especially health and education; and

•• implement effective responses.

Other Recommendations

7.18 The Review considers the creation of a Mental Health Promotion Directorate at the heart
of Government as its primary recommendation upon which action on mental health
promotion would be based across Northern Ireland at policy level.

7.19 Such a Directorate would have responsibility for setting out policies in details and for
ensuring the operational impact through, eg. the Regional Health Authority and the new
Education Authority.  However, this Report recommends that for the initial strategic period
the settings, stages and levels approach as outlined in Chapter 5 would be the firm basis for
actions.  This approach is outlined below.
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RECOMMENDATION 1 - SETTINGS, STAGES AND LEVELS FOR ACTION 

Settings for Action

Schools

•• The Health Promoting Schools initiative has had some limited success in Northern
Ireland, but needs to be properly resourced to have an impact.  This is a vital area
of work, given that early interventions in the school setting can be highly ef fective
in enhancing protective factors and reducing risk factors for mental health.

Primary Care

•• Social prescribing as a vehicle for offering patients in primary care alternative
forms of support has been proven to be effective and should be encouraged.

•• Training for GPs in mental health is required.  Additionally, with the contracting
system, GPs are particularly well placed to promote mental health.

Workplace

•• The workplace is an important environment for the individual in life.  

•• Employers are under a general duty to take responsibility to ensure the health and
safety of employees whilst at work.  The law states that mental health should be
viewed in the same light as physical health.

Further and Higher Education

•• The Health Promoting University/College is an initiative which has been completed
in England and elsewhere, and shown to be beneficial as promoting an
organisation-wide culture based approach to the promotion of mental health.  Its
approach should be assessed for its usefulness in the Northern Ireland context.

Rural Areas

•• As rural areas have been identified as particularly prone to risk factors such as
isolation, problems related to the farming community and suicide, any suicide
strategy needs to help raise awareness of the issues involved and help people in
terms of where to get support. 

Communities Including Marginalised Groups and Faith Communities

•• Work needs to be carried out with a range of communities in Northern Ireland, with
priority given to mar ginalized communities such as ethnic groups and also faith
communities.  Training in mental health issues would be beneficial for cler gy for
example.
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Stages of Life

Children and Adolescents

7.20 There is evidence to show that enhancing protective factors and building resilience in
children and adolescents helps reduce the likelihood of many mental health problems
developing in later life.

7.21 Primary and secondary schools should implement appropriate programmes such as the
RAP to enhance the mental health of the young.

7.22 We are including children and adolescents of all needs and abilities, and from a range of
communities.  Action in schools should also include action for those with special needs.

Older People

7.23 It is projected that by the middle of the 21 st Century there will be in excess of 12 million
older people in the UK.  The quality of life of those with or without diagnosed mental
health problems can be improved and can involve:

•• reducing age discrimination;

•• involving older people;

•• early recognition or diagnosis of mental health problems to ensure patients receive
prompt care; and

•• meeting the needs of carers.

People in Receipt of Statutory Mental Health Services

7.24 Alternative, or adjunct treatments and forms of social support should be provided, at
primary care level, such as social prescribing programmes.  These can help reduce
isolation, increase social inclusion and socialisation and maintain better mental health.

Levels of Action

Regional Level – Building Capacity

7.25 The effective delivery of mental health promotion in all sectors and settings in Northern
Ireland will depend on building knowledge, expertise and capacity.  This should include (a)
training, (b) information and guidance and (c) research.
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7.26 Training - colleagues in many different sectors have the potential to promote mental health
and will benefit from knowledge, training and support to promote psychological well-being
and to identify early indications of dif ficulties.  Training packages need to be designed to
meet the dif ferent needs of dif ferent sectors and to recognise the specific context of
promoting mental health in Northern Ireland.  Training should be made available for a wide
range of different sectors and professional groups eg:

•• GPs;

•• other primary care staff;

•• teachers/university faculty staff;

•• child care/early years workers;

•• youth workers;

•• priests, clergymen;

•• community leaders;

•• staff in a range of voluntary and community agencies;

•• housing;

•• occupational health and human resources;

•• mental health services;

•• mental health service users; and

•• A&E staff.

7.27 Guidance – guidance and resources on implementing and evaluating mental health
promotion should be made easily available and adapted, where necessary, for the Northern
Ireland context.  Examples of guidance from elsewhere in the UK include the English
document “Making it Happen” (2001); and the wide range of resources produced as part of
the Scottish Executive’s National Programme for improving mental health and well-being
(www.wellontheweb.net).

7.28 Research – the focus of the research should be on the promotion of positive mental health,
rather than on mental illness.  An integrated research policy should be established.

7.29 Reducing discrimination and increasing awareness - several actions within the existing
regional strategy address these issues.
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7.30 Ensuring awareness - of the relevant existing legislation such as the Disability
Discrimination Act to tackle discrimination for example.  Information should be sought on
how many employers are aware that their duty of care relates to psychological well-being
and reduction of stress in the workplace.

RECOMMENDATION 2 - IDENTIFICATION OF RESOURCES 

7.31 A regional structure needs to be properly resourced in order to achieve its goals.

7.32 The resource allocation to create this structure should reflect the cost of mental ill health
in Northern Ireland and should be in the region of £5-6 million over the initial 3 year
period.  With a commitment to sustainability for the future.

7.33 This figure has been calculated on a pro rata basis taking the Scottish model as an
exemplar, but does not take into account the higher levels of deprivation and mental ill
health in Northern Ireland than in the rest of the UK.

7.34 This initial seeding cost, allowing for the establishment of a Directorate would also
facilitate over time additional funding streams to be made available from other sectors than
the health budget, such as education and employment.

RECOMMENDATION 3 - SUICIDE PREVENTION 

7.35 The Review considers suicide prevention to be an integral part of the broader scope of
mental health promotion and has been included as Annex 2. 

7.36 The Review, therefore, recommends that suicide prevention needs to be placed as a public
health priority and a Regional Mental Health Promotion Directorate needs to ensure that a
separate suicide prevention strategy is implemented as part of its overall responsibility .

7.37 A Taskforce was set up in the Autumn of 2005 to consider suicide.  Since then, the
document: “Protect Life - A Shared Vision”,  the Northern Ireland Suicide Prevention
Strategy 2006-2001 has been launched.  The document recommends tar geted action with
specific at risk groups and in a range of settings.

7.38 It is recommended that such recommendations be ‘dovetailed’ with any mental health
promotion strategies taken forward by the Mental Health Promotion Directorate.
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Annex 1

MENTAL HEALTH PROMOTION

Committee Members List, Acknowledgements and Contributors

•• Prof. Alan Ferguson (Convenor) - Chief Executive, NI Association for Mental Health

•• Mr Eugene Caulfield  - Administrator - Cavan/Monaghan Community Mental Health
Services (retired)

•• Ms Marie Crothers - Asst. Principal Social Worker/APM, Mental Health, Foyle HSST

•• Mr Paul Fleming - Associate Dean, University of Ulster, Jordanstown

•• Dr Liam Foy - General Practitioner, Quayside Medical Practice

•• Dr Brian Gaffney - Chief Executive, Health Promotion Agency for NI

•• Dr Yvonne Herbert - Clinical Psychologist, Belfast City Hospital

•• Dr Oliver Hunter - General Practitioner

•• Ms Judith Lee - Director of Education, NI Association for Mental Health

•• Dr Graeme McDonald - Consultant Psychiatrist, Mater Hospital

•• Mr Arthur McLean - Service User

•• Ms Jean McMinn - Head of Counselling Service, QUB

•• Mr Barry McGale - Suicide Prevention Co-Ordinator

•• Ms Sheila Magee - Clinical Specialist (Physotherapy) - United Hospitals HSS Trust

•• Mr Irwin Pryce - School Teacher

•• Mr David Twyble - School Teacher (Retired)

•• Rev Trevor Williams - Holy Trinity & St Silas (Joanmount) with Immanuel (Ardoyne)

•• Mr Kieran Blaney - DHSSPS
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The Review would also like to acknowledge its thanks for the contribution made to the work of
the Committee by all those who contributed papers or who met with them personally .  Particular
thanks to Dr Lynne Friedli, Mental Health Promotion Specialist, Mr Gregor Henderson Director ,
National Programme for Improving Mental Health and Well-Being, Scottish Executive and Mrs
Alison Deane, NIAMH.

The Review also acknowledge the contributions by way of papers/presentations made by the
following:

“Theoretical Aspects of Mental Health Promotion” - Mr Paul Fleming & Ms Judith Lee

“Learning for Life & Work” - Mrs Helen Johnston, CCEA

“Some Thoughts on Prejudice, Stigma & Mental Health” - Rev Trevor Williams

“Post Traumatic Stress Disorder” presentation Mr Micky Duf fy, Centre for Trauma &
Transformation 

“Some Thoughts on Mental Health Promotion in Primary Care” - Dr Liam Foy

“Issues Relating to the Structure of the Committee’ s Report” - Mr Eugene Caulfield

“Suicide Prevention & the Northern Ireland Mental Health Review, July 2004” - Mr Barry McGale

“Training in Mental Health Issues for Those Preparing for Ordination” - Rev Trevor Williams

“Mental Health Promotion for People with a Learning Disability” - Mr Maurice Devine, Nurse
Consultant (Learning Disability) Down Lisburn Trust

“Interface Issues with other Working Groups” presentation - Ms Moira Davren, Child &
Adolescent Expert Working Committee

“Mental Health Promotion Among Young People” - Mr Irwin Pryce, Mr David Twyble & Ms Jean
McMinn

“Spirituality & Mental Health” - Rev Trevor Williams

“Promoting Mental Health: A Resource for Spiritual & Pastoral Care” (Church of England) -
Presented by Rev Williams

“The Costs of Mental Illness” - Mr Michael Parsonage, Sainsbury Centre for Mental Health
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Annex 2

SUICIDE AND THE REVIEW OF MENTAL HEALTH
AND LEARNING DISABILITY (NI)

The World Health Organisation (2002) has reported that every year one million people across the
world die by suicide. This equates to one suicide death every 40 seconds.  They also advise that
every year there are more people dying by suicide than by all the deaths due to the current conflicts
across the globe.

This is equally true for Northern Ireland where the history of the conflict over some 30 years is
well known. According to Fay et al (1997) found in the 25 years from 1969 to 1994, more people
died here by suicide than as the result of the conflict.  On average since 2000, deaths due to suicide
have exceeded deaths on the road.

Suicidal behaviours place a heavy human and financial burden on society in Northern Ireland.
Figures from DHSSPS (2002) indicate that there are on average 150 suicide deaths every year in
NI, 80,000 working days are lost to illnesses related to attempted suicide; and that there are over
4,000 hospital admissions annually as the result of suicidal behaviour .  The estimated annual cost
to the economy of suicidal behaviour is £170m.  Although suicide accounts for 1% of all deaths
annually it equates to 7% of potential years of life lost, indeed the expected years of life lost to
suicide is estimated to be 4,400.

Concerning the psychological and social impact on the family and society is estimated that up to
50 people are significantly af fected by a suicide death, Bland (1994) cited by Campbell (1997),
listed 28 different relationships to a person who died by suicide for those who came forward for
help.  If the figure of 50 is accurate, then each year in Northern Ireland 7,500 people are impacted
as the result of suicide.  Estimating the burden of suicide in terms of disability-adjusted life years
(DALYs) in 1998 suicide was responsible for 1.8% of the total burden of diseases worldwide. 

“This is equal to the burden due to wars and homicide, roughly twice the burden of diabetes,
and equal to the burden of birth asphyxia and trauma” (WHO, 2000).

Suicide Prevention Strategy

Reaction driven responses to suicide are costly in the short term, both financially and emotionally.
A well planned, resourced and a co-ordinated strategy to suicide prevention would be cost effective
in the longer term (Ramsey & Tanney 1996).  Suicide is a multi-dimensional issue and the
Australian Government highlight:

“The complexity of the interaction between risk factors, and the capacity for health care and
social interaction to influence individuals choices, suggests that Government and society
have a responsibility to act” (Commonwealth of Australia 2000).

The moral obligation rests on the principle of beneficence (Kuitert 1995) and responses are
required at the individual, community and Government levels.
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Limitations of the Present ‘Promoting Mental Health Strategy’ Re. Suicide Prevention

It would appear that the Ministerial Group on Public Health did not take responsibility for the
overall Strategy and Action Plan. As a result, a lack of strategic leadership, accountability and
inter-departmental approach was evident.

The Implementation Group, whose task it was to report on progress, met infrequently and
therefore, was unable to oversee and drive forward the actions.  Furthermore, the financial
resources and support were insufficient to deliver and ensure co-ordination on the actions. 

Though the current Mental Health Promotion Strategy is to be welcomed, there is more involved
in suicide prevention than mental health promotion.  Mental health promotion plays a fundamental
role in enabling the positive self-esteem of individuals.  It also seeks to strengthen individual and
community resilience.  Suicide prevention initiatives build on these ef forts by seeking to: raise
awareness about suicide at the whole population level; seek to intervene with those at risk of
suicide; follow up those who have attempted to end their lives and provide care and support for
those bereaved by suicide.

The Benefits of a Regional Suicide Prevention Strategy

According to the US Government, a National Strategy for suicide prevention can:

•• raise awareness and help make suicide prevention a national priority.  This can help direct
resources of all kinds to the issue;

•• provide an opportunity to use partnerships and the energy of survivors to engage those who
may not have considered suicide prevention within their purview.  It supports collaboration
across a broad spectrum of agencies, institutions, groups and community leaders as
implementation partners;

•• link information from many prevention programmes to avoid unintentional duplication and
disseminate information about successful prevention interventions;

•• direct attention to measures that benefit the whole population and, by that means, reduce
the likelihood of suicide before vulnerable individuals reach the point of danger;

•• bring together multiple disciplines and perspectives to create an integrated system of
interventions across multiple levels such as the family , the individual, schools, the
community and the healthcare system; and

•• help develop in an equitable way and provide technical assistance with valuable types of
expertise to strengthen community programme (US Department of Health and Human
Services 2001). 

An evidence-based strategy can maximise success when recommendations are implemented
locally.  Sound evaluation of community programmes, in turn, builds the evidence base.  
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The following goals outline the range of outcomes that would support the aim of a national
strategy:

•• Preventing premature death due to suicide across the life span.

•• Reducing the incidence and prevalence of other suicidal behaviours.

•• Reducing the morbidity associated with suicidal behaviours.

•• Providing opportunities and settings to enhance resilience, resourcefulness, respect, and
inter-connectedness for individuals, families and their communities (United Nations/WHO
1993).

An evidence base guiding strategic work on suicide prevention is essential.

“…there may be political and social imperatives to be seen to be doing something about
suicidal behaviour…scientists need not necessarily be pessimistic about such pr ogrammes,
even though they may not meet the rigorous criteria essential for scientific research”
(Goldney 2000).

The groundswell of opinion is that urgent action is required and international evidence exists to
guide the way forward.

Recommendations

•• A Regional Mental Health Promotion Directorate needs to ensure that suicide prevention
is a regional priority and the proposed suicide prevention strategy is implemented.

•• A broad coalition of suicide survivor representatives, suicide prevention activists,
researchers and community representatives needs to be created for the development and
implementation of the strategy.

•• The strategy needs to address the issue from both a targeted approach ie. vulnerable groups
and a population approach.

•• Suicide prevention needs to be placed as a public health priority.

•• The suicide prevention strategy needs to be developed with an identified action plan with
target dates, responsibilities and be properly resourced. 

•• A system for collating data on self-harm in Northern Ireland should be established linking
it to the European WHO Multi-Centre Study on Parasuicide.

•• The recommendations within Safety First need to be co-ordinated and implemented on a
regional basis.
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•• Closer co-operation between our colleagues, North, South, East and West, in keeping with
Investing in Health recommendations, should be encouraged and supported.

•• A postvention service needs to be made a priority.  Co-ordination and enhancement of the
care provided to those bereaved by suicide must begin immediately. 

•• A suicide prevention research centre must be supported and resourced where local and
international evidence can be accessed.

•• A major culture change is required in our society that encourages help-seeking as a sign of
strength, not weakness. 

•• Community development is one of the foremost ways of advancing suicide prevention and
should be promoted through capacity building.

•• An intervention programme such as Applied Suicide Intervention Skills Training (ASIST)
should be provided as standardised training for all those who work with vulnerable people. 

•• Training for those providing long term care to suicidal persons needs to be reviewed and
developed.
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Proposed Implementation Framework
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Annex 3

IDENTIFICATION OF NEED – SUMMARY OF KEY ISSUES

Promotion of Mental Health and Well-Being for All in the Population at Large

Key Issues to be Addressed

Home

•• Factors which promote resilience in children under 5 help those children to do well despite
adversity, therefore, early intervention is vital.  Evidence shows, for example, that
Promoting Parenting Skills Programmes improve the mental health of both parents and
children.  This is an area which should be further encouraged.

•• Action 18 of the Strategy and Action Plan 03-08 relates to parenting skills and links with
the ongoing work being undertaken to implement the teenage pregnancy and parenthood
strategy and action plan.

•• According to the Implementation Group’ s (Strategy & Action Plan 08-08) Draft Annual
Report, all HSS Boards are undertaking some action, for example the delivery of skills
training to Surestart staff on building self esteem and handling child behaviour.

Schools

It is recognised that schools can have a vital role to play in protecting the health of young people.
Interventions such as the Resourceful Adolescent Programme (RAP) in Australia and the Health
Promoting Schools initiatives have been proven to be ef fective in promoting children’ s mental
health.  Proper resources and cross-sectoral working are needed to implement a province-wide
schools strategy.  Whilst the current work being carried out in Northern Ireland on the Health
Promoting School Initiative is valuable and points for the potential for the future, there are
important issues which need to be addressed such as:

•• Funding - a significant source of funding, long term needs to be identified and committed
to such projects.

•• Cross-Sectoral Issues - funding currently comes via the DHSSPS - with no involvement
of the Department of Education.  For an educational issue such as this, there needs to be a
commitment by both the Department of Education and the DHSSPS for it to be successful.

•• Curricular Issues - there should be a proper curricular approach, with the Health
Promoting School Initiative dovetailing into other existing curricular programmes such as
personal development.

•• Training - teacher training needs to be reviewed, with teachers at the point of entry into
teacher training, receiving proper training on mental health.
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The Workplace

Employers have a duty under health and safety legislation to take measures to protect the health of
their employees at work.

A negative working environment can lead to a range of problems such as: sickness absence labour
turnover: bullying and harassment and inef fective working, what helps is to promote a healthy
culture, with good quality of relationships, communication and support to staff.  

• Policies should approach the topic in a comprehensive way, from recruitment and training,
right through to actual support for vulnerable staff and guidance on handling issues such as
staff sickness and absenteeism.  Training for managers in implementing such a policy is
recommended.

• All employers, as a minimum, should have in place a Mental Health in the Workplace
Policy which seeks to address, even as a staged process over a period of time, issues
relating to prevention of negative factors where possible, and support to those who may be
in a stressful environment, or going through a difficult period.

Communities and Neighbourhoods

•• Interventions designed to increase social inclusion such as social prescribing should be
encouraged as part of community development.

• Actions in the Investing for Health 2002 need to be progressed and assessed.

• Research programmes addressing the needs of marginalized groups need to be resourced,
with a view to mainstreaming.

• Training for relevant community and professional agencies on mental health awareness and
ways to reduce stigma should be provided.

• The benefits of interventions such as arts on prescription for increasing social inclusion and
strengthening communities should be explored especially in particularly disadvantaged
areas.

• As the Communities That Care (CTC) Programme appears to have proved to have
successful outcomes, not only in the USA, but elsewhere in Europe and the UK, this
approach should be considered in Northern Ireland, especially with its particular needs and
often fragmented social networks and lack of cohesion.
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Further and Higher Education

•• There are positive associations between education and both physical and mental health.
Facilitating access to further and higher education opportunities for those who are
psychologically vulnerable is an important issue in itself.  In addition it is important for
students, especially young adults, to feel supported in a pressured and transitional time in
their lives.  

•• The Health Promoting University/College is an initiative which has been implemented in
England.  Its approach could be assessed for its usefulness in the Northern Ireland context.

Primary Care

Professionals

•• Training for GPs – approximately 50% of GPs have no formal psychiatric training and
few practice nurses have had such training (Croft 2000 in Foy 2004).  As most GPs have
opted to go into physical medicine, they may have very little experience of mental ill
health.  There is a need for better training for GPs.

•• Research – increased research into the effectiveness of mental health promotion at primary
care level is needed.

•• Resources, Targets and Priorities – with the contracting system, there is the opportunity
to target resources for mental health promotion.  GPs are particularly well placed due to
working within an overall health promotion setting, where potentially mental health
promotion can be dovetailed with general health promotion initiatives. 

•• Role of Voluntary Agencies – there should be an increased use of services provided by
voluntary agencies and increased direct liaison into primary care priorities.

Public

•• Support Available/Information Services – primary care environments could be better
used as an information resource, perhaps with access to a practice library with self-help
literature.

•• Self-Help – increased promotion of the ethos of empowerment for those who are
vulnerable due to mental health problems would potentially speed recovery.

•• Users’ Role in Promoting Mental Health at Primary Care Level - there are
opportunities for mental health service user groups in helping to improve mental health
issues within primary care (Foy 2004).
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Social Prescribing

•• Social Prescribing including exercise, learning and arts of prescription, as an adjacent or
alternative to medication have been proved to be ef fective elsewhere in the UK and
internationally.

There is a need for this approach to be further employed in Northern Ireland.

Rural Areas

•• As rural areas have been identified as being particularly prone to risk factors such as
isolation and specific problems related to the farming community , and are particularly at
risk of suicide, a province-wide strategy is required to help raise awareness of issues
involved and to help people identify where to get support.

•• Stigma has been identified as a major barrier in people seeking help – therefore, a strategy
to address issues relating to stigma, especially young men in rural areas should be outlined.

•• The actions relating to rural areas in the Strategy & Action Plan 03-08 need to be
progressed.  

Faith Communities

•• An accepting and non judgmental attitude needs to be promoted – those in a caring role
need not always “do” anything except listen and afford the individual dignity and respect.

•• Training in mental health would be beneficial for those being ordained in all
denominations.

•• Information/workshops should be provided for those in the community who may benefit
from pastoral care, and may not be affiliated to any particular faiths.

•• The wider dissemination of the work of the Special Interest Group on spirituality within
the Royal College of Psychiatrists may benefit practitioners not currently involved.

Prisons

•• It is a major challenge to provide effective mental healthcare within a prison environment.
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The Prevention of Mental Health Problems in Key At Risk Groups

Children and Adolescents

In terms of mental health promotion, early intervention and the development of emotional
resilience have been identified as crucial in helping young people cope with pressures through
adolescence into early adulthood.

• There is a range of potential interventions, school, home and community based which can
be effective in this regard.  Social skills training, eg. involving coaching and cognitive
problem solving approaches is particularly effective with isolated children.

• The education and health sectors need to collaborate further on programmes with children
and young people.

• Peer education and support can be a relatively cost ef fective approach, with considerable
positive impact.

The Expert Working Committee on Child and Adolescent Mental Health will report in detail of
issues relating to this target group in their report.  Members of this Committee discussed with the
Mental Health Promotion Expert Working Committee some of the main issues they seek to address
in their report which include:

• child and adolescent mental health needs to be society’s agenda – not just a healthcare issue
solely;

• the education and health sectors need to work together;

• early attachment and infant mental health is important in later life;

• there should be quick and appropriate referral procedures in the event of first onset
psychosis;

• there are significant gaps in child and adolescent services;

• “Looked After” children is an issue itself;

• access to support is important to young people – there is potential in peer education
approaches;

• there is a regional strategy “Bright Future” but not enough emphasis on children;

• there needs to be a ministerial commitment to drive any such strategy forward; and

• other international and national models can be useful to draw upon, eg. New Zealand’ s
Diversity Model and the Scottish “Pathway” approach.
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People who are Deaf or Hard of Hearing

• One good practice example, from which Northern Ireland could learn, is that of the peer
education process model adapted by the LINK Centre in Eastbourne.

• There is a need for research into this area in the UK generally and Northern Ireland in
particular.

• Programmes to increase understanding and awareness of the issues relating to various types
of deafness need to be implemented.

(Refer to A Strategic Framework for Adult Mental Health Services - June 2005 section of Services
for Deaf People with Mental Health Problems.

People with a Learning Disability

The Learning Disability Expert Working Committee has reported in detail on these issues (Equal
Lives: Review of Policy and Services for People with a Learning Disability in Northern Ireland,
September 2005).

Devine (2004) outlines 15 recommendations for actions.  

These include:

• the need for mental health promotion for people who have a learning disability to be made
more specific in mainstream strategies and policies;

• emphasis should be given within all relevant sectors to building positive mental health;

• a responsibility to enhance emotional well-being and build resilience should be a central
component of any school curriculum; and

• there needs to be a recognition that people with a learning disability need to have improved
opportunities for meaningful work/vocational opportunities.

Ethnic Minorities

• There is a need for greater public education and awareness about ethnic minorities in
Northern Ireland.

• There is a need to further explore issues relating to the mental health of these groups.

• Research into identification of need would help to begin to address how to reduce barriers
and increase social inclusion for the increasing number of ethnic groups in Northern
Ireland.
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Older People

• The prevalence of mental health disorders, such as depression, is relatively high in later
life. Programmes such as pre-retirement, the provision of telephone support and prevention
of suicide in later life should be implemented within the community.

• Community development programmes should be developed to enhance levels of social
support for older people.

• Exercise on prescription through primary care should be encouraged.

People Affected by Unemployment

• Given Northern Ireland’s higher levels of deprivation and unemployment, any regional
strategy should directly address those issues with suggestions for strategic cross-sectoral
action.

• It is essential for employers to have more education and awareness of mental health issues
to ensure there is no discrimination against individuals seeking employment who have a
background of mental illness.

• Any Northern Ireland strategy on prevention of suicide should include specific reference to
dealing with unemployment (eg. it has been calculated that if there were full employment in
the UK, the suicide rate would drop by 11%) (Lewis, Hawton and Jones 1997).

• Interventions with a strong focus on job search, self-efficacy, social and emotional coping
skills and building social support should be encouraged.

People with a Physical Illness

Mental health and physical health are deeply interdependent.  For the integration of mental health
into general health care to be successful policy-makers and practitioners both need to be fully
aware of the mind-body link.  This is of particular importance at primary care level.  Training is
recommended for GPs and other professionals in mental health awareness.

For integration of mental health into general health care to be successful, policy-makers need to
consider the following:

• general health staff must have the knowledge, skills and motivation to treat and manage
people living with mental disorders;

• there needs to be sufficient numbers of staff with the knowledge and authority to prescribe
psychotropic drugs at primary and secondary care levels;
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• basic psychotropic drugs must be available at primary and secondary care levels;

• mental health specialists are required to provide support to monitor general healthcare
personnel;

• effective referral links between primary, secondary and tertiary levels of care need to be in
place;

• investment in primary and community care can deliver better outcomes both in primary and
secondary care; and

• recording systems need to be set up to allow for continuous monitoring, evaluation and
updating of integrated activities (WHO 2001 World Health Report).

People with Gender and Sexuality Issues

• The psychological and emotional distress of young gay men appears to be reasonably well
documented.  A gap in identified need seems to be that of young lesbian women’s
emotional and psychological needs.

• Given that questions over sexual identity can arise in adolescence and early 20’ s,
awareness amongst staff in school and further/higher education of these individuals’
particular needs seems vital.

• Public education and awareness of gender issues to promote understanding and tolerance
of them is required.

• Youthnet recommend as a result of their research that lesbian, gay and bisexual training,
awareness training programs to all those involved in the development and implementation
of services to gay people should be delivered.

People Traumatised by Sexual Abuse

• The importantce of sex education in schools needs to be highlighted.

• Sexual abuse should be talked about more openly, especially as many forms of abuse are
linked to mental health problems.

• As sexual crimes are seriously under reported, training should be given to key relevant
professionals in helping to identify hidden issues such as abuse and managing the
disclosure of the same. 
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People Within the Criminal Justice System

It is recommended that it would be beneficial to take such action as:

• focusing on early interventions;

• research needs to be conducted into the mental health needs for women within the criminal
justice system;

• encouraging the courts to use alternatives to custody for men with mental health problems
who have committed minor offences;

• increase the number of court diversion schemes available across the country so that
offenders who are acutely, ie. not at risk of suicide, can be given hospital places or the
treatment they need;

• ensuring the Prison Service meets NHS Standards, policies and protocols, particularly
regarding the use of medication, service user initiatives, training for doctors and healthcare
staff; and

• continuing to explore in Northern Ireland the Restorative Justice Model which has also
been proven to be effective as an alternative to long term imprisonment. 

Improving the Quality of Life for People who have Experience in Mental Health Pr oblems

The Key Issues to be Addressed

People with Enduring Mental Illness

The Strategic Framework for Adult Mental Health Services has recommended a Strategic
Framework of Services in this area.  However , in terms of mental health promotion, there is now
a body of evidence to show that mental health promotion can contribute to the prevention of
certain disorders, such as anxiety , depression and substance abuse.  It can also contribute to the
health improvement of people whether they are at risk of mental illness, as well as for those with
mental health problems.

• An educational programme in Sweden improved the detection and management of
depression.  Evidence in England suggests that an educational package aimed at improving
the interviewing skills of primary care physicians produced the same results.

It is suggested that this training could be applied here in a primary care setting, with all primary
care professionals.
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People with Eating Disorders

• Examples of good practice in terms of prevention indicate that the key issues to be
addressed include: life skills training programmes and programmes which focus on
improving self-image and reducing body dissatisfaction in young people.  

• Given that early recognition means that treatment is most effective, in terms of mental
health promotion, programmes should focus on early intervention.

People at Risk of Suicide

• Any new suicide strategy needs to be congizant of the UN/WHO guidelines and Safety
First recommendations and needs to draw on good practice in the rest of the UK and the
Republic of Ireland.  It is imperative that in order for it to be implemented, it needs to be
resourced with an identified action plan with target dates, identified responsibilities, etc.

• The Multi-Sectoral Task Force engaged with a wide number of individuals and
organisations in drafting the document Protect Life - A Shared Vision 2006-2011. 

• This document identified specific actions with a targeted approach eg. looking at the needs
of those who self-harm; people with a mental illness; young males; marginalised and
disadvantaged groups; and people who have been bereaved by suicide.

• Detailed recommendations on suicide prevention are presented in Annex 2.

People Emotionally and Physically Traumatised Due to the NI “Troubles”

• Over and above actual treatment, additional resources should be provided for day to day
support and training of those who help people in the community affected by the conflict
and to help enhance social capital.

• Consistent with WHO recommendations for post-conflict societies, preventive initiatives
are required to reduce the onset of mental disorders such as anxiety, depression and PTSD
focusing primarily on early interventions after trauma, rebuilding our community’ s
physical and mental health services and social infrastructures, mental health education and
offering emotional, societal and economic support to victims (WHO 2004).

• The development and expansion of evidence based services, including CREST guidelines,
to address psychological trauma and including adult survivors of childhood trauma should
be taken forward as a priority.

People Involved in Substance Abuse

Both the Strategic Framework for Adult Mental Health Services and the Alcohol and Substance
Report (December 2005) deal with the issues relating to people who have developed alcohol or
drug problems:
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• Availability of alcohol is a factor and, therefore, there may be political aspects to dealing
with the problem away from excess drinking.  Politicians should be lobbied in this regard.

• The Health Promotion Agency could have a significant role in developing a strategy
province-wide to help promote healthier drinking, drawing on examples of good practice
and research nationally and internationally.
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Annex 4

WHO European Ministerial Conference
on Mental Health

Facing the Challenges, Building Solutions
Helsinki, Finland, 12-15 January 2005

EUR/04/5047810/7
14 January 2005
52671
ORIGINAL: ENGLISH

Mental Health Action Plan for Europe
Facing the Challenges, Building Solutions
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This Action Plan is endorsed in the Mental Health Declaration for Europe by ministers of health
of the Member States in the WHO European Region.  They support its implementation in
accordance with each country’s needs and resources.

The challenges over the next 5 to 10 years are to develop, implement and evaluate policies and
legislation that will deliver mental health activities capable of improving the well-being of the
whole population, preventing mental health problems and enhancing the inclusion and functioning
of people experiencing mental health problems.  The priorities for the next decade are to:

i. foster awareness of the importance of mental well-being;

ii. collectively tackle stigma, discrimination and inequality, and empower and support people
with mental health problems and their families to be actively engaged in this process;

iii. design and implement comprehensive, integrated and ef ficient mental health systems that
cover promotion, prevention, treatment and rehabilitation, care and recovery;

iv. address the need for a competent workforce, ef fective in all these areas;

v. recognize the experience and knowledge of service users and carers1 as an important basis
for planning and developing services.

This Action Plan proposes ways and means of developing, implementing and reinforcing
comprehensive mental health policies in the countries of the WHO European Region, requiring
action in the 12 areas as set out below .  Countries will reflect these policies in their own mental
health strategies and plans, to determine what will be delivered over the next 5 and 10 years.

1. Promote mental well-being for all

Challenge

Mental health and well-being are fundamental to quality of life, enabling people to experience life
as meaningful and to be creative and active citizens.  Mental health is an essential component of
social cohesion, productivity and peace and stability in the living environment, contributing to
social capital and economic development in societies.  Public mental health and lifestyles
conducive to mental well-being are crucial to achieving this aim.  Mental health promotion
increases the quality of life and mental well-being of the whole population, including people with
mental health problems and their carers.  The development and implementation of effective plans
to promote mental health will enhance mental well-being for all.

1 The term “carer” is used here to describe a family member, friend or other informal care-giver.
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Actions to consider

i. Develop comprehensive strategies for mental health promotion within the context of
mental health, public health and other public policies that address the promotion of mental
health across the lifespan.

ii. Adopt promotion of mental health as a long-term investment and develop education and
information programmes with a long time frame.

iii. Develop and of fer ef fective programmes for parenting support and education, starting
during pregnancy. 

iv. Develop and offer evidence-based programmes that foster skills, provide information and
focus on resilience, emotional intelligence and psychosocial functioning in children and
young people.

v. Improve access to healthy diets and physical activity for older people.

vi. Promote community-based multilevel interventions involving public awareness campaigns,
primary care staff and community facilitators such as teachers, cler gy and the media.

vii. Integrate mental health promotion components into existing generic health promotion and
public health policies and programmes, such as those supported by WHO health promoting
networks.

viii. Encourage the consumption of healthy products and reduce the intake of harmful products.

ix. Create healthy workplaces by introducing measures such as exercise, changes to work
patterns, sensible hours and healthy management styles.

x. Offer effective mental health promotion activities to groups at risk such as people with
enduring mental or physical health problems and carers.

xi. Identify clear mechanisms for empowering the population to take responsibility for health
promotion and disease prevention targets, for example by heightening public awareness of
the importance of life choices.

2. Demonstrate the centrality of mental health

Challenge

Mental health is central to building a healthy , inclusive and productive society .  Sound and
integrated public policies, such as those on labour, urban planning and socioeconomic issues, also
have a positive impact on mental health and reduce the risk of mental health problems.  The mental
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health implications of all public policy , and particularly its potential impact on groups at risk,
therefore need to be considered.  Mental health policy requires intersectoral linkages and should
incorporate multisectoral and multi-disciplinary approaches.

Actions to consider

i. Make mental health an inseparable part of public health.

ii. Incorporate a mental health perspective and relevant actions into new and existing national
policies and legislation.

iii. Include mental health in programmes dealing with occupational health and safety .

iv. Assess the potential impact of any new policy on the mental well-being of the population
before its introduction and evaluate its results afterwards.

v. Give special consideration to the relative impact of policies on people already suf fering
from mental health problems and those at risk.

3. Tackle stigma and discrimination

Challenge

Mental health policy development and implementation must not be jeopardized by the widespread
stigma attached to mental health problems that leads to discrimination.  In many instances, people
with mental health problems suf fer from a lack of equal opportunities because of such
discrimination.  Human rights and respect for people with mental health problems must be
protected.  Empowerment is a crucial step towards meeting these objectives, as it enhances
integration and social inclusion.  The lack of empowerment of service users’ and carers’
organizations and poor advocacy hinder the design and implementation of policies and activities
that are sensitive to their needs and wishes.  The exclusion experienced by mental health service
users, whether in asylums and institutions or in the community, needs to be tackled in a variety of
ways.

Actions to consider

i. Instigate activities to counter stigma and discrimination, emphasizing the ubiquity of
mental health problems, their general good prognosis and treatability, and the fact that they
are rarely associated with violence.

ii. Introduce or scrutinize disability rights legislation to ensure that it covers mental health
equally and equitably.

iii. Develop and implement national, sectoral and enterprise policies to eliminate stigma and
discrimination in employment practices associated with mental health problems.

iv. Stimulate community involvement in local mental health programmes by supporting
initiatives of nongovernmental organizations.
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v. Develop a coherent programme of policy and legislation to address stigma and
discrimination, incorporating international and regional human rights standards.

vi. Establish constructive dialogue with the media and systematically provide them with
information.

vii. Set standards for representation of users and their carers on committees and groups
responsible for planning, delivery, review and inspection of mental health activities.

viii. Stimulate the creation and development of local and national nongovernmental and service
user-run organizations representing people with mental health problems, their carers and
the communities they live in.

ix. Encourage the integration of children and young people with mental health problems and
disabilities in the regular educational and vocational training system.

x. Establish vocational training for people suffering from mental health problems and support
the adaptation of workplaces and working practices to their special needs, with the aim of
securing their entry into competitive employment.

4. Promote activities sensitive to vulnerable life stages

Challenge

Infants, children and young people, and older people are particularly at risk from social,
psychological, biological and environmental factors.  Given their vulnerability and needs, young
and older people should be a high priority for activities related to the promotion of mental health
and the prevention and care of mental health problems.  However, many countries have inadequate
capacity in this area, and services and staf f are often poorly prepared to deal with developmental
and age-related problems.  In particular , disorders in childhood can be important precursors of
adult mental disorders.  Supporting the mental health of children and adolescents should be seen
as a strategic investment which creates many long-term benefits for individuals, societies and
health systems.

Actions to consider

i. Ensure that policies on mental health include as priorities the mental health and wellbeing
of children and adolescents and of older people.

ii. Incorporate the international rights of children and adolescents and of older people into
mental health legislation.

iii. Involve young people and older people as much as possible in the decision-making process.

iv. Pay special attention to mar ginalized groups, including children and older people from
migrant families.
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v. Develop mental health services sensitive to the needs of young and older people, operated
in close collaboration with families, schools, day-care centres, neighbours, extended
families and friends.

vi. Promote the development of community centres for older people to increase social support
and access to interventions.

vii. Ensure that age- and gender-sensitive mental health services are provided by both primary
care and specialized health and social care services and operate as integrated networks.

viii. Restrict institutional approaches for the care of children and adolescents and older people
that engender social exclusion and neglect.

ix. Improve the quality of dedicated mental health services by establishing or improving the
capacity for specialized interventions and care in childhood and adolescence and old age,
and by training and employing adequate numbers of specialists.

x. Improve coordination between or ganizations involved in alcohol and drugs programmes
and children’ s and adolescents’ health and mental health at national and international
levels, as well as collaboration between their respective networks.

xi. Ensure parity of funding in relation to comparable health services.

5. Prevent mental health problems and suicide

Challenge

People in many countries are exposed to harmful stress-inducing societal changes that affect social
cohesion, safety and employment and lead to an increase in anxiety and depression, alcohol and
other substance use disorders, violence and suicidal behaviour .  The social precipitants of mental
health problems are manifold and can range from individual causes of distress to issues that affect
a whole community or society .  They can be induced or reinforced in many dif ferent settings,
including the home, educational facilities, the workplace and institutions.  Mar ginalized and
vulnerable groups, such as refugees and migrant populations, the unemployed, people in or leaving
prisons, people with dif ferent sexual orientations, people with physical and sensorial disabilities
and people already experiencing mental health problems, can be particularly at risk.
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Actions to consider

i. Increase awareness of the prevalence, symptoms and treatability of harmful stress, anxiety,
depression and schizophrenia.

ii. Target groups at risk, of fering prevention programmes for depression, anxiety , harmful
stress, suicide and other risk areas, developed on the basis of their specific needs and
sensitive to their background and culture.

iii. Establish self-help groups, telephone help-lines and websites to reduce suicide, particularly
targeting high-risk groups.

iv. Establish policies that reduce the availability of the means to commit suicide.

v. Introduce routine assessment of the mental health of new mothers by obstetricians and
health visitors and provide interventions where necessary.

vi. For families at risk, provide home-based educational interventions to help proactively to
improve parenting skills, health behaviour and interaction between parents and children.

vii. Set up in partnership with other ministers evidence-based education programmes
addressing suicide, depression, alcohol and other substance use disorders for young people
at schools and universities and involve role models and young people in the making of
campaigns.

viii. Support the implementation of community development programmes in high-risk areas
and empower nongovernmental agencies, especially those representing mar ginalized
groups.

ix. Ensure adequate professional support and services for people encountering major crises
and violence, including war, natural disasters and terrorist attacks in order to prevent post-
traumatic stress disorder.

x. Increase awareness among staf f employed in health care and related sectors of their own
attitudes and prejudices towards suicide and mental health problems.

xi. Monitor work-related mental health through the development of appropriate indicators and
instruments.

xii. Develop the capacities for protection and promotion of mental health at work through risk
assessment and management of stress and psychosocial factors, training of personnel, and
awareness raising.

xiii. Involve mainstream agencies responsible for employment, housing and education in the
development and delivery of prevention programmes.
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6. Ensure access to good primary care for mental health problems

Challenge

For many countries in the European Region, general practitioners (GPs) and other primary care
staff are the initial and main source of help for common mental health problems.  However, mental
health problems often remain undetected in people attending GPs or primary care services and
treatment is not always adequate when they are identified.  Many people with mental health
problems, particularly those who are vulnerable or mar ginalized, experience dif ficulties in
accessing and remaining in contact with services.  GPs and primary care services need to develop
capacity and competence to detect and treat people with mental health problems in the community,
supported as required as part of a network with specialist mental health services.

Actions to consider

i. Ensure that all people have good access to mental health services in primary health care
settings.

ii. Develop primary care services with the capacity to detect and treat mental health problems,
including depression, anxiety , stress-related disorders, substance misuse and psychotic
disorders as appropriate by expanding the numbers and skills of primary care staf f.

iii. Provide access to psychotropic medication and psychotherapeutic interventions in primary
care settings for common as well as severe mental disorders, especially for individuals with
long-term and stable mental disorders who are resident in the community .

iv. Encourage primary health care staf f to take up mental health promotion and prevention
activities, particularly targeting factors that determine or maintain illhealth.

v. Design and implement treatment and referral protocols in primary care, establishing good
practice and clearly defining the respective responsibilities in networks of primary care and
specialist mental health services.

vi. Create centres of competence and promote networks in each region which health
professionals, service users, carers and the media can contact for advice.

vii. Provide and mainstream mental health care in other primary care services and in easily
accessible settings such as community centres and general hospitals.
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7. Offer effective care in community-based services for people with severe
mental health problems

Challenge

Progress is being made across the Region in reforming mental health care.  It is essential to
acknowledge and support people’s right to receive the most effective treatments and interventions
while being exposed to the lowest possible risk, based on their individual wishes and needs and
taking into account their culture, religion, gender and aspirations.  Evidence and experience in
many countries support the development of a network of community-based services including

hospital beds.  There is no place in the 21 st Century for inhumane and degrading treatment and
care in large institutions: an increasing number of countries have closed many of their asylums and
are now implementing effective community-based services.  Special consideration should be given
to the emotional, economic and educational needs of families and friends, who are often
responsible for intensive support and care and often require support themselves.

Actions to consider

i. Empower service users and carers to access mental health and mainstream services and to
take responsibility for their care in partnership with providers.

ii. Plan and implement specialist community-based services, accessible 24 hours a day, seven
days a week, with multidisciplinary staf f, to care for people with severe problems such as
schizophrenia, bipolar disorder, severe depression or dementia.

iii. Provide crisis care, offering services where people live and work, preventing deterioration
or hospital admission whenever possible, and only admitting people with very severe needs
or those who are a risk to themselves or others.

iv. Offer comprehensive and ef fective treatments, psychotherapies and medications with as
few side ef fects as possible in community settings, particularly for young people
experiencing a first episode of mental health problems.

v. Guarantee access to necessary medicines for people with mental health problems at a cost
that the health care system and the individual can af ford, in order to achieve appropriate
prescription and use of these medicines.

vi. Develop rehabilitation services that aim to optimize people’ s inclusion in society , while
being sensitive to the impact of disabilities related to mental health problems.

vii. Offer services for people with mental health needs who are in non-specialist settings such
as general hospitals or prisons.

viii. Offer carers and families assessment of their emotional and economic needs, and
involvement in care programmes.
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ix. Design programmes to develop the caring and coping skills and competencies of families
and carers.

x. Scrutinize whether benefit programmes take account of the economic cost of caring.

xi. Plan and fund model programmes that can be used for dissemination.

xii. Identify and support leaders respected by their peers to spearhead innovation.

xiii. Develop guidelines for good practice and monitor their implementation.

xiv. Introduce legal rights for people subject to involuntary care to choose their independent
advocate.

xv. Introduce or reinforce legislation or regulations protecting the standards of care, including
the discontinuation of inhuman and degrading care and interventions.

xvi. Establish inspection to reinforce good practice and to stop neglect and abuse in mental
health care.

8. Establish partnerships across sectors

Challenge

Essential services which in the past were routinely provided in lar ge institutions or were not
considered as relevant to the lives of people with mental health problems are nowadays often
fragmented across many agencies.  Poor partnership and lack of coordination between services run
or funded by different agencies lead to poor care, suffering and inefficiencies.  The responsibilities
of different bodies for such a wide range of services need coordination and leadership up to and
including government level.  Service users and their carers need support in accessing and receiving
services for issues such as benefits, housing, meals, employment and treatment for physical
conditions, including substance misuse.

Actions to consider

i. Organize comprehensive preventive and care services around the needs of and in close co-
operation with users.

ii. Create collaborative networks across services that are essential to the quality of life of users
and carers, such as social welfare, labour , education, justice, transport and health.

iii. Give staff in mental health services responsibility for identifying and providing support for
needs in daily living activities, either by direct action or through co-ordination with other
services.
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iv. Educate staff in other related services about the specific needs and rights of people with
mental health problems and those at risk of developing mental health problems.

v. Identify and adjust financial and bureaucratic disincentives that obstruct collaboration,
including at government level.

9. Create a sufficient and competent workforce

Challenge

Mental health reform demands new staff roles and responsibilities, requiring changes in values and
attitudes, knowledge and skills.  The working practices of many mental health care workers and
staff in other sectors such as teachers, benefit of ficers, the cler gy and volunteers need to be
modernized in order to offer effective and efficient care.  New training opportunities must respond
to the need for expertise in all roles and tasks to be undertaken.

Actions to consider

i. Recognize the need for new staff roles and responsibilities across the specialist and generic
workforce employed in the health service and other relevant areas such as social welfare
and education.

ii. Include experience in community settings and multidisciplinary teamwork in the training
of all mental health staff.

iii. Develop training in the recognition, prevention and treatment of mental health problems
for all staff working in primary care.

iv. Plan and fund, in partnership with educational institutions, programmes that address the
education and training needs of both existing and newly recruited staf f.

v. Encourage the recruitment of new mental health workers and enhance the retention of
existing workers.

vi. Ensure an equitable distribution of mental health workers across the population,
particularly among people at risk, by developing incentives.

vii. Address the issue of lack of expertise in new technologies of present trainers, and support
the planning of “train the trainers” programmes.

viii. Educate and train mental health staf f about the interface between promotion, prevention
and treatment.

ix. Educate the workforce across the public sector to recognize the impact of their policies and
actions on the mental health of the population.

x. Create an expert workforce by designing and implementing adequate specialist mental
health training for all staff working in mental health care.
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xi. Develop specialist training streams for areas requiring high levels of expertise such as the
care and treatment of children, older people and people suffering from a combination of
mental health problems and substance use disorder (comorbidity).

10. Establish good mental health information

Challenge

In order to develop good policy and practice in countries and across the Region, information has
to be available about the current state of mental health and mental health activities.  The impact of
any implementation of new initiatives should be monitored.  The mental health status and the help-
seeking behaviour of populations, specific groups and individuals should be measured in a manner
that allows comparison across the WHO European Region.  Indicators should be standardized and
comparable locally , nationally and internationally in order to assist in the ef fective planning,
implementation, monitoring and evaluation of an evidence-based strategy and action plan for
mental health.

Actions to consider

i. Develop or strengthen a national surveillance system based on internationally standardized,
harmonized and comparable indicators and data collection systems, to monitor progress
towards local, national and international objectives of improved mental health and well-
being.

ii. Develop new indicators and data collection methods for information not yet available,
including indicators of mental health promotion, prevention, treatment and recovery .

iii. Support the carrying out of periodic population-based mental health surveys, using agreed
methodology across the WHO European Region.

iv. Measure base rates of incidence and prevalence of key conditions, including risk factors,
in the population and groups at risk.

v. Monitor existing mental health programmes, services and systems.

vi. Support the development of an integrated system of databases across the WHO European
Region to include information on the status of mental health policies, strategies,
implementation and delivery of evidence-based promotion, prevention, treatment, care and
recovery.

vii. Support the dissemination of information on the impact of good policy and practice
nationally and internationally.
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11. Provide fair and adequate funding

Challenge

Resources dedicated to mental health are often inadequate and inequitable compared to those
available to other parts of the public sector , and this is reflected in poor access, neglect and
discrimination.  In some health care systems, insurance coverage of access and rights to treatment
discriminate severely against mental health problems.  Within the mental health budget, resource
allocation should be equitable and proportionate, i.e. offering greatest relative share and benefits
to those in greatest need.

Actions to consider

i. Assess whether the proportion of the health budget allocated to mental health fairly reflects
the needs and priority status of the people with needs.

ii. Ensure that people with the most severe problems and the poorest in society receive the
largest relative benefits.

iii. Assess whether funding is allocated ef ficiently, taking into account societal benefits,
including those generated by promotion, prevention and care.

iv. Evaluate whether coverage is comprehensive and fair in social and private insurance based
systems, on an equal level to that for other conditions, not excluding or discriminating
against groups and particularly protecting the most vulnerable.

12. Evaluate effectiveness and generate new evidence

Challenge

Considerable progress is being made in research, but some strategies and interventions still lack
the necessary evidence base, meaning that further investment is required.  Furthermore, investment
in dissemination is also required, since the existing evidence concerning ef fective new
interventions and national and international examples of good practice are not known to many
policy-makers, managers, practitioners and researchers.  The European research community needs
to collaborate to lay the foundations for evidence-based mental health activities.  Major research
priorities include mental health policy analyses, assessments of the impact of generic policies on
mental health, evaluations of mental health promotion programmes, a stronger evidence base for
prevention activities and new service models and mental health economics.

Actions to consider

i. Support national research strategies that identify , develop and implement best practice to
address the needs of the population, including groups at risk.

ii. Evaluate the impact of mental health systems over time and apply experiences to the
formulation of new priorities and the commissioning of the necessary research.
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iii. Support research that facilitates the development of preventive programmes aimed at the
whole population, including groups at risk. Research is needed on the implications of the
interrelated nature of many mental, physical and social health problems for ef fective
preventive programmes and policies.

iv. Promote research focused on estimating the health impacts of non-health sector policies, as
there is a clear potential for positive mental health to be improved through such policies.

v. Bridge the knowledge gap between research and practice by facilitating collaboration and
partnerships between researchers, policy-makers and practitioners in seminars and
accessible publications.

vi. Ensure that research programmes include long-term evaluations of impact not only on
mental health but also on physical health, as well as social and economic ef fects.

vii. Establish sustainable partnerships between practitioners and researchers for the
implementation and evaluation of new or existing interventions.

viii. Invest in training in mental health research across academic disciplines, including
anthropology, sociology , psychology , management studies and economics, and create
incentives for long-term academic partnerships.

ix. Expand European collaboration in mental health research by enhancing networking
between WHO’s European collaborating centres and other centres with research activities
in the field of prevention.

x. Invest in regional collaboration on information and dissemination in order to avoid the
duplication of generally applicable research and ignorance of successful and relevant
activities elsewhere.

Mental Health for Europe: Facing the Challenges

Milestones

Member States are committed, through the Mental Health Declaration for Europe and this Action
Plan, to face the challenges by moving towards the following milestones. Between 2005 and 2010
they should:

1. prepare policies and implement activities to counter stigma and discrimination and
promote mental well-being, including in healthy schools and workplaces;

2. scrutinize the mental health impact of public policy;

3. include the prevention of mental health problems and suicide in national policies;
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4. develop specialist services capable of addressing the specific challenges of the young and
older people, and gender-specific issues;

5. prioritize services that tar get the mental health problems of mar ginalized and vulnerable
groups, including problems of comorbidity, i.e. where mental health problems occur jointly
with other problems such as substance misuse or physical illness;

6. develop partnership for intersectoral working and address disincentives that hinder joint
working;

7. introduce human resource strategies to build up a suf ficient and competent mental health
workforce;

8. define a set of indicators on the determinants and epidemiology of mental health and for
the design and delivery of services in partnership with other Member States;

9. confirm health funding, regulation and legislation that is equitable and inclusive of mental
health;

10. end inhumane and degrading treatment and care and enact human rights and mental health
legislation to comply with the standards of United Nations conventions and international
legislation;

11. increase the level of social inclusion of people with mental health problems;

12. ensure representation of users and carers on committees and groups responsible for the
planning, delivery, review and inspection of mental health activities.
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Annex 5

SCOTTISH NATIONAL PROGRAMME FOR IMPROVING MENTAL
HEALTH & WELL-BEING

Work on Public Mental Health in Scotland is taken forward, facilitated and co-ordinated through
the Executive’s National Programme for Improving Mental Health and Well-Being.

This work forms part of the wider Scottish Executive agendas on Mental Health, Social Inclusion
and Health Improvement/Public Health.

The National Programme is hosted within the Executive’ s Mental Health Division with national
funding support from the Executive’s Health Improvement Funds of £9m per annum.

Key Areas of the National Programme’s Work

Raising Awareness and Promoting Mental Health and Well-Being

• Scotland’s Mental Health First Aid (SMHFA) Course;

• by March 2008 over 300 SMHFA trainers will be trained delivering SMHFA courses to
over 40,000 people;

• public information leaflets on mental health have been produced;

• mental Health Promotion national training programme to be rolled out across Scotland
following launch in June 2005;

• preliminary work on public promotion of Positive Mental Health and Well-Being to start
05/06;

• making mental health and well-being a priority area for NHS Health Scotland over the next
five years.

Eliminating Stigma and Discrimination

• continuing to fund ‘See Me’, Scotland’s National Anti-Stigma campaign,    approximately
£700k per annum – 2005/2008.
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Public Attitude Results 2004 compared with 2002

% agreeing
2002 2004

I would keep a mental health
problem a secret if I had one 50 45

People with mental health
problems are difficult to talk to 20 15

Public should be better protected
from people with mental health
problems 35 24

People with mental health problems
are often dangerous 32 15

• building on the success of the Dementia Awareness campaign and undertaking further
campaigning activities;

• ensuring that work on inequalities and mental health is taken forward as part of general
work on inequalities in health, and wider work on equality;

• Scotland has been asked by WHO Europe to help support and lead the co-ordination of
work across Europe around the key theme of eliminating stigma and discrimination and
promoting social inclusion.

Preventing Suicide

• ‘Choose Life’ is the Scottish Executive’ s National Strategy and Action Plan to prevent
suicide in Scotland.  £3m per annum (2003-2006) has been allocated across Local
Authority areas in Scotland to develop local ‘Choose Life’ suicide prevention action plans
in conjunction with Community Planning  Partnerships.

• 32 local suicide prevention Action Plans now in place in each Local Authority areas,
developed by local Community Planning Partnerships.

• Suicide ASIST Training – there are now 142 ASIST trainers in Scotland delivering the
intensive, interactive workshop.

• Over 2500 participants have now completed the course.

This is part of a National Suicide Prevention Training Strategy.
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Promoting and Supporting Recovery

Launch of Scottish Recovery Network (SRN) 16 December 2004.

• The first three in a series of SRN discussion papers have been published and include a
review of important elements of recovery, a consideration of community involvement and
issues on researching recovery.

• Stories will be gathered at events around Scotland and the outcomes used to influence
SRN’s future work.

• Development of training to promote and support recovery.

• SRN is currently engaging with up to 60 individuals to take part in an ambitious research
project to gather personal testimonies of recovery from mental health problems.

• SRN is collaborating with the Royal College of Psychiatrists on a training day to be
integrated into postgraduate education.

127

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 817 of 3342

MAHI - STM - 083 - 817



REFERENCES

Executive Summary

DHSSPS (2001) Northern Ireland Social and Well-Being Survey

DHSSPS (2003) Promoting Mental Health – Strategy and Action Plan 2003-2008

World Health Or ganisation (2004) The Relationship Between Physical & Mental Health:  Co-
Occurring Disorders.  World Federation for Mental Health

World Health Organisation Europe (2005) Mental Health Action Plan for Europe Helsinki
http://www.euro.who.int/document/mnh/edoc07.pdf

Chapter 1
DHSSPS (2003) Promoting Mental Health – Strategy & Action Plan 2003-2008.

DHSSPS (2006) Protect Life – A Shared Vision, The Northern Ireland Suicide Prevention Strategy
& Action Plan 2006-2011 – A Consultation Document

McGale B & McGreevy P (2005) Mental Health Promotion – Suicide & the Review of Mental
Health & Learning Disability (NI)

Chapter 2

World Health Organisation Europe (2005) Mental Health Action Plan for Europe Helsinki
http://www.euro.who.int/document/mnh/edoc07.pdf

Chapter 3

Cairns E, Mallett J, Lewis C, Wilson (2003) Who are the Victims?  NI Research and Statistics
Branch: Report No. 7 NI Statistics Research Agency

Collishaw S, Maughan B, Goodman R & Pickles A (2004) Time Trends in Adolescent Mental
Health Journal of Child Psychology and Psychiatry

128

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 818 of 3342

MAHI - STM - 083 - 818



Department for Education and Skills (2001) Promoting Children’ s Mental Health within Early
Years and school settings, London: DFES

DHSSPS (2001) Northern Ireland Social and Well-Being Survey

DHSSPS (2003) Effectiveness Evaluation: Health & Social Care (Chapter 7 on Mental Health)

DHSSPS (2003) Promoting Mental Health – Strategy & Action Plan 2003-2008

Department of Health (2002) Women’s Mental Health: Into the Mainstream: Strategic
Development of Mental Health Care for Women, London: Department of Health

Godfrey M & Denby T (2004) Depression and Older People: Towards Securing Well-Being in
Later Life, London: Help the Aged/Policy Press

Health Promotion Agency (2005) Health and Lifestyle Survey for Northern Ireland 2002, Belfast:
Health Promotion Agency

Jané-Llopis E & Anderson P (2005) Mental Health Promotion and Mental Disorder Prevention: A
Policy for Europe Nijmegen: University of Nijmegen www.impha.org

Meltzer H & Gatwald R et al (2000) Mental Health of Children and Adolescents in Great Britain,
London: Office of National Statistics

Meltzer H, Gill B, Pettigrew M & Hinds K (1996) The Prevalence of Psychiatric Morbidity
Among Adults Living in Private Households OPCS Surveys of Psychiatric Morbidity in Great
Britain Report 1 HMSO London: HMSO

Melzer D, Fryers T & Jenkins R (2004) Social Inequalities and the Distribution of Common
Mental Disorders. Maudsley Monograph 44 Hove: Psychology Press

Mental Health Foundation (2005) Lifetime Impacts: Childhood and Adolescent Mental Health –
Understanding the Lifetime Impacts. London: Mental Health Foundation/Of fice of Health
Economics

Northern Ireland Association for Mental Health/Sainsbury Centre for Mental Health (2003).
Counting the Cost: The Economic & Social Costs of Mental Illness in Northern Ireland. Belfast:
NIAMH

Northern Ireland Department of Finance & Personnel (2002) Executive Budget & Public
Expenditure Plans

Northern Ireland Statistic & Research Agency. http://www.nisra

Olweus D (1995) Bullying or Peer Abuse at School: Facts and Interventions. Current Directions
in Psychological Science 4:196-200

129

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 819 of 3342

MAHI - STM - 083 - 819



Olweus D (1993) Bullying at School: What We Know and What We Can Do London: Blackwell

Piccinelli M & Wilkinson G (2000) Gender Dif ferences in Depression. The British Journal of
Psychiatry 177: 486-492

Review of Mental Health & Learning Disability (NI) (2005) - A Strategic Framework for Adult
Mental Health Services

Scott S, Spender Q et al (2001) Multicentre Controlled Trial of Parenting Groups for Childhood
Antisocial Behaviour in Clinical Practice British Medical Journal 323:194

Singleton N, Bumpstead R, O’Brien M, Lee A, Meltzer H (2001) Psychiatric Morbidity Among
Adults Living in Private Households, 2000. London: Her Majesty’ s Stationery Office (HMSO)

World Health Organisation Europe (2005) Mental Health Action Plan for Europe Helsinki
http://www.euro.who.int/document/mnh/edoc07.pdf

World Health Or ganisation (2004) The Relationship Between Physical & Mental Health:  Co-
Occurring Disorders.  World Federation for Mental Health

World Health Organisation Statistics. www.who.int/healthinfo/gbdwhosubregionaldaly2002.xls

Chapter 4

Brunner E & Marmot (1999)  Social Organisation, Stress and Health in Marmot, M G & Wilkinson
R G (eds).  The Social Determinants of Health: Oxford University Press, Oxford

Department of Health (2001) Making it Happen: A Guide to Delivering Mental Health Promotion
London: Department of Health

Friedli, L (2004) Evidence Based Practice in Mental Health Promotion: What Works and How Do
We Jnow? Presentation to the Mental Health and Learning Disability Review, Steering Committee
& Mental Health Promotion Working Committee

Fryers T, Melzer D & Jenkins R (2003) Social Inequalities and the Common Mental Disorders: A
Systematic Review of the Evidence.  Social Psychiatry & Psychiatric Epidemiology 38: 229 – 237

Godfrey M & Denby T (2004) Depression and Older People: Towards Securing Well-Being in
Later Life London: Help the Aged/Policy Press

Guntrip H (1964) Healing the Sick Mind. London: Allen & Unwin

Health Promotion Agency (2005) Health and Lifestyle Survey for Northern Ireland 2002. Belfast:
Health Promotion Agency

130

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 820 of 3342

MAHI - STM - 083 - 820



Kawachi & Berkman (2001) http://www.nelh.nhs/nsf/mentalhealth/whatworks/intro/risk.htm
(National Electronic Library for Health Mental Health Promotion)

Kim-Cohen J, Caspi A, Moffitt T E et al (2003) Prior Juvenile Diagnoses in Adults with Mental
Disorder - Developmental Follow-Back of a Prospective Longitudinal Cohort. Archives of General
Psychiatry 60:709-717

Lomas J (1998) Social Capital & Health – Implications for Public Health & Epidemiology.  Social
Science & Medicine 47 (9): 1181-1188

McKenzie, Whitley & Weich (2002)
http://www.nelh.nhs/nsf/mentalhealth/whatworks/intro/risk.htm (National Electronic Library for
Health Mental Health Promotion)

Meltzer H & Gatwald R et al (2000) Mental Health of Children & Adolescents in Great Britain.
London: Office of National Statistics

Melzer D, Fryers T & Jenkins R (2004) Social Inequalities and the Distribution of Common
Mental Disorders.  Maudsley Monograph 44 Hove: Psychology Press

Mental Health Foundation (2005) Lifetime Impacts: Childhood and Adolescent Mental Health –
Understanding the Lifetime Impacts. London: Mental Health Foundation/Of fice of Health
Economics

Milne A, Hatzidimitriadou E, Chryssanthopoulou C & Owen T (2001) Caring in Later Life:
Reviewing the Role of Older Carers. London. Help the Aged

National Institute for Mental Health in England (2004) From Here to Equality: a Strategic Action
Plan to Tackle Stigma and Discrimination on Mental Health Grounds. Leeds: NIMHE
www.nimhe.org.uk

Pilgrim D, Rogers A (2003) Mental Health and Inequality. Basingstoke: Palgrave

Putnam (1995) http://www.nelh.nhs/nsf/mentalhealth/whatworks/intro/risk.htm (National
Electronic Library for Health Mental Health Promotion)

Ryff C D & Burton Singer (2003) Ironies of the Human Condition: Well-being & Health on the
Way to Mortality.  In a Psychology of Human Strategies (Eds) Aspinwall & Stardinger American
Psychological Association: Washington

Sartorius (2003) http://www.nelh.nhs/nsf/mentalhealth/whatworks/intro/risk.htm (National
Electronic Library for Health Mental Health Promotion)

Scottish National Programme on Improving Mental Health & Well-Being
http://www.seemescotland.org

131

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 821 of 3342

MAHI - STM - 083 - 821



Social Exclusion Unit (2004) Mental Health and Social Exclusion. London: Of fice of the Deputy
Prime Minister

Stansfeld S, Head J & Marmo M (2000) Work Related Factors & Ill Health: The Whitehall Study
Suffolk: HSE

Stewart Brown S (2002) Measuring the Parts Most Measures Do Not Reach: A necessity for
Evaluation in Mental Health Promotion. Journal of Mental Health Promotion 1(2):4-9

Williams T (2004) Some Thoughts on Prejudice, Stigma & Mental Health.  Presentation to the
Mental Health Promotion Expert Working Committee

Woolcock (1998) http://www.nelh.nhs/nsf/mentalhealth/whatworks/intro/risk.htm (National
Electronic Library for Health Mental Health Promotion)

World Health Or ganisation (2004) The Relationship Between Physical & Mental Health: Co-
Occurring Disorders, World Federation for Mental Health

World Health Organisation Europe (2005) Mental Health Action Plan for Europe Helsinki
http://www.euro.who.int/document/mnh/edoc07.pdf

Chapter 5

Barbour J, Coren E Stewart – Brown (2001) Systematic Review of the Ef fectiveness of Parenting
Programs in Improving Maternal Psychosocial Health.  Oxford: Health Science Research Unit –
University of Oxford

Barry M M, O’Doherty E & Doherty A (1999)  Mental Health Promotion in a Rural Context:
Results and Realities for a Community Based Initiative in Northern Ireland

Bebbington P (1978) The Epidemiology of Depressive Disorder .  In Culture, Medicine and
Psychiatry 297-341.  Durdrecht: Reidal

Birchwood M J & Spencer E (1999) Psychotherapies for Schizophrenia: A Review.  In M Mag &
N Sartorius (Eds) Schizophrenia: Chichester, UK Wiley 

Birkett S & Foyle Friend School Survey - The Experience of Lesbian, Gay & Bisexual People at
School in the North West of Ireland

Bloomfield K (1988) Report of the Northern Ireland Victims Commission: We Will Remember
Them.

Bouras N, Holt G, Jones M, Ditchfield H & Spiller M (2003) Services for People with Learning
Disabilities & Mental Disorders.  Working Papers, Estra Centre: London

132

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 822 of 3342

MAHI - STM - 083 - 822



Brown H & Stur geon S (2005) Promoting a Healthy Start of Life & Reducing Early Risks.  In:
Hosman C, Jane Llopis E, Saxena S, eds.  Prevention of Mental Disorders and Ef fective
Intervention and Policy Options.  Oxford: Oxford University

Brown J S L & Cochrane R (1999) A Comparison of People Who are Referred to a Psychology
Service and those Who Self-Refer to Larger Scale Stress Workshops Open to the General Public.
Journal of Mental Health 8 (3) 297-306

Canadian Mental Health Association (1933): Learning Diversity – Accommodation in Colleges &
Universities for Students with Mental Illness

Caplan G (1964) Principles of Preventative Psychiatry.  New York: Basic Books

Caplan R  et al (1989) Job Seeking, Reemployment and Mental Health.  A Randomised Field
Experiment in Coping with Job Loss.  Journal of applied Psychology 74 (5): 759-769

Cattan M (2003) Supporting Older People to Overcome Social Isolation and Loneliness.  London:
Help the Aged

Clay C (1999) Religion, Spirituality & Mental Health: Unpublished dissertation.  Warwickshire

Count Us In (1998) The Report of the Committee of Enquiry into Meeting the Mental Health
Needs of Young People with Learning Disabilities

Croft (2000) in Foy (2004)

Crowther R, Bond B, Huxley P & Marshall M (2000) Vocational Rehabilitation for People with
Severe Mental Disorder (protocol for Cochrane Review).  The Cochrane Library, Issue 3: Oxford

Culturally Sensitive Mental Health Services Through Quality Improvement (2000). International
Journal of Health Care Quality Assurance (2000): 13 (1): 15-20

Dadds M R et al (1997) Prevention and Early Intervention for Anxiety Disorders: A Controlled
Trial, Journal of Consulting & Clinical Psychology 65 (4): 627-635

Department of Education & Skills (England) Promoting Children: Mental Health Initiatives Early
Years & School Settings

Devine M (2004) Mental Health Promotion for People with a Learning Disability .  (Paper
Presented to the Mental Health Promotion Expert Working Committee)

DHSSPS (2006) Protect Life - A Shared Vision, The Northern Ireland Suicide Prevention Strategy
& Action Plan 2006 – 2011.  A Consultation Document

DHSSPS (2003) Promoting Mental Health – Strategy & Action Plan 2003-08

DHSSPS (2002) Regional Strategy 2002-2007

133

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 823 of 3342

MAHI - STM - 083 - 823



DHSSPS (2002) Eating Disorder Services – A Consultation Paper

DHSSPS (2002) Investing for Health

DHSSPS (1998) Living with the Trauma of the Troubles

Dooris M (1999) The Health Promoting University as a Framework for Promoting Positive Mental
Well-Being: A Discourse on Theory and Practice International Journal of Mental Health Promotion
Vol. 1, Issue 4:  Pavilion Publishing

Duff Ratna (2000) Assertive But Sensitive:  Community Care 2000: (1322): 32

Duffy M (2004)  The Psychosocial Effects of the Troubles NI Centre for Trauma

Erwin P G (1994) Effectiveness of Social Skills Training with Children: A Meta-Analytic Study.
Counselling Psychologies Authority 7 (3): 305-310

Fairburn C G (1995) Prevention of Early Disorders.  In Brownell and Fairburn, Eating Disorders
and Obesity: A Comprehensive Handbook: New York: The Guilford Press

Family Expenditure Survey Report for NI (1998/99)

Fiske & Arbure (2000) Future Directions in Late Life Suicide Prevention.  Omega: Journal Death
& Dying 42, 1-37-53

Fox K R (2000) Physical Activity & Mental Health Promotion: The National Partnerships.
International Journal of Mental Health Promotion 1 (i): 412

Fox K R (1999) Influence of Exercise on Mental Health – Public Health Nutrition 2, 41 1-418

Foy L (2004) Some Thoughts on Mental Health Promotion in Primary Care.  Paper Presented to
the Mental Health Promotion Expert Working Committee

Friedli L (2004) Evidence Based Practice in Mental Health Promotion: What Works and How Do
We Know?  Presentation to the Mental Health & Learning Disability Review Steering Committee
& Mental Health Promotion Working Committee.

Friedli (2000) Mental Health Promotion: Rethinking the Evidence Base. The Mental Health
Review 5(3) 15-18

Gask L, Rogers, A Roland M & Morris D (2000) Improving Quality in Primary Care: A Practical
Guide to the National Service Framework for Mental Health.  University of Manchester: National
Primary Care Research & Development Centre

Grant T (ed) (2000) Physical Activity on Mental Health: National Consensus Statements and
Guidelines for Practice.  London: Sommerset Health Authority/Health Education Authority

134

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 824 of 3342

MAHI - STM - 083 - 824



Halford W K & Hayes R L (1992) Social Skills Training with Schizophrenic Patients.  In D J
Kavanagh (Ed) Schizophrenia: An Overview and Practical Handbook.  London: Chapman & Hall

Hammond C (2002) Learning to be Healthy.  London: Institute for Education

Hawkins J D, Catalano R F & Arthur M W (2002) Promoting Science Based Prevention in
Communities. Addictive Behaviours 27 (6): 951-976

Hawton K (2002)  United Kingdom Legislation on Pack Sizes of Analgesics: Background,
Rationale and Ef fects on Suicide and Deliberate Self Harm.  Suicide & Life Threatening
Behaviour Vol of 32 Nos 223-229

Health & Safety Executive (2001) Tracking Work Related Strain.  HSE: Suffolk

Health & Safety Executive (2001) Mental Well-Being in the Workplace – A Resource Pack for
Management Training and Development

Health & Safety Executive (2003) Working for Health

Health Education Authority (2004)

Health Education Authority (1998) Ef fectiveness of Health Promotion Interventions in the
Workplace: A Review.  Health Education Authority: London

Heaven P (1994) Contemporary Adolescence: A Social Psychological Approach. London:
Macmillan

Heffernan et al Addict Behaviour 2000 Sep-Oct; 25(5):797-803

Hingson R et al (1996) Reducing Alcohol Impaired Driving in Massachusetts: The Saving Lives
Program. American Journal of Public Health 86 (6): 791-797

Hodnett ED (2000) Support During Pregnancy for Women at Increased Risk.  Cochrane Review ,
Cochrane Library, Issue 1: Oxford

Huxley P (1997) Arts on Prescription: An Evaluation:  Stockport

Industrial Society (2003)

Irwin G & Dunn S (1997) Ethnic Minorities in Northern Ireland:  University of Ulster , Coleraine

Jané-Llopis E & Anderson P (2005) Mental Health Promotion & Mental Disorder Prevention: A
Policy for Europe Nijmegen: University of Nijmegen www.impha.org

Jenkins R & Paykel E S (1994) Prevention in Psychiatry.  Royal College of Psychiatrists.  London:
Gaskell

135

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 825 of 3342

MAHI - STM - 083 - 825



Kupfer D J, Frank E & Perel J M (1989) The Advantage of Early Treatment Intervention in
Recurrent Depressions.  Archives of General Psychiatry 46 (9): 771-75

Lahtinen E, Lehtinene V & Rikonene E et al (eds) (1999) Framework for Promoting Mental Health
in Europe.  Helsinki: Stakes

Lancaster T, Stead LF (2004) Individual Behavioral Counseling for Smoking & Alcohol Cessation
(Cochrane Review). In the Cochrane Library Issue 2 (2004) Oxford: Update Software

Levine M P et al (1999) Normative Development Challenges & Dietary & Eating Disturbances in
Middle School Girls.  International Journal of Eating Disorder 15 (1 1-20)

Lewis G, Hawton K & Jones P (1997) Strategies for Preventing Suicide.  British Journal of
Psychiatry 171 351-354

Lifestart Foundation – www.lifestartfoundation.org

LINK Centre for Deafened People, Eastbourne, East Sussex – www.linkdp.org

Mental Health Foundation (2000) Strategies for Living: Report of User Led Research into Peoples’
Strategies for Living with Mental Distress.  Mental Health Foundation: London

Mental Health Foundation (1999) Brighter Futures: Promoting Children’ s and Young People’s
Mental Health – London: Mental Health Foundation

Mentality (2003) Radical Mentalities – Making it Ef fective Based Mental Health Promotion

Mentality (2002) Mental Health Improvement: What Works?  A Briefing for the Scottish Executive

Mentality (2003) (Adapted from Department of Health 2001)

Moon L, Meyer P & Grau J (1999) Australia’s Young People: Their Health & Well-Being.
Canberra: Australian Institute of Health & Welfare

MIND (2004) MIND & Prison Reform Trust Conference May 2004; “T roubled Inside” –
Responses to the Mental Health Needs of Men in Prison

Morrow V (2002) Children’ s Experiences of Community: Implications of Social Capital
Discourses in Health Education Authority Social Capital & Health: Insight from Quantitive
Research p.10-28

Morrow et al (1998) Randomised Critical Trial
http://www.nelh.nhs/nsf/mentalhealth/whatworks/intro/risk.htm (National Electronic Library for
Health Mental Health Promotion)

NICORE, Foy M T, Smyth M & Wong F (1999) (University of Ulster & the United Nations
University) Londonderry.  The Cost of the Troubles Study.  Report on the Northern Ireland Survey:
The Experience and Impact of the Troubles (1999)

136

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 826 of 3342

MAHI - STM - 083 - 826



Northern Ireland Association for Mental Health/Sainsbury Centre for Mental Health (2003).
Counting the Cost: The Economic & Social Costs of Mental Illness in Northern Ireland Belfast:
NIAMH

Northern Ireland Prison Service: A Review of Non-Natural Dea ths in Northern Ireland Prison
Service Establishments  June 2002 – March 2004

Nottingham Social Action Research Project (2002) – Centre for Social Action, De Montfort
University, Leicester

National Institute for Mental Health in England (2005) Mental Health & Deafness Towards Equity
& Deafness: London

National Institute for Mental Health in England (2004) From Here to Equality: A Strategic Action
Plan to Tackle Stigma & Discrimination on Mental Health Grounds. Leeds: NIMHE
www.nimhe.org.uk

O’Dea J & Abraham S (1999) Improving the Body Image, Eating Attitudes and Behaviour of
Young Male and Female Adolescents: A New Educational Approach which Focuses on Self-
Esteem.  Journal of Abnormal Psychiatry 99: 3-15

Ofsted (2005) Healthy Minds – Promoting Emotional Health & Well-Being in Schools.
www.ofsted.gov.uk

Patton G (1996) An Epidemiological Case for a Separate Adolescent Psychiatry?  The Australian
& New Zealand Journal of Psychiatry 30 (5): 563-556

Powell A (2000) Psychology and Spirituality: The Forgotten Dimensions.  London: Royal College
of Psychiatrists

Price R &  Kompler M (2005) Work, Stress & Unemployment In: Hosman C, Jané-Llopis E &
Saxena S (eds). Prevention of Mental Disorders: Ef fective Intervention and Policy Options.
Oxford: Oxford University Press

Prison Reform Trust (2004) Young Parents from Custody to Community

Pryce & Twyble (2004) Mental Health Promotion Among Young People

Resnick M D, Bearman P S, Blum R W, Beuhring L, Harris K M, Jones J, Shew, M, Ireland M &
Udey J R (1997)

Review of Mental Health & Learning Disability (NI) Equal Lives: Review of Policy & Services
for People with a Learning Disability in Northern Ireland (September 2005)

Review of Mental Health & Learning Disability (NI) - A Strategic Framework for Adult Mental
Health Services (June 2005)

137

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 827 of 3342

MAHI - STM - 083 - 827



Review of Mental Health & Learning Disability (NI) – Alcohol & Substance Misuse (December
2005)

Rorsman B, Grasbeck A & Hagrell O et al (1990)  A Prospective Study of First Incidence
Depression: The Lundby Study of 1957-1972.  British Journal of Psychiatry 156, 336-342

Royal College of Psychiatrists (RCP) (January 2003)  The Mental Health of Students in Higher
Education

Royal National Institute for the Deaf (2005)

Sainsbury Centre for Mental Health (2000) Finding & Keeping: Review of Recruitment &
Retention in the Mental Health Workforce.  London: Sainsbury Centre for Mental Health

Schochet et al (2001) The Ef ficiency of a Universal School Based Programme to Prevent
Adolescent Depression.  Journal of Clinical Psychology 30 (3): 303-315

Scott K D, Klaus P H & Klaus M H (1999)  The Obstetrical and Post Natal Benefits of Continuous
Support During Childbirth.  Journal of Women’s Health and Gender Based Medicine 8 (10): 1257-
1264

Search G (1989) The Latest Taboo: Sexual Abuse of Children

Smith A & Weissman M (1992)  Epidemiology  In Handbook of Affective Disorders, 2nd Edition
(eds. E S Paykel) 111-130. Edinburgh: Churchill Livingstone

Stansfeld S, Head J & Marmo M (2000) Work Related Factors and Ill Health: The Whitehall Study
Suffolk: HSE

Starfield B (April 2001) Primary Care: British Journal of General Practice

Stevens & van Tilberg (2000) Innovative Educational Programme

Swinton J (2001) Spirituality & Mental Healthcare.  London: Jessica Kinsley

Universities UK (previously CVCP) (2000) Guidelines on Student Mental Health Policies &
Procedures for Higher Education

Universities UK (previously CVCP) (2002) Reducing the Risk of Student Suicide: Issues &
Responses for Higher Education Institutions

University of Ulster (1997) Ethnic Minorities in Northern Ireland

Valdez-Manchaca M & Whitehurst G (1992) Accelerating Language Development Through
Picture Book Reading: A Systematic Extension to Mexican Daycare: Developmental Psychology
28 (6): 1106-1114

138

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 828 of 3342

MAHI - STM - 083 - 828



Vuori J et al (2002) The Työhön Job Search Programme in Finland: Benefits for the Unemployed
with Risk of Depression or Discouragement.  Journal of Occupational Health Psychology 7 (1): 5-
19

Western Health & Social Services Board (WHSSB) (1996) Suicide Prevention Strategy

White R G, McCracken A & The Rainbow Project – How Hard Can it Be? – Attempted Suicide of
Gay Men – The Psychological Stressors & Associated Risk Factors, Rainbow Project 1999

Wilk A I & Jenson N M (1997) Meta-Analysis of Randomised Control Trials Addressing Brief
Interventions in Heavy Alcoholic Drinkers.  Journal of General Internal Medicine 12 (5): 274-283

Wilkinson R (1996) Unhealthy Societies: The Afflictions of Inequality: London

Wilkinson R (2000)  Inequality and the Social Environment: A Reply to Lynch et al. Journal of
Epidemiological Community Health 54: 411-413

Wood P (1987) The World We Have Lost Ch. 3 in Kyle J G. Adjustment to Acquired Hearing Loss:
Analysis, Change and Learning. Centre for Deaf Studies: University of Bristol

World Health Or ganisation (WHO) (2005) QOL Group.  The WHO Quality of Life Assessment
(WHOQOL): Position Paper from WHO, Special Issue on Health-Related Quality of Life: What
Is It & How Should We Measure It?  Social Science & Medicine 41 (10) 1403-1409, 195

World Health Or ganisation (2004) Promoting Mental Health Summary Report.  A Report of the
World Health Or ganisation.  Department of Mental Health & Substance Abuse in Collaboration
with the Victorian Health Promotion Foundation & the University of Melbourne

World Health Organisation (2004) Prevention of Mental Disorders – Effective Interview & Policy
Options.  A Report of WHO, Department of Mental Health & Substance Abuse in Collaboration
with the Research Centre of the University of Nijmegen & Mahstricht

World Health Organisation Statistics (2002) –
www.who.int/healthinfo/statistics/gbdwhosubregionaldaly2002.xls

World Health Organisation (2001) World Health Report

Chapter 6
Department of Health (2004a) Choosing Health: Making Healthy Choices Easier . London: The
Stationery Office

Department of Health (2004b) The National Service Framework for Mental Health: Five Years On.
London: The Stationery Office

139

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 829 of 3342

MAHI - STM - 083 - 829



Department of Health (2001) Making it Happen - A Guide to Delivering Mental Health Promotion

DHSSPS (2006) Protect Life - A Shared Vision, The Northern Ireland Suicide Prevention Strategy
& Action Plan 2006 – 2011.  A Consultation Document

DHSSPS (2003) Promoting Mental Health – Strategy & Action Plan 2003-2008

DHSSPS (2002) Investing for Health Consultation

Henderson G, Hogg E & Dunian L (2002)  The Icelandic Mental Health Promotion Project: A
Scottish Commentary and Introduction to a New National Programme on Mental Health
Improvement in Scotland.  Journal of Mental Health Promotion 1 (2) 36-40

Hogg E (2004)  Mental Health Improvement in Scotland: Supporting Evidence Into & From
Practice.  Journal of Mental Health Promotion – Vol 3, Issue 3

Jané-Llopis E & Anderson P (2005) Mental Health Promotion and Mental Disorder Prevention: a
policy for Europe Nijmegen: University of Nijmegen www.impha.org

Jenkins R, McCulloch A & Friedli L et at (2002)  Developing a National Mental Health Policy .
Maudsley Monographs 43. Hove: Psychology Press

Lahtinen, E et al (eds) (1999) Framework for Promoting Mental Health in Europe.  Helsinki:
Stakes

Northern Ireland Office (NIO) (2003) New Targeting Social Need

National Institute for Mental Health in England (2004) From Here to Equality: A Strategic Action
Plan to Tackle Stigma and Discrimination on Mental Health Grounds. Leeds: NIMHE
www.nimhe.org.uk

Scottish Development Centre for Mental Health.  www.sdcmh.org.uk

Scottish Executive (2004) Mental Health Improvement: Concepts and Definitions – A Briefing for
the Scottish Executive Edinburgh: Scottish Executive www.wellontheweb.net

Social Exclusion Unit (2004) Mental Health & Social Exclusion.  London: Of fice of the Deputy
Prime Minister

World Health Or ganisation Europe (2005) Mental Health Action Plan for Europe Helsinki
http://www.euro.who.int/document/mnh/edoc07.pdf

140

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 830 of 3342

MAHI - STM - 083 - 830



Chapter 7

DHSSPS (2006) Protect Life - A Shared Vision, The Northern Ireland Suicide Prevention Strategy
& Action Plan 2006–2011.  A Consultation Document

DHSSPS (2005) Review of Public Administration in Northern Ireland 2005

DHSSPS (2003) Promoting Mental Health: Strategy & Action Plan 2003-2008
www.dhsspsni.gov.uk

Department of Health (2001) Making It Happen: A Guide to Delivering Mental Health Promotion.
London: Department of Health

Dooris M (1999)  The Health Promoting University as a Framework for Promoting Positive
Mental Well-Being: A Discourse on Theory & Practice International Journal of Mental Health
Promotion Vol. 1, Issue 4.  Pavilion Publishing

Scottish Executive (2004) Mental Health Improvement: Concepts and Definitions – A Briefing for
the Scottish Executive. Edinburgh: Scottish Executive www.wellontheweb.net

Scottish National Programme Action Plan (Sept 2003)

World Health Or ganisation Europe (2005) Mental Health Action Plan for Europe Helsinki
http://www.euro.who.int/document/mnh/edoc07.pdf

141

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 831 of 3342

MAHI - STM - 083 - 831



THE BAMFORD REVIEW OF MENTAL HEALTH AND LEARNING DISABILITY

(NORTHERN IRELAND)

A VISION OF A 
COMPREHENSIVE 

CHILD AND ADOLESCENT 
MENTAL HEALTH SERVICE

July 2006

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 832 of 3342

MAHI - STM - 083 - 832



BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 833 of 3342

MAHI - STM - 083 - 833



CONTENTS

FOREWORD PAGE

INTRODUCTION

CHAPTER 1

A vision of a comprehensive Child and Adolescent Mental Health Service 1

CHAPTER 2

Who needs a CAMH Service? 3
Terminology 3
Contextualising the development of Mental Health dif ficulties 4
Demographics and Epidemiology 5
Lifestyle 5
Social Environment 6
Children with Complex Health Needs 6
Children with a Learning Disability 7
Children with Autistic Spectrum Disorder (ASD) 7
Children at Risk of Suicide and Self Harm 7
Children with Attention Deficit Hyperactivity Disorder (ADHD) 7
Children with Feeding and Eating Disorders 8
Looked After Children (LAC) 8
Demand on Social Services Departments 9
Children who have experienced Abuse 9
Children who misuse Alcohol and Substances 10
Children in conflict with the law (Youth Justice) 10
Children from Ethnic Minorities 11

CHAPTER 3

Current CAMH Services and deficits in provision 13
User and Carer views of current service provision. 13
Age range for children’s services 13
Community Services 14
Community Services at Tier 1 and Tier 2 14
Specialist Community Services Tier 2/3 15
Mental Health Inpatient and Secure Residential Care Units – Tier 4 16
Transition to Adult Mental Health services 17
First Episode Psychosis 17
Assertive Outreach 17
Out of Hours and Emergency Provision 17
Paediatrics/Child Health 18

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 834 of 3342

MAHI - STM - 083 - 834



Learning Disability Services 18
Children with Autistic Spectrum Disorder (ASD) 19
Looked After Children (LAC) 19
Alcohol and Substance Misuse 20
Children that are victims of Trauma 20
Feeding and Eating Disorders 21
Services for Children and Adolescents with Challenging Behaviour 21
Education 22
Forensic Services 22
Voluntary and community organisations and the statutory/non-statutory interface 23
Children with Sensory/Physical Disability and Enduring Physical Illnesses 24
Gaps and deficiencies in current CAMHS provision 24

CHAPTER 4

The Future Organisation of CAMH Services 27
Developing an Integrated Childrens’ Service System 27
Education 28
Environment 29
Managed Networks 29
Models of Service Delivery 30
The 4 Tier Model 31
Tier 1 31
Tier 2 32
Tier 3 32
Tier 4 33
Integrating Mental Health Promotion into Tiers 33
Care Pathways 34
Multi-disciplinary working 34
Paediatrics/Child Health 35
Age Range of Services 37
Community Services 38
Legal provision for Children 38
Involving Users and Carers 38
Ethnic Minorities 41
Implementing the Vision 41

CHAPTER 5

Future Services to promote child mental health and prevent mental ill-health 43
Primary Prevention Strategies 43
Secondary Prevention Strategies 44
Tertiary Prevention Strategies 46
Progressing prevention and mental health promotion 48

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 835 of 3342

MAHI - STM - 083 - 835



CHAPTER 6

Future services to those with mental ill-health 51
Carers and Family Members in CAMH services 51
Mental Health Inpatient Units 51
Transition to Adult Mental Health Services 52
Early Intervention in Psychosis 52
Assertive Outreach 53
Out of Hours and Emergency Services 54
Emergency Provision 54
Learning Disability 54
Autistic Spectrum Disorder Assessment and Treatment 55
Looked After Children 56
Alcohol and Substance Misuse 56
Feeding and Eating disorders 57
Children that are victims of Trauma 57
Services for Children and Adolescents with Challenging Behaviour 57
Youth Justice and Forensic Services. 58
Ethnic Minorities 58
Voluntary and Community Organisations and the statutory/non-statutory interface 59
Children with Sensory/Physical Disability and Enduring Physical Illnesses 59

CHAPTER 7

Enhancing the capacity of CAMH Services 63
Current Budgetary Situation 63
Information Management 63
Workforce 64
Education, Training and Research 68
Psychotherapy Services 68
Speech and Language Services. 69
Occupational Therapy Services 69
Clinical and Social Care Governance 70

RECOMMENDATIONS 73

ANNEXE 1 The Bamford Review of Mental Health and Learning Disability 79
ANNEXE 2 Terms of Reference 81
ANNEXE 3 The CAMH Review process 83
ANNEXE 4 Membership of the CAMH Committee 85
ANNEXE 5 References 89
ANNEXE 6 Glossary 99

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 836 of 3342

MAHI - STM - 083 - 836



FOREWORD

This report from the Bamford Review of Mental Health and Learning Disability (Northern Ireland)
is the latest to be endorsed by the Steering Committee and deals with child and adolescent mental
health services. 

As with the other Expert Working Committees in the Review , the Committee examining these
services adopted an evidence-based approach, drawing upon existing relevant information and
research, and, where necessary, commissioning research.

Its members consulted widely with stakeholders from both the statutory and voluntary sectors in
the production of this report, learning from best practice initiatives across both sectors, here,
nationally and internationally.  Consultation meetings were held with children and young people
themselves, giving them the opportunity to present their personal experiences of and views on the
services designed for them.  Their comments and contributions were enlightening and invaluable. 

The report is, therefore, firmly grounded, and this adds weight to its findings and
recommendations.  These detail major deficits in child and adolescent mental health service
provision in Northern Ireland.  Many of the recommendations are aimed at correcting these
shortfalls, in provision.  While we recognise the resource implications of implementing these
recommendations, we ur ge Government to begin this process as quickly as possible, so that
children and young people can benefit from a range and level of mental health services, which will
appropriately meet their needs.  

I thank all those involved in the development of this report for their ef forts and time over the last
2 years in developing this report and I commend it to you.  

Roy McClelland (Professor) 
Chairman
July 2006
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INTRODUCTION

The Bamford Review of Mental Health and Learning Disability (NI) recognises that any review of
Child and Adolescent Mental Health (CAMH) services must take a holistic view of the child.  To
this end a wide spectrum of views has been sought which we have represented in this report.

Mental health disorders in young people impact significantly on the lives of those affected, and on
the quality of life of those around them.  Wider society pays a high price for the failure to tackle
these problems effectively.  Collectively the cost is reflected in social disruption, poor educational
attainment, physical and mental ill health, anti-social behaviour , and the financial cost related to
each of these.  Of specific significance in Northern Ireland (NI) has been the growing awareness
of the impact of “Troubles related Trauma”, the effects of sectarianism and the associated violence
on children and young people.

The link between childhood disorders and the development of mental health problems in adulthood
is now well established.  Failure to address holistically children’ s mental health will condemn
future generations to  suffer from social exclusion with all its associated problems.  In short, child
and adolescent mental health is a public health issue and is everyone’ s business.

In NI, 27% of the total population are children, compared with 22% of the population in England.
NI has a higher level of deprivation and has suf fered from 30 years of civil conflict.  Yet the
staffing levels and resources allocated to CAMH services do not reflect this.  At present the
workforce profile of Child and Adolescent Mental Health services clearly shows them to be wholly
inadequate.  Despite many examples of good practice the overall quality , consistency and
accessibility of services is so inadequate that ur gent strategic action is needed to tackle these
shortages. 

This report addresses those groups with the most pressing needs and those which pose the most
significant challenges to the delivery of services.  It has not considered exhaustively the totality of
mental health dif ficulties, or bio-psycho-social issues which may present to CAMH services.
Nevertheless the vision outlined in Chapter 1, and many of the recommendations, will have
significant read across to any child with a mental health dif ficulty which presents to CAMH
services. 

The report also recognises that children and young people have rights under the United Nations
Convention on The Rights of the Child (UNCRC), to which the UK Government is a signatory .
Any proposals for a comprehensive child and adolescent mental health service need to take
account of all the rights contained in the UNCRC. 

The structure of the report is as follows; Chapter 1 explains the principles that underpin the vision
of a comprehensive CAMH service.  In Chapter 2, demographic and epidemiological evidence are
provided on the client base to which a CAMH service should be available.  Chapter 3 provides an
overview of the gaps in present services and the conditions in which CAMH services currently
operate - a situation characterised by overwhelming need and chronic under-investment.
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Chapters 4 to 7, address the specific developments urgently required to implement the vision for a
reform and modernisation of CAMH services.  Improvements to the or ganisational structure of
CAMH services are considered in Chapter 4, particularly on the need for expansion of the
conceptualisation of CAMH services from tradition ‘mental health’ workers, to the entire network
of professionals and services surrounding and supporting the child. 

Chapter 5 recommends services that should be developed to promote good mental health and
prevent mental ill health amongst children.  Chapter 6 details recommendations which will address
the gaps in current services.  Chapter 7 provides recommendations for enhancing the capacity of
all CAMH services. 

This report provides a new vision, a detailed roadmap for service development, and
recommendations for the reform and modernisation of services for our children and young people.
It presents key recommendations that are central to correcting the current shortfalls in provision.
We ur ge Government to implement these recommendations, which are essential for a healthy
future for the children, young people and the families of NI.
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CHAPTER 1

A VISION OF A COMPREHENSIVE CHILD AND ADOLESCENT
MENTAL HEALTH SERVICE

“I think CAMH services are good but sometimes they don’ t give you what you’re looking for .� -
Young person�s comment,

1.1 The vision contained within this report is of a comprehensive CAMH service.  This
involves an integrated array of statutory , voluntary and community services that have a
shared goal of safeguarding the mental health of children in Northern Ireland (NI).

1.2 Child mental health has been defined in terms of:

• the ability to develop psychologically, emotionally, intellectually, and spiritually;

• the ability to initiate, develop and sustain mutually satisfying personal
relationships;

• the ability to become aware of others and to empathise with them; and

• the ability to use psychological distress as a developmental process, so that it does
not hinder or impair further development. 1

1.3 The definition above describes mental health as both personal and social as well as
providing the necessary foundation for both personal and social development.  Recognition
of the social aspects of mental health clearly delineates the need for ‘systemic’ and ‘public
health’ approaches as well as individually-oriented therapeutic approaches to mental health
provision. 

1.4 It has been asserted that adopting a “dual continuum” conceptualisation supports a broad
consideration of the needs of individuals experiencing mental ill-health. 2 Individuals may
be understood at the same time to have some degree of mental disorder while also having
personal resources, skills and attributes that indicate their level of mental health. This view
promotes the need for equal consideration of the types of provision that aim to treat
disorders and those that promote mental health.

1.5 The Review believes that the goals of a comprehensive CAMHS should embrace the
promotion of mental health, the prevention of mental ill-health, and the provision of
accessible and effective treatment services to those who have developed mental ill-health.
Such goals require the integrated provision of services from a range of agencies including
health and social services, education, youth justice, and the voluntary sector .

1.6 This vision of a comprehensive CAMH services is reflected in the recommendations of this
report and is informed by the following principles which are shared by many service
planners and providers and owe much to the joint work of Stroul and Friedman  3, 4.

1
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Comprehensive services.  Children should have access to a comprehensive array of
services that address the child’s physical, emotional, social and educational needs in order
to promote positive mental health. 

Individualised services.  Children who have mental health needs should receive
individualised services.  These services should take a holistic view of the child including
family and community contexts.  They should be developmentally appropriate and build on
the strengths of the child, family and community in support of the child’ s mental health.

Minimum restriction.  Children should receive services within the least restrictive, most
normative environment that is clinically appropriate.  Whenever possible, community
resources such as social, religious and cultural or ganisations should be partnered with
mental health and provider agencies to promote the child’ s healthy community
participation.

Family-focus.  The child’s family or surrogate family should participate as a full partner
in all stages of treatment planning and provision including implementation, monitoring and
evaluation.  The development of mental health policy at regional and local levels should
include family representation.

Case management.  Services to children with mental health needs should be organised by
case management or similar mechanisms to ensure that the child can avail of multiple
services in an effective, co-ordinated manner that can change in accordance with her or his
changing needs.

Early intervention.  CAMHS should incorporate systems and services to support the early
identification and intervention for children with mental health needs to maximise the
likelihood of positive outcomes.

Service transition.  Young people with ongoing mental health needs should be guaranteed
a smooth transition into the adult service system when they reach the age for adult services.
This requires the provision of transition planning protocols to complement the case
management process.

Cultural competence.  CAMH services should be provided by individuals and teams with
the skills to recognise and respect the values, beliefs, customs and language of Northern
Ireland’s increasingly culturally rich and diverse population.

Inclusivity.  All children who require mental health services should be able to access those
services regardless of physical, mental or developmental ability .

1.7 Mental health services for children in NI have received too little attention for too long and
have suffered from a lack of coherent planning and investment.  The recommendations in
this report represent the minimum requirements for the realisation of the vision of a
comprehensive CAMH service for NI.

2
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CHAPTER 2

WHO NEEDS A CAMH SERVICE? 

�I feel the service provided has been very useful, to my children and myself, discussing issues and
learning little things about my children has helped me to cope with my child� s illness and also
encourages my eldest son. Being a single parent I feel it is a support. � - Parent/carer�s comment.

TERMINOLOGY

2.1 A CAMH service has responsibilities to children who experience, or are at risk of,
experiencing mental ill-health.  Dif ferent terminologies used across the medical,
educational and social-care settings to describe the problems that children and adolescents
develop may present some confusion.  These reflect the varied training backgrounds of
different professional groups and the dif fering emphases between disciplines in
conceptualising issues of health and ill-health.  Within specialist CAMHS, broadly
speaking the bio-psycho-social model is influential.  In health settings such as community
paediatrics a more focussed medical model prevails. In order to better understand terms
that may be used the following paragraphs will attempt to explain some of the differences.

2.2 Using the terminology of health professionals, mental ill-health is often thought of in terms
of three categories: mental health problems, mental or psychiatric disorders and mental
illness.

(1) Mental Health Problems may be reflected in difficulties and/or disabilities in the realm
of personal relationships, psychological development, the capacity for play and learning,
development of concepts of right and wrong, and in distress and maladaptive behaviour .
They may arise from any number or combination of congenital, constitutional,
environmental, family or illness factors.  Mental Health Pr oblem describes a very broad
range of emotional or behavioural difficulties that may cause concern or distress.  They are
relatively common, may or may not be transient but encompass mental disorders, which
are more severe and/or persistent.

(2) Mental or Psyc hiatric Disorders are terms used to describe problems that meet the
requirements of ICD 10, 5 an internationally recognised classification system for disorder .
The distinction between a Problem and a Disorder is not exact but turns on the severity ,
persistence, effects and combination of features found.

(3) Mental Illness is the description used for a small proportion of cases of mental disorder.
Usually, it is reserved for the most severe cases.  For example, more severe cases of
depression, psychosis and Anorexia Nervosa could be described in this way. 1

2.3 In the Educational sector , educationalists may use the term emotional and behaviour al
difficulties (EBD) when the problems they encounter are severe, persistent and associated
with other areas of dif ficulty.  Another term in common use is s pecial educational need
(SEN) and this may apply to developmental/learning problems as well as to behavioural
and mental health problems. EBD and SEN may overlap with each other and with mental
health problems and mental disorders.

3
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2.4 Within the social care sector there are a number of terms used to describe young people
whose difficult behaviour is challenging to others and can cause distress.  In the main these
terms tend to describe behaviours that focus on those aspects perceived as negative.
Behaviour difficulties in young people can be viewed as a common pathway by which a
variety of underlying circumstances show up.  Sometimes there is dissatisfaction with
definitive medical diagnoses in that they can conflict with holistic models encompassing
underlying social, emotional and psychological causes used in social care and educational
approaches.  Any focus on children’ s deficits must not ignore the environmental factors
that contribute to behaviours and the fact that children will also have strengths or assets,
which can be the basis for intervention.  Supporting and encouraging the development of
strengths, skills and assets rather than focussing lar gely on the eradication of “problems”
is an important and increasingly recognized strategy in interventions and in building
resilience to mental health difficulty. 6

2.5 The advice contained in the Public Health Institute of Scotland Needs Assessment Report
on CAMH 2 is worth repeating here.  “No medical/psychiatric diagnosis should remove a
child from the potential assistance available within the range of multidisciplinary
children’s services.  In practice this will mean that practitioners both within teams and
across each local area will need to engage in discussion about their differences, with a view
to developing shared accounts of the young person’ s needs and negotiation of the most
appropriate paradigm for interventions.” 

Contextualising the development of Mental Health difficulties

2.6  Mental health outcomes are perhaps best understood as a function of the person, the
environment and the interaction between the two.  Risk factors are cumulative and have
been identified as residing within the person (for example genetic vulnerabilities or
psychological variables such as low self esteem) and within the wider systems with which
the child interacts.  These might include family variables such as marital discord, poor
parenting or difficult relationships between family members.  It may also include factors in
the wider community such as inadequate networks of social support or the impacts of crime
and poverty. 

2.7 Bronfenbrenner 7 provided a model for understanding the impact of social systems on
individuals. At the micro-level individuals are influenced by systems with which they have
regular, direct contact such as family , school or home. At the meso- and e xo-levels
influence results from the links between micro-level systems such as home and school, or
the family; and health service providers.  The macro-level represents the manner in which
prevailing ideology and social structure influence the individual’s experience; for example,
through the impact of gender roles and family structures or the impact of government
policy.

2.8 Despite this established need to view the person in context, mental-health provision
generally focuses its attention on assessing and addressing the feelings, thoughts and
behaviours of individuals.  Within CAMH services it is more likely that a family
perspective will be included. A contextual approach, however, would suggest that CAMH
services should have input to the range of systems, such as school and community that
affect young people.

4
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Demographics and Epidemiology

2.9 NI has a population of approximately 1.7 million cited in the Census 2001 of which:

• 451, 514 are less than 18 years (27%); and
• 398, 056 are less than 16 years (23%) (OFMDFM 2004). 8

2.10 Very little epidemiological study of child mental health problems has been carried out in
Northern Ireland and the rates of many problems and disorders have to be extrapolated
from British and international studies.  The influential study of 10,000 children aged 5-15
published by the Of fice of National Statistics (ONS) was only carried out in England,
Wales and Scotland and did not extend to NI. 9

2.11 In Great Britain (GB) it has been shown that 30 to 40% of young people may at some time
experience a mental health ‘problem’. Up to 20 % (depending on environment and
circumstances) will have a diagnosable mental health disorder . 10

2.12 However NI is distinguished by higher levels of socio economic deprivation, ongoing civil
strife and higher prevalence of psychological morbidity in the adult population.  It is likely
therefore that the prevalence of mental health problems and disorders in children and
young people will be greater in NI than in other parts of the United Kingdom (UK).  The
Chief Medical Of ficer’s report �Health of the public in Northern Ir eland�, estimated that
more than 20% of young people are suffering “significant mental health problems” by their
18th birthday. 11

2.13 The prevalence of CAMH problems and disorders is clearly linked to deprivation.
Vulnerable children include those exposed to a wide range of problems including social
and educational disadvantage.  Looked After Children (LAC), abused children, asylum
seekers, refugees and homeless children may be particularly vulnerable and in need of
protection and intervention.

2.14 Thus at the lowest estimated prevalence rate of 10% approximately 45,000 children and
young people aged 5-15 will have a moderate to severe mental health disorder and require
intervention from specialist CAMH Services in NI. 9 Lowest estimates suggest that 0.075%
(340) will require inpatient services.  12

2.15 The following are demographics/epidemiological factors that will inform and shape future
development of services and practice.

Lifestyle

2.16 The health and wellbeing of young people was surveyed through the Young Persons
Behaviour and Attitude Survey, 6,000 pupils aged 1 1-16 took part in the survey .  The
questions covered were smoking, alcohol, solvents, drugs and sexual experience.  The
proportion of pupils smoking, taking alcohol, misusing solvents or drugs and engaging in
sexual activities increased with age.  This survey indicates a need for health promotion. 13

5
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2.17 With reference to sexual orientation of young people in NI, 3 reports “T owards Better
Sexual Health”, “A Mighty Silence”, and “SHOUT” identified the need for further
developments to support young people with issues related to sexual orientation. 14 15 16

Social Environment

2.18 There is considerable stratification of the population of NI. Many young people experience
the benefits and opportunities that accompany affluence while many others live in poverty
and deprivation in social circumstances that harbour personal dangers and discouragement.
Social and environmental factors have been shown to have an ef fect on the wellbeing of
young people and their families.  In the prevalence study carried out by the ONS mental
disorder was associated with factors such as gross weekly household income, number of
children within the home, family type (e.g. lone vs. couple parenting) and educational
qualifications of parent. 9

2.19 Within NI 38% of all households presenting as homeless in 2001/2002 were families with
children and young people. 17 Lone parent households reflect 22% of the 36% of
households who have dependant children and young people. 8 2,392 children and young
people under the age of 16 were af fected by divorce in 2001. 18

2.20 Although NI is emer ging from conflict, it is still a deeply divided society .  Children and
young people are inevitably af fected and influenced by community tensions and can be
directly caught up in violence.  1 in 6 of those who died in conflict were aged 19 or
younger.  Research continues to show the impact that the conflict has both on shaping the
lives of children and young people and directly impacting on them as individuals.  19 20 21 22 23

24

2.21 It is important to note that NI has a higher overall prevalence of mental illness of a
magnitude estimated to be 25% higher than England. 25 This is an estimate of mental illness
mainly in the adult population, however it can be assumed that rates in children may be
similarly higher than in England. 

Children with Complex Health Needs

2.22 Children with physical disability are at higher risk of developing mental health problems.
26 The rates of psychiatric disorder in 5-15 year old children with epilepsy were found in
one study to be 37% compared to 1 1% in children with diabetes mellitus and 9 % in a
control group. 27

2.23 According to the 2001 Census of Population, 5.5% (24,966) of people aged under 18
reported having a limiting long term illness.  This compares to 19.7% of the total
population in NI.  At November 2003, 13,102 people aged under 18 were claiming
Disability Living Allowance.  This equates to 2.9% of the population aged under 18 living
in NI.  A total of 552 children with visual or auditory impairments were in contact with
health care in NI during 2002/2003. 8

6
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7

Children with a Learning Disability 

2.24 “Children and adolescents with learning disabilities are children first, with health,
developmental, social and family needs, within which their disabilities are only one set of
contributory factors”. 28 Children and adolescents with learning disability are
proportionately more vulnerable to the full range of mental health disorders – typically
about 40%. 29 Prevalence rates are 3-4 times higher in those with significant learning
disability. 30

Children with Autistic Spectrum Disorder (ASD)

2.25 Prevalence estimates for autism vary across studies. However according to recent reviews
there is general agreement that ASD affects approximately 60 per 10,000 under 8 year olds
of whom 10 – 30 per 10,000 have narrowly defined autism.  31 The need for a more
integrated cohesive assessment and treatment service for this client group has been
highlighted in a number of key reports including:

• Priorities for Action 2003/2004, 32

• ASD: a guide to classroom practice 33

• The Education of Children and Young People with ASD. 31

Children at Risk of Suicide and Self Harm

2.26 Suicide and deliberate self harm are closely related phenomena although they dif fer in
important ways.  For example for some young people self harm is a coping strategy .  The
current UK National Inquiry into deliberate self harm (www.selfharmuk.org) which began
in 2004 in the light of concern about increasing rates of self harm over the last decade
reported that 1 in 10 teenagers deliberately self harm and more than 24,000 teenagers are
admitted to hospital in the UK each year after deliberately self harming. These rates in the
UK are the highest in Europe.

2.27 Suicide is a relatively rare event in childhood but increases in frequency in adolescence
particularly among adolescent males reaching a peak in the early to mid twenties.  Attempts
at suicide are made by 2-4% of adolescents, rates being higher in those over 16 than those
under 16. 34 The overall suicide rate in NI during the 3 year period from 1997 was 9.9 per
100,000 and those under 25 accounted for 21.5% of the total. Anecdotally media reports
seem to suggest that suicide is on the increase amongst older adolescents and young adults
in NI in recent years .  The DHSSPS established a Suicide Prevention Taskforce to closely
examine the issues involved which has reported back to Minister .

Children with Attention Deficit Hyperactivity Disorder (ADHD)

2.28 The estimated prevalence of this disorder is somewhere between 3 and 7% of school age
(0-15) children. 35 It is reasonable to assume that the lower prevalence figure refers to the
more severe cases necessitating referral to specialist services.  On the basis of 2001 NI
census figures of 476,906 children under the age of 18 this would approximate to 10,000
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children.  Currently only a small proportion of school age children with ADHD get referred
to specialist CAMH services for assessment and treatment.  A slightly larger percentage
gets referred to Community Paediatric services. With increasing recognition of this
condition in the community the numbers of referred children are likely to increase with
significant resource implications for specialist CAMH and Community Paediatric services.

2.29 It is important to consider the significant criticism of the medical-diagnostic view that
represents ADHD solely as a neuro-behavioural disorder and supports the widespread use
of medication in the treatment of diagnosed children.  A recent critique of the ADHD
concept offered the following caution:

“In our clinical e xperience, without e xception, we ar e f inding that the same conduct
typically labelled ADHD is shown by c hildren in the conte xt of violence and ab use,
impaired parental attachments and other experiences of emotional trauma”  36

Clearly there is a need to ensure that young people who present with such behavioural
profiles receive the full range of appropriate assessments to identify the nature of their
needs.  Such provision should not be denied to any child or family on the basis that a young
person’s behaviour coincides with a diagnostic label. CAMH services should be resourced
to provide such assessments, both relevant medical and non-medical.

Children with Feeding and Eating Disorders

2.30 The incidence of new cases of Anorexia Nervosa has increased to 11 per 100,000 per year,
and bulimia to 18 per 100,000 per year. 37 Anorexia Nervosa is cited as the 1/3 commonest
chronic illness of adolescence 38 with over 50% of parents reporting one problem feeding
behaviour, and over 20% report multiple problems, 39 in children aged between 9 months
and 7 years old.  Despite this, parents presenting at specialist services often describe
difficulties in accessing treatment for their child, suggesting that at best care pathways are
far from clear, and at worst that adequate services are not available to some patients. 

Looked After Children (LAC)

2.31 It is by now well established that young people in care have markedly higher rates of
mental health problems than the general population. 12 40 Children looked after by Social
Services in children’ s homes, foster homes and other residential placements often face
complex and enduring interpersonal and mental health problems af fecting every aspect of
their lives and making it dif ficult for them to accept help and support and for staf f and
carers to maintain therapeutic relationships.  The risk of breakdown of placements in foster
care is anything between 40% and 60% and the risk of school expulsion and later social
exclusion is extremely high. 41

• There were 2,446 LAC in NI at 31st March 2003. Research conducted in
Craigavon/Banbridge Trust indicated that up to 60% of young people in care within
the Trust had diagnosable mental health disorders. 42 This is comparable to rates
found in studies from other parts of the UK.

8
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Demand on Social Services Departments

2.32 Demand on social services departments gives another measure of the scale of the
challenge:

• In 2001/02 16,733 (approx 1 in every 27 children) children were referred to social
services a total of 24,185 times. 

• Of the children referred in 2001/02; 25% were under the age of 5, 33.3% were 5-
11 years old, 30% were aged 12-15 years and 10% were aged 16 and over .

• There were a total of 15,167 episodes of involvement for children referred to social
services in 2001/02, a slight increase (1.4%) from the previous year .

• 54.9% of these episodes of involvement were in relation to childcare issues, 25.5%
were in relation to child protection issues, and 7.5% related to children with a
disability.  A further 5% to children whose well-being is likely to be prejudiced as
a result of their behavioural, emotional, psychiatric or psychological disturbance
and 3.0% were in relation to emotional, physical or developmental impairment as a
result of family breakdown.  Over the past 3 years there has been a decrease in the
percentage of episodes of involvement for child protection while there has been a
corresponding increase in those children involved with social services for childcare
issues.

Children who have experienced Abuse

2.33 A significant proportion of children and young people in Northern Ireland has experienced
or experience child abuse.  On the 31st March 2002, there were 1,531 children and young
people on the child protection register .43 There were 2,270 child protection investigations
in 2001/02 (50.3 per 10, 000 child, approx 1 in every 200 children), a figure that has been
decreasing every year since 1998/99. 44 During 2003/04 the PSNI recorded a total of 5,335
offences (including assault, manslaughter, murder and cruelty) against children under 17.45

2.34 However it is important to note that many children who have experienced abuse do not tell
of their experience at the time. The abuse may not come to light until much later in
adulthood, if at all, and consequently , the number of children and young people impacted
by abuse is much greater . 46 Many of these children are likely to have complex mental
health needs.

2.35 Many children and young people at school in NI experience bullying as a serious problem.
47 In 2002, research reported by the Department of Education highlighted that 40% of
primary school pupils had been bullied to some degree at school in the previous few
months. 48 Research carried out on behalf of the Northern Ireland Commissioner for
Children and Young People (NICCY) in 2005 identified bullying as a key priority for
action.     
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Children who misuse Alcohol and Substances 

2.36 As in the rest of the UK alcohol and substance misuse by children and adolescents in NI
has increased. It has been shown that:

• 24% of young people who drank alcohol more than once a week had a mental
disorder, three times the proportion among the group who had never drunk any
alcohol;

• about one half of the 1 1 to 15 year olds who frequently used cannabis (more than
once a week) had a mental disorder compared to those who use it less often or not
at all; 94 9

• the pattern of drug misuse and its impact is dif ferent in young people compared to
adults - many adolescent drug misusers develop co-existing mental disorders but
only a tiny number becomes dependent on the substance they use;

• the minimum cost of drug-related social problems is at least twice the
Government’s expenditure on law enforcement, supply reduction and prevention
and treatment of substance use and misuse;

• substance misuse in NI has increased among 11-15 year olds throughout the 1990s.
Population surveys addressing this age band show that 42% currently drink alcohol
at least a few times each month. In addition 32% of boys who drink monthly report
being drunk more than 10 times. Current drug use has increased from 5.6% in 1994
to 27.2% in 2003 in year 12 children;

• the risk factors for transition from use to misuse are known - poverty , inequality,
social exclusion and homelessness contribute to serious drug problems; and

• the combination of alcohol misuse and smoking tobacco is a powerful gateway to
illegal drug misuse.

2.37 Additional information of the specific alcohol and substance misuse issues amongst
children and adolescents in NI is available in Chapter 8 of the report of the Alcohol and
Substance Misuse Working Committee at www.rmhldni.gov.uk/

Children in conflict with the law (Youth Justice)

2.38 Criminal activity was surveyed in NI. 50 The results of the survey of young people (aged
14-18) show that young males are much more likely to experience adverse activity with the
police than young females.  The 1999 Juvenile prosecutions statistics show that 607 males
aged 10-17 were proceeded against at the Magistrates’Courts compared to 69 females.  301
young people were admitted to custody . 51 The report “In our care” 52 makes important
points about the relative lack of provision of mental health services to this group of
children.  
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Children from Ethnic Minorities

2.39 NI is becoming an increasingly multicultural society and the needs of minority ethnic
groups must be assessed and addressed.  The needs of children of ethnic minority and
migrant families have been unrecognised in NI and with the increase growth in numbers of
migrant workers living in NI it is imperative to discover:

• can psychiatric disorders be recognised in these groups;
• do these children have specific symptoms and psychiatric disorders; and
• are psychiatric disorders more common in ethnic minority and migrant children.

2.40 The challenge for CAMH services is how to provide services to children and adolescents
from ethnic minorities in an accessible and non discriminatory way . The response by the
NI Council for Ethnic Minorities to the mental health review by O’Rawe on behalf of the
Children’s Law Centre 2002 is a helpful contribution.
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CHAPTER 3

CURRENT CAMH SERVICES AND DEFICITS IN PROVISION

“I know my daughter more than you will ever know her…. I think my views are very relevant.” -
Parental comment.

In this c hapter the curr ent def icits in services to cor e client gr oups are explored more fully. A
situation characterised by overwhelming need and chronic under-investment. 

User and Carer views of current service provision.

3.1 The Review consulted widely with children and young people and their carers.  In one
particular consultation exercise, carried out early in the process, focus groups and a
questionnaire study were used to explore service user and carer views and opinions about
CAMH services.  A more detailed account of this is described in Chapter 4 of this report
and the full report is available at www.rmhldni.gov.uk It was suggested that there are fairly
high levels of satisfaction with aspects of the service among people who are in ongoing
contact with CAMHS. Significant areas of dissatisfaction, however , were also indicated. 

3.2 Many users/carers spoke of their frustration with long waiting times and the limited
availability of specialist services.  There was concern about the lack of information
available to the public about young people’s mental health issues and the services available
to young people and their families.  While many users/carers described good relationships
with CAMHS staff, many also described their disappointment with the outcomes of their
contacts with CAMHS and some described how they felt CAMHS staf f had not worked
collaboratively with them and that they had not felt ‘heard’.

3.3 The Review recognises the importance of working closely with users and carers to
establish priorities for service design, delivery and evaluation

Age range for children’s services

3.4 The upper age limits for access to services across and within health, education and social
services can lead to dif ficulties accessing a comprehensive service across disciplines and
can also lead to inequality of services.  The situation is not entirely reconcilable as
Education and Library Boards (ELBs) and social services departments are given dif fering
age ranges of responsibility.  Within the health personal social services (HPSS), there are
certain disciplines and roles which have client age ranges built into them (e.g. school
nurses, paediatric nurses) whereas the activities of other professions are more generic.  The
practice of specialist CAMH varies across the province in ways that are not dissimilar to
services in other jurisdictions within the UK. In NI the upper age limit for acceptance into
CAMH services varies from 14 to 16 to 18.
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3.5 No CAMH services are adequately resourced at present to comprehensively address the
needs of 16 and 17 year olds. Some flexibility is however essential.  In some provider areas
there has been flexibility with adult services taking responsibility for some or all 16 and 17
year olds but in other areas such flexibility has been lacking because of demands on adult
services. In some provider areas CAMH services have continued to treat over 18 year olds. 

Community Services

3.6 A detailed overview of the 4 Tier model is given in Chapter 4 of this report.  The 4 Tier
model has not been formally adopted in Northern Ireland regionally .  However specialist
professionals have tended to conceptualise current NI provision within this model. 

3.7 NI CAMH services are delivered by a range of providers across the 4 HPSS Boards.  The
current services uphold the aspirations of the 4 tier approach 1. However against a backdrop
of resource constraint (workforce, financial, education, governance) progress in developing
the 4 Tier model has been dif ficult and too many services, which are at present working
with mental health issues in children and young people, are not conceptualized as part of
CAMH services.

Community Services at Tier 1 and Tier 2

3.8 There has been limited development of Tier 1 services.  Where developments have been
made, for example in the Education and Voluntary Sectors, many of these services and
projects do not yet conceptualise themselves as part of CAMH services.  There is a need to
ensure that those in contact with children have knowledge of children’ s mental health
needs, and know how to refer to the appropriate specialist services.  Collaboration between
education, CAMH professionals, and colleagues in the non-statutory sector may aid the
early identification of problems, however such collaboration is lacking. 

3.9 Likewise developments in Tier 2 have been limited.  Along with community paediatricians
some areas have developed services for children with ADHD and ASD.  For example some
health visitors and clinical psychologists have developed services at Tier 2 using a
behavioural and family counselling model addressing the developmental needs of young
children up to final year in primary school.  These developments are not NI wide. Other
examples are as follows:

At Tier 1 and Tier 2

• Adolescent support services/projects are provided by a range of professionals and
providers across the 4 current Boards.  Links with specialist Tier 3 CAMH services
are stronger in some providers than in others.  Anecdotal evidence suggests that
where links are stronger , projects can more successfully manage more complex
problems without the need for full Tier 2/3 specialist team management of cases.

• Sure Start Early Intervention programmes continue to be established across the 4
Boards.

• Statutory and voluntary family centres contribute to Tier 1 and 2 services.
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• A range of voluntary and community providers contribute to both Tier 1 and 2
services (i.e. befriending, advocacy services, educational input to schools)

• Education departments provide pastoral care and school based counselling services
at Tier 1.

• Educational psychology, Educational welfare of ficer, emotional and behavioural
support teams contribute Tier 1 and 2 services.

• Youth justice services are developing to support vulnerable young people with
mental health needs.

Specialist Community Services Tier 2/3

3.10 Across NI there are specialist CAMH services in each of the Board areas.  These are
delivered by psychiatrists, clinical psychologists, specialist nurse therapists, and social
work practitioners, and in some cases, family therapists and child psychotherapists.  In
reviewing the structure of these teams it became apparent that there are many dif ferences
in the operational and strategic policies, which define the roles of their services.  Examples
of these differences include:

• age limit for acceptance into services vary from 14 to 16 to 18;

• referral differences:  although there are similarities in the core types of work that
the teams tend to be involved in, there is a wide variation across teams in the type
of cases with which they work.  Special interests and specialist training acquired by
staff and supported by their providers, have led to the development of services and
innovative practice e.g. eating disorders, younger children team, Asperger’s
assessment clinics and social skills training in some teams;

• there is a wide variation in the length of waiting lists across NI ranging from 3
months to ‘closed except for emergencies’;

• teams are supported by other services within their own Board areas e.g., family
centres, special social work projects for adolescents, clinical psychology and health
visiting working at Tier 2 level and voluntary and community agencies, thereby
facilitating specialist CAMH professionals to more ef fectively function as Tier 3
teams;

• a referral coordinator system operates in a number of providers.  The link worker
concept has also been developed in some providers.  Only one service in NI has a
dedicated full time manager;

• clinical networking with other services varies from provider to provider , and this
impacts on the nature of the work in which the dif ferent specialist CAMH teams
become involved;

• specialist CAMH services are under dif ferent directorates in dif ferent Boards e.g.
children’s services, mental health and disability, acute paediatric services;

• day hospital services are very limited; and
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• specific Trauma services for children and adolescents exist in some areas.

Mental Health Inpatient and Secure Residential Care Units – Tier 4

3.11 Inpatient services and secure residential care services are delivered on a regional basis by
separate providers.

• Child inpatient services under 14 years are delivered by Greenpark Health Care
Trust on the Forster Green Site.  15 in-patient places but owing to operational
difficulties only 10 can be used. 10 day patient places.  The South Eastern
Education & Library Board (SEELB) provides education through the Lindsay
School.

• Adolescent services 14 years - 17 years delivered by South & East Belfast Trust
currently on the Knockbracken site. 16 inpatient places are funded but owing to
operational dif ficulties not all can be used.  There is a day hospital service at
College Gardens, Belfast.

• Muckamore Abbey Hospital is the site of a 15 place assessment and treatment
inpatient provision for children with severe learning disabilities and challenging
behaviour and delivered by North and West Belfast Trust.  There are plans to
relocate this service in the community.

• Secure residential provision for children and adolescents in the care system, many
of whom have significant mental health needs, is delivered by the Ulster
Community and Hospitals Trust in the Lakewood Unit. 

3.12 However due to problems in recruiting staf f neither of the first 2 units can admit to full
capacity. A new build for adolescents (14- 17 years old) is planned for the Forster Green
site, Belfast. This will provide 16 places and 2 intensive care places.

3.13 The NICAPS study of inpatient places in England and Wales showed that current provision
of beds was not based on need. 53 The average was 3.4 beds per 100,000 under 18
population.  Based on work by Kurtz et al 54 and NICAPS it is recognised that around 20
to 40 CAMHS beds are required per one million total population. 55 This includes places
for younger children and for adolescents. 

3.14 For NI, the above recommendations equate to between 32 to 64 places in total.  The
planned expansion of inpatient services on the Forster Green site would bring total
inpatient places to 33 (18 for adolescents aged 14 – 17 and 15 for younger children aged
under 14).  Critically however , increasing the complement of inpatient places for
adolescents will be dependent on the development and recruitment of an adequately trained
workforce.

3.15 The “Secure Care Report” 56 made a number of recommendations in relation to the mental
health needs of children and young people in secure accommodation including the
development of protocols with CAMH services to inform the appropriate retention of
children within secure accommodation or where necessary their transfer to inpatient
adolescent facilities and the development of fast track procedures for assessment.  Work is
on this is ongoing. 
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Transition to Adult Mental Health services

3.16 The transfer of care between child and adolescent services and adult services usually
occurs around the age of 18.  Arrangements in NI at present could be considered informal
and too dependent on local networks and professional relationships.  Clearer guidelines and
greater flexibility are required.

First Episode Psychosis

3.17 The incidence of psychosis begins to rise during the 15-18 year age range.  There is some
suggestion that the incidence in NI is higher than other parts of the UK but this needs
further study. 57 Because of the dif fering age limits of services some are looked after by
CAMH services and some by adult services with the result that in NI these young people
get a very uneven quality of service.  Early intervention services for psychosis have not yet
been developed in NI. 

Assertive Outreach

3.18 Assertive outreach provides frequent contact and co-ordinated intensive treatment with the
young person and/or their carers by a multidisciplinary team.  This is provided by a
multidisciplinary team and can operate exclusively at outpatient level (outpatient assertive
outreach model) or in conjunction with day patient and inpatient services.

3.19 In England and Wales some Tier 4 services have moved away from exclusive inpatient care
and have developed models of assertive outreach and crisis intervention.  This has provided
much needed greater flexibility in meeting the needs of young people with complex mental
health problems.  It is recognised that improvement in provision for children and young
people at specialist Tier 2/3 CAMHS will impact positively and decrease the number of
those requiring Tier 4 service.  However there is no capacity in existing CAMH teams in
NI to provide such services.

Out of Hours and Emergency Provision

3.20 There are 3 main types of problems that commonly present as an emer gency:

i) those with an identified serious mental health problem e.g. psychosis, depression,
and rarely very serious eating disorder .  There is often a need for immediate
admission (within 24 hrs);

ii) young people presenting to a general hospital ward via Accident and Emer gency
(A&E) departments following an episode of or attempted self harm.  The treatment
needs are less clear in this group and in most cases admission to an acute paediatric
or medical ward followed by next day assessment and follow up by Tier 2/3 CAMH
services is appropriate; and

iii) children and adolescent with conduct disorders, out of control and challenging
behaviour about which there is often inter -agency confusion and disagreement.
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3.21 It would be expected that improved emergency provision in CAMH services would reduce
Tier 4 demands. 

3.22 No community CAMH service in NI can, within existing capacity , provide 24 hour cover
to general hospital A&E departments.  In some areas cover is provided by combinations of
social services duty social workers for under 16s, and adult psychiatric services for over
16s in consultation with the limited numbers of CAMH consultant psychiatrists.

Paediatrics/Child Health

3.23 The NHS Health Advisory Service 1 and Audit Commission 58 reports on CAMH services
estimated that 25% of the workload of community paediatricians is in the field of mental
health.  At this level many children with mental health problems and disorders (e.g. ADHD,
ASD) are being seen in community child health settings.  Apart from general practice this
is the most common setting where children with mental health problems present.

3.24 Children with ADHD place considerable demands on both community paediatric and
specialist CAMH services.  Assessment involves consideration of whether there are
alternative causes for restless inattentive and impulsive behaviour and whether comorbid
conditions are present.  Management involves liaising with schools and considerable time
is taken up in coordination of services.  Ongoing review of management programme and
medication is required as the child gets older and transfer between community paediatric
and specialist CAMH and adult mental health services can be dif ficult.

3.25 The extremely limited capacity of both community paediatric and specialist CAMHS in NI
has mitigated against the development of joint clinics for assessment of ADHD and ASD
locally although there are good examples of close collaboration for consultation and second
opinions.  Some community paediatric services have dedicated specialist nursing or
psychology input to deliver psychological interventions in ADHD clinics.

Learning Disability Services

3.26 Current services are fragmented, dif fer in each provider and there are a variety of service
models.  There is a lack of clear referral pathways and processes.  Intelligence Quotient
(IQ) less than 70 is often seen as a cut of f point between CAMH services and learning
disability services in some Board areas and 55 or 65 in others.  Lack of capacity in
specialist CAMH service restricts the services that can be provided to moderate and mild
learning disabled children and there is a significant shortfall of staf f with the specific
competencies to work with learning disabled children with mental health dif ficulties.

3.27 Children and young people with an IQ less than 50-55 generally come under the umbrella
of services for severe learning disability .  These teams may be part of a children’ s
directorate or a general learning disability directorate and there is usually access to social
services, community nursing learning disability services, allied health professionals,
psychiatry of learning disability, psychology services and paediatric services.
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3.28 Children and young people with a mild degree of learning disability , in health service
terminology, receive a less structured service than those with severe learning disability and
may be seen by CAMH services and other mental health services co-ordinated by the
paediatrician and general practitioner.  It is these children and young people who are likely
to have dif ficulty accessing appropriate mental health services within either learning
disability services or CAMH services due to the debates which occur regarding the cut of f
points by which services will accept referrals.

3.29 At Tier 4 children and young people with severe learning disabilities currently access
inpatient facilities in a hospital for those with a learning disability .

Children with Autistic Spectrum Disorder (ASD)

3.30 Most of the dif ficulties have arisen due to inadequately resourced services for this client
group.  Higher functioning ASD is increasingly recognised. 75%, of the children who are
now being diagnosed with ASD do not have a learning disability . 59 These children are
therefore being referred to specialist CAMH and Community Paediatric services rather
than learning disability services. This has led to an increase in the waiting times for
specialist CAMH services and community paediatrics.

3.31 Children and adolescents referred to specialist CAMH services and community paediatrics
in NI for assessment and treatment are in the main placed on routine waiting lists meaning
that the families can wait for a considerable length of time. Such waiting times are
unacceptable.  There are often significant delays between diagnosis and the provision of
support/treatment for children and families, causing further anxiety for the family .

3.32 Children with ASD have been described as ‘perfect victims’when it comes to victimisation
by their peers because of their profound lack of social skills 60 and long-term negative
health outcomes for children in the general population have been attributed to peer
victimisation with higher incidences recorded for depression, low self-esteem, anxiety ,
loneliness, and lower academic achievement. 61 62 Interventions which focus on reducing
isolation and integrating individuals into society are key to addressing the needs of these
young people. 63 The need to promote social competence and integration for young people
with ASD is not sufficiently addressed by current services in NI.

Looked After Children (LAC)

3.33 Children in substitute care are at increased risk of developing mental health problems. Risk
factors for mental ill-health reside within the interacting domains of the child, the family
and the environment, all of which are elevated for children who have entered care from
homes that may be conflictual, seriously neglectful or abusive.

3.34 In most cases attachment experiences with carers may have been disturbed and self-esteem,
interpersonal, emotional and intellectual skills inadequately developed.  They may have
difficulty making and sustaining friendships.  They may be experiencing failure at school.
Loss of significant relationships is almost always a significant issue and environmental
contributors to emotional and psychological vulnerability – such as poverty, homelessness
and discrimination are often present.
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3.35 Coming into care can bring protective factors into the lives of young people who need this
type of support - physical safety , better living conditions, fair and consistent rules to live
by, understanding and acceptance from attentive carers and residential workers - all of
which can support positive emotional and psychological development.  Despite the best of
intentions, however, the care system cannot emulate the constancy of family life and many
young people in care have been so disturbed by their experiences that the activities and
requirements of recovery can seem beyond their grasp.

3.36 These children have significant need for mental health supports in view of the levels of
difficulty identified. 42 The delivery of services to this population is complex and can meet
with impediments such as the impacts of high staf f turnover rates in residential care 64 or
multiple foster placements and unclear planning. 65 Traditional CAMH services have been
limited in their ability to meet the needs of LAC, hampered by a number of factors
including the unattractiveness of these traditional services due to stigma and a general lack
of belief on behalf of the young people that services have any relevance to them.  Within
Great Britain (GB) the Quality Protects initiative has provided both impetus and resources
for improved services to young people in care. 66 Within NI in recent years providers have
begun to dedicate posts and, in some cases, teams to the provision of mental health services
for young people in care. Developments are patchy , however , and there is a lack of
regionally coherent planning and investment.  Calls have been made for a specific mental
health strategy for looked after children 67 which would assist the development of tailored,
equitable services for this population.

Alcohol and Substance Misuse

3.37 The Alcohol and Substance Misuse Expert Working Committee of the Review have
produced a report exploring in depth many of these issues.  The report is available at
www.rmhldni.gov.uk/ and specifically Chapter 8 deals with services to children and young
people aged 17 and under. 

3.38 In NI services are mostly delivered by voluntary and community sector but there is little
multi-agency or partnership working between voluntary and community and statutory
services at either Tier 2 or Tier 3. 

3.39 The Health Advisory Service (HAS) report ‘The Substance of Young Needs’ 68 in arguing
for the development of a 4 Tier approach to this problem, highlights a potentially crucial
role played by CAMH services including:-

• arranging to add addiction skills to the assessment and treatment capabilities within
CAMH Services;

• arranging to work more closely with drug and alcohol services;
• considering the feasibility of suitably trained staf f being appointed to joint posts

across a range of disciplines.

Children that are victims of Trauma 

3.40 Recent research findings support observations gained through clinical practice that there
are parts of NI severely af fected by the legacy of the conflict. 69
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3.41 However it is important to remember that children suf fer from the consequences of other
traumatic experiences e.g. from experiencing road accidents, fires, assaults and other
crimes.  The Family Trauma Centre in Belfast and NOV A in SHSSB provide trauma
services which include but extend beyond those who have experienced trauma from the
conflict.

Feeding and Eating Disorders

3.42 At present, services for eating disordered children in NI are mainly provided by specialist
community CAMH teams, using local paediatric wards or regional inpatient units when
admission is necessary.  Inpatient places in regional units have not always been suf ficient
to meet demand, resulting in considerable pressure on overstretched outpatient services in
managing very ill young people in the community .  Liaison with paediatric services is
generally good.  Adult mental health services generally assume responsibility for 18 years
olds but some 16 and 17 year olds can be seen by adult disorder teams.  Dietetics services
provide services to some less severe eating disordered young people and support CAMH
professionals in provision of both inpatient and outpatient services.  ‘On the ground’liaison
between CAMH and dieticians is variable. Good initiatives with parent and carer support
groups developed in association with regional units and local voluntary groups were noted. 

3.43 The NICAPS study 53 found that, in addition to an eating disorders diagnosis and the burden
of care on family members, factors that contributed to inpatient admission included ease of
access to services, clinical experience of the referrer , the range of alternative to inpatient
care, and the general backdrop of service or ganisation.  The DHSSPS regional working
group on eating disorders will develop service provision to this group of children and
young people.

Services for Children and Adolescents with Challenging Behaviour

3.44 Children and young people who exhibit challenging behaviour and who also have complex
needs present a major challenge for all the agencies involved.  Agencies, both voluntary
and statutory often struggle to find appropriate ways of meeting needs and enacting
planned intervention.  A lack of resources, long waiting times for Tier 2/3 CAMHS, and
increased public expectation have led to many of these children and young people being
managed within their own communities.  This situation often leads to conflict in the
management of the case with their carers and their community .

3.45 Community services often have to run with high levels of risk with little or no access to
appropriate services, resources or consultation.  Some children are managed in the
community rather than residential care settings due to concerns that risks may multiply
when they are placed in ‘open care settings’.  Community service capacity must be
increased and services flexibly delivered to meet the needs of these young people.

3.46 The ‘Children Matter’ Review 70 reported a need for a small children’s residential sector for
those with emotional and psychological needs to support community and hospital services
for adolescents.  In other parts of the UK this is provided by the independent sector and
such provision is almost nonexistent in NI. 
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Education

3.47 Schools in NI make a significant contribution to the positive promotion of mental health
through enhancing self-esteem, encouraging sociability and promoting resilience in young
people.  More could be done through activities such as Circle Time, Circle of Friends,
Nurture Groups, the teaching of emotional skills and also various Anti-Bullying
programmes.  Much of this work is pro-active and preventive and can act as a filter prior
to the entry to Tier 1.

3.48 Schools however can also have negative effects on children’s mental health.  In NI pastoral
care in some schools has not fully achieved its potential and when schools put too much
emphasis on academic achievement, vulnerable children are often missed and may suf fer
as a result. 

3.49 The work of specialist CAMH teams necessitates close liaison with teachers and
educational psychologists and includes school observations and consultations.  In NI there
are different examples of joint practice in different areas of the province but all are limited
by capacity issues. Joint working is known to require greater time investment. 71

3.50 In addition to these areas of work, many schools in NI have dedicated counselling services
available to vulnerable children and young people.  These services are provided in a range
of ways including individual counsellors employed by individual schools and services
provided by independent providers.  Evaluations of such services indicate they are highly
valued by children and young people, parents and teachers, and that they benefit the mental
health and wellbeing of children and young people who present with more serious
problems. 72 73 Many providers identified the need for close consultation and partnership
work with local specialist CAMHS teams .       

3.51 The development of Behaviour Management Teams and Autism Advisory Teams has also
made an important contribution to supporting teachers which in turn has benefited young
people’s lives in many schools

3.52 It is recognised that non-attendance at school can be a pre cursor to other difficulties, many
of which have mental health consequences and here the role of the education welfare
services is evident.  The development of Education other than at School (EOTAS) services
has made a significant contribution to this issue and through networking; training and
consultation, capacity to respond to mental health issues could be improved.

Forensic Services

3.53 There is no dedicated forensic CAMH service in existence in NI. Limited services are
provided to individual young people by Tier 2/3 specialists on the basis of catchment area
and by contracted psychology input to the secure residential facilities. Specialist Tier 2/3
CAMH professionals occasionally commit resources to advising the courts on matters
relating to the welfare and needs of children when litigation or prosecution involves them.
The volume of cases is such that contributions by mental health professionals are only
possible in a minority of cases. In the future, there are likely to be more demands for mental
health opinions. Most specialist services are not resourced or trained to respond.
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3.54 A review of the mental health needs and services available to young people in regional care
services and in the justice system has been jointly commissioned by DHSSPS and the
Northern Ireland Office (NIO) and the report will read across to this Review .  

3.55 The target group is those young people who present with severe disorders of conduct and
emotion and neuro-psychological deficits or serious mental health problems who exhibit
high risk behaviours and who have become (or are likely to become) involved in criminal
proceedings through such behaviours as fire setting, physical and sexual assault.  Those
who raise most anxiety and sense of system powerlessness usually include:

• mentally disordered offenders (2 groups challenging behaviour and forensic);
• sex offenders and abusers;
• severely suicidal and self harming adolescents;
• very severely mentally ill adolescents;
• adolescents who need to begin psychiatric rehabilitation in secure circumstances;

and
• brain injured adolescents and those with severe or ganic disorders.

3.56 Children and adolescents who fall into the client group appropriate to a forensic CAMH
service are often highly mobile and frequently known to more than one agency.  Sometimes
their moves between agencies and sectors of care are planned, but, all too often, referrals
are made by the processes of exclusion, result from exhaustion of the capabilities of
particular services, or are made in desperation as a last-ditch attempt to help.  All too rarely
does it seem that the care of individuals is subject to rigorously planned integrated care
pathways.  

Voluntary and community organisations and the statutory/non-statutory interface

3.57 In the course of the Review, note was taken of imaginative, successful and pioneering work
in the broad CAMH field by voluntary organisations. Some examples of good practice are
projects involving Belfast Central Mission, Barnardos, Contact Youth, New Life (Ardoyne)
NI Association of Mental Health, NSPCC, Opportunity Youth, Extern (T urning Point),
STEER, Threshold, and VOYPIC.

3.58 They are prominent in the direct provision of mental health services through helpline and
other support services and through residential and day care provision.  Their active role in
the general promotion of good mental health among children and young people is self-
evident.  Much of their other work in the field is provided under the guise of generic
children’s services and therefore the full extent of their work is often hidden.  There are a
number of voluntary organisations working in partnership with CAMH services at all Tiers
to support young people and their parents/carers.  Voluntary groups can provide additional
and innovative approaches to tackling mental health issues and promoting recovery after ill
health.  Church youth groups and or ganisations such as the YMCA also contribute at a
community level to the promotion of good mental health in children and young people.

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 863 of 3342

MAHI - STM - 083 - 863



3.59 However, voluntary organisations are often prevented from long-term planning because of
uncertainty about funding, thus services are often provided for a limited term and provision
can be patchy, which leads to geographical inequity.  The absence of a regional strategy for
CAMH services has contributed to the situation where complementarity between statutory
and non-statutory services is dif ficult to maximise.  There can also be problems of
communication such that statutory providers and service users are not always aware of
services which are available through voluntary groups and partnerships, which could be
mutually beneficial, do not exist. 

Children with Sensory/Physical Disability and Enduring Physical Illnesses

3.60 Children who have physical disabilities and long-term health problems have higher rates of
mental health problems. 27 Their parents may have higher than average rates of social
welfare problems and relationship breakdown and their siblings higher than expected rates
of mental disorder.

3.61 A small minority of children require care and treatment for their healthcare problems
within the regional specialty centres.  Examples are plastic surgery for children undergoing
cleft lip corrections or for burns and neuropsychological treatments for head injured
children or children with severe epilepsy .  These may require specialist input from all
sectors - education, social and psychiatric services.

Gaps and deficiencies in current CAMHS provision

3.62 As is demonstrated above, it is acknowledged that within NI there are limited services in a
range of areas.  Some services have been more developed in certain areas by professionals
with a specialist interest e.g. eating disorders, autistic spectrum disorders and LAC.  These
services, where they exist, are limited and not equitably distributed across NI.  Furthermore
it is obvious that NI has a deficit in many areas when compared to other parts of the United
Kingdom, Ireland and Europe.  

3.63 It is revealing that the user and carer consultation summarised at the beginning of this
section portrays dichotomised views which might be characteristic of NI CAMHS over the
past 25 years.  Positive experiences of CAMHS provision reflect the considered attention
of committed staf f as well as local-level innovation and good practice.  The frustration
expressed with regard to long waiting lists and the unavailability of specific services and
information, on the other hand, reflects failure to develop services adequately due to a lack
of regionally co-ordinated planning and investment.

3.64 O’Rawe 74 in her review of CAMHS in Northern Ireland carried out on behalf of the
Children’s Law Centre points out  that the capacity of NI CAMHS to build on local
examples of best practice is enfeebled by �[t]he regional lack of priority and absence of
accountability and co-or dination for NI CAMHS. .”  She identifies an “.. ambivalence
towards pr oviding a compr ehensive CAMHS.. �, characterised by a regional lack of
monitoring data and associated with the absence of regional strategic coherence and with
“profound and longstanding” inadequacies in service provision on the ground.
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3.65 Developments in the past 2 years have not significantly altered the situation noted by
O’Rawe that, despite 25% of the NI population being younger than 18, expenditure on
CAMHS represents less than 5% of the total NI mental health budget. Her assertion
remains pertinent that failure to address the inequity of this situation will “… potentially
violate the [Eur opean Con vention on Human Rights] and the statutory equality duty
toward the most vulnerable mentally ill children and young people”.

3.66 In NI over the last 1 1 years, CAMH services have been developing from a very low
baseline with a particular focus on the enhancement of Tier 3 community services and on
an adolescent inpatient service. These developments have been hindered by the lack of a
strategic or operational plan that lays out a phased and managed approach.  The 1998
Policy Statement on Child and Adolescent Mental Health Services 75 addressed a number
of key areas of policy and it is of concern that relatively little progress would seem to have
been made since then, particularly in the areas of partnership and interagency/interservice
cooperation and establishing user/carer involvement.  This would seem to be related to
difficulties in the Children’ s Service Planning (CSP) process.  When implementing the
existing and future strategies for the wider children services agenda, the development of a
comprehensive CAMH service should be addressed across health, social services,
education, and youth justice.

3.67 We contend that Child and Adolescent Mental Health is a public health issue, as   evidenced
by the demographic and epidemiological evidence in Chapter 2.  A process for identifying
public health needs of children with mental health problems should therefore be established
to assist with the design and commissioning of statutory and non-statutory services.

3.68 One of the targets set in the CAMH policy statement was that a commissioning strategy for
delivering services based on identified need, and meaningful and measurable objectives
should be in place by 1 April 2000.  While there has been some progress towards a
commissioning strategy the issue of properly identifying need was never addressed. Any
commissioning strategy without this will inevitably only be partially informed.  A study of
the mental health needs of children in Northern Ireland should be commissioned as soon as
possible.  

3.69 NI CAMHS remains a disaggregated service. O’Rawe noted the “fundamental need for a
coherent, comprehensive regional CAMHS framework linked to an ef fective province-
wide network of statutory and voluntary bodies promoting mental well-being in children
and young people” (p. 13).  The following chapter attempts to begin to address this primary
deficit and addresses the observation made by O’Rawe that: “ NI CAMHS does not need a
structural review � it needs a structure�
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RECOMMENDATIONS

1. The development of a comprehensive CAMH service should be facilitated by establishing
a structured implementation process and, addressed across health, social services,
education, and youth justice.  It should include a process for identifying public health needs
of children with mental health problems.  Para 3.66, 3.67, 4.66

2. A study of the mental health needs of children in Northern Ireland, should be
commissioned as soon as possible.  Para 3.68
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CHAPTER 4

THE FUTURE ORGANISATION OF CAMH SERVICES

“…maybe they need to say ‘Right well maybe this isn’ t working, maybe we need to look at
something else’.  There seems to be a proliferation of ongoing treatment, just carrying on because
we’re there, something’s better to be seen to be done than nothing, but there is no realisation, ‘Hold
on a wee minute, maybe we should look at some alternatives or maybe I’m not helping, we should
change.’” - Parental comment. 

This Chapter pr ovides detailed pr oposals and r ecommendations for the r e-organisation and
expansion of the management and commissioning arrangements and relationships within child and
adolescent mental health services. Together with c hapters 5, 6 and 7 these r ecommendations, if
implemented, would substantially reduce the gaps and deficits outlined in the previous chapter and
deliver on the vision of a comprehensive CAMH service.

Developing an Integrated Children’s Service System

4.1 In �The optimal location for CAMHS – A response by Young Minds’ 76 the following
arguments were made for the organisation of CAMHS within children’s health services:

i. there are significant differences between children’s mental health services and adult
mental health services particularly in relation to the developmental perspective
integral to the former.  Children’s mental health services also have an important role
to play in relation to prevention and early intervention issues and network with
significantly different services to adult practitioners - notably education.  Ef fective
CAMHS planning needs to relate closely to the children’ s services planning
process;

ii. there is a risk that adult services are always prioritised over children’ s services;

iii. both families and young people themselves are very concerned about the issue of
stigmatisation and a link with adult mental health would compound this problem;

iv. the ethos of CAMHS is better understood by practitioners who work within
children’s health services than by adult psychiatrists;

v. medical referrals for mental health problems in children are as likely to go to
paediatricians, especially those based in the community, as to child psychiatrists or
clinical psychologists.  School and pre-school children with behavioural problems
are often seen by community child health services - where much Tier 1 and Tier 2
work takes place.  Acute mental health problems frequently present to paediatric
inpatient services.  Structures which enhance close child health and CAMHS links
are essential;
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vi. community child health services, including health visitors and school nurses are
actively involved in mental health promotion and preventative services; and

vii. professional contacts between psychiatrists will ensure that links with adult mental
health are in any case maintained. 

4.2 These points were considered when examining possible management and commissioning
arrangements for a future comprehensive CAMH service.  It was also noted that concerns
had been expressed that the location of CAMHS within Children’ s Services Directorates,
whilst promising considerable potential benefits in the provision of seamless care to
children and their families, also carried with it a corresponding risk.  That is, that within a
management structure of such breadth the specific requirements and developments of
CAMH services might be diluted by the requirements of the wider Children’ s Services
agenda.

4.3 In consultation with colleagues in NI and the UK it was concluded that there was no weight
of evidence which would suggest that this risk was greater within Children’ s Services
Directorates than it was within existing relationships with adult mental health directorates.
However to offset any risk of a dilution occurring it would be vital that the contribution of
CAMH professionals is maximised within directorates.  Existing models of good practice
in this regard are available from Wales and the NHSSB. 

4.4 It is recommended that, providers should develop Children’ s Services Directorates
bringing together all aspects of children’s services – Family and Child Care, Child Health,
Disability and CAMHS – as a single system under common management.  These HPSS
services should then operate in partnership with children’ s services in other agencies –
particularly education, youth justice, police and voluntary sectors – ef fectively as a single
system.

4.5 It is vital however that any development is an evolutionary process which ensures that
where existing management arrangements are working well service ef fectiveness is not
compromised for the sake of an artificial deadline.

Education

4.6 There is a need to recognise the role of the education sector and its interface with children
and young people.  For this to be achieved, the place of schools within the service delivery
framework must be specifically addressed rather than just added-on.  The Department of
Education and DHSSPS should set up an inter -departmental group to facilitate joined-up
planning and commissioning of services in mental health and education and to develop the
necessary collaboration in this field.

4.7 Schools have been found to be very ef fective settings for intervening in aggressive and
acting out behaviours. 77 78 This was recognised in the Audit Commission Misspent Youth
report. 79 When interventions are delivered in schools it is vital to involve pupils in any
initiatives to promote better behaviour. 80
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4.8 The crucial role and potential contribution of colleagues in the education sector (both
through schools and youth services) must be recognised.  Within this context the
importance of school ethos and the characteristics of effective schools must be recognised.
Any strategic development must enhance the capacity of such staff and ensure appropriate
linkages to other parts of the CAMH service.  Partnerships with other agencies will
enhance the ef fectiveness of school based interventions and are to be encouraged in line
with one of the key recommendations of this report.  Practitioners in education need to have
greater access to training in the necessary skills and knowledge to address children’ s and
young people’ s mental health needs, including fostering positive mental health in the
classroom, and referring to more specialised staf f when appropriate.

Environment

4.9 CAMH services should be located in appropriate child friendly , non-stigmatising
environments.  Where possible they should be located on the same site as or as near as
possible to other children’s services as this facilitates networking and joint working.

Managed Networks 

4.10 The concept of Managed Clinical Networks was first set out in the report of the Acute
Services Review. 81 It was followed in February 1999 by Management Executive Letter
(MEL), 82 which defined Managed Clinical Networks as: ‘linked groups of health
professionals and organisations from primary, secondary and tertiary care, working in a co-
ordinated manner, unconstrained by existing professional and Health Board boundaries, to
ensure equitable provision of high quality clinically ef fective services….’ 83

4.11 The key ideas behind Managed Clinical Networks are as follows:

• emphasis on connection and partnership;
• distribution of resources rather than centralisation;
• maximising the benefits for all patients;
• erosion of barriers between secondary and primary care;
• emphasis on the term ‘managed’ in managed clinical network to underscore the

importance of accountability and professional responsibility with a lead clinician
having central importance; and

• networks are consistent with a renewed emphasis on the role of primary care in
acute health care.

4.12 Managed Networks cross institutional and other or ganisational boundaries. Consequently
they challenge existing planning and budgetary processes which are based around facilities
or geographical areas.  They rest on top of, or weave their way through static components
of the overall service.  They demand high levels of partnership between all those within the
system as well as shared professional rotas and common clinical protocols.  Clinical life
needs to flow evenly across the network. 84

4.13 In NI, fragmentation has resulted from services being delivered by multiple providers,
some of whose focus has been acute health services.  This has impacted upon the service
delivery and efficiency of the specialist CAMH service.  It is recommended that managed
networks should be developed across all CAMH services in NI.
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4.14 The evidence on managed networks suggests that when establishing networks, it is
essential to get the balance right between formality and informality.  Network organisations
should be dynamic and fluid operating through trust and strong relationships.  Although
networks need some hierarchy to operate ef fectively, too much bureaucracy will wipe out
the benefits that a network organisation is designed to bring to the service.   It is envisaged
that networks would be both regional and local.  The variety of health, social, educational,
and voluntary sector inputs required in a CAMH service will necessitate local networks.
When care requires strong links from general CAMH care to subspecialists then the region
will be the only viable scale at which all elements of the service can be included, for
example regional inpatient units.

4.15 Without good management and leadership in CAMHS, any refined systems will be useless.
There is a need to strengthen the planning, commissioning and general management of
CAMHS in NI.  The roles and attributes of leaders and general managers, while
overlapping, can be distinguished. CAMHS require management both at planning and
service delivery levels.  The skills required are not found solely in any one profession.  Full
time CAMHS managers should be recruited to cover populations of approximately 240 -
300,000.

4.16 A CAMHS Development Co-ordinator should be appointed by the new Strategic Health
and Social Services Authority (SHSSA) to facilitate the development of management
structures at both a local level and also of local and regional Managed Networks across NI.
These developments would lead to a meaningful partnership between CAMH users, carers,
commissioners, managers and providers in the identification of need, planning and
evaluation of CAMH services for NI.

Models of Service Delivery

4.17 The Review undertook an extensive local consultation and a wide literature review , to
identify the key components that any model of service delivery should have.  It was agreed
that any model must ensure prompt access into the system for young people and their
families, as well as general practitioners, and other referrers.  Any service model also needs
to ensure that appropriate levels of care and ef fective transition arrangements for young
people moving on to adult services are in place.  

4.18 A number of dif ferent potential service delivery systems were examined. These are
discussed in some depth in a paper available at www.rmhldni.gov.uk.  It was clear that
some of the or ganisational structures explored were unsuitable as models of service
delivery, however cognisance was taken of the best practice ideas contained within each of
them.

4.19 Of those systems and models examined, both within this report and by the Review in
general, it was concluded that the 4 Tier model was the most effective at bringing together
the diverse number of services from which children and young people might receive help,
ranging from primary care, paediatrics, clinical psychology to specialist community
services and highly specialist inpatient units.  The model also has the flexibility to
encompass services outside health and social services such as education, youth justice and
the voluntary & community sector. 
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4.20 In addition, one of the recurring themes identified through-out the Review was that
services and projects established by social services departments, youth services of the
Education and Library Boards and by the voluntary sector are often doing preventative and
interventive CAMH work.  However they do not think of themselves as involved in the
delivery of CAMH services.  Such projects and services are integral to an effective service
and there is a need for the development of relationships between them and specialist
CAMH services.  This would allow referrals to be directed most appropriately , and where
needed, consultation by specialist CAMH services could be facilitated. It was concluded
that the 4 Tier model would be most ef fective at cementing these relationships.

4.21 To ensure that all services are known to all agencies and to facilitate more ef fective
collaboration and planning it is recommended that a CAMH service mapping exercise
should be carried out across all sectors by an independent research institute, and repeated
at regular intervals.  

The 4 Tier Model

4.22 The Tiered framework has 3 main purposes, first and foremost it is intended to be a
strategic and planning tool, secondly a communication tool.  The third use is as a blueprint
for how services are practically delivered on the ground.  This framework allows for a more
effective focus on the service functions required of a mature, effective and efficient CAMH
service that spans the agencies involved and their working practices. 

4.23 It is important to stress that whilst the 4 Tier framework is a useful conceptual tool, it
should not be seen as something constraining or limiting to the development of CAMH
services.  The model is not meant to be hierarchical. Children and services do not fit neatly
into Tiers and nor should they try to.  There is a misconception that children and young
people will move up through the Tiers as their condition is recognised as being more
complex.  In reality there will be some children and young people that may require services
from a number or even all of the Tiers at the same time.  The management of the networks
across the Tiers will be crucial to maintaining flexibility.  It is recommended that the 4 Tier
model should be developed in NI, re-emphasising the flexibility of the model as it was
originally conceived. When this vision is being implemented consideration should be given
to which agency takes the lead responsibility for each Tier. 

4.24 The model is divided into 4 Tiers of service with specific, but overlapping areas of
responsibility.  The diagram is an attempt to illustrate the functionality of the Tiers. These
are described below:

Tier 1

4.25 Tier 1 offers interventions to children with mild to moderate mental health problems. Many
of these are self limiting but may cause considerable distress in the child or family and
disruption to the child’s learning.  It is usually the first point of contact between a child and
family with primary care, Education and/or voluntary and community agencies.  Tier 1
staff includes GPs, other primary healthcarers, staf f of child health services, school staf f
(teachers and counsellors),  non-specialist children’ s social workers and many non-
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statutory sector workers.  This Tier should be accessible across NI.  Only a very small
proportion of children with these problems present to services and when they do present
problems, they are frequently missed.  The professionals will need generic training at this
level. Services provided at this level will include:

• health promotion to prevent or interrupt the development of mental health
problems;

• identification of mental health problems early in their development with early
intervention;

• advice, and in some incidents treatment for less severe mental health problems
(including emotional and behavioural problems);

• provision of support to enable families to function in a responsive manner to
behavioural cues;

• enable families or carers to resolve parenting dif ficulties effectively;
• enable children to resolve their own emotional and or behavioural problems; and
• inclusion of children, young people and families as partners in the intervention

process.
Tier 2

4.26 Tier 2 is the first line of specialist services. The staff include members of health-provided
specialist CAMHS, community paediatricians, educational psychologists, specialist
teachers, specialist children’ s social workers and some staf f of voluntary or ganisations.
They will need to have completed a dedicated training in the assessment and treatment of
a range of mental health disorders.  Tier 2 workers operate as individual practitioners,
offering interventions for mental health problems and mental disorders.  Not infrequently,
staff will work as members of teams to which they may refer .  Together, the functions
delivered at Tier 2 are those required in each locality . 

4.27 This Tier should be in a position to:-

• enable children and their families to function in a less distressed manner;
• promote services and activities to facilitate children to address and manage their

mental health problems;
• assessment and intervention for children and their families with mental health

problems;
• contribute to training, advice and consultation for people working at Tier 1 and 2 
• assessment and appropriate referral to a range of other services; and
• inclusion of children, young people and families as partners in the intervention

process.

Tier 3

4.28 Tier 3 services are more specialised. They are staffed by specialist CAMHS professionals
from Tier 2 (para 4.26) who become Tier 3 workers when they function together as teams
for particular children and families. Interventions are of fered by professionals working in
specialist multidisciplinary teams.  They provide specialist services for more severe,
complex and persistent mental disorders and illness.  This group of professionals require
specialist training opportunities.  This service should be accessible across NI at a number
of centralised sites. Tier 3 will provide:
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• assessment and treatment of child and adolescent mental health disorders working
with children and their families or carers; 

• contribute to the training, advice and consultation to Tiers 1, 2 and 3; 
• advice and education for families;
• feeding and Eating Disorder service;
• signposting to a range of other services;
• participation in research, development and audit projects;
• co-ordinating transition of children, adolescents and families to other Tiers; and
• inclusion of children, their families or carers and other agencies as partners in the

process.

Tier 4

4.29 Tier 4 services deliver very specialised interventions and care for the most complex or
uncommon disorders or illnesses.  They include very specialised clinics that are only
supportable on a regional or national basis, inpatient psychiatric services for children and
adolescents, residential schools and very specialised residential social care.  Partnership
between education, youth justice, health and social services is essential at this level.  This
group of professionals require specialist training.  These services will normally have the
same profile of professionals as at Tier 3 and the range of services delivered may include:

• child & adolescent in-patient and day-patient services;
• secure and forensic services;
• feeding and eating disorder service;
• specialist team for neuro-psychiatric problems;
• specialist service for sensory impaired young people;
• specialist service for gender identity disorders; 
• inclusion of children, their families or carers and other agencies as partners in the

process; and
• contribute to training, advice and consultation to Tiers 1,2,3 and 4

Integrating Mental Health Promotion into Tiers

4.30 The key theme of this Review is the development of a holistic and integrated mental health
service for children and young people that crosses or ganisational and institutional
boundaries.  Close partnerships and working relationships are vital to achieving this vision.
Given that the Review has recommended the adoption of the 4 Tier model, it would be a
missed opportunity not to examine the various planning and service commissioning models
which exist in Social Services, Education and Youth Justice etc.  Of particular note is the
Hardiker model 85 of 4 levels of need, which is used extensively in Children’ s Services
Planning (CSP). Given the similarity that exists between Hardiker and the 4 Tier model, we
believe that an opportunity exists for health and social services planners and
commissioners to co-ordinate their services much more effectively.  This would encourage
the development of a common language across social care, education and mental health
services and should be included in the remit of the interdepartmental working group
recommended in para 4.6.

. 
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Care Pathways

4.31 The notion of the care pathway is central to adopting the perspective of children, young
people and their families, and in making patient-centred service improvements.  The
Scottish Executive’ s document ‘The Mental Health of Children and Young People’ 30

stated:

�A particularly important quality of functioning as an intellig ent network is that
participants envisage the car e pathways whic h children and young people may need to
take, and then act with their partner s in the network to mak e that pathway � and inter -
agency transitions in particular � as smooth as possible� 

4.32 Clear pathways of care both into and out of services should be developed.  Models for
improving the links between the 4 Tiers will necessitate the development of posts from the
range of disciplines involved in CAMHS that can bridge both inpatient/residential and
community services.  These developments will help improve post dischar ge care and
ongoing work in the community and will be a benefit accruing from a managed network.

4.33 As a priority the care pathway into Tier 4 services for children and adolescents with high
risk, complex mental health needs must be defined.  In most cases referral to CAMH Tier
2/3 services should provide the initial assessment and consultation with the child and
family.  In general, the Tier 2/3 service will remain involved with the young person in order
to ensure continuity of care, maintain local community and family links and facilitate the
resettlement of the child back into the community as they move from care in a Tier 4
service.  Tier 4 services will need to work with the key agencies involved with children and
young people to define the supported care pathways back into the local community .

Multi-disciplinary working

4.34 Multi-disciplinary teams can operate like small locally based networks, as ideally , they
ensure that the appropriate professional provides intervention or that interdisciplinary
support and advice are available.  In practice, however, there is often a lack of clarity about
a range of issues of importance to team function, such as the dif fering roles of core
professionals.  As well as having impacts on ef fectiveness, such issues can lead to tension
within the multi-disciplinary team. One professional in a submission to the Review
suggested:

The tensions involved in multi-disciplinary team working are extremely pertinent in terms
of the direction and quality of the service delivered� (I)n terms of the stresses that can be
generated, it is important that the tensions in volved within suc h teams ar e recognised,
acknowledged and addr essed� A team...that does not addr ess these issues is inher ently
flawed and will ine vitably fr acture. This may have de vastating consequences for all
concerned, but particularly for users.

4.35 It has been suggested that the requirements for ef fective team-working include: clarity
about rules, boundaries and expectations; autonomy; a high degree of participation; and
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supportive relationships. 86 With such clarity seemingly as elusive as the process involved
in establishing it, it is not always easy to achieve ‘supportive relationships’.  The same
issues arise in relation to multi-agency teams and the findings of the MA TCH study 87

illustrate the nature of the dif ficulties.  For example, the study demonstrated how team
beliefs could impact on practice, and how such processes could mar ginalise some team
members.  The report of fers practical strategies for good practice in multi-agency team-
work at structural/organisational, ideological and procedural levels.

4.36 The professions currently represented in multidisciplinary CAMHS teams and how they
relate to the aims of multidisciplinary assessment and treatment is subject to variation.  A
range of disciplines may be involved in gathering information relating to the bio-psycho-
social perspectives of a comprehensive assessment.  Systemic, narrative or psychodynamic
perspectives might be added to enhance the assessment’s holistic value.  There is, however
no widely agreed set of components to such an assessment, and therefore no clear
consensus on the competency requirements within a team to achieve it.  Also the
hierarchical organisation of teams is not explicitly related to their function.  Within NI, for
example, a majority of teams appear to be ‘psychiatry-led’.  Examples exist in Great
Britain and elsewhere of teams where professional inputs are specified but the lead can be
provided by any of the professions involved.

4.37 In view of these issues we consider that a review of multi-disciplinary and multi-agency
CAMHS working is required to inform the future planning and commissioning of services
at Tiers 3 and 4.  Clarity is required with regard to purposes, methods of functioning, and
required competencies for specialist mental-health teams.  This should include a review of
which are the ‘core’ disciplines and competencies required in specialist teams and the
implications in terms of representation of professional groups.  Such a review - which
would be consistent with the current Knowledge and Skills Framework agenda - should
also address the stresses involved in multidisciplinary working, and should form an aspect
of the early working brief of the CAMHS Development Co-ordinator .

Paediatrics/Child Health

4.38 Paediatricians and staff of most other disciplines who work in child health services have a
vital role to play in developing mental healthcare.  They have an influential place inside of
a web of professional relationships involving education, social services departments and
primary healthcare as well as voluntary and community agencies.  They are best thought
of as a part of Tier 2 services.

4.39 Child health services should be seen by all concerned as an essential part of a system of
integrated CAMH service.  Conversely specialist Tier 3 CAMH services should be viewed
as making a key contribution to children’s health and to paediatric care.  This is a two way
process and specialist CAMH services should aim to develop closer links with
paediatricians.  For many Tier 2 staff this can be provided by of fering access to Specialist
CAMH colleagues for consultation and support.
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4.40 Specialist CAMH services should continue to develop their services for ADHD and ASD
in conjunction with Community Paediatric services.  These services should agree and
develop clear referral pathways and guidelines for the assessment and treatment of ADHD
and ASD.  Within a number of Trusts in NI, specialist CAMH posts have been established
at Tier 2 to work with paediatricians to provide assessment and psychosocial intervention
alongside or in place of medical care.  Such service models support quality provision.
When resources permit, joint clinics should be developed for assessment and management
of the more complex cases.

Age Range of Services

4.41 The provisions of the key legislation that underpins child care, the Children   (Northern
Ireland) Order 1995 , should guide the policy decision on the appropriate age range of
services for CAMH services.

4.42 It is recognised however that this policy is not applied or applicable in the HPSS in all areas
currently and that extending the age range for CAMH services at local level will need to
take account of the resources required to meet the increasing incidence of mental illness in
later adolescence. 88 It is estimated that because 16 and 17 year olds are particularly likely
to have expensive to treat mental health problems the cost of a comprehensive CAMH
service that includes 16 and 17 year olds may be twice as much as a service for 0 -16 years
olds.

4.43 Adult mental health services need to be able to allow young people with mental illnesses,
who are developmentally mature, early access to adult facilities.  This is particularly
important in the matter of early intervention services for psychosis.  Generally however
CAMH services should ordinarily cover children and young people up to their 18th
birthday.

4.44 With regard to inpatient services the committee share the widespread concern about
adolescents being admitted to adult psychiatric wards and note the view that such
admissions are “unacceptable.”  The Royal College of Psychiatrists 89 has already
recommended that young people under 16 should not be admitted to adult wards, and those
aged 16 and 17 should be admitted only under special circumstances.  We support this view
and recommend that young people requiring inpatient treatment should be treated in
developmentally appropriate settings.

4.45 At times, children and young people with psychiatric disorders will be admitted to general
paediatric or adult wards, or to adult psychiatric wards, in a crisis situation and because it
is not feasible to transfer the patient to a psychiatric inpatient facility for children or young
people.  This may be because such facilities are remote, or because they are unable to offer
a place. Admission to general wards or to adult psychiatric wards can provide a temporary
place of safety and care, but must only be a short-term arrangement. 

4.46 Psychiatric inpatient units for young people must be the preferred placement in most
situations and suitable facilities must be ur gently developed in NI (see para 3.13-3.16.)
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They provide treatment based on a model of care which takes account of the developmental
needs of the young person, but at times, those needs may be better met in adult services. 90

For example, those young people under the age of 18 who work, live independently from
their family, are in partnerships, or are parenting children may find that adult services are
more appropriate.  Those approaching the age of 18 at the time of first onset of major
mental illness e.g. psychosis may similarly find the resources of adult services better
orientated to their needs.  There are “special circumstances” where admission to an adult
ward may be acceptable and an inflexible policy is to be regretted if in the absence of an
age appropriate place it precludes a seriously ill young person from the inpatient care they
need.

4.47 We also believe that the personal preference of a young person aged over 16 to be admitted
to a local adult facility rather than a remote young people’s psychiatric inpatient unit must
be considered and respected wherever appropriate.  Good practice guidance on admissions
of young people to adult psychiatric wards is available 91 92 and every effort should be made
to achieve compliance with such guidance.

Community Services

4.48 There is a need to ensure that those in contact with children have knowledge of children’ s
mental health needs, and know how to refer to the appropriate specialist services.
Collaboration between education, CAMH professionals, and colleagues in the non-
statutory sector is lacking and vital to the early identification of problems and to maximise
the health outcomes of children.

Legal provision for Children

4.49 The main legislation underpinning CAMH services is the Children (Northern Ireland)
Order 1995.  Part I of that Order provides core principles for legal decision-making
concerning children.  In addition, the principles in the Order provide a solid framework for
planning and delivering all children’s services.  Relatively few children and adolescents are
made the subject of compulsory care and treatment under powers in the present Mental
Health (Northern Ireland) Order 1986.  Despite this, the Review considers that the ability
to do so, when appropriate, is vital to the effective care of certain young people.  The ability
to provide the protection afforded by law to detained people and the inclusion of principles
relating to consent by minors and restriction of children’ s liberty within the Code of
Practice 93 is equally important. 

4.50 The Review’ s Legal Issues Working Committee will report separately on a new legal
framework.  This will include principles for care and treatment of children and young
people. 

Involving Users and Carers

4.51 A clear intention of the Review was to engage consumer expertise as a means for testing
out its ongoing work and proposals.  The Review employed a range of consultation
methods to elicit the views, opinions and advice of interested individuals and groups.
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Within the CAMHS expert working group and its sub-committees, a range of stakeholders
was represented.  These included workers from statutory health, education and voluntary
service backgrounds as well as representatives from service user/carer groups. 

4.52 The benefits to health services of involving users and carers are well established. 94 The
NHS Executive has detailed a range of such benefits including: increasing the likelihood
that services are appropriate and ef fective, based on identified needs; meeting users’ and
carers’ increasing wishes for more openness, accountability , and adequate information
about their health condition, treatment and care; improving healthcare outcomes and client
satisfaction; and providing access to reliable and relevant information that may help clients
to assess clinical effectiveness for themselves. 95

4.53 The Audit Commission’s Report – Children in Mind 58 stated that CAMHS commissioners
and service providers needed to take a holistic approach and assess needs systematically by
consulting widely, including children and their parents.  The need to involve children in
service planning and evaluation has become clearer since the UK Government ratified the
United Nations Convention on the Rights of the Child (UNCRC) and since the
implementation of the Children (Northern Ireland) Order 1995. 

4.54 Pressures placed on parents and carers when young people experience mental ill-health can
be significant, and in Britain the requirement to engage with carers to assess and meet their
needs has been established through the National Service Framework for Mental Health,
Standard 6.  In a broader sense the importance of engaging carers’ expertise in helping to
shape individual care plans and in contributing to service planning and evaluation is also
widely recognised and methods for doing this have been described e.g. Carers Northern
Ireland, 2000. 96 In view of these issues the case for involving service users and carers in
the most significant review of CAMH services ever undertaken in NI was clear .

4.55 Consequently the Review commissioned a series of consultation exercises to explore
service user and carer views.  These involved a number of client groups including specific
users of CAMH services, their carers, as well as targetted consultations with young people
from ethnic minorities, children ‘at risk’ as well as representatives from young people in
general.  This focus on consultation provided a wealth of feedback and this material is
available at www.rmhldni.gov.uk.

4.56 Of note was the specific exercise with CAMH services users and carers, whilst not an
exhaustive or comprehensive investigation of user and carer views of services in the region
it does provide a useful indication of the types of opinions and concerns that people hold
based on real experiences of using services. 

4.57 The investigation employed a 2 stage qualitative approach consisting of an open ended
questionnaire and a series of 4 focus groups.  Findings from the questionnaire study
showed that to a lar ge extent service users felt positive about their contact with CAMH
services.  Clearly the interpersonal contact and communication between users and
providers is a strength of current provision.  However , considerably more detail was
captured through discussions with users and carers in the focus group study . 
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4.58 On the whole, participants in these discussions were more critical of services than were
those who completed questionnaires.  Some participants stated that they did not feel
consulted or heard during their treatment or during the treatment of their children.  The
most common criticism voiced by many people was about the unacceptable length of time
they found themselves waiting to be seen once they had been referred.  A number of carers
commented on the absence of specialist services such as for eating disorders or attachment
difficulties.  Difficulty with accessing respite was also a concern.

4.59 The issue of a lack of information provision and understanding about the role of CAMHS
in the community was something highlighted in both questionnaire and focus group
responses.  Participants felt that CAMHS needs a higher profile to contribute to public
understandings about mental health issues and to alert families who might benefit from the
services. Many stated how they regretted not knowing what CAMHS had to of fer sooner
as they felt this delayed their receiving help for their children.  Young people described
how stigma affected their lives and could be an impediment to connecting with services. 

4.60 One of the clearest lessons from the consultation is that carers as a group, as well as young
people, have complex needs and sophisticated views about CAMHS.  Research has
indicated that professionals can hold confused views of carers, seeing them as resources or
co-workers or clients or some combination of more than one of these roles. 97 The type of
support offered will be shaped by these conceptualisations, but these complex issues are
rarely taken into consideration when planning service development.  Further detailed
consultation with carer groups at local and regional levels would help to clarify carers’
needs, what carers can bring to services and what might be the best ways of negotiating
around these issues.

4.61 In addition the views of carers were also sought by offering various groups and individuals
the opportunity to present verbally or in writing to the Committee. It was clear that the
development of information for users, carers and other agencies explaining the range and
scope of CAMH services was a priority.

4.62 As well as indicating satisfaction with many aspects of CAMH services, the users and
carers consulted in the course of the CAMHS review highlighted much dissatisfaction and
offered many suggestions about how their concerns might be addressed.  The following are
among the areas signposted for development:

• the need to prioritise developing service capacity at all tiers of provision to improve
general accessibility , reduce unacceptable waiting times, and address limited or
absent availability of specialist services to specific groups was emphasized by users
and carers;

• it appears that there is a need to establish public health information projects with
regard to child and adolescent mental health, and to improve information provision
to communities about their local services;

• users and carers indicated willingness to work collaboratively with providers in
terms of developing care and treatment plans and sharing information; models of
treatment and service provision should be developed along lines that will facilitate
such collaboration;

40

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 880 of 3342

MAHI - STM - 083 - 880



• there is a need to implement assessment models that evaluate the needs of carers
and other family members as well as identified patients, and that utilise the
expertise available within families about how help should be provided; and

• in terms of CAMHS outputs, user -focussed evaluation of services should be
established as standard practice, to include investigation of their overall public
health impact;

4.63 A next stage in this process of engagement may be a commitment to quantifying user
concerns in areas highlighted by this consultation.  Crucially , methods and or ganisational
structures should be established to ensure user/carer involvement in the future shaping and
monitoring of CAMHS.

Ethnic Minorities

4.64 The views of children from ethnic minorities were also of particular note. Lack of trust, and
concerns about confidentiality , as well as language dif ficulties were all identified as
barriers to children and young people seeking help and advice.  The young people also
emphasised the importance of their family circle and how it played a very significant role
in the young person’s life. Notably family was viewed as being both a cause of strain and
a support. 

4.65 Participants also felt that they were more likely to be bullied or teased because of their
ethnic origin, and they felt that more needed to be done to enhance seem esteem. However
there was mixed feelings about the provision of formal school based information etc on
ethnicity as there was a fear that this would further identify them as dif ferent.  The clear
lesson from the consultation is that much more research is needed in collaboration with
children and young people from an ethnic minority background.

Implementing the Vision

4.66 In order to realise the vision of a comprehensive CAMH service for Northern Ireland, the
Review considers that a structured implementation process is required. Central to this
process will be the CAMHS Development Co-ordinator who would work with an
implementation Advisory Group comprised of commissioners, providers and users. The
work of this group will be facilitated by a sub-committee structure which will address the
following 4 areas:

• Commissioning. A sub-group, ideally short-lived, would address clarification and
agreement of commissioning arrangements for CAMHS in Northern Ireland.

• Informatics. This sub-group would address issues such as the commissioning of a
regional needs-assessment study , CAMHS mapping and the development of
information systems.

• Service delivery . This group would focus on the implementation and further
development of a service model for CAMHS, addressing such issues as establishing
lead agencies and service delivery models for CAMHS tiers, developing managed
clinical networks and, reviewing multi-disciplinary and multi-agency working.

• Work-force develpment . This group would address issues such as developing
capacity throughout the tiered CAMH service and addressing the training and
continuing professional development needs of service providers.
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RECOMMENDATIONS

3. Providers should develop Children’s Services Directorates bringing together all aspects
of children’s services as a single system under common management.  Para 4.4

4. The Departments of Education and DHSSPS should set up an inter -departmental group to
facilitate joined-up planning and commissioning of services in Mental Health and
Education.  Para 4.6, 4.30

5. Practitioners in education staf f must be given training in the necessary skills and
knowledge to address children’ s and young people’ s mental health needs, including
fostering positive mental health in the classroom, and referring to more specialised staf f
when appropriate.  Para 4.8

6. Managed networks, both local and regional should be developed across all CAMH
services in Northern Ireland.  A CAMHS Development Co-ordinator must be appointed
to facilitate the development of these management structures.  Para 4.13, 4.16.

7. Full time CAMHS managers should be recruited to cover populations of approximately
250 - 300,000.  Para 4.15

8. A CAMH service mapping exercise should be carried out across all sectors by an
independent research institute and repeated at regular intervals.  Para 4.21

9. The 4 Tier model should be developed in Northern Ireland, re-emphasising the flexibility
of the model as it was originally conceived.  Para 4.23

10. A review of multi-disciplinary and multi-agency CAMHS working is required to inform
the future planning and commissioning of services and should form an aspect of the early
working brief of the CAMH Development Co-ordinator.  Para 4.37

11. Community paediatric services and specialist CAMH services should develop clear
referral pathways and guidelines for the assessment and treatment of ADHD and ASD.
Para 4.40

12. CAMH services should ordinarily cover children and young people up to their 18th
birthday. At all times they should be located in developmentally appropriate settings.
Para 4.9, 4.43,4.44, 4.46, 4.47

13. The development of information for users, carers and other agencies explaining the range
and scope of CAMH services is required. Methods and or ganizational structures should
be established to ensure user/carer involvement in the future shaping and monitoring of
CAMHS.  Para 4.61, 4.63
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CHAPTER 5

FUTURE SERVICES TO PROMOTE CHILD MENTAL HEALTH AND PREVENT
MENTAL ILL-HEALTH

5.1 Mental health promotion can in part be understood as an approach to preventing the
development of mental health disorders. Prevention has been understood in terms of 3
related types of activity. 98

(i) Primary prevention aims to reduce the incidence of disorders by preventing new
cases from developing.  Primary prevention interventions are aimed at those who do
not show any sign of disorder but may be at risk of developing disorder .

(ii) Secondary prevention aims to detect disorder early on and provide ef fective
treatment.  An aspect of such treatment is that it seeks out its recipients, as opposed
to waiting for them to present.

(iii) Tertiary prevention aims to minimise the accruing disabilities or handicaps that may
be associated with the presence of disorder. 

5.2 Among the advantages of using this conceptualisation of mental ill-health prevention is
that it demonstrates the continuity between ‘prevention’ and ‘treatment’, emphasising that
prevention is future oriented. 99 Prevention is a core aspect of any comprehensive CAMH.
The following are examples of some of the types of prevention work that need to receive
significantly more attention within NI:

(i) Primary Prevention Strategies

5.3 Schools have a vital role to play in primary prevention work.  There is strong international
evidence to suggest that a whole school approach is vital in ef fectively promoting
emotional and social competence and well being.  The ‘healthy school’ approach, which
has been promoted by the WHO, recognizes that it is the overall climate and context of the
school that is supportive of development.  This contrasts with programmes aimed only at
the behaviour of individuals.  The Personal, Social and Health Education/personal
development curricula presents opportunities to promote the mental health and wellbeing
of all children and young people at school across the primary, special and secondary school
sectors in NI.

5.4 A number of more targeted programmes have been developed and shown to be effective in
promoting emotional and social competence within a wider supportive environment.  There
is sound evidence from the literature that such work has a wide range of educational and
social benefits including greater educational attainment and work success, improved
behaviour , increased inclusion, improved learning, greater social cohesion and
improvements to mental health.  Moreover it seems that work, which aims to tar get
particular groups of children or young people, has also a wider benefit for the whole school
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community.  Schools that are ef fective with vulnerable groups, tend also to be ef fective
schools. 

5.5 Bullying can have a serious negative impact on individual children and young people even
after a short period resulting in lost confidence and diminished self-esteem.  Children who
have experienced bullying are likely to have suf fered loss of self-esteem, coping and
resiliency and some may develop depression as a consequence of their experience.
Effective appropriate early intervention is required to support the mental health needs of
both the victim and the perpetrator.  Strategies for the provision of services for children and
young people who have experienced bullying and for the provision of assessment and
treatment services for children and young people who display bullying should be
considered.

5.6 In 1997, the British Medical Association produced a report that suggested that sex
education should include information on homosexuality as part of the National Curriculum.
This was based on the position that, 

�Young lesbian, gay or bise xual people may be e xposed to mental or physical health
problems as a result of social isolation, bullying or lack of self-esteem� 100

5.7 The Review supports this suggestion recognising that delivery of such education must take
into consideration the complexity arising from dif fering religious and societal influences
on young people.  The SHOUT Report 16 highlights the figures in relation to negative
experiences of young people who identify as Gay , Lesbian or Bi-sexual (G.L.B).  The
findings of the Shout Report indicate that 24% of the respondents have been medicated for
depression and 29% have attempted suicide and 26% have self-harmed.  These figures
correspond with figures for young G.L.B in Britain and America.  The picture is emerging
of serious issues of mental health for young G.L.B people.  A cautious response is however
required to ensure that young G.L.B people do not acquire another label of being mentally
ill.  Further investigation needs to take place into the specific mental health needs of young
people who identify as gay lesbian or bisexual.

(ii) Secondary Prevention Strategies

5.8 Health promotion and other preventative strategies have been aimed at very young children
(infants) and parent-infant relationships in particular and are often referred to as ‘early
intervention’ or ‘infant mental health’ initiatives.  In ‘at risk’ communities or families such
interventions attempt to promote good parent-child relationships and should be more cost
effective than trying to repair damage at a later stage.  They may prevent the development
of attachment disorders and other problems that are sometimes labelled as Attention Deficit
Hyperactivity Disorder (ADHD).  Health visitors have a vital role to play here and a focus
on training in infant mental health, promotion of healthy attachments and accurate early
detection of difficulties would greatly enhance their impact in this area.
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5.9 a number of early intervention programmes have been developed and evaluated.  Factors
contributing to effective outcomes in early intervention include:

• multisystemic involvement including teacher training, an educational focussed
component for the child and a supportive parent focussed activity;

• intervention beginning with very young children;
• intervention sustained over time; and
• community based intervention with partnerships between parents, the community

and professionals.

The Incredible Years Programmes 101 is one such example of a well established and
validated intervention which focuses on the behavioural problems of young children (2 - 8
years)

5.10 There is also a need for educational, health and mental health professionals to work in
schools to provide early help for individual children who are beginning to show evidence
of mental health dif ficulties. Independent Schools’ Counselling services provide children
and young people with a listening ear and someone to turn to in the school setting.  These
services provide accessible one to one support to vulnerable children and young people in
coping with a range of issues that include domestic violence, bullying, parental alcohol
abuse and family separation.  Referrals are received directly from children and young
people themselves as well as from parents and teachers.  These services complement the
work of the pastoral care team in school, fostering coping skills as well as a culture of
accessing support among children and young people.

5.11 Homestart, and more specifically Sure Start, programmes are examples of such
programmes, and may involve a range of Tier 1 professionals and trained volunteers.  It is
our conclusion however that the best programmes will take place across the tiers and will
involve Tier 2 and 3 CAMH services for consultancy , evaluation and training.  This will
necessitate increased capacity at all these levels.  Early intervention should not be thought
of as purely a Tier 1 matter.

5.12 The development of infant mental health and early intervention services should be pursued
as a preventative strategy throughout NI.  The essence of such services is that they should
be multiprofessional and multiagency , bringing together those working in the primary
health field with Sure Start Workers, adult mental health services and CAMHS. 

5.13 Tier 2 & 3 services are aimed mainly at behavioural problems that may present at home, in
the school or both.  Parent management training programmes have been shown to be the
most effective method for intervening in behavioural problems in children. 10 Programmes
which combine parent management training with problem solving skills training for
children may be more ef fective than those programmes which only train the parents. 102

Therefore when parenting programmes are set up for established behavioural problems
they should incorporate both of these elements.  A strategy for the evaluation of these
programmes should also be developed.
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5.14 Experiencing mental ill-health can significantly interfere with parents’ ability to make use
of parent management programmes.  Professionals should be aware that interagency
working and possible onward referral to Adult Services might be required when parents
have significant mental health needs.  Equally interagency working is also required to
protect and safeguard the welfare of children and young people in some cases of parental
psychiatric illness.  The recommendations of ‘Patients as Parents’ 103 are endorsed which
highlight the need for education, training, audit and development of shared protocols to
improve practice across this important interface.  A video produced by the Royal College
of Psychiatrists – “Being seen and heard” 104 explores this interface and is very useful for
raising awareness and for training purposes.

5.15 Suicide and self-harm have been highlighted in this report as a pressing issue to be
addressed by CAMHS.  A suicide prevention strategy for NI is required and
recommendations are made in the report of the Mental Health Promotion Expert Working
Committee of the Review.  The report is available at (www.rmhldni.gov.uk) 

5.16 Risk factors for suicide have been identified at the individual, family and social-
demographic levels.  Among these, the presence of depression is the strongest health-
related risk factor .  Consequently it makes sense to orientate prevention work towards
identifying and effectively treating young people with emotional disorders placing them at
risk of suicide.  Good follow up procedures after attempted suicide are also an essential
component of CAMH service provision.  A recent review has concluded, however , that
“…child-focussed multi-modal programmes which include some combination of didactic
instruction and discussion, bibliotherapy , and behavioural skills training may be very
effective in increasing suicide-related knowledge, willingness to seek help if suicidal, and
willingness to encourage potentially suicidal peers to see professional help.” 105

Consequently there is a need to address the prevention of suicide through multi-modal
programmes, probably best delivered via education services.

(iii) Tertiary Prevention Strategies

5.17 Children who have experienced child abuse, be it physical, sexual, emotional or neglect are
likely to have complex physical, educational, social, psychological and protection needs.
These needs require a multi-disciplinary, multi-agency response which addresses the needs
of the whole child, and CAMH services at all 4 Tiers have a role to play in helping children
recover and ensuring that they are protected.

5.18 In addition, children with pre-existing mental health needs as well as those with physical
and/or learning disabilities are likely to be at more risk of child abuse or repeat abuse.
These children need effective services, which recognise the complexity and multiplicity of
symptoms rather than treating symptoms in isolation.  Services need to be delivered in a
manner that avoids labelling and stigma.  This labelling presents problems for some
children particularly when their abuser may have given them messages that they were
‘mental’ or defective as part of the grooming/control process. 
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5.19 Children and young people who display sexually harmful behaviour also have complex
mental health needs that need to be considered by a comprehensive CAMH service.  The
complex mental health needs of all children who have experienced abuse as victims or
perpetrators should be addressed early to avoid likely presentation to adult mental health
services later in life.  

5.20 As such, strategies for the provision of post-abuse intervention services for children and
young people, and for the provision of assessment and treatment services for children and
young people who display sexually harmful behaviour , should be developed and
implemented.  These strategies may need to include the contribution of CAMHS and set
out how treatment and protection services will be co-ordinated and integrated across
disciplines and agencies.

5.21 The disturbingly high levels of mental ill-health among looked-after children have been
mentioned elsewhere in this report.  The limitations of both the social care and medical
models as the basis of organising mental-health supports and interventions for looked-after
children have been described. 106 Organising child mental-health services around a medical
model approach – reliant on the presence of symptoms as the basis of referral – tends to
result in multiple referrals for assessment and treatment once dif ficulties and symptoms
have already emerged. 

5.22 There is a clear need, when or ganising mental health services to LAC, to consider
developmental processes, and the types and timing of interventions required to support
these processes.  Care providers need support from dedicated LAC mental health services
organised along such lines to encourage the alignment of service contacts with key
developmental stages, therefore providing more opportunity to support care providers and
engage specialist mental-health workers in issues of prevention.

5.23 The needs of young people with autistic spectrum disorders have been referenced within
this report.  In particular the need to help young people develop their social and
communication skills to minimise social exclusion and prevent the mental health
difficulties that can result from such exclusion has been highlighted.  Many CAMH
services have provided social skills training for young people with ASD, yet evidence
suggests that young people do not easily make links between what they do in social skills
groups and real settings. 107 Within Craigavon and Banbridge Health and Social Services
Trust, the Tier 3 CAMH team have developed partnerships with the Southern Education
and Library Board’ s Youth Division and Craigavon Borough Council to provide social
skills interventions linked with activities designed to promote social integration. The
usefulness of such approaches has been demonstrated. 108 Wider application and evaluation
would help determine the utility of such programmes in preventing the development of
mental health difficulties.
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Progressing prevention and mental health promotion

5.24 The need for public information campaigns with regard to child and adolescent mental
health has been highlighted by the Review’ s CAMHS user/carer consultation.  The need
for a specific public health approach with regard to the impact of civil conflict has also
been highlighted. 

5.25 This could prove helpful, particularly in a society emer ging from a period of protracted
conflict, with many families still continuing to struggle to come to terms with the
consequences of the events over the past 35 years. 

5.26 Health promotion strategies could also incorporate training and education for CAMH staff
regarding the impact of the 35 years of civil conflict on the population of NI.  The need for
this has been consistently highlighted in all Government consultation documents such as
the Bloomfield Report etc 109 all relating to the needs of those af fected by the conflict.

5.27 The benefits of promoting good mental health have been asserted in the report of the
Review’s expert working party on mental health promotion.  The Review welcomes and
endorses the recommendations in this report that will result in adequately resourced mental
health promotion in NI and help realise the aspiration of ef fective health promotion as an
essential component of a comprehensive CAMHS.

5.28 The development of a CAMH community psychology service to be delivered regionally
via the CAMHS network is recommended.  Community psychology as a discipline has
emerged worldwide over a number of decades, but particularly in areas that have been
affected by profound socio-political conflict such as North America during the period of
the civil rights struggles or South Africa following the abolishing of apartheid.  It provides
contextual analysis that is cognisant of social issues and environmental stressors and
supports mental health workers in orienting their activities towards a broader public health
portfolio embracing advocacy, lobbying, community networking and mobilisation. 110

5.29 A community psychology service would work with the regional health promotion service,
locally based community development services, and other statutory and community
partners.  Its purpose would be to identify , develop and deliver in collaboration with local
communities, projects that support those communities in increasing the emotional well-
being and resilience of their young people and protect them from developing mental ill-
health

5.30 In NI there are also legacies to the conflict, one such area causing much concern is the
extent of the influence of paramilitary or ganisations and how many public housing areas
have extensive paramilitary activity and control, causing many problems for local
populations, particularly young men. During the last 5 years alone more than 9,500
families have been forced to move from their homes due to the impact of the civil conflict.
111
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RECOMMENDATIONS

14. Further investigation needs to take place into the specific mental health needs of young
people who identify as gay, lesbian or bisexual.  Para 5.7

15. Mental health promotion and prevention in the school setting should be developed across
all schools, to include Independent School’s Counselling services, the health promoting
school, and pastoral care initiatives.  Para 5.10

16. The development of infant mental health and early intervention services should be
pursued as a preventative strategy throughout Northern Ireland.  Para 5.12

17. Parenting programmes should be expanded and incorporate both parent management
training with problem solving skills training for children.  Para 5.14

18. A suicide prevention strategy for Northern Ireland is required.  Para 5.15

19. Post-abuse intervention services for children and young people, and for children and young
people who display sexually harmful behaviour , should be developed and implemented.
Para 5.19

20. A CAMH community psychology service should be developed and delivered regionally
through the CAMHS network  Para 5.28
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CHAPTER 6

FUTURE SERVICES TO THOSE WITH MENTAL ILL-HEALTH

In this Chapter detailed recommendations are provided which will go far to addr essing the gaps
in current services identified within Chapter 3. 

Carers and Family Members in CAMH Services

6.1 Accessing appropriate services for children and young people is a major issue for carers.
While early intervention is widely recognised as highly beneficial, long waiting lists and
lack of services mean that it is often impossible to put this into action.

6.2 Carers recognise the unacceptable nature of the admission of young people into adult units.
Families sometimes feel excluded from and ill-informed about treatments being provided
by CAMH Services.  They would favour a co-operative approach, which includes families
as equal partners in care and recognises their expertise with regard to the young person.

6.3 The emotional needs of carers need to be addressed, not least because responsibility for the
ongoing care of a young person often falls heavily on family members after dischar ge.
Support should be provided for parents and carers of young people admitted to inpatient
units, both on an individual and group basis.  Support for family members should include
age-appropriate support and information for siblings and young carers.

6.4 Voluntary and community groups have an important role to play in supporting carers and
parents of service users.  The Valuing Carers Strategy Document 112 asserts that, “All carers
should have access to local carer support services which we believe are best run and
managed by the voluntary and community sector particularly when cares themselves are
involved in the management arrangements”.

6.5 Young carers of mentally ill parents have special needs and we support the
recommendations in sections 5.89 – 5.91 of the Adult Mental Health Committee report 113

to be found at www.rmhldni.gov.uk.

Mental Health Inpatient Units

6.6 Comprehensive Tier 4 adolescent inpatient services must include both acute care inpatient
provision which is able respond to emergency admissions of acutely disturbed or high risk
young people with a mental disorder and medium to long-term planned therapeutic
inpatient provision. Both types of adolescent inpatient places should be available for a
given population.  There must be close working links between the acute care and
medium/long-term therapeutic inpatient provision and the capacity and flexibility for
young people to move between the two as appropriate.
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6.7 The number of inpatient places required for a given population must be based on a
comprehensive, multi-agency needs assessment.  This must take into account the known
prevalence and incidence of mental health problems as well as local demographics
including measures such as the child poverty index and multiple deprivation indexes for
the area concerned.  Local geography must also be taken into account when planning
services. 

6.8 Further expansion of inpatient provision after the current planned expansion is
implemented should depend on a reassessment of need that should be multiagency and take
into consideration the impact of the proposed regional specialist
social/emotional/psychological unit.

Transition to Adult Mental Health Services

6.9 The transfer of care between child and adolescent services and adult services usually
occurs around the age of 18.  There may be circumstances when it is in an adolescent’s best
interests for a CAMH team to continue to care for them beyond the age of 18 while plans
for transfer to adult services are put in place. Conversely, it may be appropriate to transfer
some adolescents to the services for adults before their 18th birthday .  Care pathways and
protocols should be developed between adolescent and adult mental health services to
allow optimal patient care during the transition from one service to the other. In all cases it
is vital that collaborative arrangements between adult mental health services and CAMH
services is put in place to ensure that the suf fering in a child or parent does not go
undetected or untreated

Early Intervention in Psychosis

6.10 There is a body of evidence which suggests that early intervention in psychosis, including
both medication and psychotherapy approaches, is associated with better psychosocial
functioning, both in the short term and at 20 year follow up.  Mental health services to this
group of young people should not only provide effective and appropriate interventions but
also be suf ficiently competent to work sensitively to address their distinctive needs and
everyday culture.  Early intervention teams specialising in working with young people
aged between 14 and 25 who are experiencing their first episode of psychosis are one
possible way of delivering services.  They provide a range of services including
antipsychotic medications and psychosocial interventions tailored to the needs of young
people.  They take an optimistic view of the person’ s ability to recover and eschew
conventional preoccupation with symptom management and diagnosis.  Such services need
to be designed and delivered using a partnership approach involving CAMH, adult mental
health, primary care, education, criminal justice users/carers and have yet to be developed
in NI. 114

6.11 There is a clear opportunity to link adolescent Tier 4 services with emer ging services for
early intervention in psychosis.  The relationship with adult community mental health
teams is vital in cases of older adolescents, particularly with the transition to adult mental
health services.  Some Tier 4 services in England are developing link posts with a specific
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remit to provide regular input into the local Tier 3 teams and adult community mental
health team. Clear guidelines are needed in the absence of age appropriate and consistent
mental health services for 16-19 year olds.  The interface between CAMH services and
adult mental health must be addressed and links established between Tier 4 specialist
CAMH and adult community mental health teams as well as Tier 3 CAMH services.
Collaborative working arrangements are essential.  Separate age appropriate services
geared towards early diagnosis and interventions should be developed.  We refer readers to
sections 4.51 – 4.56 and recommendation 42 of the Adult Mental Health Committee
report.113 This can be found at www.rmhldni.gov.uk.

6.12 Effective early intervention requires greater public awareness of Psychosis. The Adult
Mental Health Committee have addressed this as a priority area for future services . 113

Assertive Outreach

6.13 It is recognised that improvement in provision for children and young people at specialist
Tier 2/3 CAMHS will impact positively and decrease the number of those requiring Tier 4
service. In other cases improved Tier 2/3 provision and closer links between Tier 3 and 4
will ensure that an interagency working approach and increased flexibility of service.  This
could help to facilitate movement of the young person through the tiers of CAMH service.

6.14 Assertive outreach provides frequent contact and co-ordinated intensive treatment with the
young person and/or their carers by a multidisciplinary team.  It could be delivered by
collaboration between Tier 4 and Tier 3 services in conjunction with other agencies.  It can
take place in an inpatient setting or exclusively as an outpatient assertive outreach model,
or in conjunction with day unit provision but day units are more readily applicable to urban
populations than to scattered rural populations because of distances of travel involved in
the latter case.

6.15 Intensive treatment can be developed as a result of collaboration between CAMHS and
social services or education or both. This can be achieved through joint work between Tier
2/3 and Tier 4 CAMH or by collaboration between CAMH services and paediatrics, or
CAMH services and adult mental health.  In order to function effectively there needs to be
close links with, and support from, adequately resourced Tier 2/3 specialist CAMH teams
as well as age appropriate Tier 4 inpatient beds for children and adolescents.  Models of
assertive outreach/intensive treatment/day unit treatment for young people with complex
needs should be developed and implemented by commissioners and providers as a priority.
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Out of Hours and Emergency Services

6.16 No community CAMH service in NI can, within existing capacity , provide 24 hour cover
to general hospital A&E departments.  In some areas cover is provided by combinations of
social services duty social workers for under 16s, and adult psychiatric services for over
16s in consultation with the limited numbers of CAMH consultant psychiatrists.

6.17 Although emergencies that relate to mental disorder in young people are relatively small in
number all sectors should provide services that are able to respond to the needs of young
people on the same day.  Where residential or inpatient facilities are concerned, emergency
cover by appropriate professional staf f and/or managers at a number of levels must be
available on a 24 hour-a-day basis.

6.18 The interface with the crisis response and home treatment initiative within the adult mental
health report should be developed with the inclusion of the 16 – 18 age group in these
services.  Out of hours services should be developed to meet need while responding to the
demands of the European Union (EU) Working Hours Directive.

Emergency Provision

6.19 Improved emer gency provision in CAMH services will reduce Tier 4 demands. There
should be improvements in emergency access to service Tier 2/3 provision and closer links
between the Tier 4 services, will ensure interagency working and increased flexibility of
service.

Learning Disability

6.20 A requirement that no child should be excluded from receiving a mental health service on
the grounds of having a learning disability is key to meeting the principles of accessibility,
non-discrimination and social inclusion.  Specialised training and skills are required to
provide effective mental health, educational and social assessments and interventions for a
number of young people with a learning disability .  These skills cannot be assumed and
require training and suitable resources. 

6.21 The Review’s Learning Disability report 115 anticipates that ‘mainstream services will take
the lead for those with a mild and moderate learning disability with joint working for those
with a more severe learning disability.’ To achieve this mental health services are required
for children and adolescents who have a learning disability at all Tiers.

6.22 No one particular service model is recommended but any model should be delivered by
staff experienced in working with children & young people with learning disability and
who also have training and expertise in specific mental health problems.  Specialist CAMH
services need to continue to develop close working relationships with the learning
disability services.
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6.23 Inclusive policies need to reflect partnership working between the education, social, and
child mental health services and learning disability .  There should be clarity in the local
arrangements for future CAMH/learning disability services to ensure that a coordinated
and integrated package of care is delivered.

6.24 Specialist mental health services for children and adolescents with learning disabilities
should be commissioned as part of specialist mental health services for all children.  A
small number of key staf f should be trained in both learning disability and mental health
disciplines to lead development.  Locally provision will depend on increased capacity of
CAMH Services and any change must therefore be incremental.  However it is
recommended that future severe learning disability inpatient provision should be in a
community-based child and adolescent specific units.  Developed and more ef fective
working relationships in the local arrangements for future CAMH/learning disability
services should ensure that a co-ordinated and integrated package of care is delivered. 

Autistic Spectrum Disorder Assessment and Treatment

6.25 The Review has produced a paper detailing recommendations for services to individuals
with ASD.  We endorse the recommendations made within this paper and in particular
would wish to highlight the recommendation that a service manager in each Provider
should have overall responsibility for the development and coordination of services for
children and adults with ASD.  It is agreed that creation of a separate programme of care
would divert scarce resource from the development of direct service provision for those
affected by ASD.  We acknowledge the need for CAMH professionals to acquire greater
knowledge and experience in assessment and diagnosis of ASD.  All local area services
will need to plan for increased levels of demand on already overstretched existing services.
The following recommendations are consistent with the National Autistic Plan. 31

6.26 A service is required specifically to assess children who are suspected to have ASD
regardless of learning ability which can then provide follow up treatment, management,
education and support and which will also support them in the transition to adulthood.

6.27 ASD services should be locally available, multi-agency and multidisciplinary including an
educational specialist and a family support worker.  Clinical and Care management should
be across the broad children’s service and come under the Children’s Services Directorates
recommended in paragraph 4.4 of this report.  A senior manager within the Directorate
should be responsible for co-ordination of ASD services for children.  Community
paediatric services may be the base service for early assessment and diagnosis but
specialist CAMH input will be required for consultation, second opinions, joint-working
and referral for treatment of mental health issues.  Social care packages including the
promotion of social skills and social integration will be necessary after diagnosis with a
keyworker responsible for ensuring delivery of these services.
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Looked After Children

6.28 Children looked after by social services in children’ s homes, foster homes and other
residential placements often face complex and enduring interpersonal and mental health
problems affecting every aspect of their lives and making it difficult for them to accept help
and support and for staff and carers to maintain therapeutic relationships.  This is especially
so for older adolescents as they anticipate leaving care.

6.29 Social workers and mental health professionals have much to contribute to each other ’s
practice in this area.  Close collaboration between social services and CAMH services
should be a cornerstone of LAC services.

6.30 The complex and long term needs of looked after children have consistently challenged the
Trusts and community and voluntary service providers.  Any intervention, plans or
treatment is complicated by the reluctance of looked after children to attend formal
therapeutic services.  A range of service options needs to be developed to allow the
intervention best suited to meet the young person’ s needs.

6.31 Those who deliver the services require support, training and high quality supervision and,
in addition, consultation from specialist CAMHS professionals to enable purposeful
intervention and to allow young people in public care to meet their full potential and make
the most of their life opportunities.

6.32 Furthermore a model that prioritises and meets the needs of LAC throughout NI should be
developed in consultation with social services and other professional groups working with
LAC and their carers.  Such development has already begun in some providers.  However
services should not be developed piecemeal, but should be developed equitably across NI.

6.33 Clinical aspects of LAC should include the liaison with and consultation to the network
surrounding the child, comprehensive assessment of need, intervention with the child and
carers, supervision and training, audit, research and evaluation.

Alcohol and Substance Misuse

6.34 Prevention and treatment strategies for alcohol and substance misuse problems in young
people under 18 should be incorporated together in a co-ordinated, multi-agency and
specific strategy for the long-term.  The recommendations of the Alcohol and Substance
Misuse report are supported in this regard. Details can be found in Chapter 8 of their report.
www.rmhldni.gov.uk
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Feeding and Eating disorders

6.35 The NSF for Mental Health 116 recommends that treatment of severe eating disorders be
commissioned from specialist services.

6.36 NICE 117 emphasises that “most people with anorexia nervosa should be managed on an
outpatient basis with psychological treatment provided by a service that is competent in
giving that treatment and assessing the physical risk of people with eating disorders”.  They
also state that “admission of children and adolescents with anorexia nervosa should be to
age-appropriate facilities (with the potential for separate children and adolescent services),
which have the capacity to provide appropriate educational and related activities.”  In
practice this may involve a range of settings. 

6.37 The NICAPS study 53 found that, in addition to an eating disorders diagnosis and the burden
or care on family members, factors that contributed to inpatient admission included ease of
access to services, clinical experience of the referrer , the range of alternative to inpatient
care and the general backdrop of service or ganisation.

6.38 Children and adolescents with eating disorders should be cared for within CAMH services
providing quality care. 118 However flexible arrangements where specialised adult eating
disorder teams with CAMH professional input manage older adolescents are applicable in
those aged 16 and above.  Working relationships between paediatric, medical and
psychiatry in-patient services should be developed for continuity of care.

6.39 The nature of service provision for feeding and eating disorders in NI needs to change
with a particular increase in specialised outpatient services, and more specialist teams
within generic settings, both inpatient and outpatient. Specialist outpatient services for
feeding and eating disorders should be developed in NI.

Children that are victims of Trauma

6.40 The development and expansion of evidence based services to address psychological
trauma in children should be taken forward as a priority.  The expertise gained in all sectors
should inform the developments.  Care pathways should include the contributions of
Specialist CAMHS and Trauma Advisory Panels.

Services for Children and Adolescents with Challenging Behaviour

6.41 As with services for LAC, specialist community-based teams need to be developed or
enhanced through training, support and access to consultation. There are some good
examples of such teams working well in parts of NI; teams flexibly delivering ‘outreach’
services with an emphasis on community development.  Further development of such
services will necessitate some enhanced capacity at Tiers 2 and 3.

57

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 897 of 3342

MAHI - STM - 083 - 897



6.42 The ‘Children Matter’ Review 70 reported a need for a small children’s residential sector for
children with emotional and psychological needs to support community and hospital
services for adolescents.  In other parts of the UK this is provided by the independent sector
and such provision is almost nonexistent in NI.  We support plans for a regional specialist
social/emotional/psychological unit to complement acute psychiatric hospital provision.

Youth Justice and Forensic Services.

6.43 Mental health is a risk factor associated with of fending. Specialist CAMH services should
develop close working relationships and care pathways with the Youth Justice Teams.  The
NI strategy on young of fenders calls for the ef fective attention to the mental health needs
of young of fenders, which will avoid them being inappropriately dealt within the youth
justice system.

6.44 Preventing youth of fending and re-of fending requires a multi-agency approach. Delivery
of ef fective programmes requires training in the specific intervention programmes and
there is evidence that without quality assurance programmes they may not only fail to
reduce re-offending but may actually increase it. 119

6.45 A small number of children and adolescents present major challenges to services because
of their pattern of extreme problems and/or the circumstances that they require for effective
treatment.  The work they require is disproportionate to their numbers and, in some cases,
solutions to severe problems cannot be found at local or regional levels.  A focus on
analysing patient flow (patients journeys) and the design of appropriate care pathways are
important matters for appropriate Research and Development (R&D). A regional forensic
CAMH service should be developed in NI.  The objective should be planned care, initiated
at the local level, being the basis on which integrated services are delivered.

Ethnic Minorities

6.46 As outlined earlier in the report, the Review conducted a consultation exercise with a
number of children and young people from an ethnic minority background.  Whilst it
provided some useful insight into the needs and requirements of this particular group it is
clear that much more research is required, in partnership with them and their families.
However some concrete recommendations can be drawn from their responses as to how
CAMH services might best meet their needs.  Firstly, in their service delivery strategy local
CAMHS services should include plans to meet the mental health needs of children and
adolescents and families from ethnic and other minority groups in their community .

6.47 Services that are culturally competent should be supported by individuals who have the
skills to recognise and respect the language, behaviour , beliefs, customs, and
characteristics of people from dif ferent ethnic backgrounds.  Of particular note from the
consultation with young people was a feeling of frustration that an interpreter was often
required when they spoke with service providers.  They urged CAMH to make a greater
effort to recruit staff capable of speaking their native language. 
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6.48 A process of engagement with minority groups was clearly required and it is recommended
that services should devise relevant strategies for communicating with local minority
ethnic groups to inform them of the nature and range of services available and encourage
them to access services.

Voluntary and Community Organisations and the statutory/non-statutory interface

6.49 Funding arrangements for voluntary and community agencies should be extended to a
minimum of 3-5 years rather than on an annual basis.  This would allow them to plan on a
longer-term basis and facilitate their engagement as full partners with statutory agencies
when developing CAMH services. 

6.50 The extension of CAMH mapping exercises to the full breadth of voluntary and community
as well as statutory services will allow evaluation of progress in addressing these needs.
Statutory agencies should include the appropriate voluntary sector agencies as full partners
when developing CAMH services.

Children with Sensory/Physical Disability and Enduring Physical Illnesses

6.51 Mental health services to children with physical and sensory disabilities and illnesses
should continue to expand in support of regional paediatric specialties.  Provision should
be both regional and local.  This is likely to require planning and commissioning on a
regional basis and will require consideration when the specialist services are
commissioned.
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RECOMMENDATIONS

21. Support should be provided for parents and carers of young people admitted to inpatient
units, both on an individual and group basis.  Support for family members should include
age-appropriate support and information for siblings and young carers.  Para 6.3

22. The need for inpatient provision should be kept under continuing review .  Para 6.8

23. The interface between CAMH services and adult mental health must be addressed and
more effective collaborative arrangements established to ensure that the suffering in a child
or parent does not go undetected or untreated.  Para 6.11

24. Models of assertive outreach/intensive treatment/day unit treatment for young people with
complex needs should be developed and implemented by commissioners and providers.
Para 6.15

25. Out-of-hours services should be developed to meet need while responding to the demands
of the European Union (EU) Working Hours Directive.  Para 6.18

26. Specialist mental health services for children and adolescents with learning disabilities
should be commissioned as part of specialist mental health services for all children.  A
small number of key staf f should be trained in both learning disability and mental health
disciplines to lead development.  Para 6.24

27. Future severe learning disability inpatient provision should be in a community based child
and adolescent specific unit.  Para 6.24

28. A service is required specifically to assess children who are suspected to have ASD
regardless of learning ability which can then provide follow up treatment, management,
education and support and which will also support them in the transition to adulthood.
Para 6.26

29. Clinical and care management for ASD should come under the Children’ s Services
Directorates and a senior manager within the children’ s directorate should be responsible
for co-ordination of ASD services.  Para 6.27

30. A model that meets the needs of LAC needs to be developed. A cornerstone of the model
must be close collaboration between social services and the network surrounding the child.
Clinical aspects must include a comprehensive assessment of need, and appropriate
evidence based interventions.  Para 6.29, 6.32, 6.33

31. Prevention and treatment strategies for alcohol and substance misuse should be
incorporated together in a co-ordinated, multi-agency and specific strategy for the long-
term.  Para 6.34
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32. Flexible arrangements between CAMHS and specialised adult eating disorder teams,
paediatric, medical and psychiatry inpatient services should be developed.  Specialist child
and adolescent outpatient services for feeding and eating disorders should also be
developed in Northern Ireland.  Para 6.38, 6.39

33. The development and expansion of evidence based services to address psychological
trauma in children should be taken forward.  The expertise gained in all sectors should
inform the developments.  Care pathways should include the contributions of Specialist
CAMHs and Trauma Advisory Panels.  Para 6.40

34. Specialist community based teams with an emphasis on outreach, service flexibility and
community development should be developed for young people with perceived
challenging behaviours.  These teams need to work closely with other agencies and in
particular need to be ef fectively integrated with specialist CAMH teams for support,
training and access to consultation.  Para 6.41

35. Specialist CAMH services should develop close working relationships and care pathways
with the youth justice teams.  Para 6.43

36. A regional forensic CAMH service should be developed in Northern Ireland.  Para 6.45

37. In their service delivery strategy, local CAMHS services should include plans to meet the
mental health needs of children, adolescents and families from ethnic and other minority
groups in their community . This should include communication with these groups to
inform them of services available and encourage them to access services when needed.
Para 6.46, 6.48

38. Statutory agencies should include the appropriate voluntary sector agencies as full partners
when developing CAMH services ensuring funding arrangements for these or ganisations
are extended to a minimum of 3-5 years.  Para 6.49, 6.50

39. Mental health services should be provided to children with physical and sensory disabilities
and illnesses, in support of regional paediatric specialities.  Part 6.51
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CHAPTER 7   

ENHANCING THE CAPACITY OF CAMH SERVICES

“This service is vital to the community , many people have benefited from this. This clinic should
expand as there is such a big demand from it. More staf f.”- Parent/carer�s comment.

“We had to wait a long time to be seen. I would say more staff and also more financial resources.”-
Parent/carer�s comment.

This Chapter pr ovides r ecommendations for enhancing the capacity of services. It includes
detailed proposals on the development of an enhanced CAMH workforce, as well as more effective
methods of information technology and financial resource management.

Current Budgetary Situation

7.1 It is difficult to find out what resources are allocated to CAMH Services in NI. O’Rawe 74

has shown that the available regional hospital activity information upon which presumably
the strategy for equity investment is based, fails to comprehensively represent CAMH
outpatient activity both in pattern and volume.  She has ascertained that although children
under 17 years represent 27% of the population, the proportion of expenditure on NI
CAMH Services represents less than 5% of the total NI mental health budget.  She also
points out that the location of CAMH services within the overall programme of care model
upon which the Regional Capitation Formula is predicated is not immediately apparent.
Budgetary arrangements for CAMH services are not suf ficiently clear and increased
allocation of resources in proportion to need in order to support CAMH services in NI is
urgently required. It is recommended therefore that CAMH services should have their own
identifiable budget.

Information Management

7.2 Although a vast amount of data on the health of children is gathered within computerised
health information systems in general practice, and hospital and community child health,
very little is gathered on child mental health specific problems.  There are difficulties with
regard to confidentiality and also terminology in relation to mental health problems.
Currently there are no agreed universal terms, definitions and indices of severity for use
across disciplines and agencies for conditions such as autistic spectrum disorder ,
depression, and specific learning difficulties.  Sharing information about LAC and those at
risk of abuse is a significant challenge both in terms of practical dif ficulties in keeping the
information up to date on this frequently mobile population and also in terms of
confidentiality and data protection.  An understanding of the background of health and
social concerns as well as the current situation of the child is vital to the successful
planning of the way forward.  A robust information technology system such as PCIS should
underpin the work of CAMH services.  The Strategic Framework for Adult Mental Health
Services 113 (paragraphs 7.7-7.15) recommends a regional information strategy for mental
health and we recommend that this includes CAMH. 
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7.3 Adequate administrative support is essential to facilitate gathering of data and although
administrative support to CAMH services in NI varies considerably between services it is
too often insufficient. This impinges on data gathering and outcome measurement. 

Workforce

7.4 Achieving the goals of this review and improving the mental health of children depend on
the development of the professional workforce. This includes planned expansion of both
the capabilities of current staff and their numbers.

7.5 Currently within NI existing staf fing levels do not even meet present requirements.
Vacancies exist in all disciplines. Limited career pathways with underdeveloped
supervision and the high clinical demands hinder the recruitment and retention of staf f
across NI. There needs to be a sustained drive to increase both the number of training
places and the number of such posts across NI. This will even out the present patchy
provision of services and help to make careers more rewarding. In turn, this should
promote recruitment and retention and create a virtuous circle. There is an urgent need for
the delivery of a workforce plan for all disciplines involved in CAMH services.

7.6 There are a number of key drivers for the development of modern mental health services
across both community and hospital.  Service user expectations of standards of service
have been raised through the increased use of advocacy services together with generally a
louder voice for service user groups.  The National Strategy for Carers 120 places additional
demands on staff to ensure the wider needs of the family are also addressed.  The carer’s
education and support programmes piloted in partnership with Rethink, the Sainsbury
Centre for Mental Health and local trusts serves to demonstrate how this area can be further
developed.

7.7 From the perspective of clinical and social care governance as highlighted in Best Practice
Best Care 28 a statutory duty of quality has now been placed on Chief Executives across the
HPSS system, issues such as risk management and health and safety are receiving due
prominence.  Staf f are more focused on improving standards of care through the
application of evidence informed practice that makes best use of resources and ultimately
generates better experiences and outcomes for service users.

7.8 Whilst recognising the obvious advantages of modern atypical anti-psychotic medications
with much reduced side effect profiles, there is adversely (due  principally to less sedating
properties of the drugs) an increased demand on nursing staf f to support service users
through the most acute phases of their illness in a safe and secure environment with an
increased emphasis on therapeutic intervention.  This also generates increased demand for
1:1 supervision within acute admission and psychiatric intensive care units, which
significantly impacts on existing manpower resources.  Preparatory training for enhanced
specialist practitioners is therefore urgently required.
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7.9 Clinical supervision is an integral component in the maintenance of professional standards,
however current staf fing complements pre-date the emer gence of clinical supervision for
nurses.  Unlike other professional colleagues, who have time incorporated into their work
programmes to facilitate supervision, nurses attempt to fit supervision around many other
commitments.  Within the DHSSPS best practice guidelines 121 it is ar gued that clinical
supervision is essential in the provision of safe and accountable practice.  There is
obviously a significant workforce challenge in taking forward these guidelines.

7.10 The pattern of training and the qualifications held by social workers employed in CAMHS
across the tiers reflects the diversity of service.  They generally hold a recognised social
work qualification and some also hold other relevant qualifications, for example in
counselling, child protection, family therapy , mental health social work and play therapy .
Practitioner posts at senior and principal levels should be developed at Tiers 2 - 4.

7.11 Awareness and foundation training in child and adolescent mental health issues should be
incorporated into undergraduate training specifically in the following areas;

• Occupational therapy;
• Speech therapy;
• Family therapy;
• Play therapy;
• Art therapy, Music therapy; and
• Drama therapy.

This must be complemented by accessible post graduate training programmes.

7.12 In the management of service users with very complex conditions, e.g. ASD / Asperger’s
Syndrome, all staf f may work across a number of sectors which includes private,
independent, voluntary and other statutory partners such as Education & Library Boards.
Isolated examples exist where models of excellence are being developed which require
dedicated funding to ensure that all CAMH professionals have the necessary knowledge,
skills and expertise to provide high quality care within these dynamic environments.

7.13 It is clear that service development plans in the future will dictate the development of a
workforce sufficient to address all of the following areas:

• Eating Disorder;
• Alcohol and Substance Misuse; 
• Forensic;
• Looked After Children;
• Autistic Spectrum Disorder (ASD);
• First Episode Psychosis; and
• Learning Disabilities.
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Further work is required to explore these areas.  The DHSSPS should establish small
working groups to address the specific service development of service and training needs
for these specific areas.

A small number of other issues that impact more indirectly include:

• the integration of the principles of Investing for Health in all aspects of service
delivery;

• the GMS contract and the evolution of new roles for nursing within; 
• primary care e.g. out of hours services;
• the European Working Time Directive,
• the new consultant contract;
• the role of the nurse consultant; and
• the review of public administration.

7.14 There is a clear need to consider the role of primary care and the function of primary care
professionals in relationship to CAMH services.  Early and accurate intervention is proven
as key to good services.  It is vital to get Tier 1 right.  The tendency to immediately refer
all children with mental or emotional dif ficulties to the specialist elements of the HPSS is
both dangerous and wasteful. It leads to congestion of health services and may miss
children with serious need, but whose problems cause fewer burdens to be experienced by
adults around them.  It often forces inappropriate referrals to Tiers 2, 3 or 4 so that they in
turn have their effectiveness blunted.  For families, another risk of inappropriate referrals,
due to gaps at Tier 1, is otherwise avoidable stigmatisation.

7.15 One response recommended by the HAS was the development of Primary Mental Health
(PMH) worker posts.  These posts could be by professionals from any discipline with
training and expertise in CAMH services and their role includes: 1

• consolidating the skills of primary care and supporting education regarding CAMH
services;

• aiding recognition of CAMH disorders and referral on; and
• assessing and treating some individuals with mental health problems who were

considered appropriate for management at Tier 1 and Tier 2.

7.16 A Department of Health Review on PMH 122 workers concluded, “the development of
CAMH services in primary care seems to be highly dependent on the new PMH worker
posts”.  It noted that 33.3% of providers surveyed had developed such posts and a further
25% had plans to do so.

7.17 In England and Wales there are up to 700 PMH workers in post and the National Service
Framework 30 identifies that by 2006 all CAMH Service teams will have 5 such posts.  This
development has been patchy in NI, some providers are aiming at the continued
development of the Tier 1 and Tier 2 services that contribute to CAMH services.
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7.18 For NI, with a bigger child population and greater deprivation indices and the civil conflict
factor, higher staf fing levels will be required.  In NI the percentage of children in the
population (27%) is greater than the percentage in England (22%) by a factor of 1.2. It is
difficult to calculate a weighting for deprivation and civil conflict but it is estimated that
for NI an equivalent number of PMH workers associated with each CAMH team would be
6. It is recommended that the role and complement of PMH workers be expanded within
NI.

7.19 At Tier 3 a critical mass of staffing is required for services to be safe, timely and ef fective
and able to respond to a wide range of demands from specialist multidisciplinary
assessment and treatment, to specialist consultation and liaison, teaching and training,
research and audit and finally to support and provide consultation in primary care.

7.20 The precise level of staffing will vary according to indices of deprivation, urban and rural
differences, the number of local partnerships required and teaching responsibilities.  As
services take on new responsibilities additional staf fing will be required locally .  Where
services have a critical mass of staffing they are able to offer a greater range of community
outreach services.

7.21 The NSF 30 has estimated that in England a generic specialist multidisciplinary CAMH
service Tier 2/3 team with teaching responsibilities providing evidence based interventions
for 0-17 year olds would require a minimum of 20 whole time equivalents (WTEs) per
100,000 total population and a non teaching service, a minimum of 15 WTEs.  These
figures are backed up by the work of Kelvin 123 who calculated similar figures based on a
service specification model to enable evidence based service development in keeping with
good clinical governance.  The NSF points out that these figures do not allow for dedicated
staff time from Tier 2/3 services to services such as Sure Start, looked after children teams,
or youth justice teams and would not necessarily be sufficient to provide specialist services
like a day unit.  It also states that these figures do not reflect demographic variations.  Thus
using as a minimum the factor of 1.2 already referred to above we estimate that in NI
specialist CAMH teams would be needed of 25 and 20 WTEs respectively. For this reason
additional revenue funding should be provided on an incremental basis to ensure that a
workforce is developed in suf ficient numbers to provide the range of services required
within the 4 tier model in CAMH services in NI.

7.22 It is worth emphasizing the importance of an attractive working environment for
professionals and with this in mind considers that links between operational services and
academic institutions should be developed and strengthened.  The existence of such a
mutual support system is a powerful recruitment tool.  To enhance recruitment and
retention, career paths should be developed for all professionals, inclusive of new role
developments in CAMH services.
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Education, Training and Research

7.23 The above profile illustrates that the existing provision for CAMH services is inadequate
and unsatisfactory.  The lack of capacity has led to pressure on existing services.  Despite
many examples of good practice the overall quality consistent and accessibility has
suffered to the extent that urgent strategic action is needed to tackle the services and work
force shortages in NI.

7.24 Insufficient numbers are being trained to meet health and social services needs let alone
other initiatives.  Training programmes at all tiers for all disciplines are not yet fully
developed in NI. Universities, FE colleges, and in service training providers should
develop the range of educational and practice development opportunities required to equip
a variety of mental health practitioners with the knowledge necessary to develop the
competencies for their work with children and their families.

7.25 Important research is going on for example in epidemiology , basic sciences and social
services based at the Centre for Child Care Research at Queen’s University.  There has been
collaboration between mental health specialists and social work academics.  Such
partnerships often generate significant syner gy and enhance the capacity of each party .
Nonetheless opportunities for participating in research that relates to child and adolescent
mental health are limited in NI.  To foster a local climate of research and critical enquiry ,
academic posts from the range of professions involved in CAMH service should be
developed.

7.26 Governance and quality mechanisms in CAMH services should be further developed and
implemented across NI.

Psychotherapy Services

7.27 Relationships within the family may contribute to or compound the mental health problems
of children and the systemic training of a family therapist has a key role in CAMH services.
Systemic Family Therapy is a method of conceptualising dif ficulties/problems within the
context in which they occur .  It is based on the idea that the behaviour of individuals and
families is influenced and maintained by the ways other individuals and systems interact
with them.  It involves engaging the whole family system as a functioning unit and also
embraces smaller systems (including individual work) and bigger systems than ‘the
family’.  Carr’s meta-analysis 124 found that for child focused problems, family therapy and
systemic consultation was an effective treatment either alone or as part of a multi-modal or
multisystemic treatment programme in child abuse and neglect, conduct problems,
emotional problems and psychosomatic problems.

7.28 The specialist contribution which a child psychotherapist makes to CAMH services is the
assessment and psychotherapeutic treatment of children adolescents and their parents
based on psychodynamic concepts and application of related clinical techniques.”  Other
functions of both family and individual psychotherapists in CAMHS include consultation
to other professions and agencies.

68

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 908 of 3342

MAHI - STM - 083 - 908



7.29 The psychotherapeutic approach should be more strongly integrated into CAMH services
in NI.  There are very few dedicated family therapist and child psychotherapist posts in
CAMH services in NI and the role of these disciplines should be further developed and
enhanced.

Speech and Language Services. 

7.30 Speech communication and language skills are essential for developing relationships,
understanding social contexts and behaviour and expressing individuality .  Children and
young people with severe speech communication and language needs (SCLN) often
present with marked emotional and behavioural dif ficulties and clinical depression. 

7.31 Estimates of the incidence of SCLN vary.  Estimates range from 3% to 20% of the school
population presenting with some need, with the figure of 10% commonly accepted by
academics and policy makers as the percentage of children with SCLN.

7.32 Although more detailed local demographic information is needed on the number of young
people with Speech and Language dif ficulties and associated mental health dif ficulties, it
is now recognised that many conditions resulting in communication disability in children
and young people also have associated mental health issues i.e. brain injury, mild/moderate
learning difficulties, dysfluency, ASD and  ADHD. 

7.33 The current availability of Speech and Language Therapy (SLT) provision to children and
adolescents with mental health dif ficulties is not meeting existing requirements.  Service
development has evolved in patches within the NHS. Some regions within the UK now
have a well established SLT service for people with mental health needs. 

7.34 The role that speech and language therapists (SLTs) play within CAMH services should be
recognised. SLT services should be adequately planned and resourced, based on local
demography and need.

Occupational Therapy Services

7.35 Occupational Therapists hold a unique, key role in CAMH services, working across the age
range and within various settings that of fer mental health services to children and young
people.  This role was recognised within the HAS 1 document where occupational
therapists were identified as one of the core professions that offer services within child and
adolescent mental health.

7.36 Occupational therapists are the only health care profession with core skills and expertise in
analysis, assessment, treatment and evaluation of occupational dysfunction that is
contributing or consequent to psychological problems. 125

7.37 Occupational therapists bring specialist rehabilitation expertise to multidisciplinary
CAMH teams, which enables the child or young person to access meaningful occupation,
by developing confidence and skills in occupations in the areas of productivity , self care
and leisure. 126
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7.38 “Standards for Child and Adolescent Mental Health Services” 127 recommends that
multidisciplinary resources are comprised of a range of disciplines inclusive of
occupational therapists.  Currently there are no occupational therapists in the CAMH
services workforce in NI.

7.39 This gap in service provision in CAMH services needs to be addressed with occupational
therapy representation being a core element of CAMH provision and service and workforce
planning in NI. 128

Clinical and Social Care Governance

7.40 Clinical and social care governance has been adopted by health services as a way of
integrating financial control, service performance and clinical quality 129 and is the
framework whereby service providers take corporate responsibility for the quality of the
service delivered.  Clinical and social care governance therefore forms the overarching
principle of the management of good quality CAMH Services, with the central expectation
of an adequately trained workforce, involved in continued professional development, and
of sufficient size and diversity to meet the needs of the population served.

7.41 This Review welcomes and endorses the framework of clinical and social care governance.
Throughout the Review reference will be made to the principles and tools of clinical and
social care governance, such as service development, benchmarking, standard setting,
effective management, risk management, user and carer involvement, evidence based
practice, audit and research.

7.42 There is a recognition that much work has to be done to achieve the objectives of clinical
governance to provide locally delivered high quality CAMH services across the 4 Tiers and
throughout NI.  However it is important to note that as clinical governance risk assessment
procedures begin to examine the adequacy of service infrastructure, capacity issues in
CAMH services may become more pronounced.
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RECOMMENDATIONS

40. CAMH services should have their own identifiable budget.  Para 7.1

41. A robust information technology system such as PCIS should underpin the work of
CAMH services.  Para 7.2

42. Small working groups should be established to address the specific service developments
and training needs for Eating Disorders, Alcohol and substance misuse, Forensic, LAC,
ASD, First episode psychosis and Learning disabilities. Para 7.13

43. The role and complement of Primary Mental Health (PMH) workers be expanded within
Northern Ireland.  Para 7.18

44. Additional revenue funding should be provided on an incremental basis to ensure that a
workforce is developed to provide the range of services requested within the 4 Tier model
in CAMH services in Northern Ireland.  Para 7.21

45. To enhance recruitment and retention, career paths should be developed for all
professionals inclusive of new role developments in CAMH services.  Para 7.22

46. Universities, FE colleges, and in service training providers should develop the range of
educational and practice development opportunities required to equip a variety of mental
health practitioners with the knowledge necessary to develop the competencies for their
work with children and their families.  Para 7.24

47. To foster a local climate of research and critical enquiry , academic posts from the range
of professions involved in CAMH service should be developed.  Para 7.25

48. Governance and quality mechanisms in CAMH services should be further developed and
implemented across NI.  Para 7.26

49. The number and role of family therapist and child psychotherapist posts in CAMH
services should be enhanced and further developed.  Para 7.29

50. The role that speech and language therapists (SLTs) play within CAMH services should
be recognised. SLT services should be adequately planned and resourced, based on local
demography and need.  Para 7.34

51. Occupational therapy services should be developed as a core element of CAMH
provision.  Para 7.39
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RECOMMENDATIONS

“I look back to what it was like last year or the year before…you kind of notice what a big change
it can make” -  Parental comment.

1. The development of a comprehensive CAMH service should be facilitated by establishing
a structured implementation process and, addressed across health, social services,
education, and youth justice.  It should include a process for identifying public health needs
of children with mental health problems.  Para 3.66, 3.67, 4.66

2. A study of the mental health needs of children in Northern Ireland should be commissioned
as soon as possible.  Para 3.68

3. Providers should develop Children’s Services Directorates bringing together all aspects of
children’s services as a single system under common management.  Para 4.4

4. The Department of Education and DHSSPS should set up an inter -departmental group to
facilitate joined-up planning and commissioning of services in mental health and
education.   Para 4.6, 4.30

5. Practitioners in education must be given training in the necessary skills and knowledge to
address children’s and young people’ s mental health needs, including fostering positive
mental health in the classroom, and referring to more specialised staf f when appropriate.
Para 4.8

6. Managed networks, both local and regional should be developed across all CAMH services
in NI.  A CAMH development co-ordinator must be appointed to facilitate the development
of these management structures. Para 4.13, 4.16.

7. Full time CAMHS managers should be recruited to cover populations of approximately
250 - 300,000. Para 4.15

8. A CAMH service mapping exercise should be carried out across all sectors by an
independent research institute, and repeated at regular intervals.  Para 4.21

9. The 4 Tier model should be developed in NI, re-emphasising the flexibility of the model as
it was originally conceived. Para 4.23

10. A review of multi-disciplinary and multi-agency CAMHS working is required to inform
the future planning and commissioning of services and should form an aspect of the early
working brief of the CAMH Development Co-ordinator. Para 4.37

11. Community paediatric services and specialist CAMH services should develop clear referral
pathways and guidelines for the assessment and treatment of ADHD and ASD. Para 4.40
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12. CAMH services should ordinarily cover children and young people up to their 18th
birthday.  At all times they should be located in developmentally appropriate settings.  Para
4.9, 4.41 � 4.47

13. The development of information for users, carers and other agencies explaining the range
and scope of CAMH services is required. Methods and organizational structures should be
established to ensure user/carer involvement in the future shaping and monitoring of
CAMHS. Para 4.61, 4.63

14. Further investigation needs to take place into the specific mental health needs of young
people who identify as gay, lesbian or bisexual. Para 5.7

15. Mental health promotion and prevention in the school setting should be developed across
all schools to include Independent School’ s Counselling services, the health promoting
school and pastoral care initiatives.  Para 5.10

16. The development of infant mental health and early intervention services should be pursued
as a preventative strategy throughout NI. Para 5.12

17. Parenting programmes should be expanded and incorporate both parent management
training with problem solving skills training for children.  Para 5.13

18. A suicide prevention strategy for NI is required.  Para 5.15

19. Intervention services for children and young people that have suf fered abuse and for
children and young people who display sexually harmful behaviour , should be developed
and implemented.  Para 5.19

20. A CAMH community psychology service should be developed and delivered regionally via
the CAMHS network.  Para 5.28

21. Support should be provided for parents and carers of young people admitted to inpatient
units, both on an individual and group basis.  Support for family members should include
age-appropriate support and information for siblings and young carers.  Para 6.3

22. The need for inpatient provision should be kept under continuing Review . Para 6.8

23. The interface between CAMH services and adult mental health must be addressed and
more effective collaborative arrangements established to ensure that the suffering in a child
or parent does not go undetected or untreated. Para 6.11

24. Models of assertive outreach/intensive treatment/day unit treatment for young people with
complex needs should be developed and implemented by commissioners and providers.
Para 6.15
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25. Out of hours services should be developed to meet need while responding to the demands
of the European Union (EU) Working Hours Directive. Para 6.18

26. Specialist mental health services for children and adolescents with learning disabilities
should be commissioned as part of specialist mental health services for all children.  A
small number of key staf f should be trained in both learning disability and mental health
disciplines to lead development.  Para 6.24

27. Future severe learning disability inpatient provision should be in a community based child
and adolescent specific unit. Para 6.24

28. A service is required specifically to assess children who are suspected to have ASD
regardless of learning ability which can then provide follow up treatment, management,
education and support and which will also support them in the transition to adulthood. Para
6.26

29. Clinical and care management for ASD should come under the Children’ s Services
Directorates and a senior manager within the children’ s directorate should be responsible
for co-ordination of ASD services. Para 6.27

30. A model that meets the needs of LAC needs to be developed. A cornerstone of the model
must be close collaboration between social services and the network surrounding the child.
Clinical aspects must include a comprehensive assessment of need, and appropriate
evidence based interventions. Para 6.29 � 6.33

31. Prevention and treatment strategies for alcohol and substance misuse should be
incorporated together in a co-ordinated, multi-agency and specific strategy for the long-
term.  Para 6.34

32. Flexible arrangements between CAMHS and specialised adult eating disorder teams,
paediatric, medical and psychiatry in-patient services should be developed.  Specialist
child and adolescent outpatient services for feeding and eating disorders should also be
developed in NI. Para 6.38, 6.39

33. The development and expansion of evidence based services to address psychological
trauma in children should be taken forward.  The expertise gained in all sectors should
inform the developments.  Care pathways should include the contributions of Specialist
CAMH and Trauma Advisory Panels.  Para 6.40

34. Specialist community based teams with an emphasis on outreach, service flexibility and
community development should be developed for young people with perceived
challenging behaviours.  These teams need to work closely with other agencies and in
particular need to be ef fectively integrated with specialist CAMH teams for support,
training and access to consultation. Para 6.41

35. Specialist CAMH services should develop close working relationships and care pathways
with the youth justice teams. Para 6.43
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36. A regional forensic CAMH Service should be developed in NI. Para 6.45

37. In their service delivery strategy local CAMHS services should include plans to meet the
mental health needs of children, adolescents and families from ethnic and other minority
groups in their community .  This should include communication with these groups to
inform them of services available and encourage them to access services when needed.
Para 6.46, 6.48

38. Statutory agencies should include the appropriate voluntary sector agencies as full partners
when developing CAMH services ensuring funding arrangements for these or ganisations
are extended to a minimum of 3-5 years. Para 6.49, 6.50

39. Mental health services should be provided to children with physical and sensory disabilities
and illnesses, in support of regional paediatric specialities. Para 6.51

40. CAMH services should have their own identifiable budget. Para 7.1

41. A robust information technology system such as PCIS should underpin the work of CAMH
services. Para 7.2

42. Small working groups should be established to address the specific service developments
and training needs for Eating Disorders, Alcohol and Substance Misuse, Forensic, LAC,
ASD, First Episode Psychosis and Learning Disabilities.  Para 7.13

43. The role and complement of PMH workers should be expanded within Northern Ireland.
Para 7.18

44. Additional revenue funding should be provided on an incremental basis to ensure that a
workforce is developed to provide the range of services needed within the four -tier model
in CAMH services in NI.  Para 7.21

45. To enhance recruitment and retention career paths should be developed for all professionals
inclusive of new role developments in CAMH services.  Para 7.22

46. Universities, FE colleges, and in service training providers should develop the range of
educational and practice development opportunities required to equip a variety of mental
health practitioners with the knowledge necessary to develop the competencies for their
work with children and their families.  Para 7.24

47. To foster a local climate of research and critical enquiry academic posts from the range of
professions involved in CAMH service should be developed. Para 7.25

48. Governance and quality mechanisms in CAMH services should be further developed and
implemented across NI.  Para 7.26
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49. Family therapist and child psychotherapist posts in CAMH services in NI and the role of
these disciplines should be enhanced and further developed.  Para 7.29

50. The role that speech and language therapists (SLTs) play within CAMH services should be
recognised.  SL T services should be adequately planned and resourced, based on local
demography and need.  Para 7.34

51. Occupational therapy services should be developed as a core element of CAMH provision.
Para 7.39
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ANNEXE 1

WHAT IS THE BAMFORD REVIEW OF MENTAL HEALTH AND LEARNING
DISABILITY

Introduction

1.1 In October 2002 the Department of Health, Social Services and Public Safety (DHSSPS)
commissioned an independent review of law, policy and service provision affecting people
with mental health needs or learning disabilities.  The main factors influencing the decision
to establish the Review were: 

• recent reviews of mental health legislation in neighbouring jurisdictions;
• the need to ensure that law, policy and practice is in keeping with human rights and

equality law; and
• the need to reflect current evidence of best practice.

1.2 An overall Steering Committee, whose terms of reference are shown at Annexe 2, manages
the Review.  They are guided by inputs from Expert Working Committees, each of which
is examining a particular area:

• Child and Adolescent Mental Health
• Learning Disability
• Adult Mental Health
• Forensic Issues
• Dementia and Mental Health Issues of Older People
• Social Justice and Citizenship
• Mental Health Promotion
• Needs and Resources
• Legal Issues
• Alcohol and Substance Misuse

The Review is also working closely with DHSSPS on a workforce planning group on
mental health and learning disability services.

1.3 The Working Committee tasked with taking forward the review of CAMH Services
(membership at Annexe 4) recognise that mental health problems and mental disorders in
young people can devastate the lives of those af fected and destroy the quality of life of
those around them.  Of specific significance in NI has been the emerging awareness of the
impact of “Troubles related trauma” and the manifestations of sectarianism and associated
violence within children and young people.

1.4 Society pays a high price in terms of social disruption, education failure, ill health, anti-
social behaviour and hard cash for the failure to tackle these problems ef fectively.  Links
between childhood disorders and adult mental health problems are now well established.
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Failure to break this pattern can result in generation after generation suf fering from social
exclusion with its attendant problems.

1.5. The Working Committee acknowledges that the ef fectiveness of certain interventions is
proven both in terms of restoring damaged young people to full health, social potential and
educational achievement, and in terms of savings on expenditure by society on later , more
expensive treatments and interventions by a multitude of agencies.  Perhaps most
importantly of all, the Working Committee came to the conclusion that no one agency can
tackle the problems on its own.
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ANNEXE 2

TERMS OF REFERENCE

1. To carry out an independent review of the ef fectiveness of current policy and service
provision relating to mental health and learning disability, and of the Mental Health
(Northern Ireland) Order 1986.

2. To take into account:

• the need to recognise, preserve, promote and enhance the personal dignity of people
with mental health needs or a learning disability and their carers;

• the need to promote positive mental health in society;
• relevant legislative and other requirements, particularly relating to human rights,

discrimination and equality of opportunity;
• evidence - based best practice developments in assessment, treatment and care

regionally, nationally and internationally;
• the need for collaborative working among all relevant stakeholders both within and

outside the health and personal social services sector;
• the need for comprehensive assessment, treatment and care for people with a

mental health need or a learning disability who have of fended or are at risk of
offending; and

• issues relating to incapacity.

3. To make recommendations regarding future policy , strategy , service priorities and
legislation, to reflect the needs of users and carers.
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ANNEXE 3

THE CAMH REVIEW PROCESS

How did we involve people in developing the vision for the Child and Adolescent Mental Health
Review?

1. The approach to developing the vision took account of Government Policies, the views of
children and their families as well as professionals in both statuary and voluntary
organisations.  This information was gathered through extensive consultation and research
from October 2003 to December 2004.  

2. The CAMH review is a result of information generated through consultations, research,
and good practice initiatives from October 2003 to March 2006. These included;

• the establishment of the CAMH committee that managed the Review; and
• the establishment of three working groups to review specific elements of CAMH 

service provision identified as;

- Tier 1/2 services working group;
- Tier 3/4 services working group; and
- Psychological and Social Wellbeing working group

• the organisation of a range of events to give all stakeholders the opportunity to
present information to the CAMH committee: People and or ganisations were
invited to give information to the committee in keeping with the Reviews terms of
reference, with the specific emphasises on the needs of children, adolescents and
their families;

• additional people and or ganisations made submissions and presentations to the
committee;

• a content analysis of all presentations and submissions was completed;
• workshops were held to explore issues regarding education, mental health

promotion, adult mental health, alcohol and substance misuse, forensics, learning
disability, social justice and citizenship;

• user and Carer consultations were conducted utilizing both survey and focus group
methodologies;

• a critique of national and international service models was commissioned;
• a meeting took place with the carer reference group within the Review;
• a province wide review of service provision took place;
• three newsletters were circulated to disseminate the work of the committee;
• many members of the public and professionals making comments to and asking

questions of the committee accessed a free phone line;
• meetings were held with relevant people in the province; and
• letters were received from many members of the public and professionals

addressing the committee with issues and concerns regarding CAMH services.
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ANNEXE 4

COMMITTEE MEMBERS LIST

Ms Moira Davren
Convenor – CAMH Committee

Professor David Bamford
Former Chair of the Review of Mental Health & Learning Disability

Dr Noel McCune
Consultant Child and Adolescent Psychiatrist

Dr Tom Teggart
Consultant Clinical Psychologist

Mr Stephen Dornan
Children Services Manager

Mr Maurice Devine
Thompson House Hospital

Ms Stephanie Wilson
Primary Mental Health Practitioner

Ms Jackie Nelson
Senior Clinical Nurse Specialist/
Clinical Nurse Manager, CAMHS

Ms Brenda Byrne
Head Occupational Therapist
Occupational Therapy Mental Health Managers Forum

Mrs Arlene Healey
Centre Manager/Consultant Family Therapist

Mrs Billie Hughes
Clinical Services Manager

Mr Billy McCullough
Senior Lecturer (retired)

Mrs Maureen Ferris
Assistant Director of Nursing
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Dr Carolyn Mason
Nursing and Midwifery Advisory Group

Dr Janet MacPherson
Consultant Psychiatrist

Ms Linda Hutchinson
Carer Advocate, 
C.A.U.S.E. for Mental Health.

Ms. Cathy McCullough
Young Persons representative

Mrs Joelle Gartner
Teacher, Psychotherapist

Ms. Kimberley McConkey
Young Persons representative

Mr Seamus McGarvey
Sperrin Lakeland Trust

Dr Lisheen Cassidy
Consultant Child & Adolescent Psychiatrist

Dr Harry Rafferty
Educational Psychologist

Dr Aisling McElearney
Education Advisor, NSPCC

Dr John Hunter
Inspector
ETI

Ms Bronagh Muldoon
NSPCC

Dr Maura McDermott
Consultant Child and Adolescent Psychiatrist

Mr Sean Ferrin
Secretary to the Committee
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Psychological Wellbeing Sub-Group

Mr Stephen Dornan
Children Services Manager

Dr Tom Teggart
Consultant Clinical Pscyhologist

Mrs Arlene Healey
Centre Manager/Consultant Family Therapist

Mr Billy McCullough
Senior Lecturer (retired)

Mrs Marie Roulston
Children’s Services

Mr Hugh Griffiths
Senior Lecturer in Social Work

Tier 1 & 2 Sub Group

Ms Moira Davren
Convenor – Child and Adolescent MH working Committee

Dr Noel McCune
Consultant Child and Adolescent Psychiatrist

Ms Bronagh Muldoon
Children’s Services Manager

Mrs Maureen Ferris
Assistant Director of Nursing

Dr Carolyn Mason
Nursing and Midwifery Advisory Group

Mr David Gilliland
Childcare Directorate

Dr Janet Bothwell
Consultant Community Paediatrician

Dr Aisling McElearney
Education Advisor, NSPCC

Ms Ita Toner
Health Visitor
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Tier 3 & 4 Sub Group

Mrs Billie Hughes
Clinical Services Manager

Dr Maura McDermott
Consultant Child and Adolescent Psychiatrist

Ms Jackie Nelson
Senior Clinical Nurse Specialist/
Clinical Nurse Manager, CAMHS

Ms Brenda Byrne
Head OccupationalTherapist
Occupational Therapy Mental Health Managers Forum

Ms Linda Hutchinson
Carer Advocate, 
C.A.U.S.E. for Mental Health.

Dr Karen Kearney 
Consultant Clinical Psychologist

Dr Lisheen Cassidy
Consultant Child & Adolescent Psychiatrist
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ANNEXE 6

GLOSSARY

(ADHD) Attention Deficit Hyperactivity Disorder 

(A&E) Accident and Emergency 

(AHP) Allied Health Professionals

(AHR) Acute Hospitals Review 

(ASD) Autistic Spectrum Disorder 

(CAMH) Child Adolescent Mental Health 

(DHSSPS) Department of Health, Social Services and Public Safety 

(EOTAS) Education other than at School 

(EU) European Union 

(HAS) Health Advisory Service

(H&PSS) Health and Personal Social Services 

(IQ) Intelligence Quotient 

(KSF) Knowledge for skills framework 

(LAC) Looked After Children 

(NI) Northern Ireland 

(NICAPS) National Inpatient Child and Adolescent Psychiatry Study 

(NICE) National Institute Clinical Excellence 

(NIO) Northern Ireland Office 

(NSF) National Service Framework

(PCIS) Patient Centred Information System 

(PMH) Primary Mental Health 
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(RCSLT) Royal College of Speech and Language Therapists

(R&D) Research & Development 

(SEHD) Scottish Executive Health Department 

(SHSSA) Strategic Health and Social Services Authority

(SLCN) Speech, Language and Communication Needs 

(SLT) Speech and Language Therapy 

(UK) United Kingdom

(WTEs) Whole Time Equivalents
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FOREWORD

The Bamford Review of Mental Health and Learning Disability consists of a number of interlinked
reviews under one overarching title and encompasses policy , services and legislation.

The Review Steering Committee presides over the work of 10 major Expert Working Committees,
4 of which commenced their work by April 2003 and the remaining 6 by November 2003.  

In consultation with Government we have agreed to produce our reports separately in a phased
manner.  

This report represents the first major review of Forensic Mental Health and Learning Disability
Services in Northern Ireland.  Although there have been some welcome improvements in services
in recent years, current services in Northern Ireland fall very substantially below those available
in other parts of the United Kingdom.  In producing this report Fred Browne and his committee
have integrated evidence and experience from a very broad range of stakeholders.  I am grateful
for all their hard work.  

All of our committees have adopted an evidence-based approach, drawing on existing relevant
information and research and, where necessary , commissioning research.  Exemplars of best
practice from local, national and international sources are informing our reports.  

We have maintained a clear vision for Mental Health and Learning Disability services in Northern
Ireland.  Widespread consultation with stakeholders has endorsed our vision and the strategic
direction of the Review.  A feature of the Review process is the contribution of service users and
carers across both Mental Health and Learning Disability; their insights, advice and guidance
continue to be invaluable.  

As Chairman of the Review I wish to thank all who have contributed to the preparation of this
report.

Roy McClelland (Professor)
Chairman

October 2006
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Executive Summary

This report makes detailed recommendations on the development of Forensic Mental Health and
Learning Disability Services in Northern Ireland.  The report is interlinked with the other reports
of the Bamford Review of Mental Health and Learning Disability (Northern Ireland).  It shares the
values and principles that are common to the whole Review and it takes account of the needs of
all the interested parties, including forensic service users and their carers, service commissioners,
providers and the wider public.  At its heart the report is concerned with the development of
services for mentally disordered offenders and others with similar needs.  Most of the
recommendations stem from 2 underlying themes:

1. People who are subject to the Criminal Justice System (such as prisoners, people who
are on pr obation, on bail or attending court or police stations) have high levels of
mental disorder .  Curr ently the services to meet the needs of these people ar e
inadequate.  These members of our society should not be deprived of assessment,
treatment or care for their mental disorders because they are subject to the Criminal
Justice System.  Rather they should have access to services that ar e equivalent to
those available to the r est of our society.  Where people ar e subject to the Criminal
Justice System, services should be provided in co-operation with the Criminal Justice
Agencies.

2. The majority of people in our society who suf fer from mental disorder pose no
increased risk of causing harm to others.  However , some people suf fer from mental
disorder that is associated with significant risks of causing serious harm to others.  It
is in the inter ests of these individuals and the wider society that they ar e provided
with evidence-based tr eatment and car e that helps minimise the risks.  The Health
and Personal Services (HPSS) should pr ovide services to identify and assess people
suffering from such disorders, whether they are currently in hospital, in prison, in
police stations or in the community and the HPSS should pr ovide these individuals
with appropriate treatment, care and safeguards.  Where such individuals are subject
to the Criminal Justice System a joint co-operative approach is required between the
HPSS and the Criminal Justice Agencies.

This report examines these and related issues in detail and makes a series of recommendations.
Implementation of these recommendations will lead to important changes in peoples’ lives,
including the following:

• People who suffer from mental disorder and who are subject to the Criminal Justice System
or whose disorder poses significant risks of serious harm to others will have their needs
identified more ef fectively and they will be provided with timely access to assessme nt,
support, treatment and care, for example:

- Prisoners suffering from major mental illness will no longer have to wait in prison
for lengthy periods of up to several years before they can be transferred to hospital
to receive the treatment they require; 

- It will become possible for unsentenced prisoners and other individuals to be
admitted to a high security hospital facility for detailed assessment so that properly
informed decisions can be made about further placement, treatment and care;

  vii
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- Service users will receive appropriate psychotherapeutic treatments; 

- Mentally disordered people in police stations will have access to a range of mental
health and learning disability services;

- People who have so far not received adequate services, such as those suffering from
personality disorder and other developmental disorders, will have access to
assessment and evidence-based treatments;

- People will no longer receive treatment in conditions of security and restriction
which is greater than their condition and circumstances require.

• Service users will find that services are of high quality and that service providers work
effectively together to assess and meet their needs, for example:

- Services will be based on agreed values, principles and purposes and will be
developed through joint planning between the relevant parties, including service
users and carers;

- Services will be evidence-based and developed to meet assessed needs;

- Services will establish appropriate arrangements for information sharing, joint
working, continuing improvement and mental health promotion.

• Carers will experience services that are developed and delivered to take account of their
needs, for example carers of mentally disordered prisoners will receive appropriate
information and support.

• The public will be better informed about mental disorder and the relationships between
mental disorder and risk.  They will be assured that services work together ef fectively to
identify and minimise the risks associated with mental disorder and also that services are
efficient and provide value for money.

• Staff will be recruited in accordance with workforce plans that meet the needs of services.
Staff will be appropriately trained and supported.

In order to achieve these outcomes the Review makes the following r ecommendations:

A Regional Forensic Network

A Regional Forensic Network should be established to co-ordinate the planning and delivery of
forensic services at regional and local levels.  

Police Stations

The Review Implementation Team should lead the co-ordination of planning and developing mental
health and learning disability services to police stations in liaison with the Regional Forensic Network.

Courts

Service commissioners should commission a full range of statutory and independent mental health
and learning disability services to meet the needs of mentally disordered people attending courts.
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In Year 5, when forensic mental health and learning disability services in Northern Ireland have
increased in size and capacity according to the schedule proposed in Chapter 12, a detailed option
appraisal should be undertaken to consider the provision of assessments and other services for the
courts by alternative means, including by service level agreements.

Prisons

The project overseeing the transfer of lead responsibility for prison healthcare to the NHS must
ensure that joint working arrangements with all relevant mental health and learning disability
service providers are agreed and published before April 2007.  It must be demonstrated that service
providers have sufficient resources and capacity to meet the identified needs.

The Review supports the recommendations made by Professor McClelland and colleagues (2005)13

in relation to the assessment, treatment and care of prisoners on committal to prison.  

A multi-agency consortium should be formed to promote the development of psychotherapeutic
expertise in the assessment and management of behavioural disturbance, personality disorder and
offending behaviour.  The lead should be taken by Department of Health, Social Services and
Public Safety (DHSSPS) with input from criminal justice agencies and the relevant health sector
bodies.

Probation

Probation Board for Northern Ireland (PBNI), the Regional Forensic Network and the
Implementation Team should agree joint arrangements to assess and monitor the needs and should
provide services for individuals, their carers, their representatives, service providers and the wider
community.  

Secure Inpatient Services

The current arrangements for high secure services for people in Northern Ireland have
unacceptable gaps in service provision.  The Department of Health, Social Services and Public
Safety (DHSSPS) must take the lead in ur gently finding solutions to the current obstacles to
treatment and care in conditions of high security .  

The Review recommends the provision of an additional secure facility in Northern Ireland to meet
the identified high and medium secure needs of service users.  The regional high and medium
secure facilities should be complemented by local low secure facilities and community facilities to
form a range of short, medium and longer stay facilities that meet the needs of forensic service
users.  In particular the DHSSPS must plan and develop long stay medium secure services and
step-down low secure and community services. 

Community Forensic Services

The 5 Community Forensic Teams that are currently partly staf fed and funded require the
necessary funding and workforce planning from the DHSSPS to ensure they are developed to full
operational capacity and supported by appropriate facilities in the community . Community
forensic services should be further developed to meet assessed need.  
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Forensic Learning Disability Services

Co-ordinated services must be planned and developed to meet the short, medium and longer term
needs of service users at high, medium and low levels of security and in the community.  A regional
inpatient and community forensic learning disability service should be developed immediately
which supports the further development of 5 localised and regionally co-ordinated teams.

The DHSSPS must urgently address the current obstacles to service users with learning disability
receiving inpatient care, including the lack of step-down services at low security and in the
community.

Risk Assessment and Management

The DHSSPS, Northern Ireland Of fice and relevant others should produce a comprehensive
interagency and community response to help of fenders reduce their risks of of fending and to
provide protection to the public from high risk sexual and violent offenders, irrespective of
whether or not they suffer from mental disorder.  

Personality Disorder

The DHSSPS should ensure that assessment and treatment services are made available to offenders
suffering from personality disorder along with support for their carers.  Services should be
provided in prisons and in the community.  Services in the community should comprise outpatient,
day patient and therapeutic community services.  In the prisons outpatient and day patient services
should be provided.  A residential secure service should also be developed.  Services should be
evidence-based or, where there is inadequate evidence, they should be established in a way which
gathers and contributes to the evidence.

Offending by Adults with Asperger’s Syndrome or High Functioning Autism (AS/HFA)

The Regional Forensic Network should co-ordinate a programme of training for staff in the
identification, assessment, treatment and care of people suffering from AS/HFA.

Services for Women

Service commissioners and providers must ensure that services are gender sensitive.  The DHSSPS
should consider whether a separate low secure facility is more appropriate to the needs of women
service users than the current provision in Shannon Clinic.  Community services should be
provided individually to male and female users on the basis of individual needs and must be gender
sensitive.

Forensic Psychotherapy

The DHSSPS, the Regional Forensic Network, service commissioners and providers must ensure
that planning and development of all inpatient and community mental health and learning
disability forensic services incorporate and integrate a range of multi-disciplinary
psychotherapeutic approaches.  All clinical staff working in forensic services must be provided

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 950 of 3342

MAHI - STM - 083 - 950



  xi

with the appropriate opportunities and support to develop high levels of psychotherapeutic
knowledge and skill.  The planning and delivery of forensic services must also include the
provision of services by specialist Psychotherapists and Forensic Psychotherapists.

Regional Guidance and Procedures

The DHSSPS should establish reviews including: 

• assessment of fitness for interview, fitness to attend court and related matters;
• the appropriate adult scheme; and
• the Discharge Guidance.

Quality Assurance

Standards and mechanisms for assuring the quality of mental health and learning disability
services must be developed by the relevant regional body with responsibility for quality assurance,
service commissioners, providers and by the Regional Forensic Network.

Mental Health Promotion

Service commissioners, providers, the Regional Forensic Network and the regional body with
responsibility for mental health promotion should identify opportunities for mental health
promotion within the Criminal Justice System and forensic mental health and learning disability
services and ensure that appropriate services are provided and their impact evaluated.

The DHSSPS should lead the establishment of a Regional Prison Mental Health Promotion Group
to address mental health promotion and suicide prevention.  

Research and Assessment of Need

Research should be commissioned to assess and monitor the needs for forensic services of people
in the Criminal Justice System, in inpatient settings and in the community .  The DHSSPS must
commission an assessment of needs to determine the numbers of people from Northern Ireland
who require treatment in conditions of high, medium and low security and in community facilities.
The assessment should include people suf fering from mental illness, severe mental impairment
and from personality disorder and other developmental disorders.  It should encompass those who
are currently receiving services and those who are currently unable for legal or other reasons to
avail of such assessment, treatment and care.  

The joint DHSSPS/Northern Ireland Prison Service (NIPS) project to transfer responsibility for
prison healthcare to the National Health Service (NHS) must ensure that a detailed assessment of
the needs of mentally NHS disordered prisoners and their carers is carried out.  An assessment
should also be commissioned to examine the needs of service users who are placed in prison
healthcare centres and the options for alternative services and placements.  

The NIPS should commission research on the feasibility of reducing the number of mentally
disordered people in prison by providing a broader range of facilities in the community, including
lower security placements for mentally disordered women.  
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Research should also be commissioned to evaluate the methodology of assessing people in police
stations and prisons with a view to ensuring the accurate identification of specified forms of mental
disorder and need.

Information Systems

The DHSSPS should ensure that development of Information Systems within the HPSS takes full
account of the need to provide health and social care for people subject to the Criminal Justice
System.  Where appropriate, health and social services systems should link with Criminal Justice
Systems in support of joint working.

Learning and Development

The DHSSPS in partnership with Criminal Justice Agencies should ensure that an assessment is
undertaken of the learning and development needs of stakeholders in the Criminal Justice System
and in health and social services.

Training strategies should be devised and implemented to meet the identified needs for both
induction training and for continuing professional development, closely integrating training with
clinical practice.

Recruitment and Retention

The DHSSPS must ensure that development and maintenance of forensic services is supported by
robust workforce planning.

Funding

Current services are under -developed.  Funding is required for the development of mental health
and learning disability inpatient services at high security , long stay medium security and low
security.  There are also needs to provide accommodation and day facilities in the community ,
mental health and learning disability community teams, services for mental health and learning
disability services to the prisons, and to support people in police stations, in courts and in contact
with probation.  Funding is also required to develop comprehensive personality disorder services
and psychotherapy services.

Conclusion

The Review believes that all of these recommendations and the others detailed in this report are
necessary and realistic and that the objectives are achievable over the next 15 years through a
planned and co-ordinated approach that involves all the relevant parties working together to meet
the needs.  An implementation plan is included to assist with the sequencing and prioritisation of
the recommendations.

Finally it must be acknowledged that the development and provision of services for mentally
disordered offenders and others with similar needs is a highly emotive topic.  Perhaps the greatest
challenge that we all face is to recognise our capacity for prejudice, discrimination and rejection
of these disadvantaged individuals, to acknowledge their legitimate needs and to make the
necessary and sustained commitments to action, as described in this report.
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1

CHAPTER 1 

THE NEEDS OF SERVICE USERS, CARERS AND SERVICE PROVIDERS

1.1 People in need of forensic services are some of the most mar ginalised, stigmatised,
vulnerable and poorly understood individuals in Northern Ireland and the services to meet
their needs are some of the least developed.  This report reviews mental health and learning
disability services for mentally disordered of fenders and others with similar needs in
Northern Ireland.  The report makes recommendations for action in relation to specialist
Forensic Services and also the range of other mental health and learning disability services.
This report should be read in conjunction with the other reports from this Review.  McCall1

has also completed a literature review and needs assessment of forensic services in
Northern Ireland.

1.2 While forensic service users have features in common, each person must be respected as a
unique individual.  Many have experienced multiple disadvantages during childhood such
as frequent family separations, physical, psychological and emotional abuse and neglect,
lack of close, confiding and supportive relationships, inconsistent parenting and alienation
from school and community.  As a consequence, many have personality difficulties such as
chronic low self esteem, lack of empathy for others, dif ficulties in relationships with
authority and poor impulse control.  Many have resorted to abuse of alcohol and other
substances which appear to of fer temporary relief from mental distress, but which
contribute further to disturbance of mood and behaviour and to social alienation.  Abuse of
substances may precipitate the onset of mental illness or aggravate established illness.
Those who develop mental illness may be further distressed by severe disturbances of
thought, perception and mood.  Major illnesses often impair the capacity to appreciate the
illness and the need for treatment.  Of fending behaviour may occur as a consequence of a
chaotic and disintegrated phase in the life of the individual.  The combination of some or
all of these elements often leads to offending behaviour and societal reactions that include
fear, rejection and discrimination.  

1.3 The needs of forensic service users are not just narrowly confined to the amelioration of
symptoms of mental disorder .  Services responding to therapeutic and care needs must
address the wide range of problems specific to each individual with the aim of helping him
or her integrate into society .  Where the individual has behaved in a violent or dangerous
manner this must include careful assessment of risk.  

1.4 The needs of carers must also be addressed.  Carers may have experienced dif ficulties
understanding the nature of the service user’s problems and providing appropriate support.
They may have been traumatised or become alienated.  Carers of forensic service users
require assessment of their own needs and provision of the necessary information and
support.  

1.5 Staff who work with forensic service users and carers must have the understanding and
ability to deal with the wide range of problems that present.  They must possess the abilities
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to work in partnership with users, carers and many others and to view situations from many
different perspectives.  Work of this nature generally evokes a wide range of emotions and
staff require training and support to help them respond appropriately .  Staf f providing
forensic services encounter 2 systems, the Criminal Justice System and the Health and
Social Services.  These 2 systems have dif ferent purposes and cultures and it is inevitable
that tensions will arise.  Staf f working across these interfaces must be sensitive to the
ethical and practical problems that can arise for service users and carers and must be able
to help negotiate solutions.  Staff must be alert to the restrictions and controls that may be
placed on service users that create an imbalance in power between staf f and service users
and may render service users liable, often in subtle ways, to infringement of their rights.
Service users may be subject to discrimination from other service providers such as over -
emphasising of risks to others related to mental disorder or by reluctance to of fer
appropriate community services.

1.6  Because of their multiple disadvantages service users often have dif ficulty identifying and
articulating their needs.  At present advocacy services are at early stages of development.
Forensic service users and their carers do not at present come together as groups to voice
their needs for improved services.  These factors in turn make service users and their carers
particularly vulnerable to receiving inadequate care.  Stigma and discrimination may
influence Government and commissioners of services, for example by failing to take
adequate account of the needs of forensic service users and by failing to safeguard proper
provision for them.  

1.7 The challenges for the decision makers and for the rest of society are to recognise and
respect service users and carers as fellow members of our society , to ensure that they
receive appropriate therapeutic interventions and care which facilitate their journey
towards productive and satisfying lives and their integration within society .
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CHAPTER 2 

INFORMATION, VALUES, PRINCIPLES AND STANDARDS

INTRODUCTION

2.1 It is essential that during the planning and delivery of Forensic Services full account is
taken of the available information and evidence.  Values and principles are also essential in
directing our goals.  A vision for services that combines an evidence-based approach and a
values-based approach is essential2.  There must be arrangements to take information from
and contribute to the “evidence cycle” that gathers and evaluates the available evidence,
identifies gaps in information, prioritises and implements research and generates and
disseminates evidence.  There must also be explicit statements of the values and principles
upon which the development and delivery of future services should be founded.  Both must
be integrated into the planning of services and their delivery.

EVIDENCE

2.2 The need for local research and development has been identified in the Report by the Adult
Mental Health Working Committee83 (chapter 7.21) which has proposed a Northern Ireland
Research and Development Strategy.  That strategy must encompass forensic services.
Priorities for Research and Development in Forensic Services are identified in subsequent
chapters in this report.

VALUES AND PRINCIPLES 

2.3 The vision of this Review is:

• valuing those of us with mental health needs, including rights to full citizenship,
equality of opportunity and self-determination;

• addressing the challenges facing people with mental health needs; and

• a process of reform, renewal and modernisation of services that will make a real and
meaningful difference to the lives of people with mental health problems, and to
their carers and families.

2.4 The values of the Review state that people with mental health needs and their carers should
receive services which:

• offer proper treatment and care to facilitate their journey towards productive and
satisfying lives and their integration into our society;

• respect them as individuals – through openness in the providing of information,
respect and courtesy in individual interactions with service users, true partnership
and empowerment in service planning and provision – with Government, providers
and the wider society each accepting their respective responsibilities; and
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• demonstrate justice and fairness – resources for services should be allocated and
managed according to criteria which are transparent, and which demonstrate equity.

2.5 The principles for the Review’s Strategic Framework are:

• partnership with users and carers in the development, evaluation and monitoring of
services;

• partnership with users in the individual assessment process and all therapeutic
interventions of care and support;

• delivery of high quality, effective therapeutic interventions, care and support;

• equity of access and provision of services, including the needs of people from
minority cultures, people with disabilities, people subject to the Criminal Justice
System;

• provision of services which are readily accessible;

• delivery of continuity of care and support for as long as is needed;

• provision of a comprehensive and co-ordinated range of services and
accommodation based on individual needs;

• taking account of the needs and views of carers, where appropriate, in relation to
assessment, therapeutic interventions, care and support;

• provision of comprehensive and equitable professional and peer advocacy , where
required or requested;

• promotion of independence, self-esteem, social interaction and social inclusion
through choice of services, facilitation of self management, opportunities for
employment and social activities;

• promotion of safety for service users, carers, providers and members of the public;

• provision to staff of the necessary education, training and support; and

• services subject to quality control, informed by the evidence.

PRINCIPLES FOR FORENSIC SERVICES

2.6 The principle that people who are subject to the Criminal Justice System should have
equity of access and provision of services adopted elsewhere has been referred to as the
“Principle of Equivalence”3.  It is of fundamental importance to service users, carers and
service commissioners and providers.  People who are in police stations, on bail, attending
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court, in prison, on probation or otherwise subject to the Criminal Justice System must
have equity of access and provision of the full range of statutory mental health and learning
disability services.  This principle creates a substantial agenda for change.

2.7 The Review recommends that 4 additional principles should be adopted in relation to
forensic services:

1. there should be joint co-operative planning between the Criminal Justice Agencies
and the Health and Personal Social Services (HPSS) and joint delivery of services
in order to best meet the needs of service users and carers.

Mentally disordered offenders and others with similar needs should receive treatment, care
and support for their mental disorder that is: 

2. as far as possible in the community, rather than in inpatient settings;

3. under conditions of security and restriction no greater than as is justified by the
degree of danger they present to themselves or others; and

4. open, accountable and subject to external review.

STANDARDS FOR THE DEVELOPMENT AND DELIVERY OF FORENSIC SERVICES

2.8 The Review has developed the following 10 interconnected Standards that it believes
should be applied to guide the planning and delivery of Forensic Mental Health and
Learning Disability Services in Northern Ireland:

Standard 1.  A Co-Ordinated Joint Strategic Approach

2.9 The development and delivery of comprehensive Forensic Mental Health and Learning
Disability Services require contributions from many sources including service users and
carers, commissioners and providers of services, representatives from forensic mental
health and learning disability services, from Criminal Justice Agencies in the statutory ,
voluntary and community sectors and from the wider community.  A shared approach must
be adopted that respects the contributions of each organisation and each individual and co-
ordinates service development and delivery at regional and local levels.  

Standard 2.  Evidence, Principles and Purposes

2.10 Forensic services should take account of the available evidence on ef ficacy of service
models and interventions and contribute to the generation of further evidence.  They should
operate in accordance with explicit values and principles and have clear purposes.
Forensic services should be developed and delivered in response to need.  There must be
robust mechanisms to assess and meet the needs of each individual, his or her carers and
representatives, service providers and the wider community .  There must also be
mechanisms to assess the impact of service developments on need.  
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Standard 3.  Organisational Structures and Interconnections

2.11 Forensic services comprise a range of components, such as services to people in prison,
community forensic services and secure inpatient services.  All components must have
clear or ganisational structures, accountability and governance arrangements.  Each
component must be co-ordinated at regional and local levels to work together with all other
interconnecting services in an ef ficient and ef fective manner.  Forensic services should
work flexibly in partnership and in support of interconnecting health and social services
providers and with Criminal Justice Agencies in the statutory, voluntary and community
sectors. 

Standard 4.  Comprehensive and Accessible Services

2.12 Forensic services should be comprehensive to include the provision of timely , accessible
and high quality assessment of needs, treatment and care for service users and support for
their carers with continuity of services for as long as required.  Services should assess the
full range of needs (physical, psychological and social) and should provide services to meet
those needs in accordance with best practice.  Forensic Services should be developed and
delivered in a manner that promotes openness and good communication between all
relevant people, while respecting the rights of the individual for privacy and
confidentiality.  Information sharing protocols and joint working protocols should be
developed between the Criminal Justice System and mental health and learning disability
services.  

Standard 5.  Risk Assessment and Management

2.13 Forensic services should assess and manage the risks for which they have responsibility .
They should make all reasonable ef forts to reduce the relevant risks with the resources at
their disposal but there must also be widespread recognition that risk is inherent in the work
of forensic services and cannot be eliminated.  The work of forensic services should be
supported by the development of interagency and multi-disciplinary risk assessment and
management protocols and procedures.

Standard 6.  Quality Assurance

2.14 Forensic services must have robust and demonstrable quality assurance mechanisms that
include setting standards and assessing the performance and quality of services.  These
should include internal mechanisms such as audit and also external review.

Standard 7.  Mental Health Promotion and Education

2.15 Promotion of mental health is essential to prevention and reduction of need.  Forensic
services must help develop understanding of the routes whereby an individual may become
a mentally disordered of fender and the interventions that could be made to produce more
favourable outcomes.  Forensic services should liaise closely with the regional body
responsible for mental health promotion84.  In addition, forensic services should contribute
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to public education to promote understanding and help prevent stigmatisation and
discrimination.

Standard 8.  Information, Research and Innovation

2.16 Forensic services should have information strategies that include contributing to evidence-
gathering and research.  Services should promote enquiry and innovation.  Information
Technology should be used where appropriate to enhance service quality and efficiency.

Standard 9.  Recruitment, Retention and Developing a Skilled Workforce

2.17 The development and maintenance of forensic services must be supported by a workforce
planning strategy that ensures the recruitment and retention of staff who are equipped with
the appropriate personal qualities and professional qualifications.  There must be a
Learning and Development strategy to provide staff with the necessary knowledge, skills
and support throughout forensic services and the interconnecting health and social services
and in Criminal Justice Agencies.  Service users and carers have learning and development
needs that should be addressed.

Standard 10.  Sustainable and Transparent Funding

2.18 The development and maintenance of forensic services requires appropriate funding from
the relevant sources.  Funding should be delivered in accordance with long term plans that
ensure sustainable development of services.  Funding arrangements must support the joint
co-ordinated planning and delivery of services.  There must be mechanisms that
demonstrate that monies made available to services have reached their intended targets. 

ORGANISATIONAL STRUCTURES TO SUPPORT THE CO-ORDINATED PLANNING
AND DELIVERY OF FORENSIC SERVICES

2.19 This Report makes recommendations for the development and delivery of forensic services
in Northern Ireland over the next 15 years.  Services must be provided to meet the needs
of all service users and demonstrate efficient use of resources.  Those who are charged with
the duty of planning, implementing and delivering forensic services bear a heavy burden
of responsibility to all the stakeholders including service users and carers, the wider public
and staff in the Health and Social Services and in the Criminal Justice System.

2.20 The purpose of this Review is to provide a vision for the development of forensic and other
mental health and learning disability services in Northern Ireland.  It is essential that
arrangements are established to revise and update plans in response to changing
circumstances, while maintaining an overall strategic direction.  The Review believes that
strategic planning of services must be an ongoing process with the continuing development
of strategic plans for short, medium and long time frames.  

2.21 A Forensic Regional Advisory Group was established in 2005 to co-ordinate the
development of forensic services in Northern Ireland.  The Review welcomes this
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development.  Chapter 12 gives further details of the Review’ s recommendations on
implementing the necessary changes to support the planning and development of forensic
services.  These include regional and local co-ordination through the formation of a
Regional Forensic Network.

Recommendations

1. A Regional Forensic Network should co-ordinate and lead the strategic planning of
forensic services in Northern Ireland.

2. Strategic planning must be guided by evidence and by values and principles.  The Regional
Forensic Network must establish systems of gathering the necessary information and
evidence to inform the further development of services.

3. The Regional Forensic Network should establish explicit values and principles to guide the
planning and development of forensic services.  The values and principles adopted by this
Review (see 2.3 - 2.5) are recommended.  In addition the following principles are
recommended for forensic services: 

i. there should be joint co-operative planning between the Criminal Justice Agencies
and the Health and Personal Social Services and joint delivery of services in order
to best meet the needs of service users and carers;

Mentally disordered offenders and others with similar needs should receive treatment, care
and support for their mental disorder that is:

ii. as far as possible in the community, rather than in inpatient settings;

iii. under conditions of security and restriction no greater than as is justified by the
degree of danger they present to themselves or others; and

iv. open, accountable and subject to external review.

4. The planning and development of forensic services should take full account of the 10
Standards identified in this Report.
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CHAPTER 3 

POLICE STATIONS

INTRODUCTION

3.1 The police service is a major agency in contact with mentally disordered people in the
community.  It acts as an important ‘gatekeeper’ to the mental health and learning disability
services, especially in relation to situations that arise in public places.  

3.2 In police stations there are two main ethical reasons to ensure that individuals who are
suffering from mental disorder are identified:

• the individual may be suf fering from a mental disorder that interferes with his or
her capacity to protect his or her rights and best interests while in the police station;
and

• the individual may require treatment for his or her condition.

3.3 Thus services are required at police stations to:

• identify and assess the needs of people who are suspected or confirmed as suffering
from mental disorder;

• offer appropriate support, treatment and care to service users;

• provide appropriate information and support to carers; and

• advise the Criminal Justice System, where appropriate, on the implications of the
service user’s condition.

CURRENT SERVICES

3.4 Police stations are provided with medical services by Forensic Medical Of ficers (FMOs)
most of whom are general practitioners and who conduct most of the assessments of
individuals suspected of suf fering from mental disorder .  In 1998 a police liaison scheme
for Mentally Disordered Of fenders (the “MDO Scheme”) was established in Musgrave
Street Police Station in Belfast.  Two community mental health nurses are employed to
screen custody records, carry out mental health assessments on selected individuals,
provide health promotion and liaise with the appropriate agencies to arrange treatment and
support.  They also provide advice to FMOs, courts, legal representatives and others.  In
addition the nurses provide training to police to help them understand the nature of mental
disorders and the problems experienced by those suf fering from mental disorder .  This
MDO Scheme has remained in place and is expected to become part of the Eastern Health
and Social Services Board Community Forensic Service.  It remains confined to the Belfast
area.
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3.5 Key findings from the MDO Scheme 4 were:

• 16% of custody records met one or more assessment criteria for mental disorder;

• 91% of those who underwent assessment were judged to have a mental health
problem;

• typically these were single unemployed males in their early 30s and living alone;

• two thirds had a history of having been in one or more health, social services or
criminal justice institutions, 47% had received inpatient care; and

• almost half had been in prison.

3.6 The most commonly recorded diagnoses were:

• depression (44%);

• substance misuse (15%);

• schizophrenia/paranoid psychosis (11%); and

• anxiety (11%).

3.7 No information is available in relation to mentally disordered of fenders presenting to
police stations in other parts of Northern Ireland.

3.8 Users and carers made positive comments in relation to the MDO Scheme.  Comments also
included lack of understanding of mental health problems and the stigma associated with
police escort.  Other key issues highlighted in consultation with stakeholders were:

• the MDO Scheme was generally regarded as beneficial;

• the scheme was considered to be under -resourced;

• there were communication problems between organisations and difficulties sharing
information;

• there was uncertainty in defining fitness for interview and the roles of appropriate
adults;

• there were dif ficulties in managing people viewed as suf fering from personality
disorder; and

• there were difficulties admitting to hospital people who were suffering from
temporary disorders.
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3.9 The literature review by McCall 1 provides details of the characteristics of people detained
in police stations and those placed in hospital as a place of safety, the use of the appropriate
adult scheme, the needs of carers, police liaison schemes and the use of educational
interventions for police officers.  There is evidence to indicate that police liaison schemes
and education of police officers are effective interventions.

STANDARDS

Application of Standards

3.10 The 10 standards identified in Chapter 2 have been applied to the consideration of planning
and delivery of services in police stations.

Standard 1.  A Co-Ordinated Joint Strategic Approach

3.11 There must be ef fective co-ordination between Criminal Justice and Health and Social
Services Organisations and equity of access and provision of services for people subject to
the Criminal Justice System.  Mental health and learning disability services such as
Community Mental Health Teams, Crisis Resolution Services, Community Forensic
Teams, Learning Disability and Alcohol and Substance Misuse Services are being
developed across Northern Ireland.  It is essential that these developing services are co-
ordinated at local and regional levels to provide a full range of mental health and learning
disability services for mentally disordered people in police stations.  

Recommendations

5. Service commissioners must commission a full range of statutory mental health and learning
disability services to meet the needs of mentally disordered people detained in police stations.

6. Providers of statutory , voluntary and community mental health and learning disability
services must ensure they provide equity of access and provision of services for people
detained in police stations. 

7. Mental health and learning disability services to people detained in police stations should
be provided locally and co-ordinated regionally .  The Department of Health, Social
Services and Public Safety (DHSSPS) should lead this co-ordination in liaison with the
Regional Forensic Network.

Standard 2.  Evidence, Principles and Purposes

3.13 The planning of services requires good quality evidence and explicit principles and
purposes.  Although valuable information has been obtained from the MDO Scheme there
remain substantial gaps in our knowledge of the needs of mentally disordered people and
their carers in police stations throughout Northern Ireland.

3.14 The principles of this Review include the provision of advocacy services.  At present there
are various people who may adopt an advocacy role for service users in police stations,

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 963 of 3342

MAHI - STM - 083 - 963



12

including lawyers, appropriate adults, health, social services staf f, probation staf f and
members of voluntary or ganisations.  However, there is no-one specifically char ged with
the responsibility for acting as an advocate for mentally disordered service users within
police stations.  It is recommended that the advocacy services attached to community
mental health and learning disability services should be extended to include police stations.

Recommendations

8. Research should be commissioned to assess the needs of mentally disordered people and
their carers in police stations throughout Northern Ireland.  This research should include
recommendations leading to the establishment of systems to monitor ongoing need and the
impact of services on need.

9. Advocacy services associated with community mental health and learning disability
services should be extended to include police stations.

Standard 3.  Organisational Structures and Interconnections

3.15 Mental health and learning disability services to police stations must have clear
organisational structures, accountability and governance arrangements.  Each component
must be co-ordinated at regional and local levels to work together with all other
interconnecting services in an ef ficient and ef fective manner .  Statutory mental health
services should work in partnership with voluntary and community sector providers.  It is
likely that different patterns of service delivery will be required to meet the different needs
in individual police stations throughout Northern Ireland, for example, the model that has
been developed for a large city centre police station in Belfast may not be appropriate for
a smaller rural station.  

Recommendation

10. Clear organisational structures, accountability and governance arrangements must be
agreed for mental health and learning disability services to police stations.  

Standard 4.  Comprehensive and Accessible Services

Assessment of Health Needs

3.16 It can be a dif ficult task for the FMO to assess an individual in a police station.  For
example there may be very little background information available and the individual may
be intoxicated, unco-operative, violent or emotionally disturbed by the circumstances that
have brought him or her to the police station.  Not all people are registered with a general
practitioner, but for those who have current health records it would be helpful if these were
accessible to the FMO.  Ultimately it is expected that information technology systems will
be developed throughout the National Health Service (NHS) that can provide appropriate
access to staf f providing assessment and healthcare in police stations, however , these
systems may take a number of years to develop.  In the interim it is essential to review and
improve the existing systems.
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Recommendation

11. Service providers should develop information systems that enable FM0s and staff working
in mental health and learning disability services to gain appropriate access to the health
records of people detained in police stations.

3.17 The current accuracy of the systems in police stations for identifying mental disorder and
mental health needs is unknown.  The arrangements depend upon police, lawyers, users,
carers and others raising the suspicion of mental disorder and then the FMO, perhaps with
the assistance of mental health staf f, correctly identifying the mental disorder or need.  At
present there is very little scientific evidence to inform practitioners on the most ef ficient
and effective methods of assessing suspects in police stations for the presence of mental
disorder.  Screening procedures should be directed towards explicit objectives such as
identifying mental disorders that may place the individual at risk of causing harm to
themselves or others or being unable to protect their best interests.  Screening tools must
be evidence-based for the environment of a police station.  Research should be
commissioned to establish an appropriate evidence base.

Recommendation

12. Research should be commissioned to evaluate the methodology of assessing suspects in
police stations with a view to ensuring the accurate identification of specified forms of
mental disorder and need.

Fitness for Interview

3.18 FMOs are frequently asked to determine whether an individual is fit to be interviewed.  The
Code of Practice for the Police and Criminal Evidence (Northern Ireland) Order 19895

acknowledges that a person may be unfit to be questioned on account of being under the
influence of drink or drugs, but it does not address the needs of people who may be unfit
for interview on account of mental disorder.  

3.19 The Association of Forensic Medical Of ficers of Northern Ireland and the Association of
Forensic Physicians in England, Scotland and Wales have agreed to work on the basis that,
for a person to be fit to be interviewed he or she must:

• able to understand the questions that are being put to them;

• understand why particular questions are being put to them, and to understand the
nuances behind the questions; and

• be able to give a good account of themselves in their answer .

3.20 FMOs and Forensic Physicians have defined unfitness for interview as follows:

‘A detained person may be unfit for interview when conducting an interview could worsen
any existing physical or mental illness to a significant degree, and/or anything said or done
by the detained person at the time of interview may be considered unreliable in subsequent
court proceedings, because of the physical or mental state of the detainee .’
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3.21 There is a need for clear and approved guidance on this issue of fitness for interview and
related issues such as:

• the appropriate disposal(s) for an individual found unfit to be interviewed; 

• whether a person may be deemed permanently unfit for interview; and 

• whether a person who is being charged without interview may be unfit to be charged.

Recommendation

13. The DHSSPS in partnership with Criminal Justice Agencies should establish a group
comprising relevant stakeholders to produce guidance on assessment of fitness for
interview and related matters.

The Appropriate Adult Scheme

3.22 When a police officer has any suspicion that a person due to be interviewed as witness, victim
or suspect may be mentally disordered, he must contact an appropriate adult6.  The
appropriate adult scheme provides certain safeguards for mentally disordered people in police
stations.  However, a number of concerns have been raised about the scheme.  These include:

• the criteria for suspected mental disorder are potentially very broad and do not
appear to be adequately targeted at those who are most vulnerable;

• research7 has indicated that in practice there is a failure by police to identify mental
disorder and this implies that the interests of mentally disordered people have not
been demonstrably safeguarded;

• there are difficulties in finding people to act as appropriate adults.  Social workers
may perform this function, but Trusts have not been provided with the resources to
meet these considerable potential demands;

• in Northern Ireland there is a lack of detailed guidance for those acting as
appropriate adults;

• there has been insufficient training for staff acting in the role of appropriate adult; and

• an appropriate adult may be a parent, guardian or relative or other person
responsible for the care or custody of the person who is suspected of suffering from
mental disorder.  However, concerns have been expressed that relatives and carers
may not be best placed to represent the interviewee.  

Recommendation

14. The DHSSPS in partnership with Criminal Justice Agencies should establish a group
comprising representatives of all the relevant stakeholders to review the appropriate adult
scheme.  The group should consider the ef fectiveness, efficiency and practical working of
the scheme, including the criteria invoking the use of appropriate adults.
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Assessment and Management of Mentally Disordered People in Police Stations, Including
Those with Behaviour Disorder

3.23 Joint protocols should be developed for the arrangements to assess and manage mentally
disordered people in police stations.  Particular problems can arise with individuals whose
behaviour is disturbed, for example those who are violent or who harm themselves.  These
behaviours may be related to factors such as intoxication, negative attitudes towards the
police or emotional distress at the circumstances that have brought the individual to the
police station.  Such behaviours do not automatically or necessarily indicate the presence
of mental disorder that requires admission to a psychiatric hospital.  Behaviourally
disturbed individuals may also have physical health needs, but nurses and other staf f in
Accident and Emergency departments understandably do not feel they should be subjected
to violence or abuse.  Police of ficers are not trained as nurses and there are very real
concerns that someone may become seriously ill or die in police custody despite the efforts
of those concerned to help them.  The safe and appropriate care of such individuals is a
major challenge.  At present each case is dealt with on an individual basis, but there remain
concerns that the situation is unsatisfactory.

3.24 In Queensland, Australia, Mullen and Chettleburgh (2002)8 recognised a similar problem
and recommended liaison between police and health services and consideration of a short-
term assessment and detoxification centre co-located with a general hospital.  The Review
recommends that there should be discussions between the relevant stakeholders to consider
the services that should be put in place and to ensure that agreed protocols are developed
for the management of intoxicated and disturbed individuals in each locality.  

Recommendations

15. Commissioners should commission services for the safe assessment, treatment and care of
mentally disordered offenders in police stations.

16. Service providers and other stakeholders should agree joint protocols for the assessment
and management of mentally disordered people in police stations, including those whose
behaviour is disturbed.

Advice to Police

3.25 Where it appears to police that a person is suffering from mental disorder and that he or she
has committed a minor criminal offence, police may exercise their discretion not to proceed
further with the matter.  Offending behaviour may be a manifestation of a relapse in illness
and require treatment or it may be that the most appropriate response is for the individual
to take responsibility for his or her behaviour.  It is important that in such situations police
should have ready access to advice from a suitably qualified health professional.  

Recommendation

17. Commissioners should commission services that provide police with ready access to
advice from suitably qualified health professionals.
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Standard 5.  Risk Assessment and Management

3.26 There are many risks associated with mentally disordered people in police stations.  A co-
ordinated risk assessment and management framework should be developed that extends
across the Criminal Justice System and the HPSS.  This should include the assessment of
both individual and or ganisational risks and the development and implementation of risk
management strategies.  Key stakeholders should be involved in the development and
implementation of this framework, including its application to the assessment, treatment
and care of mentally people in police stations.

Recommendation

18. The DHSSPS in partnership with Criminal Justice Agencies should establish a group
comprising relevant stakeholders to develop a risk assessment and management framework
that extends across the Criminal Justice System and the HPSS and that applies to mentally
disordered people in police stations.

Standard 6.  Quality Assurance

3.27 In view of the potentially high vulnerability of mentally disordered people in police
stations it is essential that quality standards are developed and audited. 

Recommendation

19. The relevant regional body with responsibility for assuring the quality of mental health and
learning disability services must ensure that quality standards are developed for mental
health and learning disability services in police stations and that services are audited and
subject to external independent inspection.

Standard 7.  Mental Health Promotion and Education

3.28 People are often brought to police stations at times of crisis in their lives, for example a
pattern of substance abuse may bring individuals into conflict with the law and may cause
them to re-evaluate their behaviour .  These occasions may , therefore, represent
opportunities for the promotion of good mental health.  Brief, but timely intervention may
itself have therapeutic effect or it may direct the individual to another source of help where
his problems can be addressed in more depth.  A number of so-called arrest referral
schemes have been established9.  There are two main approaches.  In one, police of ficers
provide information about drug and other relevant services to those who have been
arrested.  In the other, mental health staff have access to prisoners in custody suites and
provide either an assessment on site or at a subsequent meeting.  

Recommendation

20. Service commissioners and providers should liaise with the regional body with
responsibility for mental health promotion to identify opportunities for mental health
promotion within police stations and ensure that appropriate services are provided and their
impact evaluated.
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Standard 8.  Information, Research and Innovation

3.29 Detailed information was gathered on the functioning of the MDO Scheme4.  There
remains a need for basic epidemiological research and also for gathering information on
the functioning and ef ficacy of mental health and learning disability services to police
stations.  

3.30 Information systems are currently being developed within the HPSS.  These developments
should take account of the need to provide health and social services to people in police
stations.

Recommendations

21. The DHSSPS should ensure that research programmes are commissioned to examine the
efficacy of different models of services to mentally disordered of fenders in police stations
with a view to informing further service planning.

22. The DHSSPS should ensure that development of Information Systems within the HPSS
takes account of the need to provide health and social services to people in police stations.

Standard 9.  Recruitment, Retention and Developing a Skilled Workforce

3.31 Service planning should consider the workforce requirements to deliver services to
mentally disordered people in police stations.  Training needs assessment should consider
the needs of all stakeholders including, police, FMOs, lawyers and health and social
services staff.  

Recommendations

23. The DHSSPS in partnership with Criminal Justice Agencies should ensure that an
assessment is undertaken of the learning and development needs of stakeholders including
police, FMO’s, lawyers and health and social services staf f.  

24. Appropriate training strategies should be devised and implemented to meet the identified
needs for both induction training and for continuing professional development.

Standard 10.  Sustainable and Transparent Funding

Recommendation

25. The development and maintenance of services for mentally disordered people in police
stations across the province requires appropriate funding from the relevant sources.
Funding should be delivered in accordance with a long term plan that ensures sustainable
development of services.  Funding arrangements must support the joint co-ordinated
planning and delivery of services.  There must be mechanisms that demonstrate that monies
made available to services have reached their intended targets.
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CHAPTER 4 

BAIL

INTRODUCTION

4.1 A person may be released on bail by police after being char ged with an offence or may be
granted bail by a court.  Mentally disordered offenders have the same rights as others to be
considered for bail.  Conditions may be attached to bail such as residence in an approved
bail hostel. 

CURRENT SERVICES

4.2 There are no specific services for those on bail with mental health problems.  It is assumed
that most service users obtain mental health services through primary and community
services, both statutory and non-statutory.  

NEEDS ASSESSMENT

4.3 There is a lack of information on the mental health problems experienced by those on bail,
how effectively they avail of services and how ef fectively these services meet their needs.
Some mentally disordered prisoners are granted bail subject to certain conditions such as
having appropriate accommodation.  Inability to meet such conditions may result in the
individual having to remain in custody .  Anecdotal evidence suggests there is a lack of
suitable accommodation available for mentally disordered people who have been granted
bail, leading to unnecessary imprisonment.  In particular the provision in the community
of a wider range of bail facilities with joint input by Criminal Justice staf f and health and
social services staff could offer different levels of supervision and therapy.  Such facilities
may be suitable for people with various mental health and learning disability problems
including personality problems and alcohol and substance misuse problems.  These could
have the potential to significantly reduce the numbers on remand in prison.  Facilities of
this type may also be suitable for step-down of pre-release sentenced prisoners.  At present,
however, it is unknown how many mentally disordered people could be placed in such
statutory services.

APPLICATION OF STANDARDS

4.4 In view of the lack of information on mentally disordered people on bail and the lack of
specific services, the 10 Standards identified in Chapter 2 have not been considered in
detail.  As information becomes available and services develop the standards should be
taken into full account.
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Recommendation

26. The Northern Ireland Prison Service (NIPS) should commission research on the feasibility
of reducing the number of mentally disordered people in prison by providing a broader
range of facilities in the community .  The research should address the mental health and
social needs of male and female remand prisoners as well as the requirements of the
Criminal Justice System.  It should consider the potential utility of facilities with joint input
by Criminal Justice staf f and health and social services staf f to of fer dif ferent levels of
supervision and therapy for a wide range of mental disorders including mental illness,
learning disability, personality disorders and alcohol and substance misuse.
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CHAPTER 5

COURTS

INTRODUCTION

5.1 Services are required at court to:

• identify and assess the needs of people who are suspected or confirmed as suffering
from mental disorder;

• offer appropriate support, treatment and care to service users;

• provide appropriate information and support to carers; and

• advise the Criminal Justice System, where appropriate on the implications of the
service user’s condition.

CURRENT SERVICES

5.2 The MDO Scheme operates an open referral system and provides assessment and advice in
Belfast Magistrates Court.  There is no similar service to other courts in Northern Ireland.  

5.3 McCall1 found that user and carer views were generally positive in relation to the MDO
Scheme, particularly in relation to solicitors and judges having an understanding of mental
illness although some views were expressed that few solicitors had experience in dealing
with mental health issues.

5.4 There is no formal psychiatric liaison service to the courts in Northern Ireland, nor any duty
psychiatrist service to provide ur gent assessments.  Most psychiatric and psychological
reports are requested by solicitors acting for the defence and only a few reports (0-5 reports
per annum in Northern Ireland) are requested directly by the courts.  Concerns have been
raised that reports prepared on behalf of the defence may be limited in a number of
respects, for example the remit given to the author of the report may be restricted and the
report may not include important details such as the risks associated with any identified
mental disorder.  In many cases the author of the report may make recommendations in
relation to the management of the of fender but assumes no responsibility for providing
services.  Concerns have also been raised that the advice offered to the courts appears to be
of variable quality.

5.5 Article 22 of the Criminal Justice (Northern Ireland) Order 199610 states that in any case
where the of fender is or appears to be mentally disordered, the court shall obtain and
consider a medical report before passing a custodial sentence other than one fixed by law .
It is not known whether the current systems ef fectively identify those suf fering from
mental disorder.  Article 22 (5) requires that the report is prepared by a medical practitioner
approved for the purposes of Part II of the Mental Health (Northern Ireland) Order 198611.  
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5.6 There are concerns that certain potentially useful court disposals are substantially under -
used, such as probation orders with conditions of psychiatric treatment (Chapter 7 -
Probation).

5.7 The international literature on the prevalence of mental disorder among those appearing
before the courts is very limited and probably has little direct relevance to the current
situation in Northern Ireland1.

5.8 Birmingham (2001)9 reviewed psychiatric court liaison schemes in England and Wales and
concluded that the following were features of successful schemes:

• owned by mainstream general or forensic services;

• staffed by senior psychiatrists;

• nurse-led and closely linked to local psychiatric services;

• good working relationship with magistrates and the prosecution;

• good methods for obtaining health, social services and criminal records;

• access to suitable interview facilities;

• use of structured screening assessments;

• direct access to hospital beds;

• ready access to secure beds; and

• access to specialised community facilities.

APPLICATION OF STANDARDS FOR THE DEVELOPMENT AND DELIVERY OF
FORENSIC SERVICES

5.9 The lack of information on mental health and learning disability services to the courts and
the paucity of court liaison services means that it is dif ficult to apply the full detail of the
standards identified in Chapter 2 to the existing services.  However, the standards can still
serve to guide future service developments.

Standard 1.  A Co-Ordinated Joint Strategic Approach

5.10 While there is some information available on the MDO Scheme in Belfast, little is known
about the ef ficiency or ef fectiveness of the current systems in the remainder of courts in
Northern Ireland as regards their capacity to detect mental disorder or arrange appropriate
services to meet the needs of mentally disordered people.  There is a need to study these
arrangements and to consider the strategic options that would be suitable for the courts.
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5.11 It is a fundamental principle of this review that people who are subject to the Criminal
Justice System should have equity of access and provision of services.  Thus health and
social services commissioners must commission a full range of statutory , voluntary and
community sector mental health and learning disability services to meet the needs of
mentally disordered people attending courts.  Providers of community mental health and
learning disability services must ensure they provide equity of access and provision of
services for people attending courts. 

5.12 It is expected that as mental health and learning disability services are developed for
offenders, the courts will increasingly wish to receive information primarily from those
who are involved in assessing and treating the individual.  As mental health and learning
disability services develop increased capacity the Court Service may wish to make service
level agreements with health and social services providers to include, for example the
provision of assessments, the availability of staf f to act as appropriate adults and the
provision of training to court staf f.

Recommendations

27. Service commissioners should commission a full range of statutory , voluntary and
community mental health and learning disability services to meet the needs of mentally
disordered people attending courts.

28. Providers of community mental health and learning disability services should ensure they
provide equality of access and provision of services for people attending courts.

29. In Year 5, when forensic mental health and learning disability services in Northern Ireland
have increased in size and capacity , a detailed option appraisal should be undertaken to
consider the provision of assessments and other services for the courts by alternative
means, including by service level agreements.

Standard 2.  Evidence, Principles and Purposes

5.13 Future court liaison schemes should be developed in response to assessed need.  They
should have explicit purposes and operate in accordance with agreed principles.

Standard 3.  Organisational Structures and Interconnections

5.14 There is a need to ensure that there is appropriate liaison between courts and mental health
and learning disability services.  At present mentally disordered prisoners may be
discharged at court without the necessary arrangements being made to ensure the provision
of services in the community.  This issue is considered further in Chapter 6 – Prisons.

Standard 4.  Comprehensive and Accessible Services

5.15 The following issues have arisen in relation to current court procedures:
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• Fitness to Attend Court;

• Prisoners Attending Court; and

• Court Procedures.

Fitness to Attend Court

5.16 Psychiatrists and others may find themselves being asked whether a witness in a criminal
case is fit to attend court.  There are established legal criteria to assist doctors in
determining whether an accused person is fit to plead at court or fit to be tried.  In practice
these legal criteria may cause dif ficulties for doctors because there is little guidance on
their exact medical meaning.  However , there are no legal criteria at all to assist a doctor
in determining whether a person is fit to attend court to give evidence.  In Chapter 4 it was
recommended that guidance should be developed on the assessment of fitness for interview
in a police station and related matters.  It would seem appropriate for the issue of fitness to
attend court to be considered as part of that same process.

Recommendation

30. The DHSSPS in partnership with Criminal Justice Agencies should establish a group of
relevant stakeholders to produce guidance on the assessment of fitness to attend court.

Prisoners Attending Court

5.17 Not infrequently, prisoners who are attending court complain of medical symptoms and ask
to see a doctor.  It can be difficult for doctors in such situations to know how to respond to
the individual’ s complaints, particularly when the doctor does not have access to the
healthcare records held in prison.  A system should be devised whereby doctors placed in
this situation can have appropriate access to the relevant information.

Recommendation

31. Service providers must ensure that healthcare staff assessing and treating prisoners
attending court have ready and appropriate access to existing healthcare information

Court Procedures

5.18 The procedures for the making of certain mental health disposals such as hospital orders
involve the co-ordination of a number of dif ferent elements such as ensuring there is the
requisite written or oral evidence from two appropriately qualified medical practitioners,
ensuring that the receiving Trust has been given an opportunity to make representation to
court and that a suitable place is available in hospital.  In practice dif ficulties often arise
because one or more of the necessary elements is missing or delayed.

5.19 Concern has also arisen that on a number of occasions individuals have continued to be
treated in hospital as if they remained the subject of a Restriction Order , yet the court had
dealt with the legal case and terminated the Restriction Order, but this information had not
been communicated to the Responsible Medical Officer.  
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5.20 There is also a need to review policies and procedures in relation to escorting service users
between court and mental health and learning disability facilities, including the use of
video link facilities.

Recommendation

32. The DHSSPS should establish a group with the Court Service and other relevant
stakeholders to review and develop procedures and protocols in relation to mentally
disordered offenders to ensure efficient and effective operation.

Standard 5.  Risk Assessment and Management

5.21 The courts often require information in relation to the assessment and management of risk
related to mental disorder .  There is a need to develop accredited standards in relation to
risk assessment and management.  This issue is discussed further in Chapter 11.

Standard 6.  Quality Assurance

5.22 Court liaison schemes should develop robust performance, quality assurance and clinical
governance mechanisms.  

5.23 Secure inpatient forensic services should develop joint protocols and procedures in relation
to escorting service users to and from court.  These should be subject to audit. 

Recommendation

33. The relevant regional body with responsibility for assuring the quality of mental health and
learning disability services should ensure that quality standards are developed for mental
health and learning disability services in courts and that services are audited and subject to
external independent inspection.

Standard 7.  Mental Health Promotion and Education

5.24 The MDO Scheme provides an opportunity to promote mental health among mentally
disordered offenders.  Future court liaison schemes should incorporate mental health
promotion.

Recommendation

34. Service commissioners and providers should liaise with the regional body with
responsibility for mental health promotion to identify opportunities for mental health
promotion at courts and ensure that appropriate services are provided and their impact
evaluated.

Standard 8.  Information, Research and Innovation

5.25 Further information is required about the mental health needs of people attending court.  

5.26 The use of technology such as video-links may help reduce the number and expense of
escorted visits to court by service users in secure forensic services.
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Standard 9.  Recruiting, Retaining and Developing a Skilled Workforce

5.27 There is a need to provide interagency training that ensures that staff working in the health
and social services have a good understanding of court procedures and that staff in the court
service understand the needs, and respond appropriately to, individuals suffering from
mental disorder.

Recommendations

35. The DHSSPS in partnership with Criminal Justice Agencies should ensure that an
assessment is undertaken of the learning and development needs of stakeholders including
court staff, lawyers, judiciary and health and social services staf f.

36. Appropriate training strategies should be devised and implemented to meet the identified
needs for both induction training and for continuing professional development.

Standard 10.  Sustainable and Transparent Funding

Recommendation

37. The proposed review of options for mental health and learning disability services to the
courts should include consideration of funding mechanisms.
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CHAPTER 6 

PRISONS

INTRODUCTION

SERVICE USERS AND CARERS AND THEIR NEEDS

6.1 It is a major challenge to provide effective healthcare within a prison environment.  Life in
prison is very different from life in the community or in hospital12.  Many prisoners have
emotional difficulties and may have been subjected during their earlier lives to trauma and
neglect.  In adult years they may have dif ficulty coping, have impaired relationships and
poor integration into society arising from underlying personality dif ficulties or disorders.
Alcohol or other substance misuse, self-harm and frequent previous contact with mental
health and learning disability services are common.

6.2 Imprisonment inevitably entails loss of liberty , autonomy and right to self-determination.
Some prisoners will experience withdrawal from substances they had previously abused or
they may be exposed in prison to further substances of abuse.  Prisoners may find
themselves placed in the company of others they would not normally choose and they may
be subject to bullying and harassment, perhaps from sectarian, paramilitary or racist
elements.  They may find particular dif ficulty coping with loss of contact with their
families and children and they may find themselves lonely and isolated.  Prisoners will also
have to deal with the stresses related to the circumstances that have placed them in prison,
including, for those not yet sentenced, the uncertainty of their disposal at court.  Some may
find that imprisonment provokes them to examine their previous lifestyle and the
behaviours that led to their imprisonment and they may experience a range of emotions
including anger, guilt, remorse or self-pity.  

6.3 Understandably, most inmates resent being in prison.  There is a lack of purposeful and
satisfying activities and many prisoners are confined to their cells for prolonged periods.
The high turnover of prisoners may make it dif ficult to establish supportive relationships
with other inmates.  It can also be dif ficult for staff and inmates to establish constructive
relationships with each other.  Staff may feel their systems of working do not support the
development of such relationships and they may not feel adequately trained or supported.
It can be dif ficult for staf f to maintain good morale.  Staf f may consider the dif ficulty of
their job is not appreciated or understood by wider society and that they may be too easily
subjected to criticism.  Some staff may reflect the antagonistic views towards prisoners that
can readily be found elsewhere in our society .  

6.4 Carers also experience a range of emotions and dif ficulties related to imprisonment.
Relationships are often strained and carers may feel excluded.

6.5 McClelland and colleagues conducted a Review of Non-natural Deaths in Northern Ireland
Prison Service Establishments (2005)13.  They identified unique features of the Northern
Ireland Prison Service (NIPS) in 2004.  These included the separation of paramilitary
affiliated prisoners; the threats, attacks and murder of staff during the course of the
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Troubles; the severe industrial relations climate; antiquated staf fing practices in
comparison to other UK prison systems; high staf f to prisoner ratios and the apparent
parochial nature of the prison service.  They considered that the management of vulnerable
prisoners was not high enough on the agenda of NIPS and that the prison regimes appeared
to be over controlled and therefore negatively impacting on the mental health and care of
vulnerable offenders.

6.6 McClelland and colleagues also noted that since the reviews in 2004 a number of relevant
initiatives had been taken and commitments to action made by both NIPS and DHSSPS.
These developments were welcomed by the McClelland Committee.

6.7 This chapter examines in more detail the needs of mentally disordered adult prisoners.
Improvement of the mental health of prisoners must comprise 2 elements: both 

• creation of a prison environment that actively promotes mental health; and 

• provision of a range of mental health and learning disability services.

6.8 These elements must be delivered by a partnership between NIPS and the HPSS which
supports a joint co-operative approach.  In addition to measure to promote mental health,
prisoners require regular input from primary care services, general adult psychiatry ,
learning disability , psychotherapy , forensic services, adolescent and addiction services.
Additional recommendations are made in Chapter 10 in relation to learning disability
services.  Chapter 1 1 also elaborate on services for women, people suf fering from
personality disorder and from Autistic Spectrum Disorder and also the assessment and
management of risk.  Recommendations are also made in the reports by the Alcohol and
Substance Misuse Committee and the Child and Adolescent Mental Health Committee
which are relevant to people in prison.

CURRENT SERVICES 

The Prison Estate

6.9 The prison state in Northern Ireland comprises:

• Maghaberry;
• Magilligan;
• Hydebank Wood;
• Prison Service College, Millisle; and
• Prison Service Headquarters.

6.10 Maghaberry is a high secure prison housing adult male long-term, sentenced and remand
prisoners, both in separated and integrated conditions.  Maghaberry also has responsibility
for male immigration detainees who are accommodated in a facility at Belfast prison.  The
overall responsibility for immigration detainees rest with the Immigration and Nationality
Department of the Home Office.
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6.11 Magilligan is a medium security prison, housing shorter -term sentenced adult male
prisoners.  It also has low security accommodation for selected prisoners nearing the end
of their sentence who are being prepared for return to the community . 

6.12 Hydebank Wood is a young of fenders centre and prison for male remands and sentenced
young offenders between the ages of 17 and 21, in some circumstances up to age 23, and
all female prisoners including young of fenders and female immigration detainees.
Sometimes young offenders under 17 are sent to Hydebank because of the lack of services
elsewhere.

6.13 The average daily population in the Northern Ireland prisons has varied considerably over
the past 35 years and currently is close to 1,400 with a total throughout per year of
approximately 5,000.  Further details can be found at www.niprisonservice.gov.uk

Mental Health in Prisons

6.14 Mental health problems, and mental illness, are the most prominent single health challenge
in the prison environment. In a recent study by Blaauw 200414, an estimated 63% of
prisoners had a psychiatric disorder, compared with 16% of the general population. These
disorders included af fective disorders, anxiety , psychosis, alcohol and substance misuse
and personality disorder.  Although no comprehensive similar study has been carried out in
Northern Ireland, the evidence suggests that if anything the figure is even higher.  There is
an urgent requirement for detailed assessment of mental health needs of prisoners in
Northern Ireland.

CURRENT MENTAL HEALTH AND LEARNING DISABILITY SERVICES IN
NORTHERN IRELAND PRISONS

6.15 In Northern Ireland prisons, primary care services are provided by nurses, healthcare
officers and medical officers (who are mostly general practitioners) who refer to secondary
psychiatric and psychological services.  Prisoners under go an initial nursing and medical
assessment on committal to prison and those with identified mental health problems are
referred for comprehensive mental health nursing assessment.  Prisoners may subsequently
refer themselves or be referred to a range of mental health care services.

6.16 Specific provision is made for mental health services by sessions from a Forensic
Psychiatrist, a General Adult Psychiatrist with an interest in substance misuse, two recently
appointed Mental Health Nurse Therapists, an Occupational Therapist from an HSS Trust,
and from mental health nurses and psychologists employed by NIPS.  Counselling services
are provided by voluntary or ganisations such as the Samaritans and are accessed by a
confidential phone line.  A listener service has been established in Magilligan.

6.17 Prisoners receive treatment in normal prison location and in prison healthcare centres.
There is an inpatient psychiatric unit in Maghaberry .  Prisoners with mental illness or
severe mental impairment may be transferred to health service facilities under the
provisions of the Mental Health (Northern Ireland) Order 198611.  There are, however, legal
problems which currently make it impossible to transfer unsentenced prisoners to high
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secure hospitals.  Moreover , there are no dedicated treatment facilities for prisoners with
personality disorders.

6.18 One of the key areas of recent development in NIPS has been the development and
implementation of the Multi-Agency Prisoner Resettlement Strategy . A key issue in the
Strategy is ‘Promoting a healthier and pro-social lifestyle’. This will involve agencies
within and out, with the prison working in close partnership to address issues which impact
on mental health and well-being such as housing and employment.

SERVICE DEVELOPMENT

6.19 Various reviews have contributed to the growing body of evidence and opinion that prison
healthcare should no longer be the sole responsibility of the NIPS: 

• Review of the Provision of Healthcare Services to Prisoners (2002)15;  
• Healthcare Needs Assessment (2004)16;
• Human Rights Commission Report on Women Prisoners (2004)17;
• HM Inspector of Prisons and the Chief Inspector of Criminal Justice in Northern

Ireland Report on Female Prisoners at Ash House, Hydebank Wood Prison (2004)18;
and

• Review of Non-natural Deaths by Professor McClelland and colleagues (2005)13.

6.20 The Review of the Provision of Healthcare Services to Prisoners 200215 stated that it was
satisfied that healthcare standards in Northern Ireland prisons were broadly comparable to
those in prisons elsewhere throughout the United Kingdom.  

6.21 Since 2000, Her Majesty’s Prison Service and the Department of Health in England have
been working in formal partnership to improve health services for prisoners19, culminating
in the transfer of commissioning responsibility for those services to the NHS. 

6.22 In the light of this, and the various Review recommendations, the then Health and Prisons
Ministers accepted a joint NIPS and DHSSPS submission in April 2005 recommending the
transfer of lead responsibility for prisoner healthcare from the NIPS to the DHSSPS by
April 2007.  A project management framework has been established with responsibility to
achieve this objective, taking account of the needs of Northern Ireland prisoners and
experience in other jurisdictions.  This transfer is thus an important development with
major implications for DHSSPS and for the NIPS.

STANDARDS

Standard 1.  A Co-ordinated Joint Strategic Approach

6.23 Many of the organisational difficulties experienced over the years in attempting to provide
healthcare within the prison environment have been related to the separating of prisoners
from the health services in the rest of the community and to the creation of separate health
services for prisoners. The transfer of responsibility to DHSSPS should help ensure that
prisons are not viewed as being separate from the communities in which they are situated.  
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6.24 The decision to transfer responsibility is fully consistent with the principle of this Review
that people subject to the Criminal Justice System should have equity of access and
provision of services.  There are many potential advantages to this arrangement, for
example it should of fer to prisoners the full range of statutory , voluntary and community
sector services available in the community, including assessment and treatment services.  It
should assist information sharing, ensure that services come under similar quality
assurance and governance arrangements and facilitate the use of shared risk assessment and
management systems and the extension of Health and Social Services information
technology services to prisoners.  It should support common approaches to research, to
workforce planning, staff training and development. 

6.25 It is essential that these arrangements for service provision are taken forward jointly by
NIPS and DHSSPS working in partnership.  Commissioners of services must understand
the needs of people within prison environments and service providers must be enabled to
develop sufficient capacity to provide the full range of services required.  Services must
work together in an integrated manner to meet the needs of service users and carers.  There
must be robust quality assurance mechanisms including independent external review .

6.26 The Review recommends that planning the future of mental health and learning disability
services for prisoners is integrated with the planning of mental health and learning
disability services throughout Northern Ireland, including the joint strategic approach co-
ordinated by the Regional Forensic Network.  

Recommendations

38. Improvement of the mental health of prisoners requires a partnership between the
DHSSPS and the NIPS to ensure:

• development of a prison environment that actively promotes mental health and
well-being; and

• provision of a comprehensive range of mental health and learning disability
services which address the needs of prisoners and are integrated with other
community and prison services to ensure ef fective through care.

39. The Review welcomes the decision to transfer responsibility for the healthcare of prisoners
to DHSSPS and emphasises that it must be supported by robust quality assurance
mechanisms and by sufficient resources to meet the needs.

40. The Review recommends that planning the future of mental health and learning disability
services for prisoners is integrated with the planning of mental health and learning
disability services throughout Northern Ireland including the joint strategic approach co-
ordinated by the Regional Forensic Network.
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Standard 2.  Evidence, Principles and Purposes

Assessment and Monitoring of Need

6.27 Effective service planning requires detailed information in relation to the needs of
prisoners and their carers.  This is an essential component of the project overseeing the
transfer of responsibility.  The assessment of need must take account of the full range of
mental disorders.  It should also consider the need to support the work of criminal justice
staff, for example, by assessing and providing appropriate treatment and care for people
engaged in offending behaviour programmes.

Recommendations

41. The joint DHSSPS/NIPS project to transfer responsibility must ensure that a detailed
assessment of the needs of mentally disordered prisoners and their carers is completed by
the end of 2006.  The assessment of need must encompass all those suf fering from mental
disorder including mental illness, learning disability , personality disorder and alcohol and
substance misuse.  It must take full account of the resources required by health and social
services staff to work co-operatively in support of criminal justice staf f.

42. The needs assessment must lead to the provision for service commissioners of systems to
monitor and evaluate in an ongoing manner the needs of service users and carers and the
impact of services on need.

Values, Principles, Culture and Ethos

6.28 The Review recommends that, following joint consultation, explicit values and principles
are agreed for prison mental health and learning disability services that link with those for
other prison staff and community health services.  These values and principles should guide
the creation of prison environments that promote mental health and they should also guide
the development and delivery of mental health and learning disability services.  It will be
essential that these values and principles are developed jointly by the DHSSPS and by the
NIPS and that they are placed at the heart of all developments to promote mental health
within the prison environment and to deliver a range of mental health and learning
disability services.  Thus the principles and values should form the centre of induction and
training for all staff and they should be translated rigorously into the day-to-day activities
of the services to help create a culture and ethos that supports mental well-being.  

Recommendations

43. The DHSSPS and NIPS in partnership should develop explicit values and principles for
mental health and learning disability services and Criminal Justice Services for prisoners
that guide the development of a prison environment that actively promotes mental health
and well-being and that provides a comprehensive range of mental health and learning
disability services.  
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44. The DHSSPS and NIPS in partnership should agree arrangements to develop strong and
cooperative working relationships between prison staff, health and social services staff, and
Criminal Justice Agencies at operational and managerial levels.  These should include the
supporting or ganisational structures, training and the development of joint policies,
protocols and procedures.

Involvement of Service Users, Carers and the Provision of Advocacy

6.29 The principles of this Review require the involvement of service users and carers in service
development and delivery.  There is also a need for the provision of advocacy services.  

6.30 Those who currently advocate for service users include legal representatives, the Prisoner
Ombudsman, members of the Independent Monitoring Boards, chaplains, probation
officers, mental health and learning disability service providers and others.  Advocacy
services and complaints procedures can be an important safeguard for service users and a
driver for change in attitudes, practice and culture.  These services are an essential
component of in-reach mental health and learning disability services.

Recommendations

45. Commissioners of mental health and learning disability services in prisons must ensure that
service users and carers are involved in the development, delivery and monitoring of services.

46. Commissioners of mental health and learning disability services in prisons must ensure that
advocacy services and complaints procedures are developed for service users in prisons,
building on those already in place.

Standard 3.  Organisational Structures and Interconnections

6.31 Organisational structures must support the delivery of the full range of mental health and
learning disability services in a multi-disciplinary and interagency manner .  Regular input
is required from statutory , voluntary and community sector providers of forensic, adult
mental health, alcohol and substance misuse, learning disability and adolescent services
with ready access to other mental health services that are more specialised or less
frequently required.  Services must be configured in ways that support key objectives, for
example, there should be close linkages between Maghaberry and the regional secure unit
to support the early identification of prisoners who require inpatient treatment in conditions
of medium security and to facilitate their transfer at the earliest possible opportunity.  There
should be linkages between prison and the community that maximise continuity of
treatment, care and support.  It is essential that these services are planned carefully by the
transfer project in a coherent and strategic manner rather than being allowed to develop in
an in an unco-ordinated way.  They will require consultation and co-ordination with a wide
range of service providers.

6.32 The DHSSPS has published guidance on “Dischar ge from Hospital and the Continuing
Care in the Community of People with a Mental Disorder who could Represent a Risk of
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Serious Physical Harm to Themselves or Others” (May 2004) 20.  Paragraph 12 states that
when a person suf fering from mental disorder , including personality disorder and who
could represent such a risk, is discharged from prison a clear duty rests with NIPS to ensure
that the relevant Health and Social Services Trust is notified so that arrangements for the
service user ’s care in the community can be  put into ef fect without delay .  However ,
currently there are not suf ficiently detailed information systems, nor are there enough
services in the community, particularly for those suffering from personality disorder, to be
satisfied that there are adequate arrangements to provide appropriate support, treatment and
care for mentally disordered prisoners on their discharge from prison.

Recommendation

47. The project overseeing the transfer of lead responsibility must ensure that joint working
arrangements with all relevant mental health and learning disability service providers are
agreed and published before April 2007.  It must be demonstrated that service providers
have sufficient resources and capacity to meet the identified needs, including the needs of
prisoners and dischar ged prisoners who are suf fering from mental illness, learning
disability, personality disorder and alcohol and substance misuse.  The arrangements must
take full account of the resources required by health and social services staf f to work co-
operatively in support of criminal justice staff in relation to prisoners and discharged
prisoners.

Standard 4.  Comprehensive and Accessible Services

Assessment on Committal to Prison

6.33 Assessment of the physical and mental state and the needs of each individual on committal
to prison is conducted by nurses and medical of ficers.  Professor McClelland and
colleagues (2005)13 in a report on six non-natural deaths in prison have identified a number
of improvements that need to be made to the process of receiving prisoners into custody
and assessing their health needs.  The Review fully supports those recommendations.  The
NIPS is implementing a Practice Development Programme at Maghaberry with support
from the Royal College of Nursing and the University of Ulster to improve committal
services.  The transfer project should ensure that these changes continue and are further
developed as necessary following transfer of responsibility.

Recommendation

48. The Review supports the recommendations made by Professor McClelland and colleagues
(2005)13 in relation to the assessment, treatment and care of prisoners on committal to
prison.  The transfer project should ensure that work continues as quickly as possible to
address these recommendations and that arrangements are made to complete any
outstanding work following transfer of responsibility.
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Assessment and Management of People Suffering from Personality Disorder

6.34 Personality disorder is a major issue for the NIPS, the wider Criminal Justice System, the
HPSS and for society generally .  A full range of appropriate interventions is required.
Services should be evidence-based.  Where there is inadequate evidence on the
effectiveness, research should be incorporated into services to add to the available
evidence.  The Review recommends that the following services should be developed:

• a range of therapeutic interventions, including the development of therapeutic
community approaches, both in secure settings and in the community;

• day patient and outpatient services provided by forensic and other mental health
and learning disability services; and

• input from forensic and other mental health and learning disability services to the
assessment and management of prisoners attending offender behaviour programmes.

6.35 The services required for prisoners suf fering from personality disorder are considered
further in Chapter 11, but the following recommendations are made here:

Recommendations

49. Commissioners of mental health and learning disability services for prisoners must ensure
that services provide assessment, treatment and care for all people suf fering from mental
disorder including those suffering from personality disorder.  

50. DHSSPS should take the lead in developing, in partnership with the Criminal Justice
Agencies, an inclusive model of assessment, treatment and care of people suffering from
personality disorder.

Healthcare Centres and Mentally Disordered Prisoners

6.36 There are healthcare centres in each prison establishment which admit prisoners with
physical and mental healthcare needs, including people with complex mental health needs
who have been accepted and are awaiting transfer to a high or medium secure hospital.
However, some patients with mental disorders who are admitted to these units would not
meet the criteria for admission to a psychiatric hospital; instead, if they were outside
prison, they would receive treatment and care in the community .  It appears that some
prisoners could be supported in ordinary prison location by in-reach mental health services
working in partnership with prison staf f.  

6.37 The Review considers that a range of measures including diversifying ordinary prison
accommodation, supporting mentally disordered prisoners in ordinary location and rapidly
transferring to secure inpatient services those who require such placement may provide
more appropriate services to service users and also reduce the need for places in healthcare
centres.  Over the years prisons have found the healthcare centre environment useful in the
management of people suffering from a wide range of disorders such as those undergoing
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detoxification from drugs and alcohol, those suf fering from stress reactions and other
neurotic disorders and those awaiting transfer to outside hospitals.  As more appropriate
services are developed, the need for health centre places and mental illness beds should be
reduced, as in the Scottish Prison Service, although it is unlikely that the need for mental
illness places could be eliminated altogether , at least not in the short term.  It may also be
appropriate to centralise the main healthcare centre facility in one establishment. 

6.38 It is recommended that a specific mental health needs assessment is conducted to consider
the needs of service users and the need for healthcare beds in prison.

Recommendation

51. A specific mental health needs assessment should be commissioned as part of the
programme of the transfer of lead responsibility to examine the needs of service users who
are placed in prison healthcare centres and the options for alternative services and
placements.  This should be completed by the end of 2006.

The Needs of Women Prisoners

6.39 Women prisoners often demonstrate high levels of mental health problems.  For the small
numbers of women prisoners with continuing behavioural disturbance there are particular
needs for joint co-operative interagency working.  It is imperative to identify better
arrangements to provide alternatives to custody.  The NIPS has commissioned an
assessment of the needs of women prisoners.  This should consider alternative placements
including those at lower levels of security.

Recommendations

52. Services should be commissioned for women prisoners that are gender sensitive and that
have the capacity to respond appropriately to the range of their mental health and learning
disability needs, including substance misuse and personality disorder .

53. NIPS should commission a research project into alternatives to prison for mentally
disordered women, including placements at lower levels of security. 

The Needs of Young Offenders

6.40 The male and female young of fenders’ centres at Hydebank admit young of fenders
between the ages of 17 and 21 and these detainees may remain there until the age of 23.
There is a need to ensure the provision of adolescent mental health and learning disability
services to those who are under the age of 18 and to ensure the appropriate transfer to adult
services of all relevant information and the treatment and care of individuals who attain the
age of 18.  Joint management plans should be agreed in the case of each individual
suffering from mental disorder.
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Recommendations

54. A full range of mental health and learning disability services including adolescent,
psychotherapy and personality disorder , alcohol and substance misuse should be
commissioned.  Community service providers must ensure that a full range of co-ordinated
services is developed and provided to those who are under the age of 18, and DHSSPS
must play its part in ensuring adequate provision of the necessary expertise.

55. Service providers must develop protocols and procedures so that management plans are
jointly agreed in the case of each adolescent suffering from mental disorder when
transferring to adult prison services or healthcare services in the community.

On-call Services

6.41 The principles adopted by this Review require that there should be equity of access and
provision of services to prisoners; there should therefore be formal on-call arrangements
for each prison establishment to deal with out of hours mental health emergencies. 

Recommendation

56. The transfer project team should define requirements and, together with service
commissioners and providers, put such arrangements in place before April 2007.

Treatment Issues

6.42 Mentally disordered prisoners should have access to treatment and care from a range of
statutory and voluntary services.  In a prison environment certain circumstances arise that
require further consideration.

(a) Providing treatment to mentally disordered prisoners who lack capacity

6.43 Most mentally disordered prisoners have the mental capacity to decide whether or not to
accept any treatment that is of fered to them.  However , some prisoners may be suf fering
from or may develop severe mental disorder that renders them incapable of deciding
whether or not to accept treatment.  Such individuals should, if they satisfy the relevant
criteria, generally be transferred to a HPSS hospital under the provisions of Part III of the
Mental Health (Northern Ireland) Order 198611 (“the Order”).  However , there may be
delays in transfer caused, for example, by the dif ficulties in transferring remand prisoners
to high security, the lack of availability of a bed in hospital or the delays inherent in current
assessment and transfer procedures.  The healthcare centres in the prison establishments
are not recognised as hospitals under the Order , and people cannot be detained there and
given treatment under the provisions of the Order .  People who are suf fering from severe
mental disorder and who are not receiving appropriate treatment may pose a serious risk of
harm to themselves or others.  Such individuals may be treated under common law in
emergency situations.  Earthrowl and colleagues (2003)21 have proposed guidance on
providing courses of treatment to prisoners who lack mental capacity, however these
measures do not negate the underlying imperative that such prisoners should be transferred
to hospital.
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6.44 The Review does not recommend powers to permit compulsory treatment of mentally
disordered people in prison without their consent.  The Review believes that such cases
must be addressed by the provision of adequate resources and procedures that ensure
timely transfer to hospital of those who require such treatment.

(b) Transfer of Prisoners to Inpatient Hospital Services

6.45 It should be noted that when a person outside of prison is suf fering from severe mental
disorder and requires admission to a psychiatric hospital he or she is generally admitted
without delay, usually on the same day as the decision has been made to admit.  The same
standard should apply to prisoners.  

6.46 When prisoners require transfer from prison to hospital to receive inpatient treatment for
mental disorder they generally require secure inpatient services.  There are gaps in current
provisions resulting in unacceptable delays.  At present mentally disordered prisoners
remain in prison when they should be in hospital.

6.47 There are particular dif ficulties in obtaining inpatient treatment for mentally disordered
prisoners who are on remand and who require treatment in a high security facility .  These
difficulties, and options to address them, have been considered more fully in Chapter 8 and
by the Forensic Sub Committee of the Legal Issues Committee.  

6.48 For those prisoners who require treatment in conditions of medium security it will be
important to develop close working links between the prisons and the Regional Secure Unit
and to ensure that high priority by management of the Regional Secure Unit is given to the
transfer of prisoners.  In order to ensure that places are made available to prisoners it will
be essential to ensure that there are adequate long–stay medium secure places, low secure
places and step-down facilities in the community.

Recommendations

57. People who require admission to hospital for assessment or treatment under the provisions
of the mental health legislation must have equal access and priority whether they originate
in prison or in the community .  The application of this standard in practice should be
subject to external audit by the appropriate health care inspection body .

58. The transfer project should ensure that specific joint working arrangements between
service providers, the Prison Service and the DHSSPS are agreed and published before
April 2007.

Standard 5.  Risk Assessment and Management

6.49 There are currently no standardised risk assessment and management systems in routine
clinical use in the mental health and learning disability services within the prisons.  It is
recommended that a multi-disciplinary and interagency operational group should identify
policies and procedures.  These policies and procedures should encompass risk assessment
and management for service users in prison and also for the discharge of individuals to the
community.
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6.50 The operational group should also identify or ganisational risks and liabilities through its
clinical governance mechanisms and should formulate and implement appropriate plans to
address them.

6.51 The development of risk assessment and management systems for mentally disordered
prisoners should proceed in consultation with criminal justice agencies, taking account of
recent and proposed developments such as the extension of MASRAM to include violent
offenders.

Recommendation

59. The DHSSPS in partnership with Criminal Justice Agencies should establish a group
comprising relevant stakeholders to develop a risk assessment and management framework
that extends across the Criminal Justice System and the HPSS and that applies to mentally
disordered people in prisons. The framework must not discriminate unjustifiably against
people suffering from mental disorder.

Standard 6.  Quality Assurance

6.52 The Review has recommended the principle that services should be open, accountable and
subject to external review.  It is essential that the services available for mentally disordered
people in prisons have robust clinical governance and internal quality assurance
mechanisms and are subject to external independent inspection and review .

6.53 Measures of service quality may include assessment and monitoring of need, the capacity
of the services to identify and respond to the needs of individuals with mental disorder, the
capacity to transfer to outside hospitals those who require such treatment and the capacity
to work in a joint interagency manner to address problems such as behavioural disturbance
and offending behaviour. 

6.54 It is also important to identify and remedy obstacles to performance such as delays for
visiting staff in gaining access to prisoners and inadequate interview facilities.

6.55 Where adverse or untoward incidents or events occur , these should be investigated by
methods, which not only establish the facts of what happened, but also examine the
underlying processes, procedures and systems.  The National Patient Safety Agency
favours the use of root cause analysis in this regard.  Robust mechanisms must be put in
place to ensure there is learning from such incidents and that this learning is translated into
relevant practical changes.  Serious untoward incidents should be independently reviewed.

Recommendation

60. Mental health and learning disability services and Criminal Justice Agencies should
develop joint co-ordinated interagency standards that encompass both the creation of a
prison environment that promotes mental health and the provision of a full range of mental
health and learning disability services.  These standards should be supported by clinical
governance arrangements, internal quality assurance mechanisms, external independent
inspection and systems of learning from adverse events.  NIPS and DHSSPS should jointly
set up an effective operational group in 2006.
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Standard 7.  Mental Health Promotion and Education

6.56 The World Health Organisation (WHO) Regional Office for Europe produced a Consensus
Statement on Mental Health Promotion in Prisons (1998)22.  It recognised that although
most mental disorders may have been present before imprisonment these disorders could
also be made worse by the conditions of imprisonment and thus prison has the potential to
cause significant mental harm.  It agreed that the fundamental rights of prisoners entailed
the provision of preventive treatment and healthcare equivalent to those provided in the
general community , that the concept of care, positive expectations and respect should
permeate all prisons and that the promotion of the mental well-being of prisoners and
prison staff is vital in prisons.  In addition to its detailed statement, the WHO also produced
a management checklist to assist mental health promotion in prisons23.  

6.57 Health promotion initiatives are being undertaken jointly by the Prison Services and the
National Health Service in Scotland24 and in England and Wales25.  The Healthcare Needs
Assessment (2004)16 recommended development of Health Promotion in the Northern
Ireland prisons, and limited progress has been made.

6.58 It is essential that Health Promotion initiatives include specific measures to promote mental
health and well-being that become instilled within the culture and ethos of the prison
establishments.  They cannot be seen as the sole preserve of Mental Health and Learning
Disability Services, but rather they must be owned and led in partnership with the body
with regional responsibility for mental health promotion, the wider health sector bodies and
the Prison Service and developed in partnership with a range of users’ and carers’
representatives, voluntary and community sector and statutory Mental Health and Learning
Disability services.  

6.59 It is recommended that a Regional Prison Mental Health Promotion group is established
that is centrally led and co-ordinated and that is sensitive to the circumstances of each
prison establishment.  This group should liaise closely with the regional body with
responsibility for mental health promotion.  The group should identify the needs in
Northern Ireland and the ef ficacy of developments elsewhere and it should formulate and
implement a range of proactive measures for prisoners as well as providing education,
training and support for prison and healthcare staff.  There should be evaluation of the
impact of the group’s activities.  

Suicide and Other Self-Harm

6.60 Suicide and self-harm are major concerns in prison, as in the rest of society .  Prisoners
show high rates of mental health problems and are subject to the stresses related to
offending behaviour and imprisonment.  It is imperative to ensure that measures are put in
place to address the identified suicide risks.  The WHO22 (2000) has produced guidance on
the prevention of suicide in prisons.  The Royal College of Psychiatrists (2002)26 has
published a Council Report on Suicide in Prisons, which made 26 recommendations and
provided guidance on the assessment of prisoners.  These include recommendations on
resources, services, and procedures for assessment and staff training.  Although the Report
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relates primarily to the situation in England and Wales, its recommendations are highly
relevant to Northern Ireland.  

6.61 The NIPS has introduced a suicide and self-harm policy in 2004, which has been a positive
step.  The report by Professor McClelland and colleagues (2005) 13 reviewed 6 non-natural
deaths in prison prior to that policy and made additional recommendations which are
supported by the Review.

Recommendation 

61. The DHSSPS, involving the body with regional responsibility for mental health promotion,
in partnership with NIPS, service providers and representatives of users and carers should
establish a Regional Prison Mental Health Promotion group to address mental health
promotion and suicide prevention.  The group should build upon the existing policy and
formulate a strategy that sets explicit standards.  It should seek to establish a culture and
ethos in the prisons that promotes mental health and well-being for prisoners and staff and
that further reduces the risks of suicide.  The goal should be for the initial strategy to be
implemented by 2007.  Work should continue in conjunction with the regional body with
responsibility for mental health promotion and should include evaluation of its effects.

Standard 8.  Information, Research and Innovation

6.62 In order to work in an ef ficient co-ordinated multi-disciplinary and interagency manner ,
mental health and learning disability services in the prisons must have comprehensive
information strategies that include, for example, the gathering of information on need,
service performance and quality .  There is a need to develop Information Technology
systems that are integrated with the HPSS systems and that support service delivery .
Consideration should be given to co-ordination with relevant components of criminal
justice information systems.

Recommendations

62. The transfer project should ensure that information systems are established before April
2007 to meet the needs of mentally disordered prisoners.  Information systems for
prisoners should integrate and evolve with the HPSS systems and should be developed,
where appropriate, to integrate with criminal justice systems in support of joint working.

63. The DHSSPS should commission and promote ethically approved research in relation to
the needs and services for mentally disordered prisoners, for example research should be
undertaken into the needs for healthcare centre places, the transfer of prisoners to Health
Service, bail and community step-down facilities, the efficacy of offender management
programmes and the efficacy of mental health promotion strategies. 

Standard 9.  Recruitment, Retention and Developing a Skilled Workforce

6.63 Workforce planning strategies and processes that are supported by both the Health and
Social Services and by the Criminal Justice System must support the development and
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maintenance of the required range of mental health and learning disability services.  These
must ensure the recruitment and retention of staf f.  There must also be Learning and
Development arrangements to provide staf f with the necessary knowledge, skills, support
and opportunities for further learning and personal development.  The needs for Learning
and Development include not only staf f working in prison mental health and learning
disability services, but also other staf f working in interconnecting health and social
services and in criminal justice agencies.  There is a need for interagency training to help
promote understanding of the different, but interconnected roles.  In addition service users
and carers have learning and development needs that should be addressed.  Consideration
should also be given to the emotionally demanding nature of much of the work in prisons
and the consequent needs of staf f for psychological support.

6.64 There is a particular need, for all agencies, to develop expertise in the assessment and
management of behavioural disturbance, personality disorder and offending behaviour.  All
of these services require close and co-operative working relationships between criminal
justice staff, forensic and other mental health and learning disability services, supported by
flexible working patterns, joint policies, procedures and protocols, agreed standards, joint
research and audit, and shared learning and development.  It is proposed that a Consortium
is developed to bring together Criminal Justice Agencies, health and social services
agencies and the prisons, to link community services and develop expertise in the
psychotherapeutic aspects of assessment, therapy and risk management. 

6.65 Learning and development mechanisms must be closely aligned to service development.
Robust systems must be put in place to ensure there is learning from adverse incidents and
that this learning is translated into relevant practical changes.

Recommendations

64. The DHSSPS must ensure that development and maintenance of services for mentally
disordered prisoners are supported by robust workforce planning and provision of
opportunities for staff to avail of learning, development and support.

65. Service providers must ensure that learning and development strategies for all staf f are
closely linked to service development and to governance arrangements.

66. A multi-agency consortium should be formed in 2006 to promote psychotherapeutic
expertise in the assessment and management of behavioural disturbance, personality
disorder and offending behaviour.  The lead should be taken by DHSSPS with input from
criminal justice agencies and the relevant health sector bodies.

Standard 10.  Sustainable and Transparent Funding

6.66 The transfer of lead responsibility for prisoner healthcare to DHSSPS by April 2007 will
include transfer of current funding from NIPS.  In England the similar transfer of
responsibility was accompanied by substantial additional funding (an increase of
approximately 40%).  
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The current Review is highlighting major current under -funding of mental health and
learning disability services throughout the HPSS and is recommending additional
resources.  Additional funding is highly likely to be required to ensure both the
development of services on the basis set out in this Review and their ef fective delivery.

Recommendation

67. The strategic development of mental health and learning disability services for prisoners
requires sustainable additional funding.  Funding arrangements must support the joint co-
ordinated multi-agency planning and delivery of services.  There must be mechanisms that
demonstrate that monies made available to services have reached their intended targets.
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CHAPTER 7 

PROBATION

INTRODUCTION

7.1 The Probation Board for Northern Ireland (PBNI) has a statutory responsibility for
assessing and supervising of fenders in the community in order to protect the public from
risk of harm and to rehabilitate of fenders.  Many of these of fenders have one or more
mental health needs related to mental illness, learning disability , personality disorder and
alcohol and substance misuse.  There are, therefore, clear overlaps between the work of
PBNI and mental health and learning disability services and thus, in accordance with the
principles proposed in Chapter 2, there should be joint co-operative planning and delivery
of services in order to best meet the needs of service users and carers. People who are on
probation must have equity of access and provision of mental health and learning disability
services.

7.2 This chapter considers the relationship between PBNI and mental health and learning
disability services for adults with mental illness, personality disorder and learning
disability and it makes recommendations for the future development of services.
Additional recommendations in relation to learning disability are contained in Chapter 10
and further recommendations on specific issues including personality disorder, risk and the
Multiagency Procedures for the Assessment and Management of Sex Of fenders
(MASRAM) are contained in Chapter 1 1.  Interfaces with Alcohol and Substance Misuse
Services, with Child and Adolescent Mental Health Services and with Legal Issues are
addressed in the respective reports of this Review.  

BACKGROUND

Probation Services 

7.3 Since the introduction of the Criminal Justice (Northern Ireland) Order 1996, the of fender
population supervised by PBNI has not only increased, but the crime profile has shifted
towards more serious, difficult and potentially dangerous and disturbed of fenders.  On 31
March 2005 PBNI supervised 1,253 Probation Orders, 804 Community Service Orders,
803 Custody Probation Orders and 31 Supervised Life Licensees.  Probation staf f conduct
thorough risk assessments during each stage of contact with the of fender, including the
preparation of Pre-Sentence Reports, case management and programme delivery .  Often
this work is conducted in the absence of involvement of health and social services
agencies.  Sentences such as the Custody Probation Order (introduced 1 January 1998)
have led to PBNI supervising offenders previously given custodial sentences.

7.4 During 2004/05 the courts requested 8,228 Pre-Sentence Reports from PBNI.  A review in
2004 of Pre-Sentence Reports over a 6 month period found that 60% of these reports were
written for offenders where the index offence was one of violence.  More than half of those
reports written on violent offenders were for an offence of Assault Occasioning Actual
Bodily Harm or a more serious violent offence.  In addition 42% of these offenders had 3
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or more previous convictions, indicating a pattern of ongoing of fending behaviour rather
than an isolated incident.  Some of these individuals were not engaged with or had been
excluded from primary care, mental health and learning disability services, social services
and housing authorities and were deemed unsuitable for safe supervision by probation
alone.  Concerns have been raised that such patterns of exclusion and mar ginalisation by
services may be associated with increased risks of self harm and further of fending.

7.5 There are also concerns that currently there are not suf ficient mental health and learning
disability services working with PBNI to contribute to assessment of individuals and their
mental health needs, to advise criminal justice agencies and to arrange or provide treatment
and care.  

7.6 As regards supervision of of fenders by probation, current standards require that of fenders
are supervised according to their likelihood of re-of fending as well as the level of risk of
harm they pose to the public.  Of fenders on community supervision orders are required to
report to a probation of ficer in accordance with instructions and to notify any change of
address.  At 31 March 2005, PBNI managed 330 of fenders in custody on Custody
Probation Orders, which was  one third of the prison population and 473 in the community.
Many of these offenders had committed serious of fences of violence and sexual violence,
and had previously had contact with psychiatric and psychological services.  Many also
had serious personality deficiencies and dif ficulties.  However , there was a lack of joint
working between PBNI and mental health and learning disability services.  At 2005 there
were 115 PBNI “listed cases” which were deemed to pose a high risk of potential harm to
the public.  Analysis of these cases indicated that one third had convictions of a sexual
nature, including rape, unlawful carnal knowledge, gross indecency and abduction, one
third had convictions for violence, including Assault Occasioning Actual Bodily Harm,
Grievous Bodily Harm and use of a firearm and the convictions of the remaining one third
included burglary, robbery, arson and motoring offences.  

7.7 PBNI programmes are delivered throughout Northern Ireland for of fenders who commit
serious violent of fences including sexual of fences and domestic violence.  A new
community programme commenced in January 2006 to address serious violent of fending,
for example, at the PBNI Integrated Supervision Unit, Alderwood House, Belfast,
probation staff deliver sex offender treatment programmes, domestic violence programmes
and other programmes, again with limited input from mental health and learning disability
services.  

7.8 There are currently 4 probation hostels in Northern Ireland that allocate beds to bailees.
McCall (2005)1 found that unmet need had been identified in the Western Health and Social
Services Board where there were 12 beds in a community supervised hostel, but it was
considered that a minimum of 24 beds was required to meet the current needs.  There are
significant and well established working partnerships with voluntary agencies in Northern
Ireland.  These services provide accommodation, vocational training, skill development
and employment opportunities for offenders with mental health problems, learning
disabilities and personality disorders.
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7.9 McCall (2005)1 found little information about mentally disordered offenders on probation.
The main findings were:

• male probationers had higher death rates and suicide rates than the general
population (1 cohort study);

• the majority of referrals from a probation hostel to a forensic psychiatry department
were for complaints of depression and concerns regarding self-harm; and

• the quality of probation of ficer-probationer relationships can colour the use of
strategies to monitor and enforce treatment compliance.  A respectful, personal
approach was perceived as being more effective than those that were more
authoritarian.  

STANDARDS

Standard 1.  A Co-Ordinated Joint Strategic Approach

7.10 Current experience indicates that many service users in contact with probation welcome a
joint and co-ordinated approach between probation and mental health and learning
disability services that addresses both the mental and the criminal justice needs of the
individual and his or her carers.  In order to ef fectively carry out their functions probation
staff should be aware of the presence and nature of any mental health needs that are
relevant to:

• the risks of harm the individual poses to him or herself or to others, including the
risks of reoffending; and

• the monitoring, supervision and rehabilitation of the individual.

7.11 Probation staff require access to timely assessment, advice, treatment and care provided by
mental health and learning disability services.  These services are required when
individuals are under going assessment for the courts or for the Life Sentence Review
Commission or when individuals are subject to Probation Orders and Custody Probation
Orders.  The sources of assessment and advice must be independent – psychological or
psychiatric assessments commissioned by the defence may be given a limited and
incomplete remit, for example they may not adequately address issues of risk.  

7.12 Mental health and learning disability services may also benefit from information from
probation services, for example, to help understand the legal circumstances of service
users.  There are opportunities for service providers to jointly address identified problems.

7.13 At present mental health and learning disability services are neither configured nor
resourced to provide the services that are envisaged and there are a number of perceived or
actual obstacles to joint approaches.  Joint strategies must address these issues.
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Recommendations

68. Strategies should be developed to ensure effective joint working between PBNI and the full
range of mental health and learning disability services in relation to the assessment,
treatment and care of mentally disordered people who are under going assessment by
Probation or are subject to a Probation Order .

69. The Regional Forensic Network should co-ordinate the development of services at the
interfaces between PBNI and:

- community forensic mental health and learning disability services; 
- prison forensic services; and
- inpatient secure services.

70. The DHSSPS should, in partnership with PBNI, co-ordinate the development of services
at the interfaces between PBNI and other mental health services.

Standard 2.  Evidence, Principles and Purposes

7.14 There is a need for more detailed information on the mental health needs of service users
and carers in contact with probation services and the Review recommends that detailed
needs assessments should be commissioned.  However , the current service needs are so
substantial that the results of a full needs assessment are not required before service
development can begin.

7.15 The joint services should have clearly defined purposes, should contribute to evidence
gathering and should be consistent with the values and principles advocated by the Review.
These services should assess the needs of each individual, his or her carers, their
representatives, service providers and the wider community.  The services should not only
seek to identify , assess and provide treatment and care for those with mental health
problems, but they should also target those causing greatest concern, developing particular
expertise in relation to the assessment and management of problems and needs related to
personality disorder.

Recommendation

71. PBNI, the Regional Forensic Network and the DHSSPS should agree joint arrangements
to assess and monitor the needs of mentally disordered individuals, their carers, their
representatives, service providers and the wider community.  The results of ongoing
assessment should inform service planning.

Standard 3.  Organisational Structures and Interconnections

7.16 In these joint services staf f should work flexibly in partnership with each other and in
support of interconnecting health and social services providers and with criminal justice
agencies in the statutory, voluntary and community sectors.  The services should develop
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models of good practice, including clear or ganisational structures and lines of
accountability and also policies, protocols and procedures for joint working and
information sharing.

Recommendation

72. PBNI, the Regional Forensic Network and the DHSSPS should agree joint purposes, clear
organisational structures and lines of accountability and should develop policies, protocols
and procedures for joint working and information sharing.

Standard 4.  Comprehensive and Accessible Services

7.17 Comprehensive services should be developed jointly by PBNI and forensic and other
mental health and learning disability services to provide timely, accessible and high quality
assessment of needs, treatment and care for service users and support for their carers with
continuity of services for as long as required.  Arrangements for joint working must address
the full range of biological, psychological and social needs and in particular services
should be developed in a manner that promotes openness and good communication
between all relevant people, while respecting the rights of the individual for privacy and
confidentiality.  

Recommendation

73. PBNI, the Regional Forensic Network and the DHSSPS should develop comprehensive
and accessible joint services to assess and provide treatment and care for mentally
disordered people in contact with probation.  There are particular needs to develop joint
psychotherapeutic approaches.

Standard 5.  Risk Assessment and Management

7.18 The pilot services should contribute to the assessment and management of risk, including
the development of joint policies, protocols and procedures.

Recommendation

74. The DHSSPS in partnership with Criminal Justice Agencies should establish a group
comprising relevant stakeholders to develop a risk assessment and management framework
that extends across the Criminal Justice System and the HPSS and that applies to mentally
disordered people undergoing assessment by Probation or subject to a Probation Order.

Standard 6.  Quality Assurance

Recommendation

75. PBNI, the Regional Forensic Network and the DHSSPS should agree standards for joint
working.  Services should be subject to internal and external evaluation of performance and
quality.

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 1001 of 3342

MAHI - STM - 083 - 1001



50

Standard 7.  Mental Health Promotion and Education

7.20 There are substantial opportunities to promote the mental health of those in contact with
probation.  The joint services should examine the services that may be developed and the
potential benefits, including promoting continuity of mental health promotion when
individuals are discharged from prison to the community.

Recommendation

76. PBNI and mental health and learning disability services should identify opportunities for
mental health promotion and agree appropriate services.

Standard 8.  Information, Research and Innovation

7.21 The needs assessment and joint services should add to the available information and should
indicate future directions for research.  Services should explore the possible uses of
information technology including possible interfaces between mental health information
systems and criminal justice information systems such as Causeway.

Standard 9.  Recruitment, Retention and Developing a Skilled Workforce

7.22 There are needs to ensure that mental health and learning disability staf f become familiar
with the work of probation and that probation staf f develop their capacities in recognising
and responding to mental health needs.  Following assessment of needs, inter -agency
learning and development should be established for professionals working with of fenders
with mental illness, learning disability , personality disorder and alcohol and substance
misuse.  

7.23 Workforce planning is essential to ensure that developments in Forensic Services are
supported by the recruitment and retention of appropriate numbers of staff.

Recommendation

77. Inter-agency learning and development arrangements should be established to support joint
working between PBNI and forensic and other mental health and learning disability
services.

Standard 10.  Sustainable and Transparent Funding

7.24 Recommendation

78. The development of forensic and other mental health and learning disability services to
support the work of PBNI requires sustainable funding from the relevant sources.  Funding
arrangements must support the joint co-ordinated planning and delivery of services.  There
should be mechanisms to demonstrate that monies made available to services have reached
their intended targets. 
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CHAPTER 8

SECURE INPATIENT SERVICES

INTRODUCTION

8.1 Inpatient services are essential components in the range of Forensic Services.  Service
users should have timely access to safe inpatient environments that provide treatment and
care to meet the needs of each individual thus maximising his or her prospects of
experiencing improvement in mental health and a safe return to the community .

8.2 Inpatient forensic services are stratified according to the risk the service users present27.
Security is considered according to environmental, relational and procedural aspects and is
often described as comprising high, medium and low levels of security .  

These levels of security have been described as follows28: 

"High Security is the level of security necessary only for those patients who pose a grave and
immediate danger to others if at large. Security arrangements should be capable of preventing
even the most determined absconder. High secure services should only be provided in secure
hospitals with a full range of therapeutic and recreational facilities within the perimeter fence,
acknowledging the severe limitations on the use of outside services and facilities.

Medium Security is the level of security necessary for patients who represent a serious but
less immediate dang er to other s. Patients will often have been dealt with in the Cr own
Courts and pr esent a serious risk to other s combined with the potential to a bscond.
Security should therefore be suf ficient to deter all b ut the most determined. A good range
of therapeutic and recreational facilities should be available within the perimeter fence to
meet the needs of patients who are not ready for off-site parole, but with the emphasis on
graduated use of ordinary community facilities in rehabilitation whenever possible. 

Low Security is the le vel of security deemed necessary f or patients w ho present a less
serious physical danger to others, often dealt with in the Magistrates Courts and identified
by court assessment/diver sion schemes. Security meas ures are intended to impede r ather
than completely prevent absconsions, with greater reliance on staffing arrangements and
less reliance on physical security measures."

8.3 Inpatient services can be further subdivided according to length of stay, for example into
the following classification (adapted from Kennedy 200227):

• High security;

• Medium term medium security;

• Long term medium security;

• Acute/medium term low security; and

• Long term low security.

8.4 Although these descriptions help give some understanding of the dif ferent levels of
security there is a need to develop more objective criteria based on the characteristics of
service users and their needs.  
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8.5 Work has progressed to set standards for the care of service users in secure facilitiesx 29.  It
is essential that services are person-centred, of high quality and that they have internal
quality assurance mechanisms and independent external scrutiny.

8.6 All the services at different levels of security must work in concert with each other and with
interconnecting forensic and other mental health and learning disability services.  It is
essential that services have the capacity to admit each service user in a timely manner to a
facility that meets his or her needs and that service users are not subject to any greater
restriction than their condition or legal status requires.  

8.7 It has been demonstrated that well developed adult mental health services, including low
secure services, correlate with reduced demand for services at higher levels of security30.
Secure places inevitably entail restriction of the liberty of service users as well as
significant financial costs for society .  The Review believes that secure inpatient services
are necessary and that places must be made available to all who require them.  Investment
in interconnecting and step-down mental health and learning disability services is required
to help keep the total number of such secure places at a minimum.

8.8 This chapter considers primarily the secure inpatient needs of adults with mental illness.
The needs of those with learning disability are considered in Chapter 10, those with
personality disorder in Chapter 11 and the needs of children and adolescents are considered
in the report by the Child and Adolescent Mental Health Committee86.

HIGH SECURE SERVICES

Introduction

8.9 There is no high secure hospital in Northern Ireland.  The State Hospital, Carstairs, Scotland,
has provided most of the care and treatment in conditions of high security for adults from
Northern Ireland with mental illness or severe mental impairment who, because of their
dangerous, violent or criminal propensities, cannot be cared for in any other setting. 

8.10 Service users have been transferred to the State Hospital from hospitals in Northern Ireland
and some of these service users have originated from the courts and prisons.  Once it is
agreed that a service user has made suf ficient progress at the State Hospital he or she
generally returns to the referring hospital in Northern Ireland.  Until Shannon Clinic,
Northern Ireland’s Regional Medium Secure Unit, was opened in April 2005 there was a
gap between the high security provision at the State Hospital and the low security of the
Psychiatric Intensive Care and other units in Northern Ireland.  This meant that patients in
the State Hospital needed to have made suf ficient improvement to be returned to a low
security environment before they were likely to be accepted back to Northern Ireland.  It
will be essential that any service users who have been transferred to facilities outside
Northern Ireland are returned at the earliest appropriate opportunity.  Current capacity must
be further developed to meet this objective.

BACKGROUND

8.11 McCall (2005)1 has reviewed the literature in relation to high secure services.  Badger
(1999)31 found that there were about 33 patients in special hospitals per million of the
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population in Britain, with 4 times as many men as women.  The average age was in the 30’s
but with a wide age range.  About two thirds of patients were legally classified as mentally
ill and a one quarter had a personality disorder.  The average length of stay was 8 years with
rather longer periods of stay for women.  About two thirds of patients had an index offence
of violence against the person, with about a quarter of all patients having committed
homicide.  Substantial ethnic dif ferences have been observed among admissions 32.  It has
been estimated that at least half of the patients in special hospitals do not require the highest
level of security.  The average length of stay at the State Hospital between 1992-1997 was
5 years with a readmission rate of 22.3%, mostly due to violence33.

CURRENT NEEDS AND SERVICES 

8.12 The State Hospital provides care and treatment for around 240 patients from Scotland and
Northern Ireland.  

Admissions from Northern Ireland to the State Hospital, 2004

8.13 The State Hospital rarely admits patients with a primary diagnosis of personality disorder34. 

8.14 The number of mentally ill patients in the State Hospital who originated from Northern
Ireland reduced substantially following the opening of the Shannon Clinic Regional Secure
Unit in April 2005.
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8.15 Northern Ireland has traditionally admitted fewer patients to high secure care than Scotland
and England despite a lower resource base.  These low numbers of admissions to the State
Hospital from Northern Ireland may be an indicator that need is not being adequately met.

8.16 There are substantial obstacles to admission to the State Hospital for service users from
Northern Ireland.  Currently people who are remanded to prison and who are suf fering
from mental disorder that warrants transfer to a high secure service cannot be remanded to
a hospital outside the Northern Ireland jurisdiction and thus cannot receive appropriate
treatment in conditions of high security until their case has been dealt with by the courts.
The provision of psychiatric treatment in prison is strictly limited, for example, a prisoner
who is so mentally ill that he or she does not appreciate the need for treatment cannot be
given treatment in prison under the protection of mental health legislation.  Such a prisoner
may have to remain on remand in prison for a prolonged period, perhaps a year or more,
without receiving adequate treatment.  Similarly individuals whose circumstances may
warrant an interim hospital order to the State Hospital cannot be transferred outside of the
Northern Ireland jurisdiction.  Section 81 of the Mental Health (Scotland) Act 198435 (as
amended by The Mental Health (Northern Ireland) (Consequential Amendments) Order
198636 specifically excludes people subject to remand for assessment or treatment or to an
interim hospital order (Articles 42, 43 and 45 of the Mental Health (Northern Ireland)
Order 1986) from the arrangements for removal to Scotland of patients in Northern Ireland.
It is a highly unsatisfactory situation that service users from Northern Ireland are unable
to have access to treatment and care in conditions of high security when their condition
requires it.

8.17 Obstacles have also arisen to the return to Northern Ireland of service users whose
diagnosis has changed while under going assessment and treatment in Scotland.
Uncertainty has arisen in relation to the meaning of the term “severe mental handicap” in
the Mental Health (Northern Ireland) Order 198611.  These issues are discussed further in
Chapter 10 and in the report on Legal Issues by this Review.

APPEALS AGAINST LEVELS OF SECURITY

8.18 Provisions are included in the Mental Health (Care and Treatment) (Scotland) Act 200337

to allow for appeal against detention in conditions of excessive security .  Service users
from Northern Ireland who are detained inappropriately in conditions of excessive security
at the State Hospital will be able to avail of the provisions in the Scottish legislation when
they come into effect in May 2006.  This is likely to result in pressure to admit to Shannon
Clinic service users whose requirements are for longer term medium security rather than
the medium term treatment, for which the Shannon Clinic was originally planned.  If such
service users are admitted to Shannon Clinic, the capacity of the clinic to respond to
service users who need short and medium term care will be reduced.

WOMEN IN HIGH SECURE SERVICES

8.19 Historically very low numbers of women service users from Northern Ireland have
required treatment in conditions of high security.  At the time of writing this Report there
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are no women service users from Northern Ireland in the State Hospital.  A report for the
Forensic Mental Health Services Managed Care Network in Scotland 38 has recommended
that dedicated multi-disciplinary teams responsible for providing forensic psychiatry
services for women should be established within local forensic services across Scotland.  It
also recommended that until Secure Services for Women are available Scotland-wide, the
Women’s Service at the State Hospital should continue and that only once there is clearly
no need for the service should it be closed.

NEEDS OF USERS AND CARERS

8.20 The State Hospital has introduced a number of measures to improve the experiences of
service users and carers such as improvements in information and communication, the
implementation of Integrated Care Pathways, the provision of a Patients’Advocacy Service
and the formation of a Patient Partnership Forum and a Carers’ Reference Group39.

STAKEHOLDER VIEWS AND USER/CARER VIEWS

8.21 McCall (2005)1 found mixed views in relation to the service provided by the State Hospital
for service users and carers in Northern Ireland.  There were concerns about the
geographical distance and separation from families and also, about the secure environment,
but there was also appreciation of the treatments and facilities available there.

STANDARDS

Standard 1.  A Co-Ordinated Joint Strategic Approach

8.22 At present, in the absence of more suitable alternative provision, service users in Northern
Ireland continue to require high secure services from the State Hospital in Carstairs.  While
these arrangements continue Forensic Services in Northern Ireland should co-ordinate with
Forensic Services in Scotland, both in relation to the provision of effective clinical services
and also in relation to sharing and developing best practice.  This co-ordination should
occur through various mechanisms such as regular liaison between the Northern Ireland
Forensic Managed Network and the Scottish Forensic Mental Health Services Managed
Care Network and between Shannon Clinic and the State Hospital.  Arrangements should
be put in place to ensure that co-ordination occurs between all relevant parties, including
multi-disciplinary staff and user and carer advocates.

Recommendation

79. The Regional Forensic Network should promote co-ordination of forensic service
provision for the people of Northern Ireland, including with high security services at the
State Hospital, Carstairs, Scotland.

Standard 2.  Evidence, Principles and Purposes

8.23 The principles of this Review require that all service users have ready access to high
quality care.  It is, therefore, essential that all service users have access to assessment,
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treatment and care in conditions of high security if their condition requires it.  However ,
certain service users are denied this option, namely prisoners on remand and people who
may benefit from assessment and treatment in a high secure service while the subject of an
interim hospital order .  There are substantially fewer admissions to high secure services
from Northern Ireland than from other jurisdictions in the United Kingdom.  Certain
service users in Northern Ireland remain inappropriately placed in prison when they should
be in hospital.  The Review considers that the current arrangements are highly
unsatisfactory.  It strongly urges that a solution is found urgently and as a matter of priority.

8.24 The Review has discussed a number of ways in which this situation might be resolved.
These options include:

(i) arrangements to “fast-track” the legal cases of mentally disordered people;

(ii) changes in the legislation to enable people whose condition requires treatment in
high security to receive such treatment either in Scotland or elsewhere;

(iii) changing the use of the Shannon Clinic Regional Secure Unit so that in some
circumstances it provides treatment and care in conditions equivalent to high security; and

(iv) building a high secure hospital in Northern Ireland.

8.25 Option 1  the “fast-tracking” of legal cases would require agreements with the Public
Prosecution Service and the Court Services to process more speedily cases where it appears
that the accused is suffering from mental disorder and cannot be provided with appropriate
treatment while in prison.  Such arrangements may help shorten the period an individual
may spend in prison on remand or awaiting sentencing, but these periods are still likely to
remain unacceptably long.  Such arrangements could not offer the individual the benefit of
being assessed and treated in hospital before disposal by the courts.  Therefore, this option
is unlikely to present a complete or satisfactory solution to the identified problem.

8.26 Option 2 involves changes in primary legislation to facilitate transfers to high secure
services in Scotland or other jurisdictions.  There are likely to be substantial legal and
practical difficulties in transferring service users outside of the jurisdiction while they are
still subject to the Northern Ireland courts.  It should also be noted that there are high secure
services in England and in the Republic of Ireland.  The current mental health legislation
allows for transfer of service users between Northern Ireland and other parts of the United
Kingdom, but there is currently no reciprocal mental health legislation that allows transfers
between Northern Ireland and the Republic of Ireland.  There are substantial potential
opportunities for the development of forensic services on an all-Ireland basis.

8.27 Option 3 was considered by the DHSS/NIO review of secure provision (1994)40.  It debated
whether Northern Ireland should manage all its patients, including those requiring high
security facilities, but it decided that the services at the State Hospital would continue to be
required.  It suggested the Regional Secure Unit could have its security level upgraded at a
later stage.  However, the building was specified and designed as a medium secure unit and
is likely to require very substantial modification to upgrade it to high secure levels, if indeed
that is feasible.  The Regional Secure Unit was also specified at a level of 20 beds per million
of the population, which is lower than the levels subsequently recommended elsewhere.  The
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lack of provision for service users requiring long stay medium security and the lack of 'step-
down' facilities from Shannon Clinic are likely to create a very high demand for the places
in the Clinic.  Converting part of the unit to high secure usage would compromise the capacity
of the Unit to provide the medium secure service that was originally intended.

8.28 Option 4 involves building an additional secure facility in Northern Ireland to accommodate
service users who require treatment and care in conditions of high security.  On the face of
it this option may not seem feasible on account of the small numbers of service users from
Northern Ireland who are currently in high security .  However, it should be noted that the
numbers of service users from Northern Ireland who are receiving treatment in conditions
of high security are substantially lower than in other jurisdictions.  Current usage of high
secure services does not reflect actual need because the legal and other obstacles prevent
service users gaining access to the high security conditions they require.  

8.29 At present there are a number of major gaps in high and medium secure provision for
service users in Northern Ireland:  

• unsentenced prisoners suffering from mental illness or severe mental impairment are
denied the treatment they require as they cannot be transferred to a high security service;

• there is no provision for long stay medium secure places leading to inefficient usage
of resources at Shannon Clinic;

• facilities for women at Shannon Clinic are limited.  Women would benefit from a
separate facility and the places at Shannon Clinic could be used by men;

• there is a need to provide treatment in conditions of high security for individuals
suffering from personality disorder (see Chapter 11); and

• there are no secure facilities for adolescents.

8.30 An additional secure facility could provide a comprehensive solution to the high and
medium secure needs of service users from Northern Ireland.  Consideration should be
given to providing these specialist services within an all-Ireland framework.

Recommendations

80. The current arrangements for high secure services for people in Northern Ireland have
unacceptable gaps in service provision.  All people in Northern Ireland must have access
to high secure services when they require them.  The DHSSPS must take the lead in
urgently finding solutions to the current obstacles to treatment and care in conditions of
high security.  

81. The DHSSPS must commission an assessment of needs to determine the numbers of people
from Northern Ireland who require treatment in conditions of high and medium security .
The assessment should include people suf fering from mental illness, severe mental
impairment and from personality disorder .  It should encompass those who are currently
receiving services and those who are currently unable for legal or other reasons to avail of
such assessment, treatment and care.  
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82. This assessment of high and medium secure needs should be combined with an assessment
of the needs for low secure and step-down community services (Chapter 9) and the needs
for forensic learning disability services (Chapter 10).

83. The Review recommends the provision of an additional secure facility in Northern Ireland
to meet the identified high and medium secure needs of service users.  The regional high
and medium secure facilities should be complemented by local low secure facilities and
community step-down facilities to form a range of short, medium and longer stay facilities
that meet the needs of forensic service users.

Standards 3-9

8.31 In developing new secure services consideration should be given to each aspect of the care
standards proposed in Chapter 2 including the development of policies, procedures and
protocols, risk assessment and management, quality standards and assurance mechanisms,
the development of information systems, joint research and contributions to mental health
promotion and public education.  There are also many opportunities for sharing of good
practice, for example, in relation to advocacy and clinical services, and there are
opportunities for innovation such as the use of video-links to improve contact between
carers and service users.  In addition, consideration should also be given to developing joint
training between Northern Ireland Forensic Services and those available in adjacent
jurisdictions.

Recommendations

84. New secure services should be developed in accordance with the standards proposed by
this Review.

85. The Regional Forensic Network should explore the range of opportunities to co-ordinate
training for staff in Forensic Mental Health and Learning Disability Services in Northern
Ireland with the training available in adjacent jurisdictions. 

MEDIUM SECURE SERVICES

Introduction and Current Services

8.32 The Shannon Clinic Regional Secure Unit (the Clinic) at Knockbracken Healthcare Park,
Belfast, was opened in April 2005.  When fully operational it will provide 34 medium
secure places for the assessment and treatment of adults suf fering from mental illness.
Shannon Clinic takes admissions from prisons, courts, high secure services and other
mental health services.  Admissions generally warrant detention under the Mental Health
(Northern Ireland) Order 198611 and comprise individuals who are a serious and enduring
risk to others and prisoners who are mentally ill and require treatment in a medium secure
setting.  The Clinic primarily takes admissions ranging from several weeks to
approximately 2 years.  There is currently no provision in Northern Ireland for service
users requiring longer stay treatment in conditions of medium security.
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8.33 Facilities are available in Shannon Clinic for a small number of women to reside in part of
a ward area that is separate from the facilities for men, but with access to shared activities
and rehabilitation facilities.

8.34 The Clinic has an established a model of care that guides its activities and operations:

• A Bio-Psycho-Social Model;

• Patient Centred Approach;

• Multi-disciplinary Team Approach;

• Supports Patient Recovery;

• Safe, Secure and Therapeutic Environment;

• Promotes a Learning Ethos for Staf f and Patients; and

• Involving Patients and Families in the Care Planning Process.

8.35 Service users and carers are also supported by user and carer advocates.

8.36 The Clinic has formulated many policies, procedures and protocols and is developing
integrated care pathways, needs assessment, care planning, risk assessment and
management procedures, standards, audit and quality assurance systems.  The Clinic is also
using computerised notes and records and video-links.

8.37 The Clinic has developed networks with interconnecting services and has also established
an extensive staff training programme.

8.38 This chapter considers the future development of medium secure services for mentally ill
adults in Northern Ireland.

DISCUSSION AND RECOMMENDATIONS

Standard 1.  A Co-Ordinated Joint Strategic Approach

8.39 The development of the Clinic has been overseen by a regional project board.  It is
expected that the function of regional co-ordination will be adopted by a Regional Forensic
Network which will have links to the Scottish Forensic Mental Health Services Managed
Care Network.

Recommendation

86. The Regional Forensic Network should promote the development and delivery of regional
medium secure services and their co-ordination with interconnecting services.

Standard 2.  Evidence, Principles and Purposes

8.40 The Clinic has been commissioned as a short and medium term facility for adults with
mental illness, providing assessment and medium term treatment for periods of up to 2
years. The capacity of the Clinic to effectively provide this service will depend heavily on
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the provision of interconnecting services throughout Northern Ireland to act in concert with
the Clinic by providing long term medium secure services and step down low secure and
community forensic services.  Unless these facilities are made available there is a very real
danger that service users will spend longer in the Clinic than is clinically necessary and that
the Clinic will not be able to offer places to those in urgent need such as mentally ill people
in prison.  Such an outcome would also represent an inef ficient use of the taxpayers’
investment in this facility.

8.41 Kennedy27 has stated that “Patients who are failing to progress despite appropriate trials of
treatment need not continue to occupy scarce intensive therapeutic placements.”  He has
suggested that such individuals may become frustrated by their lack of progress and that
after detailed review of treatments and needs these individuals should be allocated to a long
term placements where they are kept under regular review and may from time to time
benefit from a return to a more intensive treatment setting.

8.42 It is essential that a detailed assessment of need is carried out and that adequate long term
medium secure, low secure and community services are provided to support the ef ficient
functioning of the Clinic.

8.43 In addition to the detailed needs assessment exercise the Clinic should contribute to the
understanding of the needs for service provision by analysing both the needs of each
service user and also the constraints on their progress.  The Clinic should explore the
development of a standardised Analysis of Constraints methodology41 to identify the
obstacles that are blocking the progress of each service user towards reduced restriction
and greater autonomy.  Identified constraints might include, for example, specific features
of the service user ’s mental condition and lack of services to meet the identified needs.

8.44 The Regional Forensic Network should establish systems to monitor ongoing need for
forensic services, including places in conditions of medium security .  This information
should inform planning for high, medium and low secure services and step-down
community services for service users with short, medium and longer stay needs.  The aim
must be to create detailed information systems that inform the planning and delivery of an
interconnected range of secure inpatient and community services to meet the needs of
service users.

Recommendations

87. The DHSSPS must take account of the assessment of need for secure services and it must
plan and develop long stay medium secure services and step-down low secure and
community services. 

88. In order to inform service planning and development Shannon Clinic staf f should analyse
the needs of each service user and the constraints on his or her progress.

89. The Regional Forensic Network should establish systems to monitor ongoing need for
high, medium and low secure services and step-down community services for forensic
service users with short, medium and longer stay needs.  This information should
contribute to the planning and delivery of forensic services.
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Standard 3.  Organisational Structures and Interconnections

8.45 The service based at the Clinic is closely connected to community forensic services which
are at an early stage of development.  Staf f work across or ganisational boundaries to
promote co-ordination.  The Clinic has also been working in close collaboration with the
State Hospital.  It is essential that similar close connections are established between the
Clinic and the prisons.  These should be agreed at an early stage to ensure that robust
systems are put in place to identify and transfer mentally ill prisoners in need of assessment
and treatment in conditions of medium security .  Previous experience in the Northern
Ireland prisons demonstrated the benefits of staf f working jointly between an inpatient
hospital unit and the prison healthcare centre – greater numbers of transfers to hospital
occurred and in shorter periods of time, compared with other parts of the province that did
not operate such an arrangement.

Recommendation

90. Commissioners of mental health and learning disability services to the prisons should
ensure that arrangements facilitate the early identification and transfer to hospital of
mentally disordered people who require treatment in conditions of medium security.

Standard 4.  Comprehensive and Accessible Services

8.46 Comprehensive arrangements have been made at the Clinic to assess and meet the needs of
service users and carers.  Partnerships have been developed with many relevant parties and
joint protocols are being produced in partnership with Criminal Justice Agencies.  A range
of psychotherapeutic approaches is being developed including group and individual
therapy and staff supervision and support.

Standard 5.  Risk Assessment and Management

8.47 Each mental health and learning disability service must develop risk assessment and
management systems that are generically similar and that are tailored to the needs and
circumstances of the individual service user.  The Clinic is developing expertise, policies,
procedures and protocols.  These should draw upon best practice.

Recommendation

91. Service providers should develop regional expertise at Shannon Clinic in the assessment
and management of risk in relation to service users who require assessment, treatment and
care in conditions of medium security.

Standard 6.  Quality Assurance

8.48 The Clinic is introducing systems to assess performance and assure quality and clinical
governance.

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 1013 of 3342

MAHI - STM - 083 - 1013



62

8.49 One of the criteria used to assess the ef ficacy of the Clinic should be its capacity to take
service users at short notice, including mentally ill prisoners in need of assessment and
treatment in conditions of medium security .  This criterion is not under the control of the
Clinic service alone – it will depend heavily on the ability of interconnecting services
throughout Northern Ireland to act in concert with the Clinic by providing long term, step-
down and community forensic services.  

Recommendation

92. Shannon Clinic should develop explicit quality standards and quality assurance
mechanisms, including audit and independent external inspection by the relevant regional
body.

Standard 7.  Mental Health Promotion and Education

8.50 The Clinic is developing arrangements to promote the physical and mental health of service
users and has also contributed to public education.  

Recommendation

93. The Regional Forensic Network should co-ordinate with the regional body with
responsibility for mental health promotion to facilitate the contribution of secure inpatient
services to mental health promotion and public education.

Standard 8.  Information, Research and Innovation

8.51 The Clinic has sought to develop an ethos of enquiry that promotes information-gathering
and research and this ethos is supported by internal or ganisational structures.  It will be
important to develop a research strategy that includes links with relevant research bodies.

8.52 Information Technology systems have been introduced to the Clinic and are undergoing
further development as part of a wider project.

Recommendations

94. The Regional Forensic Network should develop information and research strategies and
promote the involvement of secure inpatient services.

95. The Regional Forensic Network should promote the integration of Information Technology
systems between medium secure services and interconnecting services to help ensure the
effective transfer of information.

Standard 9.  Recruitment, Retention and Developing a Skilled Workforce

8.53 The Clinic has developed an extensive learning and development programme that is closely
related to clinical practice.  This should be developed further by increasing links with
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universities and other training organisations and by working with other developing forensic
services and the Regional Forensic Network.  

8.54 Staff working with mentally disordered of fenders also require psychotherapeutic support
and arrangements have been made to provide psychotherapy services.

8.55 At the time of writing this Report, shortages of key trained staf f have prevented the Clinic
from opening to full capacity and they have impeded the development of community
forensic services.  These obstacles demonstrate the crucial importance of developing
workforce strategies to ensure the recruitment, training and retention of all the necessary
staff to support service developments.

Recommendations

96. The model used by Shannon Clinic of closely integrating training with clinical practice
should extended to other forensic services.

97. The DHSSPS must ensure that development and maintenance of secure inpatient services
is supported by robust workforce planning and provision of opportunities for staff to avail
of learning, development and support.

Standard 10.  Sustainable and Transparent Funding

8.56 The further development of medium secure services to meet the needs of service users for
short, medium and long stay treatment and care will require appropriate funding in
accordance with a long term plan.

Recommendation

98. The development and maintenance of medium secure services requires appropriate funding
in accordance with a long term plan that ensures sustainable development of services.
There must be mechanisms that demonstrate that monies made available to services have
reached their intended targets. 

LOW SECURE SERVICES

Introduction

8.57 Low secure services include Psychiatric Intensive Care Units, challenging behaviour wards
and acute and longer term forensic low secure units.

8.58 The DHSS/NIO Review of Secure Provision40 noted there were then 150 locked ward (low
secure) beds in Northern Ireland.  The Review recommended building a Medium Secure
Unit for the province and rationalising locked ward provision.

8.59 The Northern Ireland Hospital Advisory Service inspected the 6 Psychiatric Intensive Care
Units in the mid 1990's.  It found substantially different practices in these units.  
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8.60 The Report of the Adult Mental Health Services Committee 83 (Chapter 4.125) has
recommended, as part of a comprehensive package of services, that there should be 25
challenging behaviour beds per 250,000 of the population, which equates to a total of 170
for the province.

8.61 Low secure services are essential to support users in community and inpatient adult mental
health services, to provide step-down facilities for service users in medium and high
security and to provide support to users of community forensic services.  Low secure
services must function in a co-ordinated manner with all other interconnected services in
order to meet the needs of service users.  Inadequate capacity in low secure services may
have a number of knock-on effects on interconnected services, for example, if a low secure
place is unavailable to a service user in medium security he or she may be forced to spend
a longer period than necessary at that higher level of security and may render that place
unavailable for other service users in urgent need.

BACKGROUND

Current Services 

8.62 The table below shows current provision of low secure beds in Northern Ireland.  There are
6 Psychiatric Intensive Care Units (PICUs) which have provided a number of dif ferent
functions including the short, medium and longer term treatment of mentally ill adults.  In
some cases these units have provided care for some mentally ill adolescents and accepted
transfers from prisons and high secure services.

8.63 There are also challenging behaviour wards which typically provide for longer stay patients
and where the emphasis is on rehabilitation.  

Current provision of low secure beds in Northern Ireland

Number of        Number of long stay        Total beds
Hospital                               PICU beds         on locked/lockable     on locked/lockable

wards                      wards

Knockbracken 16 24 40

Downshire 16 0 16

Holywell 18 22 40

Tyrone and Fermanagh 10 0 10

Gransha 8 0 8

St Lukes 13 17 30

Total 81 63 144

8.64 There are substantial variations in provision between dif ferent geographical areas.  Many
wards are in old buildings and offer dormitory accommodation and limited facilities and
activities.
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Literature Review

8.65 McCall (2005)1 has reviewed the limited literature on the ef ficacy of low secure units and
the epidemiological features of patients in low secure care.  The main findings were as
follows:

• wide variation in the provision and nature of low secure care reflecting
idiosyncratic and localised development of services;

• almost complete lack of research evidence on the ef ficacy of low secure care for
particular types of patients and problems;

• offenders were significantly less likely to be aggressive to others than non-
offenders, but significantly more likely to self-harm, however , treatment outcomes
were similar for both groups (results of 1 study42); and

• enhanced availability of local low secure reduces demand for medium and high
secure services30.

DISCUSSION AND RECOMMENDATIONS

Standard 1.  A Co-Ordinated Joint Strategic Approach

8.66 Low secure services are essential components of adult mental health and forensic services
and must work in co-ordination with interconnecting services.  It is essential that future
services are planned jointly by all relevant parties.

Recommendation

99. The DHSSPS should ensure the development and delivery of low secure forensic services
including step-down rehabilitation and long-stay services.

Standard 2.  Evidence, Principles and Purposes

8.67 There is a lack of detailed information on the needs of service users in Northern Ireland for
low secure accommodation.  There is a requirement for a needs assessment and service
mapping exercise.  This should consider the needs of service users who are currently in low
secure accommodation and those who may require low secure accommodation, for
example, some service users in high and medium security , in prison, in acute admission
wards, in longer stay wards and in the community .  The exercise should take account of
different admission criteria to current low secure services.  Having identified the detailed
needs of service users, options for services should be considered that will ensure adequate
capacity to meet current and projected future needs.  The appropriate occupancy rates
should be calculated that will meet needs and ensure availability of places when required.
The assessment of needs for low secure places should be integrated with assessment of
need for medium and high secure places.  Low secure services will also require linkages to
accommodation and services in the community to ensure these are available once service
users are ready to move there.
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8.68 Options for the future development of low secure services should consider the quality of
the services that are required, including the standard of physical accommodation and the
levels of therapy and care.  If service users spend significant periods in locked or restricted
accommodation there is a clear need to provide a wide range of facilities such as
therapeutic, occupational, recreational and outdoor activities.  Other factors to be
considered include:

• the number of categories of low secure services;

• the specific needs of certain groups such as women; and 

• the key linkages of services, for example, PICU’ s may be more closely linked to
admission units and low secure forensic units may be more closely linked to
forensic services.  It is generally inappropriate to place in PICU’ s individuals who
require rehabilitation in a secure and low stimulus environment.

8.69 Different arrangements may be developed in dif ferent localities, but the essential features
are that services should be developed in partnership with all the relevant parties and they
should provide the number of places and quality of services required to allow service users
to be placed in good quality accommodation and according to their needs rather than
according to the availability or otherwise of a place.  Substantial new provision of low
secure inpatient facilities is likely to be required to meet current and projected needs.

Recommendations

100. The DHSSPS must commission an assessment of needs to determine the numbers of people
from Northern Ireland who require treatment in conditions of low security.  The assessment
should include people suf fering from mental illness, severe mental impairment and from
personality disorder.  It should encompass those who are currently receiving services and
those who are currently unable for legal or other reasons to avail of such assessment,
treatment and care.  

101. The needs assessment should consider the optimal configuration of low secure services,
including the needs of specific groups such as women.  

102. The needs assessment should lead to the development of low secure services that are fit for
purpose.  This is likely to require substantial new provision.

Standards 3-10.

8.70 Future low secure services should be developed following assessment of need and in
accordance with the principles advocated in this report. 

Recommendation

103. It is recommended that future low secure services, including low secure forensic services
are developed in accordance with the standards advocated in Chapter 2.
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CHAPTER 9 

COMMUNITY FORENSIC SERVICES

INTRODUCTION

9.1 Community Forensic Services are an essential component of co-ordinated regional forensic
services.  They provide a range of community resources for service users and carers, the
Criminal Justice System and for other mental health and learning disability services.  

9.2 The sources of referral may include: 

• inpatient forensic services;

• other inpatient and community mental health and learning disability services;

• police stations and courts;

• prison services; and

• probation services.

9.3 Community forensic services have crucial roles in meeting the needs of service users and
carers, for example, in supporting the timely dischar ge of service users from secure
inpatient services to appropriate accommodation in the community, in providing follow-up
treatment and care for mentally disordered people dischar ged from prison or in providing
assessment and therapeutic support to probation or to other mental health and learning
disability services.

9.4 This Chapter primarily considers the service arrangements for adults with mental illness or
severe personality disorder.  Services for women and for people with learning disability are
considered in greater detail in Chapter 11 and Chapter 10 respectively.

THE SERVICE USERS

9.5 The DHSSPS (2003)43 proposed that the client group for community forensic services
would be defined as:

“People with a cate gorical mental illness, se vere personality disorder or w ho engage in
dangerous or persistently challenging, aggressive behaviour and who may be in contact
with the Criminal Justice System.”

9.6 A submission to the Forensic Mental Health Services Managed Care Network in Scotland44

has proposed the following definition:

”People suffering, or appearing to suf fer, from a major mental disor der whose behaviour
brings them into the Criminal Justice System and are a cause for concern; either because
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of the seriousness of the of fence or their potential dang erousness.  In addition the service
will also offer input to those with severe mental disorder who pose a risk to the safety of
others, but may not necessarily have been convicted of an offence”.

9.7 It is apparent from definitions such as these that there can be no precise or exact cut-of f
point between those service users who may fall within the remit of community forensic
services and those who fall within the remit of other interconnected services.  There is a
need for local agreement between service providers that takes account of the functions and
capacities of the relevant services and ensures that the needs of service users are met.  

BACKGROUND

9.8 Two models of community forensic services have been described45 - the integrated model
(forensic specialists working within community mental health teams) and the parallel
model (forensic specialists working on a separate specialist team).  Characteristics of both
models are shown in the Table below.

Characteristics of parallel teams              Characteristics of integrated teams
Own team base Close links with community mental health

Separate referral meetings services

Specialist management line Acceptance of more referrals from primary 

Specialist supervision care

Protected funding

Forensic psychology

Good links with Criminal Justice Systems

Capped caseloads

9.9 In practice many services have developed features of both parallel and integrated models.

Current Services

9.10 Until 2003-4, Community Forensic Services in Northern Ireland were very limited - they
have been described by McCall (2005)1.  In 2004 funding was allocated for the partial
development of community forensic services in each of the 4 Health and Social Services
Boards.  It was recommended that the Community Forensic Teams (‘CFTs’) would work
in a 4 level model:

“Level 1 - a one of f assessment/consultation with the CFT;

Level 2 - a short period of assessment by the CFT with the r eferring team r etaining
responsibility;

Level 3 - a greed period of shar ed r esponsibility - (a) to assess risk, (b) to e valuate
interplay/operation of known risk factors, and (c) to assess efficacy of risk reducing
strategies;
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Level 4 - CFT taking full responsibility for duration of need; 

It would be assumed that the majority of CFT’s work would be at level 1 with only a small
minority at level 4”.

DISCUSSION AND RECOMMENDATIONS

Standard 1.  A Co-Ordinated Joint Strategic Approach

9.11 As with other components of Forensic Services it is proposed that community forensic
services should be developed in a planned strategic manner by partnerships comprising
service users and carers, commissioners and providers of services, representatives from
forensic and interconnecting mental health and learning disability services and from Criminal
Justice Agencies in the statutory, voluntary and community sectors, and also representatives
from the wider community.  It is expected that the Regional Forensic Network will lead and
co-ordinate the planning and development of community forensic services.

9.12 The development of capacity to meet the needs of service users in the community must
include both supporting and building upon the capabilities of current services, as well as
developing and integrating new specialist services.  

Recommendation

104. The Regional Forensic Network should lead and co-ordinate the planning and development
of community forensic services.  It should both support and build upon the capabilities of
current services as well as developing and integrating new specialist services.

Standard 2.  Evidence, Principles and Purposes

9.13 It will be essential to ensure that the plans for community forensic services have explicit
purposes that take full account of the needs of all the interested parties, including the needs
of service users and carers, other mental health and learning disability services and also the
Criminal Justice System.  Community forensic services must be planned on a multi-
disciplinary and interagency basis and their purposes should include:

• assessing local referrals to secure inpatient services;

• supporting the dischar ge of service users from inpatient secure services to the
community, facilitating self management, opportunities for employment and
engagement in social activities;

• working jointly with other mental health and learning disability services to provide
consultation, assessment, and support and, in some cases, shared or sole treatment and care;

• liaison with police stations and courts; 

• in-reach to prisons and support of dischar ged prisoners with mental disorder; 

• assessments at the request of probation;
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• input to offender therapy programmes; and

• supporting the work of the Multiagency Procedures for the Assessment and
Management of Sex Offenders (MASRAM) or its successor.

9.14 The current information on need is inadequate and systems must be devised to regularly
assess need as well as the performance of services and their impact on need.  The DHSSPS43

noted in 2003 that comprehensive assessment of need “would….be time consuming, and for
the purpose of consideration of service model proposals any benefits that would be achieved
over using …..(current) estimates ….. may not outw eigh the delays incurr ed, especially as
starting from such a low baseline service any developments may well be incremental and
thus offer the opportunity for more accurate ongoing assessment of service demand.”

9.15 At the time of writing this Report the CFT’s are not fully staffed or developed.  The Review
supports the current DHSSPS plans to initially develop 5 CFT’s in Northern Ireland which
equates to approximately one CFT per 350,000 of the population (in one or more cases 2
teams may amalgamate to form one enlar ged team).  It is recommended that these teams
are supported by workforce planning and funding that they can reach full operating
capacity as soon as possible.  

9.16 It is recommended that the Regional Forensic Network commissions assessments of need
to guide further planning and development.  In particular it should be noted that the need
for forensic services is recognised to be substantially greater in urban rather than rural
areas27.  Further developments are likely to require that services are aligned more closely
to need rather than being provided on a simple per capita basis.  The assessment of need
must include not only the staffing requirements, but also resources such as accommodation
suitable to meet the needs of service users.  There is a need to assess the types of
accommodation required and also the most appropriate locations to best meet the needs and
wishes of service users and carers. 

Recommendations

105. The 5 CFT’s that are currently partly staffed and funded require the necessary funding and
workforce planning from the DHSSPS to ensure they are developed to full operational
capacity by 2010.  Thereafter teams should be developed in response to need to ensure that
they have capacity to fulfill the range of services required by service commissioners and
service users.

106. Commissioners must commission a full range of community forensic services with the
following purposes:

• assessing local referrals to secure inpatient services;
• supporting the discharge of service users from inpatient secure services to

the community, facilitating self management, opportunities for employment
and engagement in social activities;

• working jointly with other mental health and learning disability services to
provide consultation, assessment, and support and, in some cases, shared or
sole treatment and care;
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• liaison with police stations and courts; 
• in-reach to prisons and support of discharged prisoners with mental disorder;
• assessments at the request of probation;
• input to offender therapy programmes; and
• supporting the work of the MASRAM or its successor . 

107. The CFT’ s should produce information on their workload and performance which,
combined with needs assessments should help guide the future planning of CFT’s including
suitable accommodation in the community.

Standard 3.  Organisational Structures and Interconnections

9.17 Community forensic services will need to work closely with other forensic services, with
primary care services and with all other mental health and learning disability services
including particularly:

• adult mental health including Community Mental Health Teams, Home
Treatment/Crisis Resolution services and Assertive Outreach services, the
psychotherapy services and the special needs services;

• alcohol and substance misuse;

• learning disability; and

• child and adolescent mental health services.

9.18 It will be important to consider the key linkages between the developing CFT’s and secure
inpatient forensic services in order to maximise joint working and to facilitate timely
discharge of service users to the community.

9.19 In addition community forensic services will need to establish appropriate linkages with
components of the Criminal Justice System such as:

• Police stations;

• Courts;

• Prison;

• Probation; and

• MASRAM or its successor (see Chapter 11).

9.20 Community forensic services will require a range of suitable accommodation to meet the
needs of service users.  These will include27:

• 24-hour nursed care;

• Hostel; and

• Independent community placements.

9.21 In addition there will be a requirement for day care facilities to provide a range of therapies
and activities to ensure the provision of a purposeful day.
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Service Models

9.22 The model currently being implemented in Northern Ireland is of CFTs working according
to the model described at 9.10.

9.23 The Review places emphasis on flexible and dynamic groups of statutory , voluntary and
community sector services being formed or dissolved in accordance with the needs of
service users and carers.  Services must work across or ganisational boundaries to address
needs rather than being structured rigidly into or ganisational groupings.

9.24 All staff will require the ability to work in complementary and often overlapping roles.
While emphasising the need for staff to work flexibly in response to need, there must also
be careful co-ordination between CFT members to ensure there is clear agreement on the
roles, responsibility, accountability and lines of communication of each member of staf f.  

9.25 The development of these services will require improvements in inter -agency
communication and co-working to ensure that staf f understand their respective roles and
responsibilities and that they co-ordinate their efforts to meet the needs of service users and
carers.  There will be a need for joint policies, protocols and procedures on issues such as
working in partnership and information sharing.  There may also be a need for shared or
interconnected information technology systems.

Service Capacity

9.26 It will be important to agree with all relevant parties the expected workload and capacity
of each CFT .  It would be easy for CFT s to become overwhelmed by lar ge numbers of
referrals from the many potential sources so that they became unable to provide the quality
of service required.

9.27 It is proposed that the CFT s will spend a substantial proportion of their time working in
support of other services and that the numbers of individuals for whom the CFT s have
primary responsibility for treatment and care will be kept small.

Recommendation

108. Community Forensic Services should develop specific service models and structures and
agreed methods of working with interconnecting services.

Staffing

9.28 It is recognised that the exact remit and workload of CFT’s will vary with local
circumstances.  Nevertheless, the Review recommends the following as an appropriate
typical composition for a CFT, as an indication of the resources required.
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Recommendation

109. A CFT should comprise a range of staff with the necessary skills to meet the needs of users
and carers.  The foll owing is c onsidered representative of the skills and funding levels
required:

1 Consultant Forensic Psychiatrist
1 Consultant Chartered Forensic Psychologist
1 Forensic Psychologist
1 Psychotherapist
2 Social Workers
1 Occupational Therapist
5 Nurses
2 Administrative Staff
User and carer advocacy services

The composition of CFTs should be adjusted in response to information on need and
service performance.

Standard 4.  Comprehensive and Accessible Services

9.29 As community forensic services develop they will need to agree arrangements for their
core activities such as the gathering of information, assessment of needs, the assessment
and management of risk and the provision of a range of therapies.  There are particular
needs to develop and maintain psychotherapeutic expertise in the assessment and treatment
of these challenging service users.  It is recommended that the Regional Forensic Network
facilitates co-ordination of these developments, both within Northern Ireland and with
other similar services outside the province.

Recommendation

110. The Regional Forensic Network should co-ordinate the development and delivery of
community forensic services, including the development of policies, procedures and
protocols.

Standard 5.  Risk Assessment and Management

9.30 Community forensic services should develop risk assessment and management policies,
procedures and protocols that should draw upon best practice and co-ordinate with the
arrangements of interconnecting services.

Recommendation

111. The Regional Forensic Network should co-ordinate the development of risk assessment
and management policies, procedures and protocols by community forensic services.
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Standard 6.  Quality Assurance

9.31 Community forensic services must have robust and demonstrable quality assurance
mechanisms that involve service users and carers and include setting standards and
assessing the quality of services.  These should include internal mechanisms such as audit
and also external review.  Performance standards should include the quality of information-
gathering, compliance with values and principles, and capacity to meet the needs of service
users and carers, other mental health and learning disability services and Criminal Justice
Agencies.

Recommendation

112. The Regional Forensic Network should promote and co-ordinate the development of
performance and quality standards for community forensic services and ensure that there
are robust quality assurance mechanisms including internal audit and independent external
inspection and review.

Standard 7.  Mental Health Promotion and Education

9.32 Community forensic services should contribute to wider programmes of mental health
promotion and public education.84

Recommendation

113. The Regional Forensic Network should co-ordinate with the regional body with
responsibility for mental health promotion to ensure that community forensic services
contribute to mental health promotion and public education.

Standard 8.  Information, Research and Innovation

9.33 Community forensic services should develop information strategies that include
contributing to evidence-gathering, research and innovation.  Information Technology
should be used where appropriate to enhance service quality and delivery.

Recommendation

114. The Regional Forensic Network should co-ordinate the development of information and
research strategies for community forensic services.  It should promote the use of
information technology to support and enhance multi-disciplinary and inter-agency
communication and information-sharing, in accordance with agreed protocols.

Standard 9.  Recruitment, Retention and Developing a Skilled Workforce

9.34 Staff will require training to ensure a broad range of relevant competencies to meet the
needs of service users and carers and to comply with agreed policies, protocols and
procedures.  There are needs to develop skills in forensic psychotherapy, in offender
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therapies and in risk assessment and management.  There are also needs for interagency
training.

9.35 At the time of writing this Report, shortages of key trained staff have prevented community
forensic services from developing to full capacity , thus demonstrating the crucial
importance of developing workforce strategies to ensure the recruitment, training and
retention of all the necessary staf f to support service developments.

Recommendation

115. The DHSSPS must ensure that development and maintenance of community forensic
services is supported by robust workforce planning and provision of opportunities for staff
to avail of learning, development and support.

Standard 10.  Sustainable and Transparent Funding

9.36 The development and maintenance of community forensic services requires appropriate
funding from the relevant agencies in accordance with a long term plan that ensures
sustainable development of services.  There must be mechanisms that demonstrate that
monies made available to services have reached their intended targets. 

Recommendation

116. The development of community forensic services requires additional sustainable funding
from the relevant sources.  Funding arrangements must support the joint co-ordinated
planning and delivery of services.  There should be mechanisms to demonstrate that monies
made available to services have reached their intended targets. 
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CHAPTER 10 

FORENSIC LEARNING DISABILITY SERVICES

INTRODUCTION

10.1 People with learning disability are among the most vulnerable individuals who come into
contact with the Criminal Justice System and the Mental Health and Learning Disability
Services.  These individuals may experience fundamental dif ficulties in comprehending
and communicating effectively with the world around them.  Some individuals also present
substantial risks of causing serious harm to themselves or to others.  

10.2 Despite these vulnerabilities and risks, dedicated forensic services for people with a
learning disability in Northern Ireland are very limited and those services that are available
are primarily inpatient based.  

10.3 Recommendations in relation to forensic services for people with a learning disability have
been included in Chapter 3 (Police Stations), Chapter 4 (Bail), Chapter 5 (Courts), Chapter
6 (Prisons) and Chapter 7 (Probation).  In addition Chapter 11 (Specific Issues) also relates
to forensic service users with a learning disability .  The current Chapter relates primarily
to the provision of specialist Forensic Learning Disability Inpatient and Community
Services.  This Chapter should also be read in conjunction with the Equal Lives Report85

which gives broader recommendations on services for people with a learning disability .

10.4 It is dif ficult to estimate the prevalence of of fending by people with a learning disability
with any degree of accuracy.  Walker and McCabe (1973)46 indicated that, as a result of
deficits in intelligence and social skills, people with a learning disability are probably more
likely to be apprehended by the police than other of fenders.  Generally, however, studies
show large variations in rates depending on inclusion criteria, types of assessment, sample
type, study design and methodology .  Additionally it is not clear whether people with
learning disability are over or under represented in the of fender population, or indeed if
offending is more prevalent among people with a learning disability than in the general
population (Davy, 199347; Simpson and Hogg, 200148).  

INPATIENT SERVICES

INTRODUCTION

10.5 Recent research (Slevin et al, 200549) conducted in Northern Ireland has shown that up to
65% of admissions to a learning disability hospital had been attributable to some form of
severe challenging behaviour.  Whilst not all this behaviour would be classified as
offending behaviour a significant proportion is likely to fall into this category.

CURRENT SERVICES

10.6 Northern Ireland is served by 3 learning disability hospitals.  The Northern & Eastern
Health and Social Services Board areas are served by Muckamore Abbey Hospital, the
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Southern Board by Longstone Hospital and the Western Board by Lakeview Hospital.
Muckamore Abbey Hospital provides an inpatient forensic service mainly to the Eastern
and Northern Boards, although historically it also has a regional inpatient function of
admitting patients who are subject to Part III of the Mental Health (Northern Ireland) Order
198611.  However, there are currently marked difficulties in obtaining places at Muckamore
Abbey Hospital due to a lack of rehabilitation services and supporting community services
that would promote the return of service users to the community .  This situation is highly
unsatisfactory as it results in some service users being denied admission to the service they
require and other service users being kept in hospital and unduly restricted longer than their
condition requires.

10.7 A 19 bed dedicated inpatient forensic unit will open at Muckamore Abbey Hospital in
2006.  The unit will provide medium and low secure services.  Currently there are no low
secure beds on the other learning disability hospital sites.  

10.8 Service users with learning disability who require treatment in conditions of high security
are transferred to the State Hospital, Carstairs, although there are currently unacceptable
delays in the transfer of unsentenced prisoners (see Chapters 6 and 8).

DISCUSSION AND RECOMMENDATIONS

Standard 1.  A Co-Ordinated Joint Strategic Approach 

10.9 The development and delivery of comprehensive forensic learning disability services
requires contributions from many sources including service users and carers,
commissioners and providers of services, representatives from forensic and
interconnecting mental health and learning disability services and from Criminal Justice
Agencies and both the statutory and non-statutory sectors, and also representatives from
the wider community .  A shared strategic and proactive approach must be adopted that
ensures that needs for high, medium and low levels of security are met by the provision of
a range of services.  It is recommended that services are co-ordinated by the Regional
Forensic Network and the Learning Disability Implementation Group.  These bodies
should co-ordinate with other forensic services outside of the province such as the Scottish
Forensic Mental Health Services Managed Care Network and with the State Hospital,
Carstairs.  

Recommendation

117. The Regional Forensic Network should lead the development of forensic learning
disability services in Northern Ireland, in co-ordination with the Learning Disability
Implementation Group.  Forensic Learning Disability Services should link with forensic
services outside the province, including the State Hospital Carstairs and the Scottish
Forensic Mental Health Services Managed Care Network.  Co-ordinated services must be
planned and developed to meet the short, medium and longer term needs of service users
at high, medium and low levels of security.  
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Standard 2.   Evidence, Principles and Purposes

10.10 It is essential that all service users have access to assessment, treatment and care in
conditions of high, medium or low security as their condition requires.  At present,
however, there are restrictions on the transfer of certain patients from Northern Ireland to
conditions of high security (see Chapters 6 and 8).  Similarly the lack of rehabilitation and
“step down” services results in service users staying for longer periods in conditions of
higher security than their clinical condition requires.  A needs assessment and service
mapping should be commissioned to examine the requirements for secure provision for
forensic service users with learning disability .  The results of this exercise should lead to
the construction of a plan for a comprehensive range of forensic learning disability services
at high, medium and low levels of security for service users with short, medium and longer
term needs.  The plan should take account of both current and future needs and should
allow for the placement of service users in the most appropriate facility in accordance with
their need, rather than being constrained or delayed by the lack of available places.
Rehabilitation of service users will also require the provision of a range of community
facilities including day care services.

Recommendations

118. The needs assessment and service mapping exercise advocated at 8.28  and 9.17 should
include a detailed assessment of the needs for forensic learning disability services.  This
should lead to the development of a comprehensive plan and the development of a full
range of inpatient and community forensic learning disability facilities and services.  The
Review advocates the provision of additional high and medium security services for people
with learning disability in the proposed new unit (Recommendation 83).  There is also a
need for local low security services and community forensic learning disability services.

119. The forensic learning disability services in Northern Ireland are currently so patently
inadequate that their initial development does not need to await the completion of a needs
assessment exercise.  A regional forensic learning disability service should be developed
immediately which supports the further development of 5 localised and regionally co-
ordinated teams.

Standard 3.  Organisational Structures and Interconnections

10.11 The secure inpatient services at Carstairs and Muckamore Abbey Hospital must co-
ordinate closely with other inpatient learning disability services, with community forensic
learning disability services, with mental health services and with the prisons, probation and
other components of the Criminal Justice System.  There are particular needs to identify
prisoners who are suf fering from learning disability and who require transfer to inpatient
facilities.  At present there are substantial obstacles to the transfer of prisoners with
learning disability to inpatient facilities.  Uncertainty about the meaning of the term
“severe mental handicap” under the Mental Health (Northern Ireland) Order 198611 has led
to service providers in Scotland becoming reluctant to accept service users from Northern
Ireland in case they cannot be returned at a later date.  The lack of step-down facilities to
support secure inpatient services in Northern Ireland has led to places becoming
unavailable to other service users in acute need, including individuals who are
inappropriately placed in prison.
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Recommendations

120. Commissioners of mental health and learning disability services to the prisons should
ensure that arrangements facilitate the early identification and transfer of people who
require assessment, treatment and care in forensic learning disability inpatient services.  

121. The DHSSPS must address the current obstacles to service users with learning disability
receiving inpatient care, including uncertainty over the definition of the term “severe
mental handicap” and the lack of step-down services at low security and in the community.

Standard 4.  Comprehensive and Accessible Services

10.12 Forensic services for people with learning disability should assess the full range of
biological, psychological and social needs and should provide services to meet those needs
in accordance with best practice.  There are particular needs to develop psychotherapeutic
approaches.  Services should be developed and delivered in a manner that promotes
openness and good communication between all relevant people, while respecting the rights
of the individual for privacy and confidentiality.  Appropriate information should be
provided to service users and carers.  Information sharing protocols and other joint working
protocols should be developed between forensic learning disability services, the Criminal
Justice System and other mental health and learning disability services.

Recommendation

122. The Regional Forensic Network should promote the development of joint working policies,
procedures and protocols between forensic learning disability services and interconnecting
mental health and learning disability services and services in the Criminal Justice System.

Standard 5.  Risk Assessment and Management 

Recommendation

123. The Regional Forensic Network should promote the development by forensic learning
disability inpatient services of risk assessment and management polices, procedures and
protocols that co-ordinate with mental health services and with the Criminal Justice System
(see Chapter 11).  

Standard 6.  Quality Assurance

10.13 Forensic learning disability inpatient services should develop robust systems to assess
performance and assurance quality and clinical governance.  One of the criteria used to
assess the efficacy of forensic learning disability inpatient services should be their capacity
to take service users at short notice, including prisoners in need of assessment, treatment
and care.  Services should analyse the constraints to the progress of service users and
should formulate plans to remove or overcome the obstacles that are identified.  
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Recommendation

124. The Regional Forensic Network should co-ordinate the development of robust systems to
assess performance and assure quality and clinical governance for forensic learning
disability inpatient services.

Standard 7.  Mental Health Promotion and Education

Recommendation

125. The Regional Forensic Network should co-ordinate with the regional body with
responsibility for mental health promotion to facilitate the contribution of secure forensic
learning disability inpatient services to mental health promotion and public education.

Standard 8.  Information, Research and Innovation

10.14 Services should develop an ethos of inquiry that promotes information gathering, research
and innovation.  They should be supported by internal or ganisational structures.
Information technology systems should be developed to support service planning and
delivery and co-ordination of information sharing.

Recommendations

126. The Regional Forensic Network should co-ordinate the development of information
systems and research in forensic learning disability services.

127. The Regional Forensic Network should promote the integration of Information Technology
systems between forensic learning disability services and interconnecting services to help
ensure the effective transfer of information.

Standard 9.  Recruitment, Retention and Developing a Skilled Workforce

10.15 The development and maintenance of forensic learning disability services must be
supported by workforce planning strategies and mechanisms that ensure the recruitment
and retention of staf f who are equipped with the appropriate personal qualities and
professional qualifications.  There must be learning and development arrangements to
provide staff with the necessary knowledge, skills, support and opportunities for further
learning, professional and personal development.  The needs for learning and development
include not only staf f working in forensic learning disability services, but other staf f
working in interconnecting health and social services and in Criminal Justice Agencies.
Forensic learning disability services must co-ordinate with other services to meet their
general and specific learning and development needs.

Recommendation

128. The DHSSPS must ensure that development and maintenance of forensic learning
disability inpatient services is supported by robust workforce planning and provision of
opportunities for staff to avail of learning, development and support.
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Standard 10.  Sustainable and Transparent Funding

Recommendation

129. The development and maintenance of forensic learning disability services requires
appropriate funding from the relevant sources.  Funding should be delivered in accordance
with long-term plans that ensures sustainable development of services.  Funding
arrangements must support the joint co-ordinated planning and delivery of services.  There
must be mechanisms that demonstrate that monies made available to services have reached
their intended targets.

COMMUNITY FORENSIC LEARNING DISABILITY SERVICES

CURRENT SERVICES

10.16 At present there are no dedicated forensic services for people with learning disability in the
community in Northern Ireland.  For those individuals whose needs have been identified
and who are currently receiving services, they may receive them from various sources
including Community Learning Disability Teams (CLDT’s), Behaviour Support Services
(BSS), psychology services or from Autistic Spectrum Disorder (ASD) services for adults.

Standard 1.  A Co-Ordinated Joint Strategic Approach.

10.17 The development of capacity to meet the needs of service users in the community must
include both supporting and building upon capabilities of current services as well as
developing and integrating new specialist services.  As with other components of forensic
services, community forensic learning disability services should be developed in a strategic
manner through inclusive partnerships.  It is proposed that the Regional Forensic Network,
in partnership with the Learning Disability Implementation Group, co-ordinates the
planning and development of community forensic learning disability services.  Service
providers will need to develop and maintain specialist expertise in assessing and providing
treatment to forensic service users with learning disability.  This will require and, at times,
joint working with community forensic service providers.

Recommendation

130. The Regional Forensic Network should liaise with the Learning Disability Implementation
Team and take the lead role in promoting the planning and development of community
forensic learning disability services.  

Standard 2.  Evidence, Principles and Purposes

10.18 Community forensic learning disability services should be developed in accordance with
the principles advocated by this Review and services should have clear explicit purposes.
Service planning must be informed by detailed assessment of need.  
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Recommendation

131. The proposed needs assessment and service mapping exercise (Chapter 8) should include
the gathering of information to guide the further development of community forensic
learning disability services, following the initial development of a regional service.

Standard 3.  Organisational Structures and Inter-Connections

10.19 Community forensic learning disability services must work closely in co-ordination with
all interconnecting services including inpatient services, Criminal Justice Agencies and
mental health services.  Community forensic learning disability services will need to
develop close connections with police stations, courts, prisons, probation and MASRAM.
Community forensic services will require a range of suitable accommodation to meet the
needs of service users, including:

• 24 hour nurse care;

• hostels; and

• independent community placements.

10.20 Services will also require a range of day care facilities.

10.21 As with community forensic services, it is expected that community forensic learning
disability services will adopt a tiered approach.  It will be important to agree with all
relevant parties the expected workload and capacity of each team.

Recommendation

132. Immediate measures should be taken to create a regional community forensic learning
disability service linked to an inpatient assessment and treatment service.  This regional service
should support the development of 5 locally based and regionally co-ordinated community
forensic learning disability teams.  These teams must have suf ficient capacity to fulfill the
same purposes as those identified for other community forensic services (Chapter 9).

Standard 4.  Comprehensive and Accessible Services

10.22 Community forensic learning disability services should co-ordinate with interconnecting
services to provide a comprehensive range of timely , accessible and high quality services
that assess needs and provide treatment and care for service users and support for their
carers with continuity of services for as long as required.

Recommendation

133. Community Forensic Learning Disability Teams must be developed with the necessary
staffing levels and range of skills to meet the needs of users and carers.  The proposed
regional team is likely to require similar staf fing levels and resources to the Community
Forensic Teams proposed at Chapter 9, with the addition of access to speech and language
therapy services.
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Standard 5.  Risk Assessment and Management

Recommendation

134. The Regional Forensic Network should ensure that community forensic learning disability
services in Northern Ireland develop risk assessment and management policies, procedures
and protocols that represent best practice and co-ordinate with the arrangements of
interconnecting services.  

Standard 6.  Quality Assurance

Recommendation

135. The Regional Forensic Network should promote and co-ordinate the development of
performance and quality standards for community forensic learning disability services and
ensure that there are robust quality assurance mechanisms including internal audit and
independent external inspection and review.

Standard 7.  Mental Health Promotion and Education

Recommendation 

136. The Regional Forensic Network should co-ordinate with the regional body with
responsibility for mental health promotion to ensure that community forensic learning
disability services contribute to mental health promotion and public education.

Standard 8.  Information, Research and Innovation

10.23 Community forensic learning disability services should contribute to evidence gathering
and promote research and innovation.  Information technology should assist the
development and delivery of services and should co-ordinate with interconnecting services.

Recommendation

137. The Regional Forensic Network should co-ordinate the development of information and
research strategies for community forensic learning disability services.  It should promote
the use of information technology to support and enhance multi-disciplinary and inter-
agency communication and information-sharing, in accordance with agreed protocols.

Standard 9.  Recruitment, Retention and Developing a Skilled Workforce

10.24 As with other forensic services, community forensic learning disability services require
robust recruitment and retention procedures and learning and development systems that
ensure the provision of a skilled workforce.
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Recommendation

138. The DHSSPS must ensure that development and maintenance of community forensic
learning disability services is supported by robust workforce planning and provision of
opportunities for staff to avail of learning, development and support.

Standard 10.  Sustainable and Transparent Funding

Recommendation

139. The development of community forensic learning disability services requires additional
sustainable funding from the relevant sources.  Funding arrangements must support the
joint co-ordinated planning and delivery of services.  There should be mechanisms to
demonstrate that monies made available to services have reached their intended targets. 
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CHAPTER 11 

SPECIFIC ISSUES

INTRODUCTION

11.1 This Chapter examines 5 further issues that have been identified as requiring particular
attention in order to promote the development of comprehensive forensic services in
Northern Ireland.  These are:

(i) The Assessment and Management of Risk;
(ii) Personality Disorder;
(iii) Autistic Spectrum Disorder;
(iv) Services for Women; and
(v) Forensic Psychotherapy.

11.2 It is recognised that potentially a great number of other special groups could be considered,
such as Forensic Service Users with eating disorders, acquired brain injury , deafness or
adult Attention Deficit and Hyperactivity Disorder .  Ultimately each forensic service user
is an individual with unique needs.  Thus the Review has recommended a flexible model
of services that is built upon assessing the needs of each individual service user and his or
her carers and then providing services to address those needs.  As forensic services are
developed and new scientific discoveries are made, there will be a continuing need to
review services to ensure they properly meet the needs of individual and groups of service
users and carers.  

THE ASSESSMENT AND MANAGEMENT OF RISK

1) Introduction - Developments in Forensic Services and Criminal Justice

11.3 The assessment and management of risk is one of the central activities of forensic mental
health and learning disability services and of the Criminal Justice System.  In Northern
Ireland and other parts of the United Kingdom there have recently been important
developments in Criminal Justice in relation to the management of risks posed by violent
and sexual offenders.  These developments in Criminal Justice extend beyond the remit of
the Review , which is concerned with making recommendations in relation to people
suffering from mental disorder, but they are relevant to the assessment and management of
some mentally disordered offenders and also to the development of interagency practices
at the interfaces between criminal justice and health and social services agencies. 

i) Multi-Agency Public Protection Arrangements (MAPPA)

11.4 In England and Wales, the Criminal Justice and Court Services Act (2000)50 established the
Multi-Agency Public Protection Arrangements (MAPP A) which were re-enacted and
strengthened by the Criminal Justice Act (2003)51.  These require the police, prison and
probation services to work together to assess and manage the risks posed by sexual and
violent offenders.  Multi-Agency Protection Panels (MAPPs) have 4 main functions:
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• identification of mappa offenders;

• sharing of relevant information;

• assessment of risk of serious harm; and

• management of risk of serious harm.

ii) Multi-agency Procedures for the Assessment and Management of Sex Offenders
(MASRAM)

11.5 In Northern Ireland Multi-agency Procedures for the Assessment and Management of Sex
Offenders (MASRAM) were launched in 2001.  At present MASRAM is an interagency
response to sex of fending that comprises four core agencies – the Police Service, the
Probation Board, the Prison Service and Social Services.  It is an administrative
arrangement and does not have a statutory basis.  The Criminal Justice Inspection
(Northern Ireland) reviewed MASRAM (2005)52 and recommended that it should be placed
on a statutory footing with guidance to underpin its activity , that its remit should be
extended to include violent offenders and that it should organise its activities to target those
posing the highest levels of risk.  The report also recommended that the process for
discharging restricted hospital patients should incorporate a thorough criminal justice risk
assessment and plan for appropriate post-discharge support.

iii) Review of the Sentencing Framework in Northern Ireland

11.6 The Northern Ireland Of fice has published a consultation document on the Review of the
Sentencing Framework (2005)53.  Options discussed include wider use of compulsory
supervision following custody, a discretionary release to ensure that dangerous of fenders
are not released until their risk is such that they can be safely supervised in the community
and mechanisms to ensure that a released of fender can be rapidly recalled to prison if he
either causes harm or evidences the likelihood that he will cause harm.

iv) Life Sentence Review Commission

11.7 In Northern Ireland, the Life Sentence Review Commission is an independent judicial body
which considers the release of life sentence prisoners once the tarif f period is completed.
Prisoners must satisfy the panel that it is no longer necessary for the protection of the public
from serious harm that he or she is confined.  It must be established that the risk of the
prisoner committing serious harm if released on licence is no more than minimal.  The panel
may make recommendations about licence conditions attached to the prisoner’s release.

v) Risk Management Authority (RMA) and Order for Lifelong Restriction (OLR)

11.8 In Scotland there is no equivalent of MASRAM or MAPPA.  The Report of the Committee
on Serious Violent and Sexual Offenders chaired by Lord MacLean54 made a series of
recommendations in relation to the assessment and management of ‘high risk of fenders’.
These included the establishment of a Risk Management Authority (RMA) and the
introduction of a Risk Assessment Order that enables a formal risk assessment to be
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conducted after conviction and before sentencing.  A new sentence, the Order for Lifelong
Restriction (OLR) may be imposed on certain of fenders who are assessed as presenting a
substantial and continuing risk to the public.  Such of fenders are supervised and managed
in accordance with a Risk Management Plan.

11.9 The RMA was established by the Criminal Justice (Scotland) Act 200355.  The remit of the
RMA includes:

• developing policy and carrying out research into the risk assessment and risk
management of offenders whose liberty presents a risk to the public at lar ge;

• setting standards for and issuing guidance to those involved in the assessment and
management of risk; and

• accrediting practitioners and risk management plans and monitoring risk
management plans for those offenders who receive an OLR sentence from the High
Court.

2) Some Concepts in Relation to the Assessment and Management of Risk in Mentally
Disordered Offenders

11.10 Forensic services are concerned with mentally disordered offenders and others with similar
needs.  Service users pose risks of harm to themselves and others that will vary in nature
and degree at different times and in different circumstances.  Service providers must ensure
that arrangements are put in place to identify and respond appropriately to these risks.
These responses must also take into account the mental capacity of the individual and his
or her responsibility and rights to self-determination.  

11.11 The varying risks posed by forensic service users must be placed within the broader context
of the risks posed by many other individuals in our society .  There must be consistent
approaches across society that identify and respond to risk, but do not discriminate
unjustifiably against those suffering from mental disorder.  

11.12 Risk assessment and management procedures must be evidence based and fully
acknowledge the considerable limitations of current risk prediction methods.  The failure
to correctly predict harm (“false negative” prediction) results in missed opportunities to
prevent harm if the prediction methods had been more accurate.  The prediction of harm
when, in fact, it would not have occurred (“false positive” prediction) can result in service
users being unnecessarily restricted, for example, by being kept in hospital for longer than
required56.  Such false positive predictions may also incur unnecessary and substantial
public financial expenditure. 

11.13 There are dangers that a ‘culture of blame’ will lead to an unwarranted preoccupation with
risk that discriminates those with mental disorder and makes service providers reluctant to
take even small risks.  The concepts of risk taking and risk appetite are of fundamental
importance.  HM Treasury (2004)57 has stated:
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“The resources availa ble f or mana ging risk ar e f inite and so the aim is to ac hieve an
optimum response, prioritised in accordance with an evaluation of the risks.  Some amount
of risk taking is necessary – the onl y way to avoid risk is to do nothing at all w hich is
guaranteed to ensure that nothing is achieved.  The amount of risk which is judged to be
tolerable and justifiable is the “risk appetite”.

11.14 The risk appetite of our society will be a significant influence on the overall size of
developing forensic services.  A relatively small risk appetite could result in the
development of large forensic services, high financial costs for society and high personal
costs for service users who will be subject to greater restriction and deprivation of liberty .
A relatively large risk appetite would result in substantially lower public expense, service
users would be rehabilitated more quickly and they would be subject to less restriction.
There may be some increase in incidents of harm, although the small contribution of
mental illness to the overall levels of of fending indicates that the total number of such
incidents is likely to be small.  

11.15 Increasingly adverse incidents have come to be viewed as the outcome of a number of
influencing and causal factors within systems of care.  Rather than automatically blaming
or scapegoating the individual service provider who last had contact with the perpetrator
before an incident was committed, approaches such as root cause analysis attempt to
identify and improve underlying systemic factors such as service or ganisation and
workload, training, policies and procedures.  Robust quality assurance and clinical
governance mechanisms must be developed that take a proactive and systemic approach to
risk assessment and management and that incorporate learning from incidents and “near-
miss” events.

3) Approaches to Risk Assessment and Management

i) The Care Programme Approach and Discharge Guidance

11.16 Systematic approaches to risk assessment and management have been adopted in England
and Wales and in Scotland through the Care Programme Approach58 and the Enhanced Care
Programme Approach44.  Essentially these processes bring together the relevant parties
(users, carers and service providers) at Care Programme meetings to agree the identified
needs and risks and to develop co-ordinated care plans and risk management plans.  The
outcome of these meetings is documented and circulated to all relevant parties to ensure
that there is clarity in relation to the roles, responsibilities and actions to be taken to support
the treatment and care of the service user .

11.17 In Northern Ireland, the Department of Health and Social Services introduced guidance
entitled “Discharge from Hospital and the Continuing Care in the Community of People
with a Mental Disorder who could Represent a Risk of Serious Physical Harm to
Themselves or Others”.  The guidance was introduced in 1996 and revised in 200420.  The
guidance seeks to improve standards of care and has similarities to the Care Programme
Approach.  Although the guidance has a number of commendable features concerns have
been raised that it does not adequately respect the autonomy of individual service users,
that it stigmatizes those with mental disorder, that it places unrealistic expectations on
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service providers and that it places liability on service providers for the actions of some
people who are mentally competent to take responsibility for themselves.  Unlike the Care
Programme Approach, it has been introduced without additional resources or training to
support implementation.  

ii) Clinical Practice

11.18 In practice forensic services in the rest of the United Kingdom and elsewhere have
developed risk assessment and management procedures and protocols that include:

• information gathering;

• information sharing;

• risk evaluation; and

• risk management plans.

11.19 Procedures often include the systematic use of risk assessment tools that combine actuarial
and clinical features and are relevant to the context of the service user.  Psychodynamic
assessments also assist in understanding the individual and his or her characteristic patterns
of thoughts, feelings and behaviours.

4) Discussion

The Assessment and Management of High Risk Offenders

11.20 Recent developments within the Criminal Justice System have supported an interagency
approach to the assessment and management of risk of violent or sexual of fending.  This
Review seeks to promote interagency co-operation at the interfaces between Criminal
Justice and Mental Health and Learning Disability Services.  The Review also supports
approaches to risk assessment and management in the Criminal Justice System that are
applied equitably across the population and do not discriminate unjustifiably against those
suffering from mental disorder.

11.21 The Review supports the development of a risk assessment and management framework to
help of fenders reduce their risks of of fending and to protect the public from high risk
offenders while restricting the freedoms of such individuals no more than is necessary in
the public interest.  This risk assessment and management framework should apply to all
offenders who pose the prescribed level of risk and irrespective of whether these
individuals suffer from mental disorder such as mental illness, severe learning disability or
personality disorder, or whether there is no such mental disorder .  

11.22 Such a framework is likely to interface with the work of other bodies such as MASRAM, the
Life Sentence Review Commission, the proposed Parole Board and, in relation to Restriction
Order patients, the Northern Ireland Office and the Mental Health Review Tribunal. 
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11.23 These issues relate to many areas of the Criminal Justice System and encompass many
individuals who do not suffer from mental disorder.  Thus they extend substantially beyond
the remit of this Review .  Similarly , although the Criminal Justice Inspectorate made
helpful recommendations in respect of many aspects of the assessment and management of
the risks posed by of fenders, the remit of its inspection of the MASRAM process did not
include the full range of issues identified by this Review .  Likewise the Review of
Sentencing Framework has considered some issues such as sentencing options for
dangerous offenders, but these have not been integrated into a comprehensive framework
for Northern Ireland.  This Review recommends that these elements are drawn together by
another body which comprises the relevant stakeholders and considers the range of options
and measures required to produce a comprehensive interagency and community response
to help of fenders reduce their risks of of fending and to provide protection to the public
from high risk sexual and violent of fenders.

11.24 The Review supports the creation of a service, run jointly by the Criminal Justice System
and the HPSS the assessment and management of high risk of fenders.  It envisages a joint
co-operative response to of fenders that assesses the needs of each individual, his or her
carers and also takes account of the needs of the public for protection.  The Review
recognises that in order to reduce the risk to the public to acceptable levels there may be a
requirement for some offenders to be treated, managed or placed in specialised institutional
settings.  The Review envisages a range of services including a high secure facility, one of
more facilities at lower levels of security and also services in the community .  Offenders
would be admitted to such facilities not primarily on the basis of mental disorder, but rather
because of the risk they pose to public safety.  These services would be similar to the pilot
therapy programmes that have been developed for high risk of fenders in England. 

Recommendation

140. The DHSSPS and the Northern Ireland Of fice and relevant Criminal Justice Agencies
should produce a comprehensive interagency and community response to help of fenders
reduce their risks of offending and to provide protection to the public from high risk sexual
and violent offenders, irrespective of whether or not they suffer from mental disorder.  This
Risk Assessment and Management Framework should include: 

• the legislative framework, including options to provide courts with risk
assessments such as a risk assessment order and sentencing options such as
an order for lifelong restriction;

• processes, methods and standards of risk assessment, risk management and
offender therapy programmes;

• interagency strategies and working arrangements, including information
sharing and other joint protocols and procedures;

• development of best practice, guidance and quality assurance mechanisms;
• training in risk assessment, risk management and offender therapy methods;
• accreditation of practitioners;
• the services required for the assessment and management of risk and the

provision of offender therapies, including specialist facilities in conditions
of security and in the community;

• the development of research strategies and methods of research and
evaluation; and

• assessment of the workforce requirements and the provision of appropriate
workforce planning and funding to meet the identified needs.
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The Assessment and Management of Mentally Disordered Offenders

11.25 Forensic Mental Health and Learning Disability Services in Northern Ireland should
develop standardised risk assessment and procedures and management protocols in relation
to:

• information gathering;

• information sharing;

• risk evaluation; and

• risk management plans.

11.26 These should be co-ordinated by the Regional Forensic Network and integrate with the
proposed Risk Assessment and Management Framework and with local clinical
governance arrangements.  They must recognise what can reasonably be achieved within
the resources available and set standards that are monitored.  

Recommendations

141. The Regional Forensic Network should ensure that all inpatient and community forensic
services in Northern Ireland develop risk assessment and management policies, procedures
and protocols that represent best practice and co-ordinate with the Risk Assessment and
Management Framework.  

142. The Regional Forensic Network should promote and co-ordinate the development of
performance and quality standards for risk assessment and management by forensic
services and ensure that there are robust quality assurance mechanisms including internal
audit and independent external review.

143. The DHSSPS should revise current Discharge Guidance to ensure that it is compatible with
the principles recommended by this Review and is supported by training and other
appropriate resources.

PERSONALITY DISORDER

Introduction

11.27 Personality disorder is a major source of suffering for individuals and those in contact with
them.  It is also perhaps the most controversial, emotive and poorly understood issue at the
interface between the Criminal Justice System and the Health and Social Services.  The
recommendations in this section interlink with those contained in many other parts of this
Report but, it was considered fundamentally important to focus specifically on the issue of
personality disorder in order to promote a positive and coherent vision for the future
development of services, based on a partnership approach.
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Definitions

11.28 The World Health Organization (WHO) (1992)59 has defined personality disorder as:

“Deeply ingrained and enduring behaviour patterns, manif esting themselves as inflexib le
responses to a broad range of personal and social situations.  They represent either extreme
or significant deviations from the way the average individual of a given culture perceives,
thinks, feels and particularly relates to others.  Such behaviour patterns tend to be sta ble
and to encompass multiple domains of behaviour and psychological functioning.  They are
frequently, but not always, associated with various degrees of subjective distress and
problems in social functioning and performance”.

11.29 The WHO (1992)59 has classified specific personality disorders into:

• Paranoid;
• Schizoid;
• Dissocial;
• Emotionally unstable – impulsive type;
• Emotionally unstable – borderline type;
• Histrionic;
• Anxious (avoidant);
• Anankastic;
• Dependent; and
• Others.

11.30 The majority of specific personality disorders are not related to an increased likelihood of
offending.  Rates of personality disorder are high among certain groups of of fenders, for
example Singleton (1998)60 found that 78% of male remand prisoners had personality
disorder.

11.31 Mental illness is diagnosed on a separate axis or dimension from personality disorder .
There is no objective measure of personality disorder and no clearly defined cut-of f
between normal and abnormal personality .  An individual can be diagnosed as suffering
from several personality disorders.  Combinations of diagnoses are not uncommon in
forensic practice, for example an individual may be diagnosed as suf fering from
schizophrenia, dissocial personality disorder and alcohol dependence syndrome.

11.32 In order to make a diagnosis of personality disorder a detailed process of assessment is
required that considers the account and presentation of the individual and also generally
additional information from other sources, for example, family members, health and social
services and Criminal Justices Agencies.  Structured and standardised psychological
assessment may aid the diagnostic process.  Personality disorder should not be diagnosed
on the basis of specific behavioural problems alone, but rather there must be detailed
consideration of the individual’s characteristic patterns of perceiving, thinking, feeling and
relating to others.  In current clinical practice in Northern Ireland a lack of standardised
approaches to the diagnosis of personality disorder means that the diagnosis may be made
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without adequate information or the diagnosis may be missed, for example when
personality disorder is present in addition to other mental disorders such as mental illness
or substance misuse.  

11.33 It is generally considered that personality disorder is caused by a combination and
interaction of genetic propensities and adverse early experiences such as abuse and neglect.
Adverse experiences in adult life may also contribute to personality deterioration.
Personality disorders are by definition deeply ingrained, enduring and stable and thus they
are not readily amenable to change.  It is, therefore, important that research is
commissioned into understanding how personality disorders develop and the most effective
ways of preventing them.  Forensic Services should contribute to those ef forts.  

11.34 In Scotland the Committee on Serious Violent and Sexual Offenders54 noted that there are
many types of personality disorder , the majority of which are not related to an increased
likelihood of of fending.  The Committee emphasised the importance of the identification
and management of high risk offenders, whether personality disordered or not.

The Committee stated that:

“Present understanding does not support compulsory hospitalisation and medical treatment
for severe anti-social personality disorder.”  

11.35 In many respects the concept of personality disorder has limited utility .  The term is so
broad and the dif ferent types of personality disorder may have such dif ferent
manifestations that the term “personality disorder” by itself conveys little meaning.  It is
often more appropriate to take a problem-orientated approach, in other words, an approach
that seeks to identify and modify specific behaviours or behavioural deficiencies rather
than attempting to change the whole personality of the individual.  Such an approach also
generally reflects the wishes of service users who tend to present to services complaining
of specific problems or difficulties rather than “personality disorder”.

Current Services 

11.36 There are no specific services for forensic service users in Northern Ireland that are
dedicated to the assessment and treatment of personality disorder - there are no residential
facilities such as therapeutic communities, special prison units or secure hospital units, nor
are there dedicated services in the community.

11.37 Thompson and colleagues34 have described the current situation in Scotland where “At the
present time it is routine psychiatric practice in Scotland not to admit individuals with a
primary diagnosis of personality disorder to forensic psychiatric units”.  Although
personality disorder is specifically included in the Mental Health (Care and Treatment)
(Scotland) Act 200337, detention under that Act requires that an individual has significantly
impaired ability to make decisions about treatment.  Generally people with a primary
diagnosis of personality disorder are considered not to have such impairment and thus they
are not considered detainable for treatment under the Scottish mental health legislation.
Although community forensic mental health service provision is rudimentary in most parts
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of Scotland, most forensic psychiatrists have a small cohort of outpatients with a primary
diagnosis of personality disorder.

11.38 In England personality disorder has been rejected as a diagnosis of exclusion 61 and there
has been substantial financial investment in forensic services for people suf fering from
personality disorder.

11.39 The pilot schemes in England are being closely evaluated34.  These include:

• the development of pilot inpatient and community forensic personality disorder services;

• the development of pilot units to treat people with “Dangerous and Severe
Personality Disorder” - 2 units in prison and 2 units in high security hospitals; and

• the continuing use of HMP Grendon as a therapeutic community for prisoners with
challenging behaviours within the prison service.

STANDARDS

Standard 1.  A Co-Ordinated Joint Strategic Approach

11.40 The Review recommends a combined approach by the Criminal Justice System and Health
and Social Services to the assessment and management of of fenders who suf fer from
personality disorder.  This approach must recognise the huge morbidity associated with
personality disorder and the legitimate wishes of those with personality disorder and their
carers to have access to assessment and treatment services.

11.41 People with personality disorder who are subject to the Criminal Justice System should not
be excluded on the basis of that diagnosis from assessment or from receiving clinically
appropriate therapeutic interventions by mental health and learning disability services.
Similarly people with personality disorder who are subject to the Criminal Justice System
should not be excluded from Criminal Justice Services, nor should assessment and
management of their problems and needs be regarded as the sole responsibility of mental
health and learning disability services.  

11.42 The approach should ensure that the unique contributions of forensic mental health and
learning disability services are utilized in assessment and treatment.  The Criminal Justice
System must also accept its major role in the management of of fenders with personality
disorder as these individuals are almost invariably considered to have criminal
responsibility for their actions.

Recommendation

144. The DHSSPS and NIPS must ensure that services are developed for people with
personality disorder , including of fenders. The services require co-ordinated joint
approaches by both the Criminal Justice System and the Health and Social Services.
Service users, carers and their advocates must be involved in service planning and delivery.
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Standard 2.  Evidence, Principles and Purposes

11.43 The Review urges an explicit ethical basis to the assessment, treatment and care of people
suffering from personality disorder .  Evidence based services should be of fered to
individuals who wish to avail of them, whether or not they are subject to the Criminal
Justice System.  The Review does not consider it is ethical for mental health legislation to
be used to enforce compulsory treatment on individuals who are mentally competent to
refuse it.

11.44 The issue of personality disorder should not be confused with the issue of of fenders who
are at high risk of committing serious violent or sexual of fences.  The Review recognises
the wishes of society to receive protection from high risk offenders and it has supported the
development of a comprehensive interagency and community response, irrespective of
whether or not such high risk of fenders suffer from mental disorder .  Society should not
discriminate unjustifiably against those who suf fer from mental disorder , for example, it
should not introduce compulsory powers against high risk of fenders who suf fer from
mental disorder that are more restrictive than the powers against offenders who pose an
equally high level of risk, but do not suffer from mental disorder.

Standard 3 and Standard 4.  Organisational Structures and Interconnections and
Comprehensive Accessible Services

11.45 The Review envisages the provision of the following services for Northern Ireland:

In the community:

• residential therapeutic community facilities for forensic service users in Northern
Ireland;

• day patient and outpatient services provided by each community forensic service;
and

• input from each community forensic service into offender therapy programmes led
by probation.

In the prisons:

• day patient and outpatient services provided in by prison forensic services; and

• input from prison forensic mental health and learning disability services to the
assessment and management of prisoners attending the of fender therapy
programmes.

11.46 In addition consideration should be given to the development of a secure service for the
management of prisoners whose personality disorder makes them unmanageable in an
ordinary prison environment and those who would benefit from management in a
therapeutic community.  It is proposed that the Criminal Justice System and the Health and
Social Services would jointly develop this service.  It would offer detailed interagency and
multi-disciplinary assessment, including:
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• history of the individuals’ life experiences;

• needs;

• mental state;

• psychological assessment;

• functional assessment;

• medical diagnoses;

• mental capacity; and

• risk assessment.

11.47 The service would require clear criteria for admission and dischar ge that would be subject
to appeal.  The service should offer a therapeutic ethos, including evidence-based therapies
that are linked to research on therapeutic ef ficacy.  The service should not of fer perverse
incentives to prisoners to behave in a disturbed manner with a view to securing admission
to a more favourable service than the ordinary prison environment.  The service would
require one or more new facilities, both at high security and at lower levels of security with
linkages to community services.  The Review has noted the probable need for additional
secure provision and this proposed new service for offenders may form a component of this
additional provision.  The service would need to be linked to a robust risk management
framework operate according to explicit standards and be open to external inspection.  The
service would require high levels of psychotherapeutic input combined with high levels of
training and support for staff.

11.48 At present there is not suf ficient information on needs to make detailed recommendations
on the size of these services.

Recommendations

145. The DHSSPS should ensure that assessment and treatment services are made available to
offenders suffering from personality disorder along with support for their carers.  Services
should be provided in prisons and in the community .  Services in the community should
comprise outpatient, day patient and therapeutic community services.  In the prisons
outpatient and day patient services should be provided.  A residential secure service should
also be developed. 

146. The DHSSPS should commission a detailed assessment of needs to inform the planning of
services for offenders with personality disorder.

Standard 5.  Risk Assessment and Management

11.49 It will be essential to support the development of these services by explicit policies on risk
and responsibility.  Within the current ‘culture of blame’62 guidance from the DHSSPS
places responsibility on mental health and learning disability services for the actions of
individuals who are mentally competent to make decisions for themselves.  These obstacles
to service delivery must be removed.  Risk assessment and management arrangements for
mentally disordered offenders should co-ordinate with those for other of fenders and must
not discriminate unjustifiably against those suf fering from mental disorder.  Also policies,
procedures and protocols should be developed to take account of the needs to preserve
medical confidentiality and to share information.
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Recommendation

147. Service providers must ensure that services for the assessment and management of
personality disorder are supported by the development of policies, procedures and
protocols that recognise the respective responsibilities of all key stakeholders and that co-
ordinate with the proposed Risk Assessment and Management Framework.

Standard 6.  Quality Assurance

11.50 Forensic services must have robust and demonstrable quality assurance and governance
mechanisms that include setting standards and assessing the quality of services.  These
should include internal mechanisms such as audit and also external review.  

Recommendation

148. The commissioners and providers of services for offenders with personality disorder must
ensure that services have strong quality assurance and governance arrangements including
internal audit and independent external inspection and review.

Standard 7.  Mental Health Promotion and Education

Recommendation

149. The Regional Forensic Network should co-ordinate with the regional body with
responsibility for mental health promotion to ensure that forensic services for people with
personality disorder contribute to mental health promotion and public education, including
contributing to understanding of the development of personality disorders and the most
effective ways of preventing them.  

Standard 8.  Information, Research and Innovation

Recommendations

150. The Regional Forensic Network should promote the development of information and
research strategies for forensic services for people with personality disorder .  Research
should be conducted into the needs of of fenders with personality disorder and into the
efficacy of therapeutic interventions.

151. The Regional Forensic Network should promote the use of information technology to
support and enhance multi-disciplinary and inter-agency communication and information-
sharing, in accordance with agreed protocols.
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Standard 9.  Recruitment, Retention and Developing a Skilled Workforce

Recommendation

152. The DHSSPS must ensure that robust workforce planning systems are developed to ensure
the recruitment, training support and retention of suitable staff to support the development
of services for offenders with personality disorder.

Standard 10.  Sustainable and Transparent Funding

Recommendation

153. The development and maintenance of forensic services for the assessment and treatment of
high risk of fenders and individuals suf fering from severe personality disorder requires
appropriate funding from the relevant agencies.  This should be delivered in accordance
with a long term plan that ensures sustainable development of services.  There must be
mechanisms that demonstrate that monies made available to services have reached their
intended targets.

OFFENDING BY ADULTS WITH ASPERGER’S SYNDROME OR HIGH
FUNCTIONING AUTISM (AS/HFA)

INTRODUCTION

11.51 Current trends in prevalence63 confirm an increase in the number of individuals in the
general population receiving a diagnosis of an ASD, including Asperger’s Syndrome or
High Functioning Autism (AS/HFA).  Recommendations for services for these individuals
are contained in the Strategic Framework for Adult Mental Health Services83.  Professionals
in forensic services are increasingly likely to encounter individuals with AS/HFA.  There
is a need to increase our understanding of the relationship between AS/HFA and offending
and to improve the identification and assessment of such individuals and their management
within the Criminal Justice and Health and Social Services Systems.  

Prevalence of AS/HFA within Forensic Services

11.52 While the majority of persons with AS/HFA are scrupulously law abiding64, a small subset
does come into contact with the legal system. Those with AS/HFA may behave in socially
deviant and destructive ways with consequent police involvement. Due to poor diagnostic
expertise in many countries, it is not clear how commonly violent and potentially criminal
behaviour occurs by people with AS/HFA. Kohn et al (1998)65 suggested that the
prevalence of aggression in the population of AS/HFA persons is around 20% with many
cases not being reported to police authorities. 

11.53 A study of 135 young of fenders assessed by the Forensic Psychiatry Department in
Stockholm66 found 30% with probable AS/HFA and a strong association with arson. Scragg
and Shah (1994)67 screened the entire population of Broadmoor Hospital, finding a rate for
AS/HFA of 2.3%   In 1999 the National Autistic Society68 screened 1305 patients (96% of
the total population) in three Special Hospitals in England and identified 31 cases (2.4%).
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There were a further 31 ‘equivocal’ cases who displayed some features of AS/HFA, but for
whom the screening process was insufficient to be definitive and they would have required
a full diagnostic evaluation to obtain a certain diagnosis.  Wing (2003)69 also reported 2.4
– 5.3% prevalence in a Special Hospital population, with over half of these having a co-
morbid diagnosis of schizophrenia. The prevalence of adults with AS/HFA within the
prison system or detained under the mental health legislation is unknown, as is the
prevalence of females with AS/HFA involved with forensic services.

11.54 In a local community service for adults with AS or HFA, 18% of the individuals had been
involved with the police and/or court services for of fences including stalking behaviour ,
sexual offences, theft, fire setting and anti-social behaviour70.  Of the Trust’s sample, 25%
of individuals known to the service had been detained in a psychiatric hospital under the
Mental Health (Northern Ireland) Order 1986 at some time. Out of the 6 individuals with a
forensic history, 5 had been admitted, 2 of who were formally detained - but not necessarily
as a direct result of their offending behaviour. None had received a prison sentence.

Relationship between AS/HFA and Offending

11.55 Direct relationships between the of fending behaviour and the clinical  features of the
disorder have been identified, particularly deficits in social relatedness or rigidity in
thought and behaviour71.  Case reports have noted connections between of fending
behaviour and core impairments of AS/HFA including: 

• deficient empathy and consequent failure to recognise the impact of behaviours on
others;

• problems with social understanding such as reacting negatively to actual or
perceived rejection and bullying;

• an over sensitivity to sensory stimuli leading to a violent reaction;

• having a rigid interpretation of rules; and

• an obsessional pursuit or interest.

11.56 Also highlighted by Wing (1997)72 is the social naivety and lack of common sense often
seen in individuals with AS/HFA, which can make them easy targets for being manipulated
by others with criminal intentions and malice. Such conspicuous interpersonal
idiosyncrasies make those with AS/HFA particularly vulnerable to victimisation73. 

11.57 Murrie et al (2002)74 observed that those with AS/HFA may have little or no experience
with alcohol or drugs, little previous criminal contact and may be quick to confess to the
police. They stated that this last aspect reflected a variety of traits from deficient shame,
poor judgement, lack of experience, or an impaired appreciation of the social and legal
consequences of a confession, to simple forthrightness, rule-abiding behaviour or honesty.

11.58 Murrie et al (2002)74 emphasised the need for full assessment of AS/HFA and its legal
implications so that courts could make properly informed decisions on issues such as
treatment and disposal.
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Need for Services

11.59 Although in the minority of people diagnosed with AS/HFA, those who are within the
forensic system “represent a highly unique population with specialised needs”75.

11.60 The Reed Report (1992)76 devoted a volume to the special needs of mentally disordered
offenders with AS/HFA and the services required to meet those needs. The Scottish
Executive Development Centre for Mental Health (2004)77 has published an extensive
document on the needs of people with Learning Disabilities and/or Autistic Spectrum
Disorders in secure, forensic and other specialist settings. Recommendations common to
both were that:

11.61 Agencies should take account of the specialised and varying needs of of fenders with
autism, including the importance of co-operation between dif ferent services:

• such agencies should train their staf f to recognise and, where possible, respond to
the special challenges presented by people with autistic disorders; and 

• research is required into meet the needs of autistic people who of fend or have
severe behavioural problems.

11.62 The National Autistic Society78 made a series of recommendations including:

• changes to definitions in mental health legislation;

• early assessment of cases suspected of having an autistic spectrum disorder where
the police have arrested an individual;

• a code of practice or guidelines on evidence-based intervention, including
medication, for individuals with autistic spectrum disorders; and

• the introduction of an enforceable legal right to an independent advocate for all
patients formally and informally detained.

11.63 There are substantial deficiencies in the provision of Forensic Services for individuals with
autistic spectrum disorders in Northern Ireland. This reflects the low levels of forensic
services and also the shortfall in the provision of adequate and appropriate services for
adults with AS/HFA in the general population79.  There is only a limited number of
specialised units in the UK. 

11.64 There should be individual assessment of the needs of forensic service users with AS/HFA
and their carers, followed by combining the available resources in a flexible manner to
address those needs.  Those resources are likely to include staff with appropriate expertise
in Forensic Services and in assessing and managing AS/HFA.  Good communication, co-
ordination and co-operation between service providers is essential.
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Recommendations

154. The Regional Forensic Network should co-ordinate a programme of training for staff in the
identification, assessment, treatment and care of people suf fering from Asperger's
Syndrome or High Functioning Autism (AS/HFA) in Forensic Mental Health and Learning
Disability Services and the Criminal Justice System.

155. The DHSSPS in partnership with Criminal Justice Agencies should commission a regional
needs assessment to ascertain the prevalence of AS/HFA within the Criminal Justice and
Forensic Services in Northern Ireland and to assess the needs of users and carers.

156. The DHSSPS should promote research into AS/HFA, including its relationship with
offending behaviour , the ef fectiveness of specific psychological and environmental
interventions, the development of models of service models and the definition of
acceptable outcomes.  

SERVICES FOR WOMEN

11.65 The Criminal Justice System and mental health and learning disability services must be
gender sensitive and recognise the specific needs of both male and female service users.
People who are subject to the Criminal Justice System and the users of forensic mental
health and learning disability services are predominantly male and thus there are particular
dangers that the specific needs of women are not adequately addressed.  

11.66 The Department of Health in England reviewed many issues relating to women’s mental
health80.  As regards women offenders it was noted that: 

• men commit more crime than women; less than 5% of the prison population are women;

• men start their criminal careers at an earlier age than women and are more likely
than women to have lengthy criminal careers;

• women are more likely than men to commit acquisitive offences and are less likely
to commit arson, violent or sexual of fences;

• women are more likely than men to say that financial hardship, particularly in
relation to their children, contributed to their crime;

• there has been a recent dramatic rise in the number of women in prison compared
to men; and

• women in prison have experience of high levels of violence and abuse as children
and as adults.

11.67 Women prisoners are:

• twice as likely as men to have received help for a mental/emotional problem in the
12 months before entering prison;

• less likely than men to receive a diagnosis of antisocial personality disorder and
more likely to receive a diagnosis of borderline personality disorder;
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• more likely to have severe mental illness;

• twice as likely as men to have symptoms associated with post-traumatic stress
disorder; and

• more likely than men to have a history of self harm.

11.68 The Department recommended that the following principles should apply across all service
settings:

• access to a same sex member of staf f;

• access to a female doctor for physical healthcare;

• physical examinations to be undertaken by a female member of staf f or with a
female chaperone present;

• a female member of staff present if restraint is used;

• access to women-only therapy groups, particularly for issues such as violence and abuse;

• access to women-only social activities; and

• acknowledgement of caring responsibilities, for example through provision of
childcare facilities, transport and flexible appointment times.

11.69 It also advocated the provision of single-sex forensic units, predominantly at medium and
low security .  In addition it recommended training for mental health practitioners on
gender-related issues.

11.70 In England, a number of separate women’ s secure services have been developed.  In
Scotland it has been proposed that comprehensive Forensic Psychiatry Services for Women
should be provided in each of the 4 regional groupings that would meet all the treatment
needs of women service users.  These services would comprise dedicated multi-
disciplinary teams with access to secure beds and easy progression to non-secure inpatient
facilities or community services.

11.71 In Northern Ireland, there are no dedicated forensic mental health and learning disability
services for women.  The transfer of female prisoners from Mourne House, Maghaberry to
Ash House at Hydebank Wood in June 2004 has been criticised 81.  An inspection of
facilities at Ash House in November 2004 led to recommendations for a policy and
strategic plan for the treatment of women in custody based on a full assessment of their
specific needs.  A separate prison was recommended for women in Northern Ireland and
also the development of separate policies specific to women, the provision of therapeutic
responses to self-harm and increased constructive activity .  McClelland and colleagues
(2005)13 praised improvements in the services for women in Ash House.  A full health
needs assessment of the women in Ash House was completed in 2005.

11.72 At the time of writing this Report there are not known to be any women from Northern
Ireland who are receiving treatment in high secure inpatient facilities, either in Northern
Ireland or in other parts of the UK.  Shannon Clinic provides accommodation that may be
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used by women and is partly separate from the facilities used by men, but with access to
shared activities and rehabilitation facilities.  There are no separate community forensic
mental health and learning disability services for women.

DISCUSSION

11.73 The Criminal Justice System and mental health and learning disability services must be
gender sensitive and recognise the specific needs and preferences of both male and female
service users.  

11.74 Several facilities for female forensic service users from Northern Ireland provide
substantial or significant separation from male service users – the prison, Carstairs and
Shannon Clinic.  

11.75 There is a need to work closely with female service users and their advocates and carers to
gain greater understanding of their needs and preferences and to develop and deliver
services that are sensitive to and that respect these needs and wishes.  It is particularly
important to be clear about the reasons to either separate or integrate male and female
service users.  For example, much of the therapeutic work to address the ef fects of sexual
abuse and trauma may be better carried out in a single sex environment.  In other situations
an integrated environment may facilitate work on social skills.  Policies on these issues
should be developed in all forensic services.

11.76 The relatively small numbers of women forensic service users may limit the range of
facilities that can realistically be made available locally .  In other regions it has been
suggested that services should be combined, for example, at low and medium levels of
security.  There may also be benefit in providing services jointly with other service
providers, for example, with Scotland or the Republic of Ireland.

11.77 Women forensic service users from Northern Ireland can generally  receive assessment and
treatment in a single sex environment in Carstairs and in the prisons.  Shannon Clinic offers
a degree of separation, combined with opportunities for integration.  The assessment of the
future needs for secure provision may well indicate that a separate low secure facility is
more appropriate to the needs of women service users.  

11.78 The Review has considered the provision of a separate community forensic service for
women service users.  Current needs would probably require a regional service to meet the
needs of women service users.  The Review considers that the individual needs of service
users, both male and female, should be met by local community forensic services and that
all such services should be gender sensitive.

11.79 Training should be provided for all staff in Forensic Services to ensure gender sensitivity.

Recommendations

157. Service commissioners and providers must ensure that services are gender sensitive.
Planning and development of forensic services must take account of the needs and wishes
of service users, their advocates and carers.

158. The Regional Forensic Network should co-ordinate the development of gender sensitive
policies in all forensic services.
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159. The proposed assessment of needs for secure provision (Chapter 8) should consider options
to meet the needs of service users in a manner that is gender sensitive.  This should include
consideration of whether a separate low secure facility is more appropriate to the needs of
women service users than the current provision in Shannon Clinic.

160. Community services should be provided individually to male and female users on the basis
of individual needs and must be gender sensitive.

161. Service providers must ensure that staf f in all Forensic Services receive training to ensure
that services are gender sensitive.

FORENSIC PSYCHOTHERAPY

11.80 In order to provide comprehensive assessment, treatment and care, Forensic Services
should take account of biological, psychological and social factors.  Psychotherapy
Services are particularly poorly developed at present and require specific consideration
because of their fundamental importance in understanding and responding appropriately to
the problems and needs of service users and their carers.  There is a need to develop
knowledge and skills in many areas of psychotherapy such as group analytic, family ,
systemic and individual psychoanalytical and cognitive behavioural approaches.
Knowledge of the following should be developed:

• understanding the need for psychotherapeutic intervention as an important element
in the treatment of psychosis and chronic mental disorders, including personality
disorder, particularly where service users are in an institution or receiving other
treatment and care for a long period of time;

• developing an understanding of the nature of personality disorder , particularly
when there is a history of antisocial and criminal activity;

• awareness of the importance of personality disorder in service users with a
diagnosis of major mental illness who have committed criminal acts;

• developing an understanding of the ef fects of psychopathology on abnormal and
criminal behaviours, particularly aggression and sexual violence;

• understanding of group and institutional processes and the dynamics of the institutions
involved in forensic settings including prisons and secure inpatient facilities;

• recognition of the personal impact of working with forensic service users and thus
moderating the potential for a negative impact on clinical practice, management
and multi-disciplinary working;

• recognition of the impact of of fending and abusive experiences on service users,
their victims and the institutions in which they are housed;

• understanding of criminological issues, including ethnicity, gender and culture; and

• aiding risk assessment and management by understanding the meaning of criminal
activity to service users.

11.81 Forensic Psychotherapists require a wide range of skills including the following:
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• expertise in assessment for Psychotherapy;

• expertise in one or more branches of Psychotherapy and knowledge of other
branches of Psychotherapy, including the indications and contraindications in order
to match therapy to the needs of service users;

• expertise in the use of security as part of treatment;

• understanding of the nature of risk and dangerousness and risk management,
including appropriate communication with professional colleagues;

• expertise in the rehabilitation of service users who present potential risk to others;

• the ability to formulate problems from a systemic and or ganisational viewpoint,
including understanding the effect of particular behaviours and teams and systems;

• expertise in clinical supervision;

• ability to evaluate the outcome of therapies; and

• the ability to formulate and communicate opinions clearly .

11.82 The Review recommends development of a range of multi-disciplinary therapeutic services
that are integrated within Forensic Services.  All staff working in Forensic Services should
aim to develop high levels of knowledge and skill.  They should be supported by specialist
practitioners who have developed further knowledge and skills of psychotherapeutic
practices and they should have strong links with psychotherapy departments.  

11.83 Psychotherapeutic services should be provided to a broad range of forensic settings including
high, medium and low secure inpatient facilities, prisons, community and outpatient facilities
including therapeutic communities, hostels and community offender programmes.

11.84 Chapter 6 has noted the need for the DHSSPS to take the lead, in partnership with Criminal
Justice Agencies to form a multi -agency consortium to promote psychotherapeutic
expertise in the assessment and management of behavioural disturbance, personality
disorder and offending behaviour.  

Recommendations

162. The DHSSPS, the Regional Forensic Network, service commissioners and providers must
ensure that planning and development of all inpatient and community mental health and
learning disability forensic services incorporate and integrate a range of multi-disciplinary
psychotherapeutic approaches.  

163. All clinical staf f working in forensic services must be provided with the appropriate
opportunities and support to develop high levels of psychotherapeutic knowledge and skill.

164. The planning and delivery of forensic services must also include the provision of services
by specialist Psychotherapists and Forensic Psychotherapists.

165. The DHSSPS must ensure that development and maintenance of forensic mental health and
learning disability inpatient and community services is supported by robust workforce
planning that takes account of the need to recruit and retain specialist Psychotherapists and
Forensic Psychotherapists and to provide supervision, support and training to staff working
in forensic services.
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CHAPTER 12

IMPLEMENTING CHANGE

CO-ORDINATING DEVELOPMENTS AT REGIONAL AND LOCAL LEVELS 
– A REGIONAL FORENSIC NETWORK

12.1 Forensic Services in Northern Ireland must be developed to meet the needs of service users
and carers at a local level and they must be co-ordinated across the region.  The Review
does not propose a fully detailed and prescriptive plan, but rather it advocates a process that
is dynamic and interactive and which co-ordinates planning and development in an
ongoing and strategic manner .  It is proposed that Forensic Services should develop
through partnerships between a regional co-ordinating group which sets the overall
directions, priorities and sequence of change and local groups which implement change
and ensure its integration with related services.  

12.2 In recent years a number of or ganisational structures referred to as Managed Clinical
Networks82 have been developed to address problems similar to those faced by Forensic
Services in Northern Ireland.  These networks are regional or national or ganisations that
bring together the key stakeholders to work in partnership to promote service development.
Examples include the Northern Ireland Cancer Network and the Scottish Forensic Mental
Health Services Managed Care Network.  

12.3 In Scotland the national development of Forensic Mental Health Services is co-ordinated
by a Managed Care Network Advisory Board which is chaired by the Head of the Mental
Health Division in the Health Department.  The Board comprises representatives from all
the key or ganisations and provides dedicated time to its Chief Executive and Lead
Clinician.  The Advisory Board relates to the State Hospital and 4 regional groups which
in turn relate to local services.  The Board has commissioned a number of working groups
to produce regional guidance and is developing regional multi-agency structures with links
to NHS Regional Planning Groups.  Thus the Scottish Network is an or ganisation with
representation from the key stakeholders and with the capacity to co-ordinate functions at
national, regional and local level.

12.4 The Review considers that a Northern Ireland Forensic Services Managed Network would
be a logical development to advance the development of Forensic Services in Northern
Ireland in accordance with the principles espoused by this Review .  This Network would
not only link together the developing services in Northern Ireland, but it could also
establish useful connections with other developing forensic services in the rest of the
United Kingdom, Ireland and further afield.  Such external connections could, for example,
lead to the sharing of service plans, experiences of service delivery and also staff training
and development.
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PURPOSES OF THE REGIONAL FORENSIC NETWORK

12.5 It is envisaged that the Forensic Services Managed Network (the Network) would have the
following purposes:

to plan, implement and evaluate the development and delivery of co-ordinated
statutory and independent mental health and learning disability services for
mentally disordered offenders and those with similar needs and to contribute to the
prevention of mental disorder and associated harm.

12.6 It is considered essential that the remit of the Network should not focus narrowly or
exclusively on the development and delivery of specialised Forensic Services.  Instead it
should be explicitly acknowledged that many service users with forensic needs currently
have those needs met by a range of interconnecting services in primary and secondary care.
There is a need both to support and develop these interconnecting services and at the same
time to develop specialised forensic services.  The Network should actively pursue both
purposes in order to increase the capacity to meet needs and to enhance the quality of the
services that are delivered.

THE REGIONAL FORENSIC NETWORK BOARD

12.7 The Network Board (the Board) should have appropriate accountability to Government and
authority to resolve conflicts where these arise.  The membership of the Board should
comprise relevant commissioners and providers of mental health and learning disability
services, representatives of service users and carers and associated or ganisations such as
the Probation Board, the Police Service, the Prison Service, Housing and the Courts.  The
Board should include user and carer representation.  Consideration should also be given to
developing links with other developing forensic services outside Northern Ireland.

12.8 The functions of the Board should include:

• strategic planning;

• promoting and co-ordinating the development of systems to assess need and gather
the information and evidence required for service planning;

• promotion of values and principles;

• promotion and development of comprehensive interconnected services;

• overseeing the development of co-ordinated systems of risk assessment and
management;

• overseeing the development of quality assurance mechanisms that include setting
and auditing standards and assessing the performance and quality of services;

• co-ordinating contributions to mental health promotion and education;

• co-ordinating developments in information systems and promoting research and
innovation; advising the DHSSPS on recruitment and retention; 
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• promoting a co-ordinated approach to learning and development; and

• advising the DHSSPS on funding requirements.

12.9 The Board will require resources such as a Chair and Project Manager to carry out its tasks.

12.10 The Review envisages that the Regional Forensic Network will be part of the regional
mental health and learning disability implementation process chaired by a Regional
Director.  In view of factors such as the specialised nature of the services, the potential high
costs of some elements and the need to provide equity , the Review strongly favours the
regional commissioning of forensic services.  

Recommendations

166. The Review recommends the establishment of a Regional Forensic Network to co-ordinate
the planning and delivery of Forensic Services at regional and local levels.

167. Forensic Services should be commissioned on a regional basis.

DEVELOPING CO-ORDINATED FORENSIC SERVICES

12.11 Although this Report has considered in separate chapters the services that should be
delivered at different locations, it is essential that services are developed in a co-ordinated
manner.  Staff must work across locations in a manner that best meets the needs of service
users and carers and supports the development of therapeutic relationships and continuity
of care.  For example, some staf f will work both in inpatient settings and in community
services; community forensic teams may provide in-reach forensic services to prisoners
including preparation for return to the community and support following dischar ge from
prison.  As services grow and develop their structures will change, for example, it is
proposed that community forensic learning disability services should begin as a regional
service and then, following further assessment of needs and as resources become available,
services should become more locally based and more closely integrated with other local
services.  Staf f must work flexibly and co-operatively to support the growth and
differentiation of services.  At times staf f will need to come together to learn from each
other, to share information and resources such as protocols and training.  At times there will
be a need to pool all the relevant and available expertise, for example, in the assessment
and management of particularly problematic or difficult cases.  Forensic Services will also
need to develop in an open manner , recognising and supporting the invaluable work of
many other services in supporting mentally disordered of fenders.  Services must share
information on service performance and quality and they must not become fragmented or
isolated because of the high risks that can develop in those situations.  Forensic services
should also contribute to wider developments in the HPSS and in the Criminal Justice
System.  

12.12 Forensic Services in Northern Ireland are at the start-up of a process that will continue to
evolve over many years.  At this early stage, even though there is a great lack of
information about the detailed needs of service users and their carers, there is an obvious
and compelling case to urgently provide a number of components of a regional forensic
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service, as has been recommended in this Report.  These initial developments should not
be delayed by procedures to assess the needs, but nor should these initial developments
distract from the underlying requirement to assess and monitor need and service
performance.  Thus the first phase of developing forensic services must include both the
initial development of services and the detailed assessment of needs.  After this initial
phase, further developments must increasingly take account of assessed need and service
performance.  Services should continue to be developed to meet the needs, however ,
Forensic Services should not expand indefinitely and unthinkingly .  Research must be
conducted into the routes whereby individuals become mentally disordered of fenders or
forensic service users.  Where possible, preventive measures should be introduced that help
promote mental health and wellbeing.  If our society is to address the challenges posed by
mentally disordered of fenders it must invest in the necessary long-term research and
preventive strategies.  

12.13 Thus the Review envisages an iterative process of development of Forensic Services,
driven by assessed need, guided by principles and values, delivering quality-assured
services to meet the needs and contributing through research to the reduction of need.

WORKFORCE PLANNING

12.14 The development of Forensic Services must be supported by effective workforce planning.
This element is so fundamental to the successful development of services that its
importance could hardly be overstated.  A Workforce Strategy must be developed for
Forensic Services that is similar to and co-ordinated with that for Adult Mental Health
Services83.  The workforce plan must address the recruitment and retention of staf f in
Forensic and interconnecting services.  

12.15 There must also be learning and development strategies to provide staff with the necessary
knowledge and skills.  There must be arrangements for the training of new staf f and the
continuing professional development of existing staff.  The training needs of staff working
in Forensic Services and in interconnecting services must be analysed and training
strategies devised to meet the needs.  Users and carers should also be included in a
comprehensive learning and development strategy, both to help in the training of staf f and
to meet their own needs.  Training should be closely linked to the needs of the developing
services.  There are particular needs to provide training in psychotherapy and also
psychotherapeutic support for staff who are working in this emotionally demanding field.
Services should work together co-operatively to share training locally and regionally.

INFORMATION SYSTEMS

12.16 Similarly the Adult Mental Health Services Report83 has identified the need for
comprehensive and integrated information systems.  The arrangements for information
systems must extend across mental health and learning disability services encompassing
Forensic Services and making the necessary links with the Criminal Justice System.  

RESEARCH AND DEVELOPMENT

12.17 The development of Forensic Services must be supported by a Research and Development
strategy.  Priorities include:
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• an assessment of needs to determine the numbers of people from Northern Ireland
who require treatment in conditions of high, medium and low security and in
community facilities should be commissioned by the DHSSPS.  The assessment
should include people suffering from mental illness, severe mental impairment and
from personality disorder and other developmental disorders.  It should encompass
those who are currently receiving services and those who are currently unable for
legal or other reasons to avail of such assessment, treatment and care;

• a detailed assessment of the needs of mentally disordered prisoners and their carers
should be commissioned by the joint DHSSPS/NIPS project to transfer
responsibility for prison healthcare to the NHS;

• an assessment should also be commissioned to examine the needs of service users
who are placed in prison healthcare centres and the options for alternative services
and placements;

• NIPS should commission research on the feasibility of reducing the number of
people in prison by providing a broader range of facilities in the community ,
including lower security placements for mentally disordered women;

• research should also be commissioned to evaluate the methodology of assessing
people in police stations and prisons with a view to ensuring the accurate
identification of specified forms of mental disorder and need;

• epidemiological research should also be conducted into the needs of the population
for forensic services; 

• Research should also be incorporated into the developing services for of fender
therapy and personality disorder; and

• There are a number of clinical conditions that are poorly recognised or understood
that require research priority such as AS/HFA and Attention Deficit Hyperactivity
Disorder (ADHD) in adulthood.

THE PROCESSES OF CHANGE

12.18 The following outline sequence for the implementation of its recommendations proposes:

YEAR 1

12.19 The Regional Forensic Network should be established and its structures, resources,
principles and purposes should be agreed.  The Network should develop strategies for
workforce planning, information systems and research.

12.20 An ongoing Workforce planning process should be developed for Forensic Services.
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12.21 In Year 1 a detailed needs assessment should be commissioned to examine current and
projected needs for high, medium and low security inpatient services and community
facilities for people suf fering from mental illness, learning disability and personality
disorder and other developmental disorders.  The results of this needs assessment should
inform decisions on the needs for future services such as a high security service, additional
medium secure places (particularly for longer stay), the numbers of new low secure places
and the number and range of community facilities.

12.22 In addition the DHSSPS should examine the current obstacles to high secure care that are
experienced by unsentenced prisoners and certain others and it should decide its strategy
to resolve this highly unsatisfactory situation. 

12.23 In Year 1 it is expected that responsibility for the healthcare of prisoners will transfer to the
NHS.  This will require agreement of the organisational structures and the range of services
to be provided, and consideration of the assessed needs of prisoners including women and
prisoners in healthcare centres.  

12.24 A prison mental health promotion group should be established and also a consortium to
provide therapies for offenders.

12.25 The Community Forensic Services should be developed further and a regional forensic
learning disability service should be initiated.

12.26 Work should commence on developing an interagency framework for the assessment and
management of risk.

YEAR 2

12.27 Further needs assessment should be commissioned to establish the needs of the population
for Forensic Services.  The assessments should also include specific examination of the
needs of mentally disordered people in police stations, on bail, at court and on probation
and the needs of their carers.

12.28 A strategy should be agreed on the future profile and development of high, medium and
low secure provision and related community facilities.

12.29 Proposals should be published on an interagency risk framework.

12.30 Work should begin to develop regional guidance on fitness for interview , fitness to attend
court, and to review the appropriate adult scheme.

12.31 The Regional Forensic Network should agree quality standards for mental health and
learning disability services to people in the Criminal Justice System and for forensic
inpatient and community services.

12.32 Health promotion opportunities should be identified in the Criminal Justice System and for
forensic inpatient and community services.
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YEAR 3

12.33 Commissioners should use the results of the needs assessments to commission a full range
of mental health and learning disability services to people in police stations and also local
Community Forensic Learning Disability Teams.  

12.34 Five CFT’s should be resourced and fully operational.

12.35 A regional strategy should be agreed on the future assessment, treatment and care of people
with personality disorder.

12.36 Psychotherapy services should be fully integrated within inpatient and community forensic
services.

12.37 The regional body with responsibility for quality assurance should agree quality standards
for mental health and learning disability services to people in the Criminal Justice System
and for forensic inpatient and community services.

12.38 A health promotion strategy should be agreed and implemented for the Criminal Justice
System and for forensic inpatient and community services.

YEAR 5

12.39 Further assessment should be undertaken of the needs of the population for Forensic
Services, including examination of the needs of people in the Criminal Justice System and
forensic inpatient and community services.

12.40 A comprehensive offender therapy consortium should be in place.

12.41 Regional guidance should be completed.

YEAR 7

12.42 Low secure services should be in place to meet the assessed needs.

YEAR 10 

12.43 Further assessment should be undertaken of the needs of the population, including people
in the Criminal Justice System and forensic inpatient and community services.

12.44 Additional high secure and medium secure places should be provided to meet the needs.

PERFORMANCE INDICATORS

12.45 The following tables provide further details of the performance indicators, tar gets,
milestones, responsibilities and the sources of information that will confirm
implementation:
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1. Regional Planning and Co-Ordination to Include Service Users and Car ers

Performance
Indicators

Targets Milestones Lead
Responsibility

Information &
Sources

Regional
Forensic
Network to be
established and
to include user &
carer
representatives

Network
established

User & carer
representatives
appointed

Year 1

Year 1

DHSSPS Network
structures,
values,
principles and
plans

DHSSPS &
NIPS to agree
organisational
structures in
prisons, to
include user &
carer
representatives

Structures
agreed

User & carer
representatives
appointed

Year 1

Year 1

Transfer project DHSSPS &
NIPS
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2. Assessment and Monitoring of the Needs of Service Users and Car ers

Performance
Indicators

Targets Milestones Lead
Responsibility

Information &
Sources

Assessment of
the needs of
prisoners,
including the
needs of carers,
women and
prisoners in
healthcare
centres

Information for
service planning
and funding

Information on
need and service
impact, to aid
service planning

Year 1 

Repeat at years 5
& 10

NIPS/DHSSPS
transfer project

Transfer Project

Local Service
Providers 

Assessment of
the needs of
people in police
stations, on bail,
at court and on
probation

Information for
service planning

Information on
need and service
impact, to aid
service planning

Year 2 

Repeat at years 5
& 10

DHSSPS DHSSPS

Assessment of
needs for high,
medium & low
security &
community
placements for
short, medium
and long stay for
people with
mental illness &
learning
disability

Information for
service planning

Information on
need and service
impact, to aid
service planning

Year 1 

Repeat at years 5
& 10

DHSSPS DHSSPS

Assessment of
needs for secure
& community
placement for
people with
personality
disorder & other
developmental
disorders

Information for
service planning

Information on
need and service
impact, to aid
service planning

Year 2

Repeat at years 5
& 10

DHSSPS DHSSPS

Service
information from
Community
Forensic Services
& Regional
Secure Unit

Information for
service planning

Annual Local Service
Providers

Local Service
Providers
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3. Effective Mental Health and Learning Disability Services for People Subject to the
Criminal Justice System

Performance
Indicators

Targets Milestones Lead
Responsibility

Information &
Sources

Full range of
mental health
and learning
disability
services
arranged for
prisoners

All services in
place before
transfer of
responsibility in
April 2007

Year 1 Transfer project Information
published by
Transfer project

Commissioners
to commission a
full range of
mental health &
learning
disability
services to
people in police
stations, on bail,
at court and on
probation

Completed
following needs
assessment

Year 3 DHSSPS DHSSPS

Service
providers to
provide a full
range of mental
health &
learning
disability
services to
people in police
stations, on bail,
at court and on
probation

Protocols and
services in place
to provide access
to full range of
services

Year 5 Local Service
Providers

Local Service
Providers

Development of
an offender
therapy
consortium

Basic structure
established
Resource needs
agreed
Comprehensive
services in place

Year 1

Year 2

Year 5

DHSSPS DHSSPS

Regional guidance
on fitness for
interview, fitness
to attend court,
review of
appropriate adult
scheme etc

Group(s) formed

All work
completed

Year 2

Year 5

DHSSPS Regional
guidance issued
and appropriate
training &
resources
provided
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4. Effective Inpatient and Community Forensic Mental Health and Learning Disability
Services

Performance
Indicators

Targets Milestones Lead
Responsibility

Information &
Sources

Review of
options and
formulation of
strategy for high
security
provision

High secure
services must be
available to all
people in N
Ireland who
require them.
Follows needs
assessment in
Year 1

Year 2 DHSSPS DHSSPS

Strategy for
high, medium &
low security &
community
placements for
short, medium
and long stay for
people with
mental illness &
learning
disability

Full range of
places must be
available to meet
needs

Strategy follows
needs assessment
in Year 1

Provision of low
secure and
community
facilities

Provision of high
security and long
stay medium
security

Year 2

Year 7

Year 10

DHSSPS DHSSPS

Development of
community
forensic teams

Initial
development

Further
development

5 fully
operational
teams

Further
developments
following service
information and
needs assessment 

Year 3

Year 7

DHSSPS DHSSPS

Development of
a regional
forensic learning
disability service

Regional
inpatient and
community
service

Year 1 DHSSPS DHSSPS
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4. Effective Inpatient and Community Forensic Mental Health and Learning Disability
Services

Performance
Indicators

Targets Milestones Lead
Responsibility

Information &
Sources

Development of
local forensic
learning
disability teams

5 local teams Year 3 DHSSPS DHSSPS

Services for
people with
personality
disorder 

Needs
assessment

Regional
strategy 

Year 2 Year 3

Psychotherapy
services

A full range of
psychotherapy
services fully
integrated within
all inpatient &
community
forensic services

Year 3

5. Assessing and, Where Possible, Minimising the Risks of Harm that ar e Associated
with Mental Disorder

Performance
Indicators

Targets Milestones Lead
Responsibility

Information &
Sources

DHSSPS & NIO
to develop a risk
assessment and
management
framework

Group
constituted

Proposals
published

Framework
implemented

Year 1

Year 2

Year 3

DHSSPS DHSSPS

Inpatient and
community
forensic services
to develop risk
assessment and
management
policies,
procedures and
protocols

Policies,
procedures and
protocols in
place.

Regular updates

Year 1 Regional
Forensic
Network

Regional
Forensic
Network
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6. Continuing Quality Improvement

Performance
Indicators

Targets Milestones Lead
Responsibility

Information &
Sources

DHSSPS &
NIPS to agree
clinical
governance and
internal quality
assurance
mechanisms for
prisons

Clinical
governance and
internal quality
assurance
mechanisms
agreed and
implemented
before transfer

Year 1 Transfer Project Transfer Project

Development of
regional
standards for
mental health
and learning
disability
services to the
criminal justice
system and for
forensic
inpatient &
community
services

Standards agreed
Year 2

Regional
Forensic
Network

Regional
Forensic
Network

Regional quality
assurance body
to develop
quality standards
for mental health
and learning
disability
services to the
criminal justice
system and for
forensic
inpatient &
community
services

Quality
standards agreed

Year 3 RQIA
Regulation and
Quality
Improvement
Authority

RQIA
Regulation and
Quality
Improvement
Authority

Clinical
governance and
internal quality
assurance
mechanisms to
be agreed for
inpatient &
community
forensic services

Clinical
governance and
internal quality
assurance
mechanisms
agreed

Year 1 Local Service
Providers

Local Service
Providers
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7. Promoting Mental Health

Performance
Indicators

Targets Milestones Lead
Responsibility

Information &
Sources

Establish a
regional prison
mental health
promotion group

Agree and
implement
strategy before
transfer of
responsibility

Year 1 Transfer project Transfer project

Identify
opportunities for
mental health
promotion for
people in
inpatient &
community
forensic services

Assess
opportunities

Agree and
implement
strategy

Year 2

Year 3

Regional
Forensic
Network

Regional
Forensic
Network

Identify
opportunities for
mental health
promotion for
people in police
stations, on bail,
in court and on
probation

Assess
opportunities

Agree and
implement
strategy

Year 2

Year 3

DHSSPS DHSSPS
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8. Meeting the Information Needs of Service Users, Car ers and Service Providers

Performance
Indicators

Targets Milestones Lead
Responsibility

Information &
Sources

Healthcare
information
systems to be
established  in
prisons to meet
the needs of
mentally
disordered
prisoners

Completed
before transfer of
responsibility

Year 1 Transfer project Transfer project

Promoting
communication
with all relevant
parties

Forensic
inpatient &
community
services to
develop
information
strategies

Year 2 Regional
Forensic
Network

Regional
Forensic
Network

Promoting
research 

Forensic
inpatient &
community
services to
develop research
strategies

Year 2 Regional
Forensic
Network

Regional
Forensic
Network

HPSS
information
systems should
extend to people
in police stations
and courts

Appropriate
HPSS
information
accessible to
healthcare staff
working in the
Criminal Justice
System

Year 3 DHSSPS DHSSPS

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 1075 of 3342

MAHI - STM - 083 - 1075



124

9. Delivering an Effective, Competent and Confident Workforce

Performance
Indicators

Targets Milestones Lead
Responsibility

Information &
Sources

A
comprehensive
workforce
strategy for
forensic services

Agreed strategy Year 1 DHSSPS DHSSPS

A strategy for
training needs
analysis and
workforce
training

Agreed strategy To be agreed DHSSPS DHSSPS

A strategy for
training in
psychotherapies

Agreed strategy
for training in
psychotherapies

Year 1 DHSSPS DHSSPS

A strategy for
workforce
recruitment

Strategy
implementation
targets to be
agreed

To be agreed DHSSPS DHSSPS
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Recommendations

1. A Regional Forensic Network should co-ordinate and lead the strategic planning of
forensic services in Northern Ireland.

2. Strategic planning must be guided by evidence and by values and principles.  The Regional
Forensic Network must establish systems of gathering the necessary information and
evidence to inform the further development of services.

3. The Regional Forensic Network should establish explicit values and principles to guide the
planning and development of forensic services.  The values and principles adopted by this
Review (see 2.3-2.5) are recommended.  In addition the following principles are
recommended for forensic services: 

i. there should be joint co-operative planning between the Criminal Justice Agencies
and the Health and Personal Social Services and joint delivery of services in order
to best meet the needs of service users and carers;

Mentally disordered offenders and others with similar needs should receive treatment, care
and support for their mental disorder that is:

ii. as far as possible in the community, rather than in inpatient settings;

iii. under conditions of security and restriction no greater than as is justified by the
degree of danger they present to themselves or others; and

iv. open, accountable and subject to external review.

4. The planning and development of forensic services should take full account of the 10
Standards identified in this Report.

5. Service commissioners must commission a full range of statutory mental health and
learning disability services to meet the needs of mentally disordered people detained in
police stations.  

6. Providers of statutory , voluntary and community mental health and learning disability
services must ensure they provide equity of access and provision of services for people
detained in police stations. 

7. Mental health and learning disability services to people detained in police stations should
be provided locally and co-ordinated regionally .  The Department of Health, Social
Services and Public Safety (DHSSPS) should lead this co-ordination in liaison with the
Regional Forensic Network.

8. Research should be commissioned to assess the needs of mentally disordered people and
their carers in police stations throughout Northern Ireland.  This research should include
recommendations leading to the establishment of systems to monitor ongoing need and the
impact of services on need.
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9. Advocacy services associated with community mental health and learning disability
services should be extended to include police stations.

10. Clear or ganisational structures, accountability and governance arrangements must be
agreed for mental health and learning disability services to police stations.  

11. Service providers should develop information systems that enable FM0s and staff working
in mental health and learning disability services to gain appropriate access to the health
records of people detained in police stations.

12. Research should be commissioned to evaluate the methodology of assessing suspects in
police stations with a view to ensuring the accurate identification of specified forms of
mental disorder and need.

13. The DHSSPS in partnership with Criminal Justice Agencies should establish a group
comprising relevant stakeholders to produce guidance on assessment of fitness for
interview and related matters.

14. The DHSSPS in partnership with Criminal Justice Agencies should establish a group
comprising representatives of all the relevant stakeholders to review the appropriate adult
scheme.  The group should consider the ef fectiveness, efficiency and practical working of
the scheme, including the criteria invoking the use of appropriate adults.

15. Commissioners should commission services for the safe assessment, treatment and care of
mentally disordered offenders in police stations.

16. Service providers and other stakeholders should agree joint protocols for the assessment
and management of mentally disordered people in police stations, including those whose
behaviour is disturbed.

17. Commissioners should commission services that provide police with ready access to
advice from suitably qualified health professionals.

18. The DHSSPS in partnership with Criminal Justice Agencies should establish a group
comprising relevant stakeholders to develop a risk assessment and management framework
that extends across the Criminal Justice System and the HPSS and that applies to mentally
disordered people in police stations.

19. The relevant regional body with responsibility for assuring the quality of mental health and
learning disability services must ensure that quality standards are developed for mental
health and learning disability services in police stations and that services are audited and
subject to external independent inspection.

20. Service commissioners and providers should liaise with the regional body with
responsibility for mental health promotion to identify opportunities for mental health
promotion within police stations and ensure that appropriate services are provided and their
impact evaluated.
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21. The DHSSPS should ensure that research programmes are commissioned to examine the
efficacy of different models of services to mentally disordered of fenders in police stations
with a view to informing further service planning.

22. The DHSSPS should ensure that development of Information Systems within the HPSS
takes account of the need to provide health and social services to people in police
stations.

23. The DHSSPS in partnership with Criminal Justice Agencies should ensure that an
assessment is undertaken of the learning and development needs of stakeholders including
police, FMO’s, lawyers and health and social services staf f.  

24. Appropriate training strategies should be devised and implemented to meet the identified
needs for both induction training and for continuing professional development.

25. The development and maintenance of services for mentally disordered people in police
stations across the province requires appropriate funding from the relevant sources.
Funding should be delivered in accordance with a long term plan that ensures sustainable
development of services.  Funding arrangements must support the joint co-ordinated
planning and delivery of services.  There must be mechanisms that demonstrate that monies
made available to services have reached their intended tar gets.

26. The Northern Ireland Prison Service (NIPS) should commission research on the feasibility
of reducing the number of mentally disordered people in prison by providing a broader
range of facilities in the community .  The research should address the mental health and
social needs of male and female remand prisoners as well as the requirements of the
Criminal Justice System.  It should consider the potential utility of facilities with joint input
by criminal justice staf f and health and social services staf f to of fer dif ferent levels of
supervision and therapy for a wide range of mental disorders including mental illness,
learning disability, personality disorders and alcohol and substance misuse.

27. Service commissioners should commission a full range of statutory , voluntary and
community mental health and learning disability services to meet the needs of mentally
disordered people attending courts.

28. Providers of community mental health and learning disability services should ensure they
provide equality of access and provision of services for people attending courts.

29. In Year 5, when forensic mental health and learning disability services in Northern Ireland
have increased in size and capacity , a detailed option appraisal should be undertaken to
consider the provision of assessments and other services for the courts by alternative
means, including by service level agreements.

30. The DHSSPS in partnership with Criminal Justice Agencies should establish a group of
relevant stakeholders to produce guidance on the assessment of fitness to attend court.
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31. Service providers must ensure that healthcare staf f assessing and treating prisoners
attending court have ready and appropriate access to existing healthcare information

32. The DHSSPS should establish a group with the Court Service and other relevant
stakeholders to review and develop procedures and protocols in relation to mentally
disordered offenders to ensure efficient and effective operation.

33. The relevant regional body with responsibility for assuring the quality of mental health and
learning disability services should ensure that quality standards are developed for mental
health and learning disability services in courts and that services are audited and subject to
external independent inspection.

34. Service commissioners and providers should liaise with the regional body with
responsibility for mental health promotion to identify opportunities for mental health
promotion at courts and ensure that appropriate services are provided and their impact
evaluated.

35. The DHSSPS in partnership with Criminal Justice Agencies should ensure that an
assessment is undertaken of the learning and development needs of stakeholders including
court staff, lawyers, judiciary and health and social services staf f.

36. Appropriate training strategies should be devised and implemented to meet the identified
needs for both induction training and for continuing professional development.

37. The proposed review of options for mental health and learning disability services to the
courts should include consideration of funding mechanisms.

38. Improvement of the mental health of prisoners requires a partnership between the
DHSSPS and the NIPS to ensure:

• development of a prison environment that actively promotes mental health and
well-being; and

• provision of a comprehensive range of mental health and learning disability
services which address the needs of prisoners and are integrated with other
community and prison services to ensure ef fective through care.

39. The Review welcomes the decision to transfer responsibility for the healthcare of prisoners
to DHSSPS and emphasises that it must be supported by robust quality assurance
mechanisms and by sufficient resources to meet the needs.

40. The Review recommends that planning the future of mental health and learning disability
services for prisoners is integrated with the planning of mental health and learning
disability services throughout Northern Ireland including the joint strategic approach co-
ordinated by the Regional Forensic Network.
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41. The joint DHSSPS/NIPS project to transfer responsibility must ensure that a detailed
assessment of the needs of mentally disordered prisoners and their carers is completed by
the end of 2006.  The assessment of need must encompass all those suf fering from mental
disorder including mental illness, learning disability , personality disorder and alcohol and
substance misuse.  It must take full account of the resources required by health and social
services staff to work co-operatively in support of criminal justice staf f.

42. The needs assessment must lead to the provision for service commissioners of systems to
monitor and evaluate in an ongoing manner the needs of service users and carers and the
impact of services on need.

43. The DHSSPS and NIPS in partnership should develop explicit values and principles for
mental health and learning disability services and Criminal Justice Services for prisoners
that guide the development of a prison environment that actively promotes mental health
and well-being and that provides a comprehensive range of mental health and learning
disability services.  

44. The DHSSPS and NIPS in partnership should agree arrangements to develop strong and
cooperative working relationships between prison staff, health and social services staff, and
Criminal Justice Agencies at operational and managerial levels.  These should include the
supporting or ganisational structures, training and the development of joint policies,
protocols and procedures.

45. Commissioners of mental health and learning disability services in prisons must ensure that
service users and carers are involved in the development, delivery and monitoring of
services.

46. Commissioners of mental health and learning disability services in prisons must ensure that
advocacy services and complaints procedures are developed for service users in prisons,
building on those already in place.

47. The project overseeing the transfer of lead responsibility must ensure that joint working
arrangements with all relevant mental health and learning disability service providers are
agreed and published before April 2007.  It must be demonstrated that service providers
have sufficient resources and capacity to meet the identified needs, including the needs of
prisoners and dischar ged prisoners who are suf fering from mental illness, learning
disability, personality disorder and alcohol and substance misuse.  The arrangements must
take full account of the resources required by health and social services staf f to work co-
operatively in support of criminal justice staf f in relation to prisoners and dischar ged
prisoners.

48. The Review supports the recommendations made by Professor McClelland and colleagues
(2005) in relation to the assessment, treatment and care of prisoners on committal to prison.
The transfer project should ensure that work continues as quickly as possible to address
these recommendations and that arrangements are made to complete any outstanding work
following transfer of responsibility.
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49. Commissioners of mental health and learning disability services for prisoners must ensure
that services provide assessment, treatment and care for all people suf fering from mental
disorder including those suffering from personality disorder.  

50. DHSSPS should take the lead in developing, in partnership with the Criminal Justice
Agencies, an inclusive model of assessment, treatment and care of people suf fering from
personality disorder.

51. A specific mental health needs assessment should be commissioned as part of the
programme of the transfer of lead responsibility to examine the needs of service users who
are placed in prison healthcare centres and the options for alternative services and
placements.  This should be completed by the end of 2006.

52. Services should be commissioned for women prisoners that are gender sensitive and that
have the capacity to respond appropriately to the range of their mental health and learning
disability needs, including substance misuse and personality disorder .

53. NIPS should commission a research project into alternatives to prison for mentally
disordered women, including placements at lower levels of security . 

54. A full range of mental health and learning disability services including adolescent,
psychotherapy and personality disorder , alcohol and substance misuse should be
commissioned.  Community service providers must ensure that a full range of co-ordinated
services is developed and provided to those who are under the age of 18, and DHSSPS
must play its part in ensuring adequate provision of the necessary expertise.

55. Service providers must develop protocols and procedures so that management plans are
jointly agreed in the case of each adolescent suf fering from mental disorder when
transferring to adult prison services or healthcare services in the community .

56. The transfer project team should define requirements and, together with service
commissioners and providers, put such arrangements in place before April 2007.

57. People who require admission to hospital for assessment or treatment under the provisions
of the mental health legislation must have equal access and priority whether they originate
in prison or in the community .  The application of this standard in practice should be
subject to external audit by the appropriate health care inspection body .

58. The transfer project should ensure that specific joint working arrangements between
service providers, the Prison Service and the DHSSPS are agreed and published before
April 2007.

59. The DHSSPS in partnership with Criminal Justice Agencies should establish a group
comprising relevant stakeholders to develop a risk assessment and management framework
that extends across the Criminal Justice System and the HPSS and that applies to mentally
disordered people in prisons. The framework must not discriminate unjustifiably against
people suffering from mental disorder.
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60. Mental health and learning disability services and Criminal Justice Agencies should
develop joint co-ordinated interagency standards that encompass both the creation of a
prison environment that promotes mental health and the provision of a full range of mental
health and learning disability services.  These standards should be supported by clinical
governance arrangements, internal quality assurance mechanisms, external independent
inspection and systems of learning from adverse events.  NIPS and DHSSPS should jointly
set up an effective operational group in 2006.

61. The DHSSPS, involving the body with regional responsibility for mental health promotion,
in partnership with NIPS, service providers and representatives of users and carers should
establish a Regional Prison Mental Health Promotion group to address mental health
promotion and suicide prevention.  The group should build upon the existing policy and
formulate a strategy that sets explicit standards.  It should seek to establish a culture and
ethos in the prisons that promotes mental health and well-being for prisoners and staff and
that further reduces the risks of suicide.  The goal should be for the initial strategy to be
implemented by 2007.  Work should continue in conjunction with the regional body with
responsibility for mental health promotion and should include evaluation of its ef fects.

62. The transfer project should ensure that information systems are established before April
2007 to meet the needs of mentally disordered prisoners.  Information systems for
prisoners should integrate and evolve with the HPSS systems and should be developed,
where appropriate, to integrate with criminal justice systems in support of joint working.

63. The DHSSPS should commission and promote ethically approved research in relation to
the needs and services for mentally disordered prisoners, for example research should be
undertaken into the needs for healthcare centre places, the transfer of prisoners to Health
Service, bail and community step-down facilities, the ef ficacy of of fender management
programmes and the efficacy of mental health promotion strategies. 

64. The DHSSPS must ensure that development and maintenance of services for mentally
disordered prisoners are supported by robust workforce planning and provision of
opportunities for staff to avail of learning, development and support.

65. Service providers must ensure that learning and development strategies for all staf f are
closely linked to service development and to governance arrangements.

66. A multi-agency consortium should be formed in 2006 to promote psychotherapeutic
expertise in the assessment and management of behavioural disturbance, personality
disorder and offending behaviour.  The lead should be taken by DHSSPS with input from
criminal justice agencies and the relevant health sector bodies.

67. The strategic development of mental health and learning disability services for prisoners
requires sustainable additional funding.  Funding arrangements must support the joint co-
ordinated multi-agency planning and delivery of services.  There must be mechanisms that
demonstrate that monies made available to services have reached their intended tar gets.
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68. Strategies should be developed to ensure effective joint working between PBNI and the full
range of mental health and learning disability services in relation to the assessment,
treatment and care of mentally disordered people who are under going assessment by
Probation or are subject to a Probation Order .

69. The Regional Forensic Network should co-ordinate the development of services at the
interfaces between PBNI and:

- community forensic mental health and learning disability services; 
- prison forensic services; and
- inpatient secure services.

70. The DHSSPS should, in partnership with PBNI, co-ordinate the development of services
at the interfaces between PBNI and other mental health services.

71. PBNI, the Regional Forensic Network and the DHSSPS should agree joint arrangements
to assess and monitor the needs of mentally disordered individuals, their carers, their
representatives, service providers and the wider community .  The results of ongoing
assessment should inform service planning.

72. PBNI, the Regional Forensic Network and the DHSSPS should agree joint purposes, clear
organisational structures and lines of accountability and should develop policies, protocols
and procedures for joint working and information sharing.

73. PBNI, the Regional Forensic Network and the DHSSPS should develop comprehensive
and accessible joint services to assess and provide treatment and care for mentally
disordered people in contact with probation.  There are particular needs to develop joint
psychotherapeutic approaches.

74. The DHSSPS in partnership with Criminal Justice Agencies should establish a group
comprising relevant stakeholders to develop a risk assessment and management framework
that extends across the Criminal Justice System and the HPSS and that applies to mentally
disordered people undergoing assessment by Probation or subject to a Probation Order .

75. PBNI, the Regional Forensic Network and the DHSSPS should agree standards for joint
working.  Services should be subject to internal and external evaluation of performance and
quality.

76. PBNI and mental health and learning disability services should identify opportunities for
mental health promotion and agree appropriate services.

77. Inter-agency learning and development arrangements should be established to support joint
working between PBNI and forensic and other mental health and learning disability
services.
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78. The development of forensic and other mental health and learning disability services to
support the work of PBNI requires sustainable funding from the relevant sources.  Funding
arrangements must support the joint co-ordinated planning and delivery of services.  There
should be mechanisms to demonstrate that monies made available to services have reached
their intended targets. 

79. The Regional Forensic Network should promote co-ordination of forensic service
provision for the people of Northern Ireland, including with high security services at the
State Hospital, Carstairs, Scotland.

80. The current arrangements for high secure services for people in Northern Ireland have
unacceptable gaps in service provision.  All people in Northern Ireland must have access
to high secure services when they require them.  The DHSSPS must take the lead in
urgently finding solutions to the current obstacles to treatment and care in conditions of
high security.  

81. The DHSSPS must commission an assessment of needs to determine the numbers of people
from Northern Ireland who require treatment in conditions of high and medium security .
The assessment should include people suf fering from mental illness, severe mental
impairment and from personality disorder .  It should encompass those who are currently
receiving services and those who are currently unable for legal or other reasons to avail of
such assessment, treatment and care.  

82. This assessment of high and medium secure needs should be combined with an assessment
of the needs for low secure and step-down community services (Chapter 9) and the needs
for forensic learning disability services (Chapter 10).

83. The Review recommends the provision of an additional secure facility in Northern Ireland
to meet the identified high and medium secure needs of service users.  The regional high
and medium secure facilities should be complemented by local low secure facilities and
community step-down facilities to form a range of short, medium and longer stay facilities
that meet the needs of forensic service users.

84. New secure services should be developed in accordance with the standards proposed by
this Review.

85. The Regional Forensic Network should explore the range of opportunities to co-ordinate
training for staff in Forensic Mental Health and Learning Disability Services in Northern
Ireland with the training available in adjacent jurisdictions. 

86. The Regional Forensic Network should promote the development and delivery of regional
medium secure services and their co-ordination with interconnecting services.

87. The DHSSPS must take account of the assessment of need for secure services and it must
plan and develop long stay medium secure services and step-down low secure and
community services 
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88. In order to inform service planning and development Shannon Clinic staf f should analyse
the needs of each service user and the constraints on his or her progress.

89. The Regional Forensic Network should establish systems to monitor ongoing need for
high, medium and low secure services and step-down community services for forensic
service users with short, medium and longer stay needs.  This information should
contribute to the planning and delivery of forensic services.

90. Commissioners of mental health and learning disability services to the prisons should
ensure that arrangements facilitate the early identification and transfer to hospital of
mentally disordered people who require treatment in conditions of medium security .

91. Service providers should develop regional expertise at Shannon Clinic in the assessment
and management of risk in relation to service users who require assessment, treatment and
care in conditions of medium security.

92. Shannon Clinic should develop explicit quality standards and quality assurance
mechanisms, including audit and independent external inspection by the relevant regional
body.

93. The Regional Forensic Network should co-ordinate with the regional body with
responsibility for mental health promotion to facilitate the contribution of secure inpatient
services to mental health promotion and public education.

94. The Regional Forensic Network should develop information and research strategies and
promote the involvement of secure inpatient services.

95. The Regional Forensic Network should promote the integration of Information Technology
systems between medium secure services and interconnecting services to help ensure the
effective transfer of information.

96. The model used by Shannon Clinic of closely integrating training with clinical practice
should extended to other forensic services.

97. The DHSSPS must ensure that development and maintenance of secure inpatient services
is supported by robust workforce planning and provision of opportunities for staf f to avail
of learning, development and support.

98. The development and maintenance of medium secure services requires appropriate funding
in accordance with a long term plan that ensures sustainable development of services.
There must be mechanisms that demonstrate that monies made available to services have
reached their intended targets. 

99. The DHSSPS should ensure the development and delivery of low secure forensic services
including step-down rehabilitation and long-stay services.
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100. The DHSSPS must commission an assessment of needs to determine the numbers of people
from Northern Ireland who require treatment in conditions of low security.  The assessment
should include people suf fering from mental illness, severe mental impairment and from
personality disorder.  It should encompass those who are currently receiving services and
those who are currently unable for legal or other reasons to avail of such assessment,
treatment and care.  

101. The needs assessment should consider the optimal configuration of low secure services,
including the needs of specific groups such as women.  

102. The needs assessment should lead to the development of low secure services that are fit for
purpose.  This is likely to require substantial new provision.

103. It is recommended that future low secure services, including low secure forensic services
are developed in accordance with the standards advocated in Chapter 2.

104. The Regional Forensic Network should lead and co-ordinate the planning and development
of community forensic services.  It should both support and build upon the capabilities of
current services as well as developing and integrating new specialist services.

105. The 5 CFT’s that are currently partly staffed and funded require the necessary funding and
workforce planning from the DHSSPS to ensure they are developed to full operational
capacity by 2010.  Thereafter teams should be developed in response to need to ensure that
they have capacity to fulfill the range of services required by service commissioners and
service users.

106. Commissioners must commission a full range of community forensic services with the
following purposes:

• assessing local referrals to secure inpatient services;
• supporting the discharge of service users from inpatient secure services to

the community, facilitating self management, opportunities for employment
and engagement in social activities;

• working jointly with other mental health and learning disability services to
provide consultation, assessment, and support and, in some cases, shared or
sole treatment and care;

• liaison with police stations and courts; 
• in-reach to prisons and support of dischar ged prisoners with mental

disorder; 
• assessments at the request of probation;
• input to offender therapy programmes; and
• supporting the work of the MASRAM or its successor . 

107. The CFT’ s should produce information on their workload and performance which,
combined with needs assessments should help guide the future planning of CFT’s including
suitable accommodation in the community.

108. Community Forensic Services should develop specific service models and structures and
agreed methods of working with interconnecting services.
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109. A CFT should comprise a range of staff with the necessary skills to meet the needs of users
and carers.  The foll owing is c onsidered representative of the skills and funding levels
required:

1 Consultant Forensic Psychiatrist
1 Consultant Chartered Forensic Psychologist
1 Forensic Psychologist
1 Psychotherapist
2 Social Workers
1 Occupational Therapist
5 Nurses
2 Administrative Staff
User and carer advocacy services

The composition of CFT s should be adjusted in response to information on need and
service performance.

110. The Regional Forensic Network should co-ordinate the development and delivery of
community forensic services, including the development of policies, procedures and
protocols.

111. The Regional Forensic Network should co-ordinate the development of risk assessment
and management policies, procedures and protocols by community forensic services.

112. The Regional Forensic Network should promote and co-ordinate the development of
performance and quality standards for community forensic services and ensure that there
are robust quality assurance mechanisms including internal audit and independent external
inspection and review.

113. The Regional Forensic Network should co-ordinate with the regional body with
responsibility for mental health promotion to ensure that community forensic services
contribute to mental health promotion and public education.

114. The Regional Forensic Network should co-ordinate the development of information and
research strategies for community forensic services.  It should promote the use of
information technology to support and enhance multi-disciplinary and inter -agency
communication and information-sharing, in accordance with agreed protocols.

115. The DHSSPS must ensure that development and maintenance of community forensic
services is supported by robust workforce planning and provision of opportunities for staff
to avail of learning, development and support.

116. The development of community forensic services requires additional sustainable funding
from the relevant sources.  Funding arrangements must support the joint co-ordinated
planning and delivery of services.  There should be mechanisms to demonstrate that monies
made available to services have reached their intended tar gets. 
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117. The Regional Forensic Network should lead the development of forensic learning
disability services in Northern Ireland, in co-ordination with the Learning Disability
Implementation Group.  Forensic Learning Disability Services should link with forensic
services outside the province, including the State Hospital Carstairs and the Scottish
Forensic Mental Health Services Managed Care Network.  Co-ordinated services must be
planned and developed to meet the short, medium and longer term needs of service users
at high, medium and low levels of security .  

118. The needs assessment and service mapping exercise advocated at 8.28  and 9.17 should
include a detailed assessment of the needs for forensic learning disability services.  This
should lead to the development of a comprehensive plan and the development of a full
range of inpatient and community forensic learning disability facilities and services.  The
Review advocates the provision of additional high and medium security services for people
with learning disability in the proposed new unit (Recommendation 83).  There is also a
need for local low security services and community forensic learning disability services.

119. The forensic learning disability services in Northern Ireland are currently so patently
inadequate that their initial development does not need to await the completion of a needs
assessment exercise.  A regional forensic learning disability service should be developed
immediately which supports the further development of 5 localised and regionally co-
ordinated teams.

120. Commissioners of mental health and learning disability services to the prisons should
ensure that arrangements facilitate the early identification and transfer of people who
require assessment, treatment and care in forensic learning disability inpatient services.  

121. The DHSSPS must address the current obstacles to service users with learning disability
receiving inpatient care, including uncertainty over the definition of the term “severe
mental handicap” and the lack of step-down services at low security and in the community.

122. The Regional Forensic Network should promote the development of joint working policies,
procedures and protocols between forensic learning disability services and interconnecting
mental health and learning disability services and services in the Criminal Justice System.

123. The Regional Forensic Network should promote the development by forensic learning
disability inpatient services of risk assessment and management polices, procedures and
protocols that co-ordinate with mental health services and with the Criminal Justice System
(see Chapter 11).  

124. The Regional Forensic Network should co-ordinate the development of robust systems to
assess performance and assure quality and clinical governance for forensic learning
disability inpatient services.

125. The Regional Forensic Network should co-ordinate with the regional body with
responsibility for mental health promotion to facilitate the contribution of secure forensic
learning disability inpatient services to mental health promotion and public education.
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126. The Regional Forensic Network should co-ordinate the development of information
systems and research in forensic learning disability services.

127. The Regional Forensic Network should promote the integration of Information Technology
systems between forensic learning disability services and interconnecting services to help
ensure the effective transfer of information.

128. The DHSSPS must ensure that development and maintenance of forensic learning
disability inpatient services is supported by robust workforce planning and provision of
opportunities for staff to avail of learning, development and support.

129. The development and maintenance of forensic learning disability services requires
appropriate funding from the relevant sources.  Funding should be delivered in accordance
with long-term plans that ensures sustainable development of services.  Funding
arrangements must support the joint co-ordinated planning and delivery of services.  There
must be mechanisms that demonstrate that monies made available to services have reached
their intended targets.

130. The Regional Forensic Network should liaise with the Learning Disability Implementation
Team and take the lead role in promoting the planning and development of community
forensic learning disability services.  

131. The proposed needs assessment and service mapping exercise (Chapter 8) should include
the gathering of information to guide the further development of community forensic
learning disability services, following the initial development of a regional service.

132. Immediate measures should be taken to create a regional community forensic learning
disability service linked to an inpatient assessment and treatment service.  This regional
service should support the development of 5 locally based and regionally co-ordinated
community forensic learning disability teams.  These teams must have suf ficient capacity
to fulfill the same purposes as those identified for other community forensic services
(Chapter 9).  

133. Community Forensic Learning Disability Teams must be developed with the necessary
staffing levels and range of skills to meet the needs of users and carers.  The proposed
regional team is likely to require similar staf fing levels and resources to the Community
Forensic Teams proposed at Chapter 9, with the addition of access to speech and language
therapy services.

134. The Regional Forensic Network should ensure that community forensic learning disability
services in Northern Ireland develop risk assessment and management policies, procedures
and protocols that represent best practice and co-ordinate with the arrangements of
interconnecting services.  

135. The Regional Forensic Network should promote and co-ordinate the development of
performance and quality standards for community forensic learning disability services and
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ensure that there are robust quality assurance mechanisms including internal audit and
independent external inspection and review.

136. The Regional Forensic Network should co-ordinate with the regional body with
responsibility for mental health promotion to ensure that community forensic learning
disability services contribute to mental health promotion and public education.

137. The Regional Forensic Network should co-ordinate the development of information and
research strategies for community forensic learning disability services.  It should promote
the use of information technology to support and enhance multi-disciplinary and inter -
agency communication and information-sharing, in accordance with agreed protocols.

138. The DHSSPS must ensure that development and maintenance of community forensic
learning disability services is supported by robust workforce planning and provision of
opportunities for staff to avail of learning, development and support.

139. The development of community forensic learning disability services requires additional
sustainable funding from the relevant sources.  Funding arrangements must support the
joint co-ordinated planning and delivery of services.  There should be mechanisms to
demonstrate that monies made available to services have reached their intended tar gets. 

140. The DHSSPS and the Northern Ireland Of fice and relevant Criminal Justice Agencies
should produce a comprehensive interagency and community response to help of fenders
reduce their risks of offending and to provide protection to the public from high risk sexual
and violent offenders, irrespective of whether or not they suffer from mental disorder.  This
Risk Assessment and Management Framework should include: 

• the legislative framework, including options to provide courts with risk
assessments such as a risk assessment order and sentencing options such as
an order for lifelong restriction;

• processes, methods and standards of risk assessment, risk management and
offender therapy programmes;

• interagency strategies and working arrangements, including information
sharing and other joint protocols and procedures;

• development of best practice, guidance and quality assurance mechanisms;
• training in risk assessment, risk management and offender therapy methods;
• accreditation of practitioners;
• the services required for the assessment and management of risk and the

provision of offender therapies, including specialist facilities in conditions
of security and in the community;

• the development of research strategies and methods of research and
evaluation; and

• assessment of the workforce requirements and the provision of appropriate
workforce planning and funding to meet the identified needs.

141. The Regional Forensic Network should ensure that all inpatient and community forensic
services in Northern Ireland develop risk assessment and management policies, procedures
and protocols that represent best practice and co-ordinate with the Risk Assessment and
Management Framework.  
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142. The Regional Forensic Network should promote and co-ordinate the development of
performance and quality standards for risk assessment and management by forensic
services and ensure that there are robust quality assurance mechanisms including internal
audit and independent external review.

143. The DHSSPS should revise current Discharge Guidance to ensure that it is compatible with
the principles recommended by this Review and is supported by training and other
appropriate resources.

144. The DHSSPS and NIPS must ensure that services are developed for people with
personality disorder , including of fenders.  The services require co-ordinated joint
approaches by both the Criminal Justice System and the Health and Social Services.
Service users, carers and their advocates must be involved in service planning and delivery.

145. The DHSSPS should ensure that assessment and treatment services are made available to
offenders suffering from personality disorder along with support for their carers.  Services
should be provided in prisons and in the community .  Services in the community should
comprise outpatient, day patient and therapeutic community services.  In the prisons
outpatient and day patient services should be provided.  A residential secure service should
also be developed. 

146. The DHSSPS should commission a detailed assessment of needs to inform the planning of
services for offenders with personality disorder.

147. Service providers must ensure that services for the assessment and management of
personality disorder are supported by the development of policies, procedures and
protocols that recognise the respective responsibilities of all key stakeholders and that
coordinate with the proposed Risk Assessment and Management Framework.

148. The commissioners and providers of services for of fenders with personality disorder must
ensure that services have strong quality assurance and governance arrangements including
internal audit and independent external inspection and review.

149. The Regional Forensic Network should co-ordinate with the regional body with
responsibility for mental health promotion to ensure that forensic services for people with
personality disorder contribute to mental health promotion and public education, including
contributing to understanding of the development of personality disorders and the most
effective ways of preventing them.  

150. The Regional Forensic Network should promote the development of information and
research strategies for forensic services for people with personality disorder .  Research
should be conducted into the needs of of fenders with personality disorder and into the
efficacy of therapeutic interventions.

151. The Regional Forensic Network should promote the use of information technology to
support and enhance multi-disciplinary and inter-agency communication and information-
sharing, in accordance with agreed protocols.
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152. The DHSSPS must ensure that robust workforce planning systems are developed to ensure
the recruitment, training support and retention of suitable staff to support the development
of services for offenders with personality disorder.

153. The development and maintenance of forensic services for the assessment and treatment of
high risk of fenders and individuals suf fering from severe personality disorder requires
appropriate funding from the relevant agencies.  This should be delivered in accordance
with a long term plan that ensures sustainable development of services.  There must be
mechanisms that demonstrate that monies made available to services have reached their
intended targets.

154. The Regional Forensic Network should co-ordinate a programme of training for staff in the
identification, assessment, treatment and care of people suf fering from Asperger's
Syndrome or High Functioning Autism (AS/HFA) in Forensic Mental Health and Learning
Disability Services and the Criminal Justice System.

155. The DHSSPS in partnership with Criminal Justice Agencies should commission a regional
needs assessment to ascertain the prevalence of AS/HFA within the Criminal Justice and
Forensic Services in Northern Ireland and to assess the needs of users and carers.

156. The DHSSPS should promote research into AS/HFA, including its relationship with
offending behaviour , the ef fectiveness of specific psychological and environmental
interventions, the development of models of service models and the definition of
acceptable outcomes.  

157. Service commissioners and providers must ensure that services are gender sensitive.
Planning and development of forensic services must take account of the needs and wishes
of service users, their advocates and carers.

158. The Regional Forensic Network should co-ordinate the development of gender sensitive
policies in all forensic services.

159. The proposed assessment of needs for secure provision (Chapter 8) should consider options
to meet the needs of service users in a manner that is gender sensitive.  This should include
consideration of whether a separate low secure facility is more appropriate to the needs of
women service users than the current provision in Shannon Clinic.

160. Community services should be provided individually to male and female users on the basis
of individual needs and must be gender sensitive.

161. Service providers must ensure that staf f in all Forensic Services receive training to ensure
that services are gender sensitive.

162. The DHSSPS, the Regional Forensic Network, service commissioners and providers must
ensure that planning and development of all inpatient and community mental health and
learning disability forensic services incorporate and integrate a range of multi-disciplinary
psychotherapeutic approaches.  
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163. All clinical staf f working in forensic services must be provided with the appropriate
opportunities and support to develop high levels of psychotherapeutic knowledge and skill.

164. The planning and delivery of forensic services must also include the provision of services
by specialist Psychotherapists and Forensic Psychotherapists.

165. The DHSSPS must ensure that development and maintenance of forensic mental health and
learning disability inpatient and community services is supported by robust workforce
planning that takes account of the need to recruit and retain specialist Psychotherapists and
Forensic Psychotherapists and to provide supervision, support and training to staff working
in forensic services.

168. The Review recommends the establishment of a Regional Forensic Network to co-ordinate
the planning and delivery of Forensic Services at regional and local levels.

169. Forensic Services should be commissioned on a regional basis.
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APPENDIX

The Bamford Review of Mental Health and Learning Disability Services (Northern Ireland)

In October 2002, the Department of Health, Social Services and Public Safety (DHSSPS)
commissioned an independent review with the following terms of reference:

(i) To carry out an independent review of the ef fectiveness of current policy and service
provision relating to mental health and learning disability , and of the Mental Health
(Northern Ireland) Order 1986.

(ii) To take into account:

• the need to recognise, preserve, promote and enhance the personal dignity of people
with mental health needs or a learning disability and their carers;

• the need to promote positive mental health in society;

• relevant legislative and other requirements, particularly relating to human rights,
discrimination and equality of opportunity;

• evidence-based best practice developments in assessment, treatment and care
regionally, nationally and internationally;

• the need for collaborative working among all relevant stakeholders both within and
outside the health and personal social services sector;

• the need for comprehensive assessment, treatment and care for people with a
mental health need or a learning disability who have offended or are at high risk of
offending; and

• issues relating to incapacity.

(iii) To make recommendations regarding future policy , strategy , service priorities and
legislation to reflect the needs of users and carers.

The Review was structure into a Steering Committee and 10 Expert Working Committees:

• Social Justice and Citizenship;
• Legal Issues;
• Learning Disability;
• Adult Mental Health;
• Mental Health Promotion;
• Child and Adolescent Mental Health;
• Dementia and Mental Health Issues of Older People;
• Alcohol and Substance Misuse;
• Forensic Services; and
• Needs and Resources.
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Remit of the Forensic Services Committee

The Forensic Services Committee adopted the following remit:

‘To examine the needs and make recommendations for services for mentally disordered adult
offenders and those with similar needs including mentally disordered people:

• In police stations

• Attending court

• On bail

• In prisons and young offenders’ centres

• In contact with probation services

• Requiring specialised forensic services:

• high, medium & low security inpatient settings

• community forensic services, including both statutory and independent
services’

The Methods Adopted by the Forensic Services Committee

The membership of the Forensic Services Committee (the Committee) includes broad
representation from service users and carers, the wider community, Criminal Justice Agencies and
health and social services in both the statutory and independent sectors.

The members of the Committee met regularly and also consulted with other key stakeholders.  The
Committee arranged a series of one – day meetings to which there was an open invitation.  These
meetings examined key issues with the assistance of presentations and discussion from national
and international experts.  In addition it commissioned a review of the published scientific
literature to ensure that its recommendations were evidence-based and it commissioned a survey
of stakeholder views.  That review of the scientific literature and of stakeholder views has been
published separately1 and its key findings have been incorporated within this report.

The Committee considered and made recommendations on the values and principles that should
guide the development and delivery of forensic services.  From these it developed standards which
it then applied to the current components of forensic services in Northern Ireland.  This process
helped highlight service needs.  The Committee then collated the identified needs and formulated
recommendations to remedy them, considering the components of forensic services individually
and collectively, as an interconnecting system.  The Committee prioritised its recommendations,
identifying the key elements for change and the sequences in which such changes should be made.
This draft report has been compiled and submitted for public consultation before the Committee
report was finalised.
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FORENSIC SERVICES WORKING COMMITTEE 

Membership:

Convenor: Dr Fred Browne - Consultant Forensic Psychiatrist 

• Prof David Bamford - Chair of MH & LD Review & UU 

• DS Andrew Bailey - PSNI 

• Dr John Farnan - Forensic Medical Of ficer 

• Dr Bill Lockhart – Youth Justice Service

• Dr Colin Milliken - Consultant Psychiatrist 

• Brendan Fulton - Probation Board NI 

• Cathy McPhillips - SHSSB 

• Raymond Kitson – Public Prosecution Service

• Dr Jackie McCall – EHSSB

• George Keatley - Court Service 

• Dr Philip McClements – NI Prison Service 

• Anne Rafferty - Criminal Justice Policy Division, NIO 

• Winston McCartney - Advocate 

• Deborah Devaney - Carer 

• Dr Ian Bownes - Consultant Forensic Psychiatrist 

• Dr Harry Kennedy - Consultant Forensic Psychiatrist

• Dr Geraldine Henry - Consultant Psychiatrist 

• Geraldine O’Hare - Probation Board NI 

• Rev Trevor Williams 

• Maureen Warner - Occupational Therapist 

• Emmet Murray – Forensic Psychologist 

• Brian Simpson - WHSSB

• DS Andrew Thompson - PSNI 

• Dr Ian McMaster - DHSSPS 

• David McCrum – Service User

• DI Gary Mullan – PSNI

• Sally Newton – NI Prison Service

• Prof Jackie Bates-Gaston – NI Prison Service

• Noel McKenna – Independent Monitoring Board
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GLOSSARY

‘Forensic’, ‘Services’ and ‘Forensic Service Users’

The word ‘forensic’ is derived from the Latin word ‘forum’, meaning ‘the court’ and thus the word
‘forensic’ means ‘relating to the courts’ or, more widely, ‘relating to the Criminal Justice System’.
This report examines the needs of mentally disordered offenders and those with similar needs, such
as those who suf fer from mental illness or personality disorder and who engage in dangerous,
persistently challenging or aggressive behaviour .  Forensic Services comprise a range of
components, such as services to people in prison, community forensic services and secure inpatient
services.  In keeping with the other reports from this Review the term ‘service user ’ is used in
preference to other terms such as ‘patient’ or ‘client’.  Within the context of this report ‘service
user’ has been used to refer to certain individuals who suffer from mental disorder and who require
forensic services to meet their needs.  It should be noted that forensic health and social services
are not yet well developed in Northern Ireland and that the use of the term ‘service user ’ does not
necessarily indicate that a forensic service currently exists to adequately meet their needs.

Psychiatric Hospital

The term ‘Psychiatric Hospital’ is used to include hospitals that provide inpatient treatment and
care for those suffering from mental illness and from learning disability.
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FOREWORD

Respect for human rights and promotion of equality of opportunity: these values underpin the
Bamford Review of Mental Health and Learning Disability (Northern Ireland) – not only in the
way in which we have conducted our work, but also in the overarching vision we have for the
future strategic development of services in Northern Ireland for people with a mental health
problem or learning disability.

This report is, therefore, a key product of the Review and provides the ethical foundation on which
our proposals for service reform and modernisation, including legislative reform, have been based.
Much of the detail of how this rights-based vision can be achieved in practical terms is given in
the other reports from the Review and, in particular , the forthcoming report on Promoting Social
Inclusion.

To make a reality of this vision of full citizenship for people with a mental health dif ficulty or a
learning disability will require commitment by Government and co-ordinated action across several
Northern Ireland Departments and public bodies.  We look to the Department of Health, Social
Services and Public Safety (DHSSPS) to give the lead in this and in ensuring that the
recommendations outlined in this report are taken forward.

I thank Christine Eames and her Group for their commitment to producing this report, which I
commend to you.

Roy J McClelland (Professor)
Chairman

October 2006
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OVERVIEW

This report is the result of intensive work over a prolonged period of time. Its recommendations
are the outcome of much deliberation, consultation and shared experience. Our work benefited
greatly from the knowledge of others who assisted us and also from meetings with experts and
stakeholders. The recommendations it presents are broad, they challenge assumptions and will
require both financial and human resources to ensure proper implementation by the number of
departments and agencies involved. 

The report identifies and discusses issues against domestic and international standards of Human
Rights and Equality, and in so doing seeks to remove barriers to the exercise of these rights: to help
remove stigma and prejudice; to ensure that accessible information is provided, and shared,
enabling access to services; to acknowledge the importance of the recommendations for carers and
users of services, and to give protections where necessary .

The working group established to examine these issues was comprised of people from a wide
range of disciplines and with a wide range of experience united in a commitment to the aims and
principles of the Bamford Review. Clinicians, lawyers, practitioners, users and carers all brought
their understanding of the needs under discussion to the table.  It was for all of us, not just a case
of making a contribution, but a learning experience.

Such a report as ours may well have been completed in other ways, especially if it were restricted
to a single discipline or focus. However it was the opinion of the group that the method adopted
best reflected and gave expression to the depth of experience and the diverse representation
amongst us.  The group was also conscious of the remit given to it by the Steering Committee of
the Review, which was of fundamental importance and guided all of our work.

I would like to thank all those who responded to the consultation process in the summer of this
year. This report has been improved and its recommendations strengthened as a result this and we
are grateful to all those who gave such careful consideration during this important stage. I would
wish to assure all those who responded that each reply received the utmost consideration against
our remit.

Finally, I would like to thank all those who gave so generously of their time and their experience,
and showed such immense commitment to the spirit of the Review and to our particular task within
it. On behalf of all the members of the group, I want to thank Roy Keenan and Sean Ferrin of the
Support Team for their unfailing help and work in making this report a reality.

Christine Eames
October 2006
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1

ABBREVIATIONS

Throughout the report a number of abbreviations are used.  These are:

ASW - Approved Social Worker

CAMHS - Child and Adolescent Mental Health Service

Children Order - The Children (Northern Ireland) Order 1995

DDA - The Disability Discrimination Act 1995

DHSSPS - The Department of Health, Social Services
and Public Safety

ECHR or the Convention - The European Convention on Human Rights

Equality Commission - The Equality Commission for Northern Ireland

European Court - The European Court of Human Rights

EU - The European Union

MHO or the Mental Health Order - The Mental Health (Northern Ireland) Order 1986

NI - Northern Ireland

NICCY - Northern Ireland Commissioner for Children 
and Young People

Section 75 - Section 75 of the Northern Ireland Act 1998

The Review - The Bamford Review of Mental Health 
and Learning Disability (Northern Ireland)

UK - The United Kingdom

UN - The United Nations

UNCRC - The United Nations Convention on the Rights of the Child
1989

USA - The United States of America
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CHAPTER 1

INTRODUCTION

THE REVIEW

1.1 In October 2002, the Department of Health, Social Services and Public Safety (DHSSPS)
commissioned an independent Review of law, policy and practice relating to mental health
and learning disability.  One of the main factors influencing this decision was to ensure that
this law, policy and practice was in accordance with human rights and equality law.

HUMAN RIGHTS AND EQUALITY SUB GROUP

1.2 The Human Rights and Equality Sub Group, whose membership is at Annex 1, is one of
two Groups within the Review’ s Social Justice and Citizenship Expert Working
Committee.  The other Sub Group has been preparing a separate report on Promoting
Social Inclusion, which will be published in the near future.  

1.3 The Human Rights and Equality Group’s remit was to:

- consider relevant legislative and other requirements, particularly relating to human
rights, discrimination and equality, in relation to people with a mental health need
and/or a learning disability; and

- bring forward a set of principles, proposals and recommendations.

1.4 In addition, the Group played a key role within the wider Review , by formulating a set of
overarching human rights and equality guidelines against which each Working Committee
could test their discussions and recommendations.

1.5 In discharging its remit, the Group recognised that there are people with special needs - for
example, those with eating disorder , brain injury , Autistic Spectrum Disorder , or people
with a learning disability who have complex needs - who are especially vulnerable to
breaches of their human rights and to discrimination.  These and other groups requiring
special attention and priority have been identified in the separate reports produced by the
Review.

1.6 There are also specific human rights and equality issues faced by vulnerable, marginalised
and minority groups within Northern Ireland, who may also have a mental health difficulty
or a learning disability , such as the gay/lesbian community , homeless people, asylum
seekers, members of ethnic minorities, or those in contact with the criminal justice system.
It was never the Sub Group’ s brief to consider in detail all of the issues af fecting such
groups, but it is important to stress at the outset that the principles outlined in Chapter 2
and many of the recommendations throughout the report apply equally to all these groups.

1.7 The Group initially agreed a work plan comprising a number of topics raising potential
human rights and equality of opportunity questions in relation to the assessment, care and
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treatment of people with a mental health problem or a learning disability .  The plan took
account of the comments made by a wide range of statutory , voluntary, community and
other stakeholders, who responded in the autumn of 2002 to Professor Bamford’s request
for initial submissions to the Review on the strengths and weaknesses of current
legislation, policy and service delivery for people with a mental health problem or a
learning disability.

1.8 Papers on most of these work plan topics were provided by members for discussion and
agreement.  The Group also or ganised a consultation seminar on Advocacy for the entire
Review, as part of its consideration of this subject.  On the other issues identified, the
Group contributed through the reports being prepared by relevant Working Committees.

1.9 Members of the Group also attended a Mental Health Tribunal hearing and have liaised
with the Experts by Experience, Equal Lives and Carers’ Reference Groups within the
Review, whose contributions through their own experience of services have been
invaluable.

STRUCTURE OF REPORT

1.10 The Group considered it was essential that the papers which informed its discussions were
made available and these have been placed on the Review’ s website, at
www.rmhldni.gov.uk. Members were also conscious that some of the issues are complex
and their essence needed to be distilled into short, concise papers.  These papers comprise
this report and cover, for example, the key human rights and equality issues and any
recommendations on the subjects considered.  

CONTEXT OF REPORT

1.11 It is important also to point out that the Group’s work was essentially to examine the human
rights and equality issues which may arise (or could potentially arise) from the operation
of current legislation, mainly the Mental Health (Northern Ireland) Order 1986.  Many of
the report’s recommendations reflect this, but they also signify how a future legislative
framework could address these issues.  In this way , therefore, this report foreshadows a
substantial revision of legislation which the Review will be proposing in a separate report.

1.12 Similarly, many of the issues discussed overlap with and are expanded upon in the
Promoting Social Inclusion report, currently subject to separate consultation.  Examples of
such issues are equality of access to education and employment opportunities.

ACCESSIBLE FORMATS

1.13 Accessible versions of this report, including a young person’s accessible version, have also
been produced.  These can be obtained from the Review’s Support Team, Annexe 6, Castle
Buildings, BT4 3PP (Tel No 9052 3470) and are posted on the Review’ s website at
www.rmhldni.gov.uk. Requests for copies in braille, audio cassette, Irish and Chinese
(Mandarin) should also be sent to the Support Team at this address.
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TERMINOLOGY

1.14 The report’s remit concerns people with a mental health problem or a learning disability ,
or both; and for convenience we use the phrases:

- “mental health difficulties or a learning disability”;

- “a mental health problem or a learning disability”; or

- “mental ill-health or a learning disability”

as broad, generic terms, interchangeably throughout the document, unless the issue under
consideration relates specifically to people with a mental health problem or to people with
a learning disability.
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CHAPTER 2

LAW, STANDARDS, POLICY AND PRACTICE

LAW AND STANDARDS

2.1 The main sources of human rights and equality law and standards relating to Northern
Ireland are:

• the Human Rights Act 1998 (which made the European Convention on Human
Rights (ECHR) enforceable in Northern Ireland courts);

• Section 75 of the Northern Ireland Act 1998;

• anti-discrimination legislation in place in Northern Ireland, including the Disability
Discrimination Act 1995 and the Disability Discrimination (Northern Ireland)
Order 2006;

• the Race Relations (Northern Ireland) Order 1997;

• the United Nations Declaration on the Rights of Disabled Persons;

• the United Nations Declaration on the Rights of Mentally Retarded Persons 1971;

• the United Nations Convention on the Rights of the Child (UNCRC) 1989;

• the United Nations Convention against Torture;

• the European Social Charter;

• the International Covenant on Civil and Political Rights;

• the International Covenant on Social, Economic and Cultural Rights;

• the Convention on the Elimination of Discrimination against Women;

• the Convention on the Elimination of Racial Discrimination;

• the Mental Health Care Principles; 

• The Criminal Justice (No. 2) (Northern Ireland) Order 2004.(The “Hate Crimes”
legislation); and

• legislation relevant to the care, welfare and support of children and adults with a
mental health problem or a learning disability , such as the Children (Northern
Ireland) Order 1995, the Chronically Sick and Disabled Persons Act 1978 and the
Disabled Persons (Northern Ireland) Act 1989.
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GUIDELINES

2.2 At the outset, informed by the Review’ s overall Strategic Vision, which emphasises, for
example, non-discrimination, equality, justice and fairness, partnership with service users
and carers, reciprocity and respect for autonomy , the Group drafted a set of overarching
and more specific human rights and equality guidelines.  These aimed to inform the
conduct of all the Review’s Expert Working Committees and their Sub Groups, and set the
context for their work.

2.3 These guidelines, which apply to everyone with mental health dif ficulties or a learning
disability, regardless of age, and their circumstances (eg those in community or hospital
settings, or in contact with the criminal justice system) are:

• The Review recognises that everyone has human rights and must be valued for his
or her self-worth.  States and international organisations have a duty to uphold and
protect these rights.

• Putting human rights and equality principles at the centre of law , policy and
delivery of services for people with a mental health problem or a learning disability
is a legislative imperative because of international and domestic law .

• These principles also need to be taken into account in professional codes of conduct
and practice.

• Given that people live in social settings, the human rights of any individual have to
be considered in the context of relevant and often competing rights.

• Human rights, including the rights of people with a mental health problem or a
learning disability, should not be arbitrarily diminished.  

• There are circumstances, however, when it may be appropriate to curtail a person’s
human rights, but this should be limited to the minimum extent necessary , and a
person whose rights have been curtailed should be entitled to appropriate services,
including care, treatment and support (reciprocity of rights).

• Adequate resources must be put in place to assist recovery and to provide support
for people with mental health dif ficulties or a learning disability.

• All public bodies must uphold these human rights and equality duties in performing
their functions.  Ultimately , law and decision-makers, including members of this
Review, have to strike the appropriate balance in relation to the relevant rights and
interests.

• However, rights of themselves are of little use unless people enjoy the protection
offered by human rights in their daily lives.  It is important that people know about
their rights and, where these appear to have been breached, are able to enforce
them.

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 1120 of 3342

MAHI - STM - 083 - 1120



9

• To enable people with a mental health problem or a learning disability to exercise
the same rights as others, additional support, information and training may be
required to maximise understanding and participation.  

• Ensuring equality of opportunity can also mean making structural changes, tackling
discrimination and addressing the assumptions and attitudes of others about mental
health or learning disability.

• People with a mental health problem or a learning disability should also enjoy the
implementation of their right to education, as appropriate.

CHILDREN AND YOUNG PEOPLE

2.4 Children are a particularly important and vulnerable group.  All legislation, policy, services
and treatment to children and young people in both mental health and learning disability
settings should be compliant with international standards (in particular , the detailed
provisions of the UNCRC) and ensure that they enjoy the same rights and opportunities as
other children.  This will mean the provision of age-appropriate facilities.

2.5 The principles and provisions of the UNCRC must inform the Review’s recommendations
on children and young people, and the implementation of those recommendations.  These
principles must be read in conjunction with the Guidelines outlined at paragraph 2.3.

2.6 It is also important to stress that the onset of severe mental illness often occurs in early
adolescence, often transforming the lives of young people previously fully engaged in
education, leisure and other social and cultural activities.

RESOURCES

2.7 Putting these principles into practice in the day-to-day delivery of services is not, therefore,
an optional extra: and to do so will require additional resources.

2.8 The Review recognises that expenditure on mental health and learning disability services
in Northern Ireland compares poorly with some other parts of the United Kingdom.  Too
often, these services are the "poor relations" in comparison with other programmes of care.

2.9 It is essential that people with mental health dif ficulties or a learning disability have equal
access to and benefit from resources allocated by Government.  Boards and Trusts must
ensure that adequate resources are allocated to meet the needs of people with mental health
difficulties or a learning disability in their areas.  The Review acknowledges the continuing
work of the Department of Health, Social Services and Public Safety on its Capitation
Formula, by which the available resources are allocated among the four Boards.  The
Formula is also used by the Boards to inform the subsequent deployment of their resources
to local areas.

2.10 The Review also acknowledges this Department's more recent introduction of a Strategic
Resource Framework.  This provides an analysis of the way in which the Boards plan to

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 1121 of 3342

MAHI - STM - 083 - 1121



10

spend the resources available to them at the start of each year .  It also enables the
Department and the Boards to track resource deployment by locality .  In this way it can
influence the funding available to local areas and ensure that they are receiving (or will
receive) a fair share.  However , such locality-based funding can disadvantage small,
complex, geographically dispersed populations, such as those with mental health problems
or a learning disability, where services are outside the areas in which they live.

2.11 Compliance with human rights and equality obligations is an integral part of the reform and
modernisation of services for people with a mental health problem or a learning disability .
To achieve this, additional resources must be made available, and must be distributed and
spent in an equitable way.
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CHAPTER 3

ACCESS TO RIGHTS

BARRIERS TO EXERCISING RIGHTS

3.1 People with mental health difficulties or a learning disability experience a range of barriers
which prevent them from exercising their rights, including:

• assumptions made about their capacity;

• lack of knowledge and/or support to exercise rights;

• unequal access to services and opportunities in employment, education, transport,
and access to and participation in the justice system;

• stigma and prejudice; and

• staff attitudes.

Assumptions about Capacity

3.2 Assumptions are often made by others about the capacity of people with mental health
difficulties or a learning disability to participate in or contribute to the life of their
community, or to make decisions.  These assumptions are often due to ignorance and
prejudice, arising from a lack of information and understanding about mental health or
learning disability.

Lack of Knowledge about Rights and Support to Exercise Rights

3.3 Historically, people with mental health dif ficulties or a learning disability have been
viewed as individuals in need of care and protection rather than individuals with rights.
Traditionally, this care has been provided in institutions which isolated and separated those
involved from the life of their local community .  More recently , there has been a shift
towards recognising that many of the dif ficulties experienced by people with disabilities
arise from the structures and systems of society rather than in the person.

3.4 Most people with a learning disability need extra support to understand and to exercise
their rights.  The fact that information about rights is not produced in a range of formats
that are accessible causes particular difficulties for them.  The Review, therefore, welcomes
DHSSPS’ intention to address this in the next phase of its accessible formats project, as part
of its work to promote equality and human rights.

Unequal Access to Services and Opportunities

3.5 Evidence shows that people with mental health difficulties or a learning disability do not
have access to the same range of education, healthcare, leisure, housing or employment
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services and opportunities as other people in Northern Ireland.  This is due, largely, to the
failure of mainstream services to take into account their specific and distinctive needs when
planning or delivering services.  These issues are identified in the Review’ s other reports,
particularly that on Promoting Social Inclusion.

3.6 The introduction of  anti-discrimination legislation, including the Disability Discrimination
Act 1995 and the obligation placed on public authorities to promote equality of opportunity
through Section 75 of the Northern Ireland Act 1998, has gone some way to address the
exclusion and disadvantage that people with mental health difficulties or learning disability
experience.  Section 75 is, in fact, a positive and proactive requirement, which requires
public authorities to address any identified adverse impact by considering any mitigating
measures, or alternative policies which might better achieve equality of opportunity .

Stigma and Prejudice

3.7 Ignorance, stigma and fear around mental health and learning disability can result in
discrimination and lead some to erroneously believe that people with a mental health
difficulty or a learning disability do not have the same rights as others in society.  Prejudice
and ignorance can also mean that the participation of people with a mental health difficulty
or a learning disability is not sought or welcomed, and their contributions not adequately
recognised or valued.  Stigma may also inhibit people with mental health difficulties and a
learning disability from becoming included, and add to their isolation and exclusion.

Staff Attitudes

3.8 Staff in all public services have a key role to play in removing the barriers faced by people
with mental health dif ficulties or a learning disability in exercising their rights.  Staf f
working in health and social care have a particular responsibility to ensure that the way
they plan, design and deliver services empower and respect the rights of people with
mental health difficulties or a learning disability.

CARERS

3.9 The absence of services to support people with mental health dif ficulties or a learning
disability can add to the stress and anxiety experienced by carers.  It can also result in
carers not having the same opportunities as others in their community to work, to rest and
to access services in their own right.  

3.10 Carers should not, as a consequence of their caring role, be discriminated against in areas
such as education and employment.  Carers fall under the Section 75 category of “people
with dependents”, whereby current and potential adverse policy impacts need to be
acknowledged, and either addressed, or reason given as to why they cannot be addressed.
Recognition, acknowledgement, support, information, respite, flexibility and choice are
core requisites in promoting carers’rights to equality of opportunity.  Carers also have their
own specific personal needs which must be fully assessed and, where appropriate, met.

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 1124 of 3342

MAHI - STM - 083 - 1124



13

3.11 Carers are equal partners in the provision of care and should be provided with appropriate
information and training for their caring role.  They have the right to be involved in
decisions, not only about their own situation, but also where services are being designed to
support them, such as in Boards, Trusts, and other agencies involved in planning,
monitoring and evaluation.  These organisations should actively involve carers as well as
representatives of carers’ groups.  Capacity should be built among carers, including
providing information and training to enable them to fulfil their caring and representative
roles.

3.12 In most situations the carer or family is the key source of information on the person
needing support.  Yet carers often feel that their knowledge of the person and their caring
expertise are neither recognised nor valued.  Care planning for the service user should be
explicit about all who contribute to care, and the nature of their contribution.  Creating
partnerships – between carers and those professionals who provide services, both to the
carers and to the person for whom they are caring - are essential to providing ef fective
support.  These partnerships must recognise the expertise of carers, ensuring that they are
meaningfully involved in the planning and delivery of services.

Recommendations

1. The Government and the Commissioners for Human Rights, Children and Equality
must actively promote the rights of people with mental health dif ficulties and people
with a learning disability , and pr ovide accessible information about these rights to
them.

2. Public, voluntary and independent sector staff, including fr ont line staff and policy
makers, must r eceive training on human rights and equality issues in r elation to
people with a mental health problem or a learning disability.  This requirement must
be reflected in contractual arrangements.

3. Mental health and learning disability services must r eflect and be sensitive to the
different religious, ethnic, racial and cultural backgr ounds of people and gr oups in
Northern Ireland.  Services must comply with the equality obligations of Section 75
of the Northern Ireland Act 1998 and take account of those who experience multiple
disadvantage.

4. Government and public bodies must ensure that people with mental health difficulties
or learning disability have equal access to the same range of services and
opportunities as other people in Northern Ireland.

5. Government and public bodies must actively addr ess issues of stigma and pr ejudice
and implement action plans for this purpose.

6. Government and public bodies must addr ess the inequalities experienced by car ers
and uphold their right to have their needs recognised and met.  Car ers must have
their expertise recognised and respected and be fully involved as equal partners in
the planning and delivery of services.
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CHAPTER 4

THE RIGHT TO VOTE, TO FOUND A FAMILY AND TO LIFE

CHANGING PERCEPTIONS AND NEEDS

4.1 Over the last 20 years or so, there has been a shift away from perceiving people with
disabilities as the recipients of care, protection and treatment, towards recognising them as
individuals who have rights, but who may not fully enjoy these rights.

4.2 Linked to this has been an increasing emphasis on acknowledging the inherent value of
disabled people, of empowering them, maximising their autonomy and self-determination
and tackling the barriers that stop them enjoying the same rights as others.

4.3 There has also been a growing recognition that some groups of disabled people - such as
children, women, older people and people from dif ferent ethnic backgrounds - experience
particular difficulties.

4.4 The interdependence of civil, political, economic, social and cultural rights is particularly
relevant for disabled people, since many will rely on additional supports to exercise their
rights.

EXERCISING RIGHTS

4.5 Because a person has a mental health dif ficulty or a learning disability does not of itself
mean that he or she is not capable of exercising his or her rights.  Assumptions about
capacity can, of course, interfere with a person’ s right to make decisions about all aspects
of his or her life.  The issues in each instance are whether:

• the individual has the competence to understand the nature and purpose of the
activity or decision in question; and

• systemic barriers exist which prevent the individual from taking advantage of the
rights they are afforded.

4.6 The Sub Group concentrated on these issues in relation to three particular rights:

• entitlement to vote;

• marriage, sexual relations and the right to found a family; and

• the right to life.
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ENTITLEMENT TO VOTE

Eligibility to Vote

4.7 Eligibility to vote in elections in Northern Ireland is restricted by criteria relating to age,
citizenship and residency.  To vote, a person must also be listed on the relevant Northern
Ireland register of electors for a particular election.

Common Law

4.8 There are no references to people with mental health dif ficulties or a learning disability in
current electoral law .  The only reference is in common law , which uses outdated
terminology and states that "idiots" cannot vote and that "lunatics" can only vote in lucid
intervals.

4.9 The Electoral Commission, which is responsible for encouraging public confidence and
participation in the electoral process, recognises that the terms "idiots" and "lunatics" are
"anachronistic" and "give no guidance to the Electoral Registration Of ficer". 

4.10 The Commission adds, however , that common law incapacity cannot be disregarded and
that it would be wrong to register a person if there were grounds to believe that he or she
lacked the capacity to vote because of mental incapacity . 

4.11 The guidance produced by the Commission states that the general assumption should be to
register people with mental health dif ficulties or a learning disability.

4.12 The Commission goes on to suggest that a person who is registered as an elector or entered
in the list of proxies, cannot be refused a ballot paper or be excluded from voting on the
grounds of mental incapacity.

Legal Incapacity to Vote

4.13 There are two factors which determine whether a person with a mental health dif ficulty or
a learning disability can vote:

• whether he or she has a legal capacity to vote; and

• whether he or she has a place of residence for voting purposes. 

4.14 Legal incapacity to vote has been defined as “some quality inherent in a person
which…either at common law or by statute deprives him of the status of a Parliamentary
elector”. 

4.15 If a person with a mental health dif ficulty is in hospital on an informal basis or is subject
to guardianship, that fact in itself does not place him or her under a legal incapacity to vote.
His or her competency is still a question of fact.
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Place of Residence

4.16 Previously the legislation distinguished between detained and voluntary patients in
hospital. In addition, detained patients were not able to treat the hospital where they were
detained as their place of residence for the purposes of electoral registration, and whether
they could register as resident at a place outside the hospital was a question of fact to be
determined by the Electoral Officer.

4.17 A person who had been detained, therefore, for more than six months was likely to
experience difficulties in registering as resident at their former address.

4.18 The Representation of the People Act 2000 enacted provisions which are designed to
enable persons in psychiatric hospitals to register to vote whether they are detained or
voluntary patients (unless they are detained as a result of criminal activity in which case
they are disfranchised).

4.19 Under the Act, a mental hospital is defined as meaning any establishment maintained
wholly or partly for the reception or treatment of persons suf fering from any form of
mental disorder as defined by the Mental Health (Northern Ireland) Order 1986. 

4.20 A new concept introduced by the 2000 Act is the “declaration of local connection”.  This
enables patients in a hospital to register by treating them as resident at the address which
they have declared, which may be an address where they would be living if they were not
a patient, or an address in the UK where they have lived at any time.

The Electoral Fraud Act (NI) 2002

4.21 Research carried out by the Electoral Commission into the first year of operation of the
Electoral Fraud (Northern Ireland) Act 2002, highlighted concerns about the impact of the
new registration process on people with a learning disability .  

4.22 Provision had been made in the legislation for the registration form to be completed and
signed by another person on behalf of the individual wishing to register .  The person
completing the form was asked to state the reason why the person wishing to register had
not signed it. Where learning disability or mental health was given as the reason, a letter
was sent from the Electoral Of fice, which is responsible for the management of elections
in Northern Ireland, asking the person to confirm that the individual wishing to register had
the mental capacity to vote.

4.23 The Electoral Commission concluded that "the individual registration process may have
inadvertently impacted on people with learning disabilities, thus effectively
disenfranchising hundreds of people who in the past may have voted". 

Accessibility of Electoral Process

4.24 For many people with a learning disability the electoral rules and legislation are not the
only barriers to taking part in the electoral process.  Difficulties in getting to and gaining
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access to polling stations, the absence of information provided in a range of accessible
formats, as well as the assumptions made by others about their capacity or interest in voting
has militated against people with a learning disability exercising their right to vote. 

4.25 The Review, therefore, welcomes the Government’ s proposals to review the law in the
Electoral Administration Act 2006.

MARRIAGE

Capacity to Enter into a Marriage

4.26 In considering whether a marriage is invalid on the ground that one of the parties was
suffering from a mental disorder at the time it was entered into, the test to be applied is
whether he or she is capable of understanding the nature of the contract of marriage. 

4.27 To understand the contract of marriage, a person must be capable of appreciating that it
involves the duties and responsibilities normally attaching to marriage. Only a broad
understanding of the nature of marriage is necessary.  A mere understanding of the promise
exchanged is not sufficient if the nature of the contract is not understood. The presumption
is in favour of marriage and the burden of proof is on the party attempting to show lack of
consent.

4.28 The right of a person with a mental disorder to marry - even if detained under the mental
health legislation - is the same as that of any other person. The person must understand the
nature and purpose of the marriage contract, must be capable of giving consent and must
not be under duress.

Voidance of a Marriage by Reason of Mental Disorder

4.29 Under the Matrimonial Causes (Northern Ireland) Order 1978, a marriage is voidable if at
the time of marriage either party , although capable of giving valid consent, was suf fering
(whether continuously or intermittently) from mental disorder within the meaning of the
Mental Health (Northern Ireland) Order 1986, of such a kind or an extent as to be unfitted
for marriage. In order to succeed, a petitioner must establish mental disorder which
rendered the person incapable of living in a married state and of carrying out the duties and
obligations of marriage. 

Civil Partnerships

4.30 Individuals with mental health difficulties or a learning disability have the same rights as
others in relation to civil partnerships.

The Right to Found a Family

4.31 Article 12 of the ECHR guarantees to men and women of marriageable age the right to
marry and to found a family. The European Commission on Human Rights has considered
two cases which raise the question of how far the rights guaranteed by Article 12 can apply
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to prisoners. The Commission’s opinion was that the right to marry was in essence a right
to form a legally binding association between a man and a woman and that this right could
not be denied on the grounds that, as one of the partners was detained, the couple would
not be able to live together.

4.32 The Government, in enacting the Marriage Act 1983, considered that these principles
applied also to persons with a mental illness detained for substantial periods. Prior to the
1983 Act, detained persons did not have ready access to authorised places of marriage. The
marriage of a detained person can be solemnised at the place where that person usually
resides. A further liberalisation has been effected by the Marriage Act 1994.

4.33 Recent research studies, as well as the Review’ s Equal Lives report, have drawn attention
to the growing numbers of parents with a learning disability .  Traditionally, these parents
were more likely than other parents to have had their children removed from them because
of assumptions made about their ability to care, the lack of support available, as well as
concerns about the welfare and protection of the children.  The competing rights of parents
and children to enjoy family life together, and the rights of children to be protected, present
real and profound challenges to services (to ensure the welfare of children and to support
adults with a learning disability) as well as the legal profession involved in family court
proceedings.  While the welfare of the child must be paramount, every effort must be made
to provide adequate resources to support parents with a mental health dif ficulty or a
learning disability.

Sexual Relations 

4.34 While the law enables persons with a mental illness to be married provided they understand
the marriage contract, it is silent as to whether married couples have a right to have a
private place for sexual intercourse while detained in hospital, although such a right may
be claimed under Articles 12 or 8 of the ECHR.  The term “founding a family” in Article
12 has not been interpreted as referring to the consummation of marriage or having
children. 

4.35 Article 8 provides persons with the right to respect for their private and family life. This
also applies to sexual life. The Department of Health advises that “given there is probably
nothing in law to prevent a marriage from taking place, the hospital then has to consider
whether facilities should be made available for consummation of the marriage, a matter
raising questions about human rights. The decision whether to allow unsupervised visits
should be based upon the following criteria:

• any risk one spouse may present to the other; 

• overall security within the hospital; 

• the social consequences of making available to certain patients privileges not
available to others; and

• the availability of suitable facilities."
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4.36 Current mental health legislation does place limits on the capacity of certain groups to
engage in sexual activity.  Whilst the aim of the legislation is to protect people with mental
disorder from exploitation and abuse, it can also interfere with the freedom of some people
with a mental disorder from developing relationships, engaging in sexual activity and
marrying.

RIGHT TO LIFE

4.37 The Review’s report on learning disability , Equal Lives, drew attention to research which
indicates that people with a learning disability have higher mortality rates than people in
the general population.  The Disability Rights Commission, which operates in Great
Britain, highlighted, too, in an evidence paper produced as part of its health inequalities
investigation, the increased risk of early death for people with a learning disability and the
higher levels of mortality rates for people with schizophrenia or manic depression.

4.38 The fundamental human right to life imposes on the Government an obligation to protect
every person’s right to life.  This is linked to the provision of appropriate services, for
example, the prevention of suicide and self-harm, as well as raising issues such as the
provision of help and support after release from institutional care.  The Review’s report
“Mental Health Improvement and Well-Being - A Personal, Public and Political Issue”
deals with issues around suicide prevention.

4.39 The decision to impose or withdraw medical care or treatment raises complex ethical, legal
and moral issues.  Recent medical advances mean that many people of all ages are able to
survive because of medical intervention and treatment. Doctors and other health care
professionals are required to take into account the ef fects that a treatment might have on a
person's "quality of life", even though the treatment itself might prolong an individual's
life.

4.40 This already dif ficult decision is made more complicated in cases where a person has a
severe or profound learning disability and where a person may be unable to express an
opinion or make a decision.

4.41 The Review acknowledges the Department of Health, Social Services and Public Safety’ s
“Good Practice in Consent” Guidelines, which it issued in 2003, and its objective that the
process of consent is properly focused on the rights of the individuals concerned and their
relatives.

Recommendations

7. Legislation dealing with capacity should be based on the pr esumption of an
individual’s ability to make a decision.  Responsibility should be placed on those
challenging or questioning a person’s decision-making capacity to provide evidence of
incapacity.

8. The continued use of common law in current electoral practice should be reviewed as
a matter of urgency.

9. Government and public bodies should provide training and information to their staff
to enable them to comply with the positive duty to protect everyone’s right to life.
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CHAPTER 5

EDUCATION RIGHTS

5.1 The right to education is a fundamental right under the UNCRC and ECHR, as
incorporated by the Human Rights Act 1998. 

5.2 The Review emphasises the importance of recognising the right of every child and young
person to have access to a practical and effective education. It is of fundamental importance
to any analysis of human rights and equality issues and should be explicitly reflected and
recognised in any new legislative framework.

5.3 A practical and effective education includes the need for a fully accessible curriculum and
examinations or qualifications process.

5.4 Government policy or funding priorities should not disadvantage people with a mental
health problem or a learning disability by, for example, prioritising academic or vocational
courses for funding student support, or by setting timescales for completion of certain
qualifications.  Particular attention needs to be paid to ensuring that children and young
people with mental health dif ficulties or a learning disability , who present challenges to
educational services because of the severity or complexity of their disability , enjoy equal
access to education.  Young people with mental health dif ficulties or a learning disability
preparing to leave school should have access to continuing and stimulating opportunities to
learn and develop their potential.

5.5 There should also be some redress to recognise the fact that children and young people with
severe learning difficulties only received the right to education in 1986, which means that
most adults with a learning disability did not enjoy the same rights as others in the
community.

5.6 Similarly, people who have missed out on educational chances because of previous mental
ill-health should be able to avail of “catch-up” programmes.  (These social inclusion issues
will be picked up in the Review’s separate report on Promoting Social Inclusion.)

5.7 Careful attention must be paid to the educational provision for any child or young person
who is deprived of liberty, as this engages the child’ s rights under Article 5 of the ECHR.
The right to education in this context extends beyond school leaving age and applies to all
children and young people.  Moreover , the European Court’ s definition of education is
broader than simply classroom teaching.  All provision should be detailed carefully in
individualised education/treatment plans and reviews.

5.8 Children and young people with a mental health difficulty or a learning disability have the
right to an ef fective and practical education without discrimination under Protocol 1,
Article 2 and Article 14 of the ECHR, as incorporated by the Human Rights Act 1998.
These rights should be read in conjunction with those provided specifically for children and
young people by Articles 2, 3, 12, 23, 28, 29 and 42 of the UNCRC.
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5.9 The inappropriate placing of children and young people in adult hospital wards is a serious
human rights and equality issue.  In relation to the education rights of such inappropriately
placed children and young people, the Review believes that these have been particularly
adversely affected.

5.10 Article 14 of the ECHR, in conjunction with Protocol 1, Article 2 ECHR and Article 2 of
the UNCRC require educational provision for children with a mental health problem or a
learning disability to be provided on a non-discriminatory basis.  It should promote
equality.  This is re-enforced by the new provisions introduced by the Special Educational
Needs and Disability (Northern Ireland) Order 2005.

Recommendations

10. The right of every child and young person with a mental health problem or a learning
disability to education should be explicitly r ecognised and r eflected in any new
legislative framework.

11. The Government must ensure that people with mental health difficulties ora learning
disability have equal access to lifelong learning oppor tunities.  This includes the
funding and development of specific programmes and additional support, where
needed.
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CHAPTER 6

CAPACITY, INCAPACITY AND HUMAN RIGHTS

6.1 This chapter deals with the law in relation to capacity in Northern Ireland governing:

(a) the management of patients’ property and affairs; and

(b) medical treatment and welfare provision.

LAW GOVERNING THE MANAGEMENT OF PATIENTS’ PROPERTY AND AFFAIRS

6.2 While there is a legal presumption of capacity, two categories of persons are considered to
lack capacity for legal purposes (and are regarded as persons under a disability):

- children; and

- adults without capacity e.g. "patients" i.e. persons, who by reason of mental
disorder (as defined in Part VIII of the Mental Health Order) are incapable of
managing or administering their property and affairs, which includes engaging in
the legal process. 

Persons Without Capacity and Representation in Court

6.3 The Official Solicitor to the Supreme Court of Northern Ireland looks after the interests of
and represents certain "persons under a disability" as defined by the legislation. Generally
speaking, "persons under a disability" must engage in the legal process by bringing
proceedings by a next friend, or defending proceedings against them by a Guardian ad
Litem.

6.4 The Official Solicitor only acts as next friend or Guardian ad Litem of last resort in that
such intervention only occurs if there is no one else suitable, willing or able to act.

LAW GOVERNING MEDICAL TREATMENT AND WELFARE PROVISION

6.5 Article 69 of the Mental Health Order enables non-consensual treatment of detained
patients, subject to Article 62 (2).  Special protection operates in relation to certain forms
of treatment:

(a) surgical operations which destroy brain tissue or the functioning of brain tissue (and
operations for the surgical implantation of hormones for the purpose of reducing the
male sex drive), which require a patient’s consent except in cases of urgent
treatment;
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(b) electro-convulsive therapy (ECT) and the administration of medicine by any means
once three months has elapsed from the first time the patient was given medicine
for his or her mental disorder, which require either consent (from a person certified
as capable of consenting) or a second opinion.

THE ISSUES

6.6 One of the main issues in mental health law is the question of capacity , which in this
context relates to a person's ability to understand, to make decisions and to manage his or
her affairs.  It is closely related to mental disorder , including mental illness and learning
disability.

6.7 Assumptions made about the capacity or incapacity of an individual can impact on people
with a mental health dif ficulty or a learning disability and interfere in their right to make
decisions in all aspects of their lives.  This can include making decisions about, for
example, what to do during the day , opening a bank account, entering into personal
relationships, getting married or voting (as discussed in Chapter 4).

6.8 This fundamental aspect of a person’ s “human rights” is known as autonomy . Formal or
informal perceptions of incapacity can result in the removal of autonomy. Consequently the
issue of capacity is central to a person's human rights.

6.9 From a human rights perspective, it does not inevitably follow that a person, including a
child or a young person under 18, lacks capacity simply because he or she has some form
of mental disorder .  Moreover , the position is complicated by the fact that a person’ s
“capacity” can vary according to the nature of the decision in question.  Also, it should be
remembered that a person's mental capacity will not necessarily remain static -  this is
known as intermittent capacity.

6.10 Under the ECHR, Articles 3, 5, 8 and 1 1 provide protection for a person's autonomy .
Article 3 protects against inhuman or degrading treatment; Article 5 protects against
arbitrary detention; Article 8 protects a person's private life, including his or her physical
or mental integrity; and Article 10 enshrines a modified freedom of expression. Article 14
seeks to guarantee equal treatment and proscribes discrimination in relation to any of the
above mentioned rights.

POTENTIAL CONCERNS

6.11 The potential human rights concerns in this area focus on the inappropriate removal of a
person's autonomy, both in relation to a person with capacity and a person without capacity.
In broad terms, the issue to be addressed concerns the circumstances where a substitute
decision-maker can validly make a decision on a person's behalf.

6.12 Substitute decision-making can potentially be contrary to human rights law in the
following circumstances:
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(a) in relation to a person who is acknowledged to have capacity;

(b) in relation to a person who is deemed incapable, but who actually has capacity; and

(c) inappropriate substitute decision-making in relation to a person who does not have
capacity.

6.13 The Review’s forthcoming report on proposed legislative reform deals extensively with
these issues.

THE MENTAL CAPACITY ACT 2005

6.14 Mental health legislation has been undergoing reform throughout the United Kingdom.  In
April 2005, the Mental Capacity Act 2005 was enacted in England and Wales.  The
provisions of this legislation provide much greater protection for persons with mental
disorder than the prevailing legislation in Northern Ireland.  Moreover, the Act has adopted
a number of principles established in common law and human rights law, which provide
greater protection for persons with mental disorder.

HUMAN RIGHTS COMPLIANT LEGISLATION FOR NORTHERN IRELAND

6.15 Domestic legislation for children, young people and adults must be compliant with the
Human Rights Act 1998 and in particular European Convention jurisprudence.  The
Review is addressing this issue in its work to develop a new legal framework.

Recommendation

12. Any new legal framework must include appr opriate rules and procedures to govern: 

(a) the determination of capacity or incapacity;

(b) the circumstances when substitute decision-making can be lawful in relation to
someone who is capable;

(c) how to deal with persons with intermittent capacity; and

(d) the appr opriate mechanisms for dealing with persons who do not have
capacity, including putting in place sufficient safeguards to protect such
persons.  
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CHAPTER 7

INVOLUNTARY DETENTION

THE ISSUES

7.1 The compulsory admission and detention of individuals in hospital constitutes an
interference with their autonomy and liberty , and carries with it a risk of unlawful
interference with their human rights.  Considering whether to intervene in a person's life and
involuntarily subject him or her to detention is often a complex and dif ficult task for the
relevant authorities, which are charged with providing care and treatment, where appropriate.
Moreover, the State has a duty to protect people from harm, including the person in question
as well as others. 

7.2 Liberty is a fundamental human right and the law safeguards individual autonomy .
Involuntary detention raises a range of human rights concerns, including:

• when a person’s mental state does not warrant detention;

• when a person’s behaviour does not warrant detention;

• failure to observe procedural requirements and due process;

• continued detention when the legal criteria are no longer fulfilled;

• the need for adequate inpatient provision for children and young people and
provision for the education of detained children and young persons; and

• the statutory role of relatives.

7.3 Decision-making in this area involves an assessment of the health of the person concerned
and consideration of his or her rights and interests, as well as the interests of the wider
community.  There are a range of factors which must be taken into account when
considering whether or not to intervene in a given situation.  In every case, the State must
be careful to act within the law, both prevailing domestic law and European Convention
law.

DOMESTIC LAW

The Statutory Framework

7.4 The main statutory framework for the compulsory detention of individuals is Part II of the
Mental Health (Northern Ireland) Order 1986 (MHO).  Compulsory detention under this
Order (sometimes called formal detention) comprises two stages: 

- admission for assessment; and 

- detention for treatment.  
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7.5 A person with a “mental disorder” can be compulsorily admitted to hospital for assessment.
If he or she is living in the community , this process can be initiated by an approved social
worker (ASW) or by the nearest relative on the recommendation of a medical practitioner .
Part II of the Order also covers the detention of patients already receiving treatment
voluntarily in a hospital.

7.6 A person can be admitted for assessment only if he or she is:

• suffering from mental disorder of a nature or degree which warrants his or her
detention in a hospital for assessment (or for assessment followed by medical
treatment); and 

• failing to so detain him or her would create a substantial likelihood of serious
physical harm to him or herself, or to other persons.

7.7 The Review, however, considers that the legislation is too narrow , in that, for example, the
use of compulsory powers is entirely risk-based, with narrower criteria than elsewhere in the
UK, thereby excluding some people with severely deteriorating conditions from care by
disregarding psychological harm to others.

7.8 A nearest relative or, more often, an approved social worker , can make an application for
a person to be admitted to hospital.  The ASW is required by law to make an application
for assessment in respect of a patient for whom he or she has responsibility , where he or
she:

• is satisfied that such an application ought to be made; and

• is of the opinion, having regard to any wishes expressed by relatives of the patient
or any other relevant circumstances, that it is necessary or proper for the application
to be made.

7.9 The nearest relative can require the responsible authority to direct the responsible ASW to
exercise this duty.  If in these circumstances, the ASW decides against making an application
for assessment, he or she must inform the nearest relative of the reasons in writing.

7.10 The Review also has concerns that those with a personality disorder are excluded and
recognises the importance that they receive treatment.  A new legislative framework is
required to ensure that people with a personality disorder are not excluded from accessing
adequate treatment.

Application for Admission to Hospital by the Approved Social Worker

7.11 An application for assessment by an ASW will only be valid if he or she “has personally
seen” the patient not more than two days before the date of the application.  The ASW must
consult with “the person appearing to be the nearest relative” before making an application,
“unless it appears to the approved social worker that in the circumstances such consultation
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is not reasonably practicable or would involve unreasonable delay”.  If a patient is admitted
to hospital following an ASW’s application without such consultation, “it shall be the duty
of that social worker to inform the nearest relative of the patient [of said admission] as soon
as may be practicable”.

Admission of Children and Young People

7.12 Children and young people can be detained under the MHO.  The Code of Practice
provides guidance to assist practitioners involved in this.  Whenever admission of a child
or young person to hospital is a possibility , the Code highlights three issues which should
always be considered: 

(a) what parent or guardian is legally responsible for the child, if any? 

(b) is the child capable of making his or her own decision? and

(c) is the child subject to any court or other legal order?

Detention for Treatment

7.13 A patient may be detained for longer than 14 days only if his or her condition falls within
the criteria contained in Article 12 (1) of the MHO, namely:

(a) the patient is suf fering from a mental illness or severe mental impairment of a
nature or degree which warrants his or her detention in hospital for medical
treatment; and 

(b) failure to detain the patient would create a substantial likelihood of serious physical
harm to him or herself or to other persons.

7.14 A person can be initially detained for treatment for up to six months and can be further
detained for a second period of up to six months.  Thereafter, a patient can be detained for
periods of up to one year .  However , the MHO requires that once a person has been
detained for a year , the authorisation of further detention must be made by two
psychiatrists, of whom one must be “a person who is not on the staf f of the hospital in
which the patient is detained and who has not given either the medical recommendation on
which the application for assessment in relation to the patient was founded or any medical
report in relation to the patient under Article 9 or 12 (1)”.

The Children (Northern Ireland) Order 1995

7.15 Provision is made under the Children (Northern Ireland) Order 1995 for interventions
concerning children who require psychiatric care and treatment.  A Supervision Order can
be imposed where a child requires care which his or her parents are unable to provide.  A
court can authorise the psychiatric examination of a child subject to a Supervision Order if
it is satisfied, on the evidence of a medical practitioner, that the child may be suffering from
a mental condition that requires treatment and that is medically treatable.  A court can also
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authorise the medical treatment of a child where appropriate.  The child’ s consent is
required under the Children Order.

Detention under the Health and Personal Social Services (Northern Ireland) Order 1972

7.16 The Health and Personal Social Services (Northern Ireland) Order 1972 makes provision
for State intervention concerning persons who:

(a) suffer from grave chronic disease or, being aged, infirm or physically incapacitated,
are living in insanitary conditions; and

(b) are unable to devote themselves, or to receive from persons with whom they reside,
or from persons living nearby, proper care and attention. 

Such intervention can include the non-consensual removal of such persons to other
accommodation, where necessary , and subject to the safeguards prescribed, including
having to apply to a Magistrate’s Court for a removal Order.

7.17 A social worker (who may or may not be an ASW) may initiate proceedings to remove a
person from his or her place of residence if he or she reasonably believes that removal is
necessary in the interests of the person concerned, or to prevent serious nuisance or injury
to a third party .  The social worker must initially consult with both the person’ s general
medical practitioner and a medical of ficer designated by the Health and Social Services
Trust.  He or she may make a removal application based on the medical certification of the
Trust’s designated medical officer that this is necessary.

7.18 Thereafter, the Trust may apply to the magistrates court within the jurisdiction where the
person resides for an order to remove him or her to a suitable hospital or other place, and
be detained there for up to three months.  The Trust must give the person’s nearest relative
three days’ notice of its intention to apply to the court for a removal order , and it must
inform the person managing the accommodation which is to receive the person that a
removal hearing is to take place.  At the hearing, the Trust must lead evidence to
substantiate its application.  The court also may hear evidence from the person concerned
and/or his or her nearest known relative.  The person concerned has the right to be legally
represented at such a hearing.

Non-Statutory Detention

7.19 Many people with mental health problems receive care and treatment outside the statutory
framework, particularly elderly people cared for in hospital, nursing or residential care
homes.  Informal extra-statutory , non-consensual intervention (including deprivation of
liberty) in the lives of such persons has traditionally been justified under the common law
principle of necessity.  Since the decision of the European Court in the Bournewood case
(outlined below), however, such extra-statutory, informal interventions involving a
deprivation of liberty may be unlawful. 
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RELEVANT HUMAN RIGHTS LAW: AN OVERVIEW

The Human Rights Act 1998

7.20 The Human Rights Act 1998 provides a mechanism whereby individuals who are
aggrieved about a perceived breach of their rights under the European Convention on
Human Rights may challenge the actions of the relevant public authority .  This challenge
can be by way of civil proceedings, a judicial review application, or by introducing the
argument into other ongoing court or Tribunal proceedings.  The Act has three important
effects:

(a) courts must construe primary and secondary legislation in accordance with the
Convention;

(b) public authorities have a duty to comply with the rights outlined in the Convention.
A “victim” of a breach of that duty can challenge this in the courts; and

(c) the superior courts can make a finding that domestic law is incompatible with the
Convention and can make a “declaration of incompatibility”.

Article 5 (1)

7.21 The issue of detention of mentally disordered persons raises the prospect of a possible
challenge to a public authority on the basis of a breach of Article 5 of the Convention (the
right to liberty and security of person).

The Scope of the Right to Liberty

7.22 This right to liberty and security of the person is a qualified rather than an absolute right,
and can be abrogated where liberty is restricted “in accordance with law” or where the
circumstances outlined in sub-paragraphs (a) to (f) apply .  Detention, therefore, which is
carried out in accordance with the Mental Health (Northern Ireland) Order will prima facie
not be in breach of Article 5.  However , there is still considerable scope for a breach of
Article 5 in the application of the legislation and, in some areas, aspects of the legislation
may be incompatible with the Convention itself.

7.23 It is generally agreed that the core requirements of this Article are that a detention must
take place in accordance with a procedure prescribed by law and that the detention must
not be “arbitrary”.  This Article is also the central provision in relation to the penal
detention of mentally disordered adults, and for those detained under “civil” powers. 

Detention

7.24 The structure of the Article 5 protections for the liberty and security of the person are
contingent on there having been “detention”.  If there is no detention, then the safeguards
of Article 5 do not apply.  Detention has been determined by factors such as duration, effect
and the mode of restraint used.  
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On What Basis?

7.25 A pivotal factor in determining the legitimacy of a detention in the mental health context
is a reliable finding of some mental disorder .  The requirement outlined in Article 5 is a
finding of “unsoundness of mind”.  No detailed interpretation of this concept has been
developed by the European Court.  This is consistent with that court’s pragmatic approach
to interpreting the Convention as a living instrument.  The European Court has, however ,
held that Article 5 will not permit the detention of a person simply because his or her
apparently irrational views or behaviour deviates from the norm in society .

7.26 The question of detention on the basis of ‘severe mental impairment’ was recently
considered in a judicial review application by North and West Belfast Trust.   The Mental
Health Review Tribunal had held that the patient in question should be conditionally
discharged as she was not suf fering from “severe mental impairment” or “mental illness”.
Although this case raises issues relating to Article 5, these ar guments were not examined
by the Court, which ruled that “severe impairment of intelligence and social functioning”
was a disjunctive test which required both proof of severe impairment of intelligence and
proof of severe impairment of social functioning.  

7.27 The European Court has previously addressed the issue of detention in Winterwerp v The
Netherlands, where three minimum conditions were outlined for the detention of mentally
disordered persons:

(a) there must be objective medical evidence such as to establish a true mental
disorder;

(b) the mental disorder must be of a kind or degree warranting compulsory
confinement; and

(c) the mental disorder must persist throughout the period of detention.

The Court acknowledged that different considerations might apply in “emergency” cases.

Bournewood and Informal “Admission”

7.28 The Bournewood case concerned the informal detention of persons without capacity to
consent to detention.  A 48 year old autistic man was admitted to hospital following a minor
incident at a day care centre.  He was compliant and made no attempt to leave.  The House
of Lords held that he was not detained and reversed a decision of the Court of Appeal,
which had held that such patients could not be admitted informally .

7.29 The European Court found that the detention was a 'deprivation of liberty' pursuant to of
Article 5 of the Convention.  It also found that the detention was arbitrary and in
contravention of Article 5 (1) because of the absence of procedural safeguards.  The Court
further found that there was a breach of Article 5 (4) in that there was not an available
appropriate mechanism (such as a Mental Health Review Tribunal) to challenge the
lawfulness of the detention: judicial review did not constitute an appropriate mechanism. 
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The Role of the Nearest Relative

7.30 Under the Mental Health Order , the nearest relative is af forded certain powers and rights
in relation to the admission and detention of a patient.  These powers raise issues under
Article 5 and also Article 8 (the right to respect for private and family life) and were
considered by the European Commission on Human Rights in JT v United Kingdom.

7.31 In that application, the detained person complained that the legislation did not include any
formal mechanism whereby she could alter the identity of her nearest relative.  The
applicant complained that she did not want the nominated person to be her “nearest
relative” and objected to this person being given confidential medical information.  This
case was settled on the basis that legislation would be introduced to permit reasonable
objections to the nearest relative.

7.32 The Review agrees with the recommendation in the Human Rights Commission’ s report,
“Connecting Mental Health and Human Rights” that the role of the nearest relative in
relation to the compulsory detention of individuals should be discontinued.

Provision of Treatment

7.33 In Aerts v Belgium, the European Court held that where the applicant had not been provided
with any treatment for the condition which had given rise to his detention then there was a
breach of Article 5 (1) (e).  The applicant was detained in a psychiatric prison wing rather
than a social protection centre.  The Court held that as he had not been convicted of any
criminal of fence his detention could not be justified under Article 5 (1) (a).  The only
possible justification for his continued incarceration was Article 5 (1) (e).

7.34 The Court found that there must be some relationship between the ground of permitted
detention and the location and conditions of that detention and, in principle, Article 5 (1)
(e) detention could only be justified if the patient was held in an appropriately therapeutic
setting.

Lack of Adequate Resources

7.35 The European Court has considered the Article 5 implications of continued detention in
circumstances where an individual would be released, but for a lack of adequate treatment
resources.  In Johnson v United Kingdom, it found that where lack of placement facilities
resulted in indefinite detention, this could constitute a breach of Article 5 (1) (e).  The
applicant had been found not to be suffering from any mental disorder and his conditional
discharge was deferred pending the provision of suitable hostel accommodation.  

Article 5 (4)

7.36 This Article introduces due process mechanisms which provide procedural support for the
substantive Article 5 right to liberty.  It is important to note that the protections of Article
6 may also be applicable in relation to detention in the mental health sphere.  This article
raises four discrete issues:
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(a) a review of the lawfulness of detention;

(b) by a court;

(c) in a reasonably prompt manner; and

(d) with the power to release persons who are unlawfully detained.

7.37 Review in the mental health context must be periodic, because the lawfulness of the
detention is contingent on the persistence of the illness.  Excessive delay in the conduct of
periodic review will be in breach of Article 5 (4).

Recall of Patients Conditionally Discharged

7.38 The Secretary of State has the power under Article 48 of the MHO to recall a person who
has been discharged subject to a Restriction Order .  There is no requirement for a further
medical assessment prior to the exercise of this power.  Some commentators have noted in
relation to the English legislation, that “it is dif ficult to see how this power is compatible
with the Convention”.  Where a restricted patient is re-admitted for assessment or
treatment, there is no mechanism for application to the Mental Health Review Tribunal
unless the formal power under Article 48 (3) has been used.  This anomaly is also likely to
be in breach of Article 5 (4) of the ECHR.

Minors and Detention: Article 5 (1) (d)

7.39 The Review considered the human rights and equality issues concerning children and
young people who are detained in the context of mental ill-health.  Recommendations on
this issue in the Review’ s report on child and adolescent mental health services are
informed by human rights and equality principles.

7.40 The European Convention envisages that detention of a minor will be lawful where it is
done for the purposes of educational supervision.  There is a clear tension between the
terms of Article 5 (1) (d) and the use of accommodation orders under the Children (Secure
Accommodation) Regulations 1995.

7.41 The European Court has taken a relatively broad view of the term ‘educational
supervision’.  In Koniarska v United Kingdom, the Court found that “the words
‘educational supervision’ must not be equated rigidly with notions of classroom teaching.
In particular, in the present context of a young person in local authority care, education
supervision must embrace many aspects of the exercise, by the local authority , of parental
rights for the benefit and protection of the person concerned.”

7.42 In DG v Ireland, the European Court found that educational supervision could apply
beyond the statutory school leaving age.  The applicant was a 17 year old who displayed
indications of a serious personality disorder .  There was no secure unit available for his
assessment in the jurisdiction and he was consequently detained in a penal facility.  The
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Court found that the absence of any instruction, education or recreational facilities at the
penal institution constituted a breach of Article 5 (1) (d).  

7.43 It would appear, therefore, that detention in inappropriate facilities can constitute a breach
of Article 5.  Given the absence of appropriate facilities for mentally disordered young
people in Northern Ireland, this is likely to be a continuing problem in relation to the
detention and treatment of minors here.  (Chapter 5 summarises the Review’ s conclusions
on deprivation of liberty and the right to education.)

CONCLUSIONS

7.44 The following constitute the Review’s conclusions on these issues:

• a new definition of mental disorder is needed;

• the criteria for detention should include the protection of other persons from
significant risk of serious harm, and there should be adequate safeguards put in
place to prevent misuse and abuse of such a power .  At the same time, the Review
recognises the concerns that broadening the definition may af fect a person’s right
to liberty.  To ensure that appropriate safeguards are put in place, there should be
detailed guidance in a Code of Practice in relation to such an amendment;

• there is concern over the role of the nearest relative:  the Review considers this 

• current role in relation to compulsory detention should end;

• statutory authorities should provide information to and consult with the patient’ s
“named” or nominated person rather than the nearest relative;

• proper safeguards must be included to ensure that patient needs are properly
accommodated: in particular, to properly protect children;

• there is concern over the adequacy of resource allocation to meet the needs,
including the educational needs, of compulsorily detained children;

• if children are to be subject to detention, suitable and adequate resources should be
available to protect their rights and best interests, including their educational needs
and rights;

• there should be appropriate provision so that the disparate needs of diverse
individuals and groups are adequately accommodated;

• potentially the anti-stigmatisation provision at Article 10 of the MHO should be
strengthened to protect assessed and detained persons from post-detention
discrimination; and

• the needs of people with severe personality disorder in relation to compulsory
detention must be fully addressed.
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Recommendations

13. The definition of mental disorder should be reviewed.

14. The criteria for detention should be br oadened to include the pr otection of others
from significant risk of serious harm, with appr opriate safeguards put in place to
prevent misuse or abuse of this power.

15. The role of the near est relative as applicant in the compulsory detention of patients
should end.

16. There should be appr opriate safeguards defined in legislation for “Bournewood
detentions”, in accordance with the European Court’s ruling.

17. Proper safeguards should be put in place to ensur e that patient needs ar e properly
accommodated, particularly as r egards childr en and young people, in accordance
with the principle of reciprocity of rights.

18. Given the pr evious under-funding of services for children and young people, ther e
must be adequate r esources made available, including the pr ovision of age-
appropriate services and facilities, to pr otect the rights, needs and best inter ests of
compulsorily detained children and young people, including their educational needs
and rights.

19. The anti-stigmatisation provisions in the present legislation must be built upon to
protect assessed and detained persons from post-detention discrimination.
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CHAPTER 8

REPRESENTATION AT MENTAL HEALTH REVIEW TRIBUNALS

THE ISSUES

8.1 One important human rights issue is the extent to which the law currently safeguards a
patient's right to have his or her case properly aired before a Tribunal, a crucial dimension
of a person's access to justice.

8.2 In cases before courts and tribunals, parties commonly retain lawyers and provide them
with instructions as to their situation.  On the basis of these instructions, the lawyer then
presents the client's case to the court or Tribunal. 

8.3 Persons with mental health dif ficulties or a learning disability may be potentially
disadvantaged by reason of a reduced ability to make appropriate decisions in relation to
representation, and/or by a reduced ability to provide coherent, rational and
comprehensible instructions.  In such circumstances, the human rights and equality issues
for consideration are, what provision:

(a) does the law make to alleviate/prevent disadvantage and prejudice to the person
concerned?

(b) should the law make to alleviate/prevent disadvantage and prejudice to the person
concerned?

THE LEGAL BACKDROP

8.4 In the case of Megyeri v Germany (1993), Mr Megyeri was convicted of a number of
criminal of fences.  The European Court ordered that he be detained in a psychiatric
hospital.  Although his detention was reviewed periodically , in two sets of review
proceedings he did not ask for representation and the review body did not appoint a lawyer
to assist him.  He claimed that this failure to appoint a lawyer contravened Article 5 (4) of
the ECHR. 

8.5 The European Court found that the absence of representation in his case constituted a
breach of Article 5 (4): that the national authorities should have ensured that he was legally
represented at all hearings.  

8.6 European Convention Law does not appear to guarantee a right to legal representation in
every case.  However, the implications of the Megyeri decision appear to be that:

"even if a right to r epresentation funded by the State is not (yet) a g eneral right, a court
which reviews detention must al ways consider w hether a particular per son is capa ble of
acting for himself, for example, whether he is able to marshal arguments and points in his
favour, and understand any legal issues arising.  If not, then legal representation must be
provided and must be paid for by the State.”
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8.7 In Northern Ireland, the Mental Health Review Tribunal (Northern Ireland) Rules 1986 do
not guarantee a patient legal representation. Rule 10 (1) permits a patient to authorise any
person to act for him or her as long as the nominee is not "a person liable to be detained
or subject to guardianship under the Order or a person receiving treatment for mental
disorder at the same hospital as the patient".

8.8 Where the patient does not want to conduct his or her own case and has not authorised a
representative to act for him or her, the Tribunal may appoint a representative to act (Rule
10 (3)).  This apparently was originally intended by the legislator to be a discretionary
power.  Notwithstanding, pursuant to the Human Rights Act 1998, the Mental Health
Review Tribunal should interpret and apply the Mental Health Review Tribunal (Northern
Ireland) Rules 1986 in light of the Megyeri decision.

PREVALENT CONCERNS

8.9 A number of concerns in relation to compulsorily detained mentally ill patients and their
access to justice (and, in particular, liberty) can be identified.  Specifically, how many such
patients are able to or ganise their thoughts suf ficiently coherently to enable them to
"marshal arguments and points in [their] favour and understand any legal issues arising"?
More specifically, how many patients are able to make considered decisions in relation to
representational issues, such as:

• the arguments they want to put forward;

• whether they ought to appear in person or obtain representation; and

• whether it is in their interests to obtain legal representation?

POTENTIAL PROBLEMS IN RELATION TO PATIENT REPRESENTATION 

8.10 Mental Health Review Tribunal hearings focus on a patient's “right” to liberty and, in
particular, the statutory criteria governing compulsory detention.  The subject matter of
these hearings ranks high in legal terms given the importance attached by the law to
individual liberty.  Such hearings are often contentious by reason of the conflicting views
of the Health and Social Services Trust and the patient.  It is fundamental to both a patient's
health and welfare and his or her human rights that he or she is properly represented at
these Tribunals. 

8.11 From a patient perspective, there are ar guably a number of shortcomings in the current
system of representation at Mental Health Review Tribunals, creating obstacles which can
serve to abrogate his or her human rights (eg. the right to liberty and/or a fair hearing)
including:

• no automatic access to legal advice and assistance.  Often decisions in relation to
representation are left in the hands of the patient, who is not always fully capable
of acting in his/her best interests, by reason of, inter alia, the medical condition
and/or medication;  
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• some patients seek legal assistance and obtain non-expert assistance. For example,
junior barristers and junior and/or generalist solicitors are often involved in
representation notwithstanding their lack of the requisite knowledge, skill,
experience and/or expertise; and

• some patients refuse legal assistance and represent themselves or obtain non-legal
representation.  This can detrimentally af fect their prospects of having their
arguments and submissions properly presented and fully aired.

8.12 Such factors undermine a patient’ s right to have his or her case properly presented to a
Tribunal, which, in turn, can abrogate a patient's human rights, including the important
right to liberty.

COMPETING RIGHTS, INTERESTS AND OBLIGATIONS

8.13 All of the above issues concern the interplay between a patient's interests, a patient's rights
and the responsibility of the State.  Two of the main underlying ethical issues are:

• in what circumstances should a patient's rights outweigh his or her perceived best
interests? (eg, if the patient refuses to nominate a representative or instruct a
representative who has been appointed to act on his behalf, should the patient be
entitled to dispense with representation and, if so, when?); and

• what policies, procedures and practices should the State put into place to ensure a
patient's access to justice and the patient's right to have his or her case properly
aired? (eg, should the State ensure that every patient receives legal representation,
or that legal representation is always provided in specified circumstances?).

CONCLUSIONS

8.14 The Review reached the following conclusions:

• a patient should have an entitlement to expert legal representation at a Mental
Health Review Tribunal;

• such representation should be provided by experienced lawyers with an expertise in
the area of mental health and compulsory detention.  There are different models of
specialist legal provision, including a publicly-funded specialist who might operate
out of a law centre, and a specialist and accredited panel of practising lawyers;

• such provision should be available to all, irrespective of a person’ s income or
savings;

• there may be situations where it would also be useful for a patient advocate to play
a role in assisting the patient;
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• as a general rule, a patient should be able to represent him or herself, or appoint a
representative of his or her choice to represent him or her;

• there may be circumstances where the requirements of justice (including the
patient's right to a fair hearing) demand that a suitable lawyer is appointed to act on
the patient's behalf, whether or not the patient consents to such a course; and

• in relation to children, dual or tandem representation should be considered, wherein
a lawyer and a Guardian ad Litem would be appointed to act for the child.  Such a
tandem approach will ensure that proper representations are made to the decision-
making body on both the child's rights and best interests.

Recommendations

20. A patient, irrespective of his or her income or savings, should have an entitlement to
expert legal r epresentation at an independent Tribunal, pr ovided by experienced
lawyers with expertise in mental health and compulsory detention.

21. A patient should be able r epresent him or herself and/or appoint a representative of
his or her choice for this purpose.  Where appropriate, a patient advocate may play a
role in assisting the patient.

22. Where the requirements of justice demand it (including the patient’ s rights to a fair
hearing), a suitable lawyer should be appointed to act on the patient’s behalf, whether
or not the patient consents to such a course.

23. In relation to children, dual or tandem representation should be considered, whereby
a lawyer and a Guardian ad Litem would be appointed to act for the child.
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CHAPTER 9

ADVOCACY

INTRODUCTION

9.1 People with a mental health problem or a learning disability are particularly vulnerable to
human rights violation.  Their rights and interests must be identified specifically under the
legislation and within regional policy mandates.  For human rights to be a reality, they must
be accompanied by accessible and effective enforcement mechanisms.

9.2 Advocacy seeks to support individuals to express and have their views heard.  It aims to
redress any imbalance of power between the individual and professional.  It is concerned
with empowerment, autonomy and self-determination, the safeguarding of citizenship
rights and the inclusion of otherwise mar ginalised people.

9.3 There are a range of dif ferent approaches to providing advocacy, including:

• identifying someone to represent the interests of another individual, or to support
an individual to represent him or herself;

• the provision of independent information and advice about rights and services; or

• supporting people to come together as a group to have a greater say in the issues
which concern them and to bring about change.

RELEVANT HUMAN RIGHTS AND EQUALITY LAWS AND STANDARDS

9.4 The main human rights and equality laws and standards applicable to advocacy
are:

• the European Convention on Human Rights 1950;

• the Disability Discrimination Act 1995;

• the Northern Ireland Act 1998 (Section 75);

• the Race Relations (Northern Ireland) Order 1997;

• the Children (Northern Ireland) Order 1995;

• the Mental Health (Northern Ireland) Order 1986;

• the UN Convention on the Rights of the Child 1989;

• the UN Declaration of the Rights of Mentally Retarded Persons 1971; and

• Standard Rules on the Equalisation of Opportunities of Persons with Disabilities.
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THE NEED FOR ADVOCACY

9.5 The ECHR is intended to guarantee not rights that are theoretical and illusory , but rights
that are practical and effective.

9.6 Article 6 guarantees everyone the right to a fair hearing.  Article 5 guarantees everyone the
right to liberty and security of a person and Article 8 guarantees everyone the right to
family and private life.

9.7 Articles 1 and 14 provide a duty to guarantee ef fective rights to everyone without
discrimination.  Strasbourg jurisprudence has been highly influential in the development of
both the substantive and the procedural aspects of the rights of those subject to compulsion.
The European Court's emphasis on procedural aspects of Convention rights has extended
its scope and is of great practical significance in the field of compulsion under mental
health law .  In the case of children, it acknowledges the requirement for special
consideration for young people in detention and supports the need to have the lawfulness
of detention reviewed in compliance with Article 37 (b) of the UNCRC.

9.8 Different types of advocacy may be needed by dif ferent people at dif ferent times of their
lives and to respond to dif ferent circumstances.  Children, older people, people from
diverse ethnic communities, individuals with complex, profound and multiple disabilities
and people involved with forensic services are likely to need additional, specific support to
address their needs.

9.9 Advocacy services are unevenly and poorly developed in Northern Ireland.  The recently
articulated and increasing demand for advocacy support is an indication of the need to
promote and support the rights of people with a mental health problem or with a learning
disability.  A range of different models of advocacy has developed in response to accepted
needs in the rest of Europe and internationally .

9.10 Health and social care staff and relatives often act as advocates for individuals with mental
health problems or a learning disability.  However, the possibility of conflict of interest has
increased the demand for independent advocacy services to ensure that the voice and
interests of the individual are heard.

9.11 Carers, too, may need separate advocacy services, to support them in accessing
independent information and in expressing their views about their own distinct needs.
Advocacy services can also support carers in their role as advocates for the person they
care for.

9.12 It is important that people with mental health problems or a learning disability can choose
if they want to use an advocacy service, and be able to choose the model of advocacy
support that best suits their preferences and needs.  Carers should also be offered choice in
advocacy support.
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9.13 Particular consideration must be given to the principles, procedures and models of
advocacy available to individuals who may not be able to exercise this choice, to ensure
that they enjoy equality of opportunity and are not disadvantaged.

ISSUES EXAMINED

9.14 The particular issues examined were:

• the need for advocacy;

• the human rights principles involved;

• models of advocacy;

• advocacy in other jurisdictions;

• advocacy support for:

- people with mental health problems;

- people with a learning disability; 

- people with a learning disability who have experienced mental health
problems; and

- the distinct needs of vulnerable groups including children, older people,
people from diverse ethnic communities, individuals with profound and
multiple disabilities and people involved with the criminal justice system.

9.15 In addition to the papers and presentations made at meetings, a seminar on advocacy was
held for the Review members.

CONCLUSIONS

9.16 The consensus was that there should be clear provisions within a legislative and policy
framework to enable people with mental health problems or a learning disability:

• to understand the proceedings in which they are involved; and

• to participate in their ongoing care and the accompanying decision-making process,
to the greatest extent possible.

9.17 The objective should be to have in place:

• a range of independent advocacy support services delivered by a range of providers;
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• support for people with mental health dif ficulties or a learning disability in
exercising their rights;

• services which are compliant with all legal requirements in Northern Ireland;

• a coherent, co-ordinated, regional strategic framework which will provide people
with mental health dif ficulties or a learning disability with access to advocacy
support;

• an advocacy support service which is available both in hospital and in community
settings;

• advocacy support services that will extend to those under going assessment and
treatment voluntarily and involuntarily and which will reflect the diverse needs of
people with mental health difficulties or a learning disability;

• advocacy support services which will pay particular attention to the circumstances
where the autonomy and self-determination of individuals may be restricted or
denied.

9.18 A strategy to achieve these objectives should be developed with the involvement of all
stakeholders, including users, carers and families and should:

• set explicit deadlines and targets for implementation; 

• ensure the development of agreed quality standards and consistent monitoring of
advocacy support; and

• work in tandem with other current and forthcoming strategies such as the children
and young people’s strategy and the carers’ strategy.

Recommendations

24. There should be a statutor y right to independent advocacy support, embracing a
range of different models.

25. There should be a regional strategy for the development and funding of independent
advocacy support in Northern Ir eland.  This will involve a number of Northern
Ireland Departments and should be co-ordinated by the Department of Health, Social
Services and Public Safety.
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CHAPTER 10

CONCLUSION

From its outset, the Bamford Review placed respect for human rights and equality of opportunity
at the heart of its work and its vision for the reform and modernisation of services.  As this report
stresses, this is not an optional extra, it is a legislative imperative.

This report has considered a number of situations where actual or potential human rights and/or
equality issues arise in relation to people with a mental health problem or a learning disability; and
has made recommendations to address these scenarios.  We recognise that there may well be others
which we have not examined.

Implementing these recommendations is the responsibility of the Government and public bodies,
and to achieve the Review’s person-centred and rights-based vision for services and opportunities
will require co-ordinated action across Government and by these public bodies, responding to the
particular needs of different groups.  Importantly, also, it will require additional resources, which
should be allocated and spent in accordance with equality and human rights principles.

This is not only the challenge of this report, but of the entire Bamford Review.
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ANNEXES
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Annex 2

RECOMMENDATIONS

Access to Rights

1. The Government and the Commissioners for Human Rights, Children and Equality must
actively promote the rights of people with mental health dif ficulties and people with a
learning disability and provide accessible information about these rights to them.

2. Public, voluntary and independent sector staff, including front line staff and policy makers,
must receive training on human rights and equality issues in relation to people with a
mental health problem or a learning disability .  This requirement must be reflected in
contractual arrangements.

3. Mental health and learning disability services must reflect and be sensitive to the dif ferent
religious, ethnic, racial and cultural backgrounds of people and groups in Northern Ireland.
Services must comply with the equality obligations of Section 75 of the Northern Ireland
Act 1998 and take account of those who experience multiple disadvantage.

4. Government and public bodies must ensure that people with mental health dif ficulties or
learning disability have equal access to the same range of services and opportunities as
other people in Northern Ireland. 

5. Government and public bodies must actively address issues of stigma and prejudice and
implement action plans for this purpose.

6. Government and public bodies must address the inequalities experienced by carers and
uphold their right to have their needs recognised and met.  Carers must have their expertise
recognised and respected and be fully involved as equal partners in the planning and
delivery of services.

Right to Vote, to Found a Family and to Life

7. Legislation dealing with capacity should be based on the presumption of an individual’ s
ability to make a decision.  Responsibility should be placed on those challenging or
questioning a person’s decision-making capacity to provide evidence of incapacity .

8. The continued use of common law in current electoral practice should be reviewed as a
matter of urgency.

9. Government and public bodies should provide training and information to their staf f to
enable them to comply with the positive duty to protect everyone’s right to life.
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Education Rights

10. The right of every child and young person with a mental health problem or a learning
disability to education should be explicitly recognised and reflected in any new legislative
framework.

11. The Government must ensure that people with mental health dif ficulties or a learning
disability have equal access to lifelong learning opportunities.  This includes the funding
and development of specific programmes and additional support, where needed.

Capacity, Incapacity and Human Rights

12. Any new legal framework must include appropriate rules and procedures to govern:

(a) the determination of capacity or incapacity;

(b) the circumstances when substitute decision-making can be lawful in relation to
someone who is capable;

(c) how to deal with persons with intermittent capacity; and

(d) the appropriate mechanisms for dealing with persons who do not have capacity,
including putting in place sufficient safeguards to protect such persons.

Involuntary Detention

13. The definition of mental disorder should be reviewed.

14. The criteria for detention should be broadened to include the protection of others from
significant risk of serious harm, with appropriate safeguards put in place to prevent misuse
or abuse of this power.

15. The role of the nearest relative as applicant in the compulsory detention of patients should
end.

16. There should be appropriate safeguards defined in legislation for “Bournewood
detentions,” in accordance with the European Court’s ruling.

17. Proper safeguards should be put in place to ensure that patient needs are properly
accommodated, particularly as regards children and young people, in accordance with the
principle of reciprocity of rights.

18. Given the previous under-funding of services for children and young people, there must be
adequate resources made available, including the provision of age-appropriate services and
facilities, to protect the rights, needs and best interests of compulsorily detained children
and young people, including their educational needs and rights.
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19. The anti-stigmatisation provisions in the present legislation must be built upon to protect
assessed and detained persons from post-detention discrimination.

Representation at Mental Health Review Tribunals

20. A patient, irrespective of his or her income or savings, should have an entitlement to expert
legal representation at an independent Tribunal, provided by experienced lawyers with
expertise in mental health and compulsory detention.

21. A patient should be able to represent him or herself and/or appoint a representative of his
or her choice for this purpose.  Where appropriate, a patient advocate may play a role in
assisting the patient.

22. Where the requirements of justice demand it (including the patient’ s rights to a fair
hearing), a suitable lawyer should be appointed to act on the patient’ s behalf, whether or
not the patient consents to such a course.

23. In relation to children, dual or tandem representation should be considered, whereby a
lawyer and a Guardian ad Litem would be appointed to act for the child.

Advocacy

24. There should be a statutory right to independent advocacy support, embracing a range of
different models.

25. There should be a regional strategy for the development and funding of independent
advocacy support in Northern Ireland.  This will involve a number of Northern Ireland
Departments and should be co-ordinated by the Department of Health, Social Services and
Public Safety.
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FOREWORD

The Bamford Review of Mental Health and Learning Disability (Northern Ireland) consists of a
number of interlinked reviews under one overarching title, and encompasses policy, services and
legislation.

In consultation with Government, we have agreed to produce our reports separately in a phased
manner.

This further report deals with dementia and the mental health issues of older people, and is the last
of the Review’s “service provision” reports.

In common with the other reports we have produced, this report reflects the evidence-based
approach we have adopted to our task and the invaluable contribution of service users, their carers
and families. This committee, for example, conducted a wide-ranging stakeholder consultation as
part of its initial fact-finding work.

I thank Nevin Ringland, his committee and all who contributed to the production of this report,
and I commend it to you.

Roy J McClelland (Professor)
Chairman

May 2007

i
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PREFACE

CULTURE OF CARE

In undertaking this Review, we have asked ourselves a number of questions. Firstly, what do we
want? We want the kind of health and social care we would like for ourselves. It would be tailored
to our individual histories and circumstances. It would be given by a dedicated person or small
group of people with enough time. They would be available to us and our carers at all times. Staff
would be skilled in understanding and meeting our needs. They would be well supported to deal
with our emotional pain. The help offered would be imaginative and start from the view that
problems can be solved. It would allow us to be ourselves and to retain as much of our daily lives
and routines that we want. It is in the fine grain of care that quality is really experienced, the
tiny details that show that our uniqueness has been recognised.

This vision is highly problematic in an ageist society which also stereotypes people with dementia/
mental illness. The fact that society in the 21st century is ever more risk-averse adds another layer
of difficulty, in that staff may be under more pressure to protect rather than to enable.

The next question is whether the vision is achievable. Some of the examples of best practice
described to the Review showed that this vision of health and social care is possible, although the
degree of effort required at all levels of the organisation was quite exceptional.

The third question then is, how can the best practice the Review has seen become the norm and be
sustained over time?

Organisations, especially public services, operate in a society with values and an ageist society will
tend to have ageist organisations. The Review itself should make a contribution to changing these
attitudes, in part by drawing attention to them, in part by providing information about the wishes
and potential of older people with dementia and functional mental illnesses and their carers.

The culture of care in any organisation starts at the top. Remarkable individuals and teams do
emerge, but they are rarely able to sustain the quality of their care over time unless the organisation
is fully supportive. Ideally we need what Senge (1990) calls a “learning organisation”:

“…. organisations where people continually expand their capacity to create the results they truly
desire, where new and expansive patterns of thinking are nurtured, where collective aspiration is
set free and where people are continually learning to see the whole together.”

This is a useful concept in the fields of health and social care for people with dementia and
functional mental illnesses because these are fields which are very dynamic at the moment.
Attitudes, knowledge, skills and expectations are changing all the time as we learn what people
need and what they are capable of. There are increasing amounts of research in all aspects, such
as medication, communication, therapeutic interventions and user views.

There is also a great deal of innovative practice, which is constantly identifying needs and
exploring new responses, thereby raising expectations. Knowledge and skill does not usually, or

iiii
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even, often, reside only at the top of organisations. Users, carers and staff at all levels need to learn
together about what can be achieved and how to achieve it. Traditional approaches such as training
are now seen as only a small part of the process of culture change.

The Review is itself a demonstration of how a learning organisation can work in that all parties
have learned from each other.

Professor Mary Marshall

iiiiii
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INTRODUCTION

Background to the Review

A Review of the policy, practice and legislation relating to mental health and learning disability
and including dementia and mental health issues of older people was commissioned by the
Department of Health, Social Services and Public Safety (DHSSPS) in October 2002. The impetus
for establishing the Review included:

- recent reviews of mental health legislation in neighbouring jurisdictions;
- the need to ensure that law, policy and practice is in keeping with human rights and equality

legislation; and
- the need to reflect current evidence of best practice.

The Review is managed by an overall Steering Committee which has delegated specific areas to
ten Expert Working Committees. This Report summarises the findings and recommendations of
the Dementia and Mental Health Issues of Older People Working Committee, whose membership
can be found in Annex 1.

Key Purposes of the Dementia and Mental Health Issues of Older People Review

The primary aim of the Review is to provide a vision of what mainstream and specialist health and
social care services for older people with dementia and functional mental illnesses should look like
and how they should work together to ensure that service users and carers have their needs met
irrespective of where they are in the system, without encountering discrimination or barriers to
access.

In order to achieve this, the Review focused on:

i. specific models of care and standards of provision in relation to the quality,
comprehensiveness, effectiveness, accessibility and acceptability of provision;

ii. detailed consideration of community/ primary, specialist and secondary care services and
the interfaces between them; the interface between health and social care and links with
other sectors such as housing; the complementary roles of statutory and independent
services and the issues surrounding multi-disciplinary and multi-agency working; and

iii. the strategies, systems, processes and resources which need to be in place to ensure that the
recommendations made in the Report can be realised.

Service Users and Carers

The work included an extensive public consultation exercise involving service users, carers and
service providers. This was facilitated by the Rural College and carried out in February and March
2005. Sixteen meetings took place at a range of venues across Northern Ireland, with a total of
294 people attending. This Report draws heavily on the views expressed by stakeholders at these
meetings. There was also carer representation on the Working Committee.

1
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It is also interesting to note, that of the 25 Working Committee members, approximately 90% have
close relatives who have dementia and/or mental health problems. While this does not replace
carer and user representation, it has brought an additional perspective and perhaps a greater sense
of energy to the work.

Interface Issues

The Review acknowledges the need for this Report to be considered in conjunction with a number
of its other Reports, particularly where there are clear interface issues. Some examples of these are:

• Adult Mental Health Services – Community based services for older people with Dementia
and Functional Mental Illness (FMI) are sometimes managed within the Mental Health
Programme of Care, sometimes by Elderly Services Programmes and sometimes split
between both. There are also clear interface issues in terms of arrangements for those older
people with enduring or episodic severe mental disorder who have reached the age of 65
and younger people who develop dementia.

• Learning Disability – The increasing number of adults with a learning disability who are
living into old age has obvious implications in terms of prevalence rates for dementia,
depression and other functional mental illnesses. People with Down’s Syndrome in
particular are at high risk of developing Alzheimer’s Disease as they grow older. There are
clear interface issues in terms of enabling older people with a learning disability to access
mainstream dementia services. Joint working arrangements are also likely to become more
commonplace.

• Legislation – There are many legal issues affecting older people with Dementia and
Functional Mental Illness, for example consent and capacity, compulsory admission for
assessment and treatment, management of financial affairs, issuing of advanced directives.
Current legislative provision is often deemed to be inadequate in terms of the care and
protection it affords to older people with dementia or severe mental health needs.

• Alcohol and Substance Misuse – The increasing numbers of older people drinking beyond
recommended levels (3% in 1986 to 7% in 2003, NISRA) is likely to see accompanying
increases in Alcohol Related Brain Damage (ARBD). People with ARBD typically present
with complex physical, social and emotional needs which require a co-ordinated approach
across health and social care professions and a range of agencies, such as housing, social
security and, often, criminal justice.

• Mental Health Promotion – The Review’s report “Mental Health Improvement and Well-
Being – A Personal, Public and Political Issue” acknowledges that the prevalence of mental
health disorders is relatively high in later life, with about a third of all admissions to
psychiatric care and referrals to community mental health services involving people over
the age of 65. Depressive symptoms affect 10-15% of those aged 65 and over (Psych.
Bulletin 2003). Older people also have a higher risk of completed suicide than any other
age group worldwide (WHO, 2002).

A range of preventative strategies is required, both to promote good mental health in older age and
to reduce risks (where there are identifiable risk factors) of developing dementia.

2
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CHAPTER 1

VISION, PRINCIPLES AND POLICY

1.1 The Review has provided a unique opportunity to address the full spectrum of issues
relating to dementia and mental health issues of older people. This Report provides the
blueprint: a blueprint that is as dependent on cultural change as much as on an investment
of new resources. This incorporates a new sense of partnership and equality of esteem for
service users, a valuing of carers as equal partners in service provision and effective team-
working and collaboration within and between service provider groups.

Where We Have Come From

1.2 Over the past thirty years, successive local and national strategies and a growing body of
research evidence have advocated refocusing of service provision away from hospital
settings towards community based provision. This shift reflects the preference of service
users for home life over institutional care (Allen et al. 1992) for local services over distant
ones, for services sensitive to community needs and the pursuit of normalisation and
integration for those who would formerly have been segregated and excluded in
institutional care settings. This has led to an increased emphasis on the provision of more
and better care in the community, embracing support for primary care services and the
development of a spectrum of community based facilities and services. Alongside this has
been an increasing commitment to the participation of service users and carers as partners
in the planning, development, delivery and evaluation of services.

Where We Are Now

Management Structures

1.3 There is no agreed management structure for the planning and delivery of services to older
people with mental health issues. The Dementia Policy Scrutiny 1994 recommended that
responsibility for dementia services should be in Elderly Care Programmes. Subsequently,
Boards and Trusts have organised services in a variety of ways. Some have developed
integrated Mental Health Services for Older People teams, some located in elderly care and
some in mental health. Other services have developed separate teams for dementia and
functional mental illness (FMI), sometimes located in one programme of care (POC) and
sometimes split between these POCs, both at Trust and Board level. As a consequence of
different recoding systems being in place or even none in place, there has not been a
comprehensive picture of the needs of these client groups. In addition, there has not been
an overall mapping of many instances of best practice which do exist around Northern
Ireland. Funding for dementia comes through the Elderly POC and for FMI through Mental
Health, together with funding for General Adult Mental Health Services. There is no
separate planning or funding for FMI in older people.

1.4 Older people with mental health problems have not historically been clearly identified as a
service user group by commissioners (Finch, 2004). Commissioning arrangements have

3
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consequently tended to be unco-ordinated and fragmented, leading to poor outcomes for
older people with mental health issues. A number of inspections by the Social Services
Inspectorate between 2002–2003 (DoH, 2003) found that there was also a frequent lack of
clear transitional arrangements and of organisational coherence between mental health and
older people’s services.

1.5 The absence of any performance management of the Dementia Policy Scrutiny
recommendations, has required the Review to consider, as part of its agenda, the issue of
where mental health services for older people should sit.

1.6 There was a mixed response in the public consultation to this question, although the
majority were supportive of the view that this provision should be the responsibility of a
specialist multi-disciplinary team. Carers were generally of the view that proper resourcing
of appropriate specialist services was the key consideration, rather than which programme
services were aligned to.

1.7 The Review has considered this issue in some depth and can see advantages and
disadvantages to having the service located in either the Mental Health or the Elderly
Programme of Care. We believe, however, that there are definite disadvantages to having
it split between both.

1.8 The Review’s position is that while mental health services for older people can sit within
either the older people's or mental health POC (there being clear evidence of services
working well within both contexts) they should be provided as a discrete sub-speciality,
with ring-fencing of money and specialism. There should also be a single, defined
commissioning service, with clear protocols in place for interfacing with other programmes
of care. It is essential that users and carers are integrally involved in the commissioning
process.

1.9 The Review is mindful that traditional structures within Boards and Trusts are changing as
a result of the Review of Public Administration. With increasing numbers of older people
and increasing stress on health and social services, there is an awareness that traditional
services for older people will need to change. Generally there is a move towards whole
system planning. This would involve fundamental changes in primary, community and
secondary care and should include mental health services for older people. Dementia and
severe FMI are chronic, complex conditions and would fit well within a chronic disease
management model such as is currently beginning to be used for conditions such as diabetes
or chronic obstructive airways disease

1.10 In Great Britain, some services for this population have developed further to form Care of
Elderly People Programmes, e.g. in Nottingham and Newcastle, where Mental Health of the
Elderly and Geriatric Medicine are merged under the one management umbrella. Also, In
England, the National Service Framework for Older People initiative is now piloting the
development of complex community care networks or teams involving secondary care
specialist and specialist community health and social services staff in order to redesign care
for people with complex needs with emphasis on assessment and management of long term

4
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care rather than episodic acute care. The Review sees these developments as very relevant,
particularly to the needs of people with dementia or severe, enduring mental health
problems.

1.11 With regard to resources, the Review sees it as critical that information systems are
sufficiently sensitive to accurately track expenditure on all aspects of the service.

RECOMMENDATION

1. While services for older people with mental health issues may be located within either a
mental health or older persons’ programme of care, they should be provided as a discrete
sub-speciality, with a ring-fenced budget and clear protocols for accessing other
programmes of care.

Key Considerations

• information systems should be in place which are sufficiently sensitive to determine
expenditure on service provision for this population;

• there should be a single, defined commissioning service.

Current Service Provision

1.12 In the consultation with service users, carers and service providers, it was evident that there
are many examples of excellent services and best practice in Northern Ireland. However,
it would appear that many of these have developed organically, without in many instances
an overall strategy either within or between Boards and Trusts being in place. A number of
the Boards and Trusts consulted were either beginning to develop, or had just developed, a
Dementia and Mental Health Issues of Older People Strategy, as this Review was getting
underway.

1.13 A number of deficiencies in current services identified by service users, carers and service
providers highlighted the need for:

• a more collaborative and inclusive approach to care planning, i.e. involving service
users where possible and carers at all stages of the planning process;

• a whole systems approach to designing services where the social, physical,
emotional and spiritual needs of the individual are taken into account; and

• equity in accessibility to services.

Where We Want to Be

1.14 The Review considers that older people with mental health issues should be able to look
forward to a response from services which:

• respects their individual autonomy and is person-centred;

5

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 1177 of 3342

MAHI - STM - 083 - 1177



• demonstrates fairness and justice – resources for services should be allocated and
managed according to criteria which are transparent and which demonstrate equity;

• offers partnership with users and carers in the development, evaluation and
monitoring of services;

• provides delivery of high quality, effective treatment, care and support;
• provides services which are readily accessible;
• delivers continuity of care and support for as long as is needed;
• provides a comprehensive and co-ordinated range of services and accommodation

based on individual needs;
• provides comprehensive and equitable advocacy support, where required or

requested;
• promotes independence, self-esteem and social interaction through choice of

services and opportunities for meaningful employment;
• promotes safety of service users, carers, providers and members of the public;
• provides staff with the necessary education, training and support; and
• subjects services to quality control, informed by best practice evidence.

1.15 To achieve this, it will be essential that:

i. there are sufficiently trained staff to directly deliver care and support;
ii. different disciplines from health and social services backgrounds work in

partnership both within and between the disciplines to provide a joined-up and
coherent service to service users and carers;

iii. sufficient information is provided to service users and carers to empower them to be
part of the multi-disciplinary team in influencing the care and support they receive;
and

iv. an implementation and monitoring mechanism is established to help ensure that the
proposals put forward in this Review are acted upon over the next 5, 10, 15 years
and beyond.

6
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CHAPTER 2

THE NATURE AND MAGNITUDE OF MENTAL HEALTH PROBLEMS
IN LATER LIFE

2.1 The main mental health problems in later life include dementia, depression, delirium and
other psychiatric disorders, including anxiety, psychoses and drug and alcohol problems.
None of these are inevitable consequences of ageing, although the prevalence of dementia
does increase with age.

2.2 The Review focused primarily on dementia and the functional mental illnesses which older
people can experience, i.e. depression, anxiety and other psychiatric illnesses.
Consideration of drug and alcohol related issues is covered in the Review’s report,
“Alcohol and Substance Misuse”; Alcohol Related Brain Damage, although referenced in
chapter 8, is dealt with primarily within the Review’s report, “A Strategic Framework for
Adult Mental Health Services”. Delirium is considered within the section on liaison
psychiatry in chapter 7.

Dementia

2.3 Over the past 15-20 years, definitions of dementia have become much more precise in terms
of the clinical features by which it should be identified. Deterioration in intellectual
performance from a previous level must be accompanied by a significant decline in
personal and social function and other causes for these impairments must also be excluded,
e.g. general medical illness or toxicity (Cantley, 2001).

2.4 Dementia is a clinical syndrome characterised by a widespread loss of mental function,
with some or all of the following features:

• memory loss;
• language impairment;
• disorientation;
• change in personality;
• self neglect; and
• behaviour which is out of character.

(NSF for Older People, 2001)

2.5 It has a number of causes, the most common of which is Alzheimer’s Disease.

2.6 Different dementia sub-types can generally be identified by their mode of onset, the
presence of particular neurological or psychiatric features and the course which the illness
takes.

2.7 The Social Care Institute for Excellence, in their Practice Guide on Assessing the Mental
Health Needs of Older People (January 2003), highlight the limitations of adopting a
“disease only” perspective:

7
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“If we view dementia only as a ‘disease’, then we are tempted to abdicate our fundamental
responsibility as human beings for the welfare of our fellows, and leave it to scientists in
laboratories to discover the pill, potion, gene or magic bullet that will ‘treat’ or even cure
dementia. But if we see dementia as a condition of which degenerative brain disorder is
only one part, but which is fuelled by the fear, anxiety, shame and incomprehension of both
the person concerned, those who they are in contact with and the wider society – then we
can begin to see that we have a role to play for ourselves.”

Functional Mental Illness (FMI)

2.8 The term “functional mental illness” is a generic term coined when it was believed that
these disorders were not associated with a biological cause, although we now know that
biological factors can play a part in many of these conditions. Although the term
“functional mental illness” is still widely used, the Review is mindful that this term may
become obsolete in the future.

2.9 In older people, the most prevalent functional illness is depression. Less common, but also
present, are other psychiatric illnesses, such as delusional disorder
(schizophrenia/paraphrenia), schizo-affective disorder and bipolar disorder (manic
depressive disorder).

Terminology

2.10 The Review has adopted the term “mental health issues” as a summary term for use
throughout this Report. This term includes anxiety disorders, mood disorders such as
depression and mania, alcohol and drug misuse, psychotic mental disorders such as
schizophrenia, acute confusion (delirium) and dementias.

Prevalence Rates

Dementia

2.11 Dementia is predominantly a disorder of the very elderly. At age 75, the prevalence rate is
approximately 10 per cent. The prevalence doubles with every five years of increasing age,
with approximately 40% of the total population over the age of 85 likely to be affected.
There is some evidence to suggest however that beyond the age of 90, the risk of
developing dementia begins to level off.

2.12 It is difficult to arrive at precise prevalence rates for dementia given the large number of
people with the condition who are not in contact with health and social care providers. The
Dementia Policy Scrutiny Report (1994) estimated that there were 12,448 people with
dementia in Northern Ireland (Regional Information Branch, DHSSPS). A recent report to
theAlzheimer’s Society (2007) on the prevalence and economic cost of dementia in the UK
(produced by King’s College, London and London School of Economics) however
estimates that there are 16,000 people with dementia in Northern Ireland and that this figure
is projected to increase to 20,500 by 2017 and to over 47,000 by 2051. This represents a
percentage increase of 30% and 200% respectively.
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2.13 The Report estimates that of these 16,000 people, 396 have young-onset dementia (onset
before the age of 65 years). However given that data is based on referrals to services, this
number is likely to be an underestimate. The true figure may be up to three times higher.

2.14 Also of significance is the fact that, of the late-onset dementia group, there are
approximately two women for every man affected.

2.15 As can be seen, the population of people with dementia is set to increase by 30% in the next
ten years (by 2017). This will have a major impact for planners and commissioners
involved in health and social care provision. It is imperative that services are planned now
to meet increased need in to the future.

2.16 Of those people in the 65+ age group who have dementia, 30% will have mild dementia,
42% will have moderate dementia and 28% will have severe dementia. These figures are
also significant for planners and commissioners in helping to determine likely demand for
each type of service across the continuum of care.

Functional Mental Illness (FMI)

2.17 Mental illness in older age is very common across all care settings, however is often
unrecognised due to the nature of the symptoms and the fact that many older people live
alone. Depression in people aged 65 and over is especially under-diagnosed (Le Katona C.
et al. 1991; Freeling P. et al 1985) and this is particularly true of residents in care homes
(Mann A. et al. 1984). Rates of depressive illness in older people vary between 1 and 3%,
but 10-15% of older people have depressive symptoms (Burns et al 2002; Simpson and de
Silva, 2003). Unlike dementia and many other disorders, there is no obvious age-related
increase in prevalence. People in their 90s have lower rates of depression than people in
their 60s and 70s.

2.18 Conservative estimates of mental health problems in older adults suggest a prevalence of
perhaps 40% of people attending their GP (Kendrick et al. 1991). Forty per cent of older
people in residential care and up to 65% of those who are medical in-patients experience
depressive symptoms (Burns et al 2002). The exclusion of these two groups of service users
from most community surveys of mental ill-health has probably led to the relative under-
estimation of depression in older people.

2.19 Prevalence rates for mental health problems in Northern Ireland are estimated to be 25%
higher than in England (DHSSPS, 2003) linked to higher levels of social and economic
deprivation, unemployment and the impact of the troubles. While there are no age-specific
statistics available, older people have not been immune from the impact of these factors and
indeed may have been particularly affected by them. One could therefore assume that this
statistic is equally applicable to the over 65 year old population.
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Interface of Depression and Dementia

2.20 Major and minor depression often occurs in patients with dementia and can be associated
with deterioration in cognitive functioning. Although the majority of people with dementia
do not develop major depression, more than half suffer from one or more depressive
symptoms (Gruber-Baldini, 2003). There is an overlap between dementia and depressive
symptoms and it is often difficult to determine whether the dementing illness or depression
is the underlying pathology.

2.21 Depression in dementia brings additional disability to patients and their carers. Clinicians
treating people with dementia, should routinely assess for depression and treat it, because
successful treatment can improve many dementia-related outcomes (Boustani and Watson,
2004).

Ethnic Minority Groups

2.22 Prevalence rates of dementia and functional mental illness among ethnic minority groups
are difficult to determine. Marshall (1998) as cited in Patel N. (1990) suggests that “the
world of dementia is colour blind and minority communities are dementia blind”.
Difficulties in arriving at precise figures are exacerbated by language barriers, reluctance to
accept outside intervention, difficulties negotiating complex health and social care systems
and the inappropriateness of diagnostic tools which were developed for use in white,
indigenous populations.

2.23 The Chinese community is the largest single ethnic minority group represented in Northern
Ireland, comprising 51% of the total ethnic population. There are estimated to be 8,000
Chinese people living in Northern Ireland, the majority of whom are located in the Greater
Belfast area. There are also significant numbers in Craigavon, Lisburn, Newtownabbey and
North Down. The Chinese community is growing at a faster rate than the general
population (Irwin and Dunn) highlighting the need for this user group to be reflected in
commissioning and service planning processes.

2.24 There are currently no statistics available in relation to prevalence rates for dementia or
functional mental illness within ethnic minority populations, highlighting the need for
primary local research in to this area. The difficulties in obtaining accurate statistics is
acknowledged, given for example that less than half of Chinese people are registered with
a GP (Chinese Welfare Association, 2006).
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RECOMMENDATIONS

2. Health and Social Services Commissioners and Providers must have in place a detailed
analysis of the demographic detail of their respective rapidly expanding older populations
to effectively assess need and plan for current and future provision for those older people
with mental health issues. This analysis should include identification of older people from
ethnic minorities.

3. Health and Social Services Commissioners and Providers should undertake a scoping
exercise of current service provision for older people with mental health issues, identifying
shortfalls in provision, unmet need and the service provision anticipated for the next 10
years.

Legislative and Policy Context

Dementia Policy Scrutiny

2.25 While the community care policies developed in Northern Ireland in the 1990s (People
First, DHSS, 1991) provide a policy framework that embraces dementia, this overarching
policy had only limited impact on the development of coherent dementia services. The
Dementia Policy Scrutiny, commissioned by that Department in 1994, provided an
opportunity to establish a strategic direction for the development of dementia services and
to provide guidance on best practice for purchasers and providers.

2.26 The Scrutiny Action Team’s major recommendations were grounded on the need to
establish dementia services on a sound and regular footing, with a clear administrative base,
ensure the development of effective and well-targeted services, identify and meet need in a
timely and appropriate manner and contribute positively to enabling people with dementia
and their carers to live full and independent lives, ideally in a community setting.
Recommendations (33 in all) were split into two groups: those which were to be
implemented immediately, with limited resource consequence; and those which would be
implemented progressively as part of a dementia strategy. The latter were recognised as
possibly having more substantial resource consequences.

2.27 No formal audit of achievement in relation to meeting recommendations has been
undertaken by the Department since the launch of the Scrutiny Report in 1994. Progress in
meeting recommendations has been variable throughout Northern Ireland and many of the
issues identified still remain and as such have formed part of the considerations of this
current Review. The Policy Scrutiny Report also confined its terms of reference to
dementia: the needs of older people with functional mental illness were not considered.

2.28 A summary of key legislation and policy underpinning work with older people with mental
health issues and their carers is included in Annex 2.

2.29 The Bamford Review has also given detailed consideration to the need for new legislation
for Northern Ireland, the overall purpose of such legislation, the guiding principles which
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should underpin it, and the need for a comprehensive approach to respecting and protecting
the dignity of people with mental health problems or a learning disability. The report on its
proposals for reform will be published in the near future.

2.30 Capacity legislation, which has been introduced in Scotland and in England and Wales, is
the main source of guidance in relation to dealing with consent, property and lifestyle
issues. This legislation is predicated upon an assumption of capacity, unless it can be
proven otherwise, and incorporates the values, principles and philosophy which underpin
it. Staff will need to adopt more of a value-based approach to their work in this area, starting
with the presumption that people can make decisions.

2.31 To help ensure that vulnerable people can make their voices heard, the legislation
introduces independent mental capacity advocates. There is currently very limited access to
advocacy services available to older people with diminished capacity in Northern Ireland.

2.32 Legal issues formed part of the public consultation exercise which was undertaken as part
of the this dementia and mental health issues of older people Review. The key issue
highlighted was the considerable lack of accurate information among staff and carers.

Human Rights Issues

2.33 The Review has identified a range of areas in the context of work with older people with
mental health issues which may give rise to human rights concerns. Key areas of risk in
current practice include:

i. People with dementia being cared for in locked wards/care homes.
This practice could contravene Article 5 (The Right to liberty) and Article 8 (Right
to family life). The recommendations of the Review promote long-term care options
for people with dementia to be extended to include options such as specialist home
care, supported housing options, assistive technology, dementia design specific care
homes, all of which can manage risk in more sensitive, person-centred ways. It is
essential that commissioners and providers continue to develop these care options.

ii. Consent to admission to care homes.
Admission without informed consent could contravene Article 5 (Right to liberty)
and Article 6 (Right to a fair hearing). This issue should be addressed through
capacity legislation, in particular, the assessment of capacity and use of advocates.

iii. Financial ceilings imposed on the provision of home care.
Boards and Trusts will need to be able to clearly demonstrate policies on fair access
to care, with clear criteria for homecare, including equality screening.

iv. Delayed discharges/waiting lists/lack of preventive services.
This could give rise to challenge in relation to Article 8 (Right to family life) as lack
of resources can cause health to deteriorate, thereby adversely affecting family life.
This is primarily a resource issue and it is unclear what the legal position in relation
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to human rights would be. The Review clearly endorses the view that older people
with mental health issues should have access to the same range of services,
including intermediate care, as the rest of the population and that services should not
be denied on the basis of age.

v. Use of Restraint.
This could contravene Article 3 (Prohibition of torture), Article 5 (The Right to
liberty) andArticle 14 (Prohibition of discrimination). Trusts will need to ensure that
policies on the use of restraint are value-based and comprehensive in order to
address all of the manifestations of restraint. These policies need to be supported by
the required procedures, training and education, as well as regular audit feedback
loops. This issue is further explored in chapter 6.

vi. Lack of Advocacy Services.
This could also contraveneArticle 14 (Prohibition of discrimination). The provision
of advocacy services has been recommended by the Royal College of Psychiatrists
(2005). It is possible that new capacity legislation will require the availability of
advocacy. This issue is further addressed in chapter 3.

vii. Elder Abuse.
Article 3 (Prohibition of torture) is the key consideration here. All Trusts, including
hospitals, will need to ensure that the regional policy concerning the protection of
vulnerable adults is fully and effectively implemented.

Funding of Long-Term Care

2.34 The Review’s public consultation exercise supported the view of the Royal Commission
that personal care should be provided free of charge.

2.35 A key issue of concern for carers related to top-up fees. The position adopted by the
Review is that top-up fees should not be applied in relation to provision of basic minimum
standards of care. The DHSS Circular HPSS R (3) 1/93 prohibits Trusts from “requiring a
contribution from a third party in cases where the Trust itself decides to offer someone a
place in a more expensive home than it would normally use, for example, where there is at
the time no substitute available accommodation at the cost the Board would usually pay for
accommodation”.

Realistic tariffs for residential and nursing care which reflect the additional care and
supervision needs as well as the social/diversionary needs of older people with mental
health issues should be agreed. This process would be facilitated by the development (by
the Regulation and Quality Improvement Authority) of a set of specifications which
reflected the particular needs of this service user group.
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RECOMMENDATION

4. Realistic tariffs for residential and nursing care, which reflect the particular needs of older
people with mental health issues, should be agreed.

Review of Public Administration

2.36 The Review is mindful that the decisions on the Review of Public Administration
announced by the Under Secretary of State in November 2005 will have major implications
for the way health and social services are delivered within Northern Ireland. The Review
considers it essential, however, that the commitment offered by the Minister to the
development of new ways of managing performance which are patient-led, patient-centred
and patient-responsive is realised. This will only be achieved through robust and
comprehensive consultation with users, carers and service providers.
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CHAPTER 3

INFORMATION AND ADVOCACY

Introduction

3.1 Too often people with mental health issues and their carers have difficulty accessing the
information they want and even when they do, there can be problems understanding it, due
to jargon, unclear language and hard-to-follow instructions. It is widely acknowledged that
for older people with mental health issues and their carers, information regarding their
condition is limited and not easily accessible (User Workshop, Age Concern Northern
Ireland (2000). Without sufficient and timely information, it becomes more difficult for
people to cope.

3.2 There are many sources of good general information available, however difficulty
accessing this has been a dominant issue raised in consultations and discussions with all
stakeholders involved.

3.3 A public information/awareness strategy is of highest priority and should help older people
with mental health issues and their carers to understand their condition and become fully
involved in decisions about their care and well-being.

3.4 The strategy should also provide information on the care options and all aspects of care
available, particularly if these would have a significant effect on their daily life.

3.5 In order to meet individual needs and to provide the necessary support, the extent of
information required needs to include definitions of the condition and illness, various
treatments and interventions available and the possible impact of these on the individual’s
life. It is also essential that the individual is aware of all the current services that can be
provided, including details on how and when to access these. The choice of services should
include the full range of flexible support services, respite care etc, including information
about advocacy, competency, legal issues and complaints procedures.

3.6 Resources need to be in place to enable people to have ready access to services, as and
when required, in order to support both the individual and his or her carer. The information
(including access to a 24 hour help-line and web-based provision) should be freely
available and accessible in a range of public places, with programmes designed to educate
society (including service providers) about care of older people with mental health issues.

3.7 There also needs to be a co-ordinated approach in relation to the access and provision of
information and training. Joint working is important among all stakeholders, as without
this, resources are wasted through repetition and duplication of services.

3.8 Information points should be available in a variety of locations, including Health and Social
Services buildings. It may be advantageous to have, for example, the GP surgery as the
main information point.
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3.9 Public awareness information, including details on “prevention” and “early signs” should
be in the general public domain to highlight the importance of a healthy lifestyle. People
should be encouraged to see their GP at an early stage if there are any concerns regarding
memory or mental health difficulties as research indicates the benefits of early interventions
(Pratt and Wilkinson, 2001).

Best Practice Example

Directory of Care Organisations, Local Services and the Service you can Expect – Easy to read
and understand Charter for People with care needs in Cornwall, 2004.

The special version of this booklet has been produced using graphics and language that are easy
to understand and which may appeal to, engage with and inform a wide range of people.

People with Dementia Speaking Out

“I wanted to find out as much as I could about dementia, but all the books I read were for carers
and made me think what a burden I was going to be” (Spicker and Gordon 1997).

3.10 After diagnosis, or even before, some people with dementia will often search out
information about what is happening to them in order to gain a better understanding. There
is, however, often little information available.

3.11 Information for people with dementia should be provided in a clear, easy-to-read format
and address possible areas of concern, information about available treatments, the
prognosis, how to deal with problem situations, the type of help available and where this
can be accessed. Other sections should include information on legal and financial matters.
It is essential that information is available, free of charge and provided in a variety of forms
that are acceptable and easy for the target audience to understand. Internet options should
also be explored.

Best Practice Example

“Facing Dementia” booklet published byAlzheimer Scotland. This booklet is for people who have
a diagnosis of dementia and helps to give an understanding of the condition. It is written by people
with dementia.

Carers Speak Out

“People in general don’t understand dementia and it gets so much negative publicity. I felt lost
when my husband was first diagnosed and had so many unanswered questions. It took a long time
before I got information and found out who I could contact for help when it was hard to cope at
home. People need information as soon as they get the diagnosis so they know what they are
dealing with.” (a carer)
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3.12 All carers have a need for information and advice on the condition and prognosis, the
practical implications, how and where to access services to support them, benefit
entitlements and legal aspects (Gilliard and Rabins, 1999).

3.13 Information on the condition and available services are one of the supports which carers
value most, alongside acknowledgement of their role and attention to their distress (New
Zealand Guidelines Group, 1997; Nolan and Keady, 2001).

3.14 Some carers will want to know everything about dementia as soon as possible, while others
will want a more gradual and staged exposure to information (Keady and Nolan, 1995).
Both positions are equally valid and it is important that the professional should be led by
the carer in determining the nature and level of information provided. Carers may also need
to hear the same information repeatedly (Cantley, 2001).

Best Practice Examples

“ACROSS” – An information booklet for carers produced by Newry and Mourne Trust in
partnership with the Alzheimer’s Society

“Dementia Handbook” – An information booklet for people with dementia, their carers and
professional staff produced by Down Lisburn Trust.

General Public Awareness

3.15 Information about mental health issues in older age needs to be widely dispersed in many
formats so that general knowledge regarding early signs of these conditions are well
recognised by the public. While there has been increased media exposure of mental health
issues for older people, particularly in relation to dementia, there is still a long way to go
before there is wider acceptance and social inclusion. It is imperative that the health
promotion needs of older people with mental health issues are given the same priority as
other service user groups. It must also be recognised that a health promotion strategy must
encompass physical as well as mental health perspectives.

Best Practice Example

Alzheimer Scotland has produced a guide and leaflet, “Dementia-friendly communities”, to
encourage everyone in the community to be more aware of people with dementia and the ways in
which they can be helped.

Training and Education

3.16 Training and education programmes are required for all staff working in public places so
that they have the necessary knowledge and skills to respond to queries regarding services
and to direct people to where they can obtain information and advice.
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3.17 Investment in further education and training for people working in this field of work is
needed as the lack of experienced staff to meet current service demands has been noted by
both carers and service providers as part of the consultation process. This also needs to
include training for staff working in the independent sector.

3.18 Carers and older people with mental health issues have an important role to play in shaping
the training that is provided (Killeen, 2001).

3.19 There is also considerable evidence of the benefits of education and training programmes
for carers. It has been found to improve adjusted rates of survival at home, with fewer
deaths and to delay institutionalisation (Brodaty et al. 1997).

Best Practice Examples

“Depression and Dementia in Older People” – an interactive training CD Rom specifically aimed
at doctors and other health care professionals (produced by Kiss of Life Multimedia Ltd.).

“Coping with Maggie – Caring for Margaret”. This is a training and information resource pack for
carers of people with dementia produced by Homefirst Trust.

“A Clear Path” DVD and training manual – an information resource for Carers and training pack
for all staff groups.

RECOMMENDATIONS

5. A Policy and Practice Development Centre for Mental Health Services for Older People
should be established which would provide information, training, consultation and research
and help secure comprehensive and relevant dementia service provision.

6. Public education programmes, focusing on promotion of good mental health and
prevention, should be developed.

7. The DHSSPS should ensure from a strategic point of view, that health promotion in relation
to mental health issues is given the same priority as for other service user groups.

8. Dementia and mental health issues in older age should be included in all training
programmes for health and social care staff (including those working in the independent
sector). This should be undertaken on an inter-agency and multi-disciplinary basis where
possible. Training and education programmes for carers should also be provided.

[Unsuccessful attempts were made to achieve a viable Dementia Services Development Centre in
Northern Ireland between 1992-1999. An inter-professional, inter-agency group established
Dementia Development N.I. in 1995 as an incorporated company limited by guarantee. It was
dissolved in 1999 after persistent efforts failed to secure sufficient sustainable support. Although
the need for such a centre was recommended in the Policy Scrutiny Report of 1994, Northern
Ireland remains the only part of the United Kingdom without a Dementia Centre.]
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Key Considerations

Local information directories for all areas, detailing the services and facilities available for people
with dementia, should be developed. On-line directories have the advantage of being easily
updated to ensure the currency of information.

• An information package (specific to Northern Ireland), including a booklet on dementia,
should be made available to people with dementia and their carers at the time of diagnosis,
with access to additional information as required/requested.

• All information should be made available in a range of formats (e.g. posters, leaflets,
internet, CD) and languages to meet the needs of people with disabilities, different ethnic
backgrounds. The information should be written in a user friendly, non-jargon format, with
the use of symbols and pictures in addition to text to assist people with dementia and
functional mental illness to understand their diagnosis and how and where they can obtain
support.

• Individuals and their carers should have access to a contact point or 24 hour helpline to
ensure that advice and support is readily accessible, thereby minimising the risk of a crisis
developing.

The Provision of Advocacy for People with Dementia

3.20 Dementia advocacy seeks to support people in communicating their views and wishes and
to enable people to access their rights. Dementia advocacy also seeks to enable people with
dementia to make informed choice about, and to remain in control of their own care.

3.21 Many people with dementia face serious disadvantage and are vulnerable to various forms
of discrimination and abuse. For many, the experience of the illness is characterised by
reduction and exclusion – often unintentional but nonetheless damaging to individuals
whose worlds have already been eroded. People are denied a part in decision-making about
most aspects of their lives and frequently denied the knowledge of their own condition.
Perceived difficulties of communication are used to justify non-engagement with a person
with dementia; and issues around risk may lead to further disempowerment.

3.22 Independent advocacy for people with dementia aims to redress some of the effects of such
disadvantage through supporting people with dementia, for example, to:

• play as full a part as possible in decisions about everyday matters affecting their
lives;

• play as full a part as possible in major life decisions, e.g. about moving home;
• obtain outcomes which they want;
• prevent outcomes which they do not want;
• ensure that their needs are met;
• protect their rights and secure their entitlements;
• promote their well-being; and
• improve their quality of life.
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3.23 A specialist dementia advocacy service should offer specific expertise and understanding of
communication with people with dementia, of the variable progression of dementia
illnesses and of best practice in dementia care. Expertise should also include substantial
knowledge around welfare and legal rights and can also be used where dementia may be an
additional barrier to expression of individual need, for example, with people with alcohol-
related dementia or those with other mental health problems.

3.24 Advocates must work within a declared code of conduct to ensure that the person’s wishes
may be expressed despite the complexity brought about by multiple health concerns.

3.25 Dementia advocacy will involve some or all of the following processes:

• building a relationship with the person with dementia;
• ascertaining the person’s views and wishes;
• enabling people to exercise choice;
• supporting people in having their views heard;
• representing people’s interests;
• influencing (often powerful) others; and
• resolving conflicts.

3.26 Dementia advocacy must be underpinned by these values and principles:

• autonomy;
• empowerment;
• consent;
• acceptance and respect;
• choice;
• citizenship;
• inclusion;
• confidentiality;
• loyalty to the person with dementia; and
• independence from other interests.

Advocacy for Older People with Functional Mental Illness

3.27 Many of the principles outlined above apply equally to the provision of advocacy support
to people with functional mental illness, who are often similarly excluded from decision-
making processes affecting their own lives, particularly where there are perceived to be
high levels of risk.

3.28 Carers’ views are important in their own right, but may be different from those of the older
person with the mental health issue.

3.29 The role of advocates in supporting and assisting people to represent their views should be
welcomed.
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RECOMMENDATION

9. Independent, specialist advocacy services should be available for older people with mental
health issues. These should be commissioned on a regional basis to ensure equity of access
and service delivery to agreed standards.
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CHAPTER 4

PERSPECTIVES FROM SERVICE USERS AND CARERS

Introduction

4.1 At the heart of any review of mental health services for older people is the person with
dementia or mental illness and his or her carers. As part of the Review, a series of
consultation meetings were held to capture the views and experiences of users and carers
so that this information could be used to influence and shape this Report and its
recommendations.

Service Users

4.2 For the individual, the onset of dementia or a serious mental illness can be devastating. The
things they were once able to do independently, or remember, they are no longer able to,
resulting in frustration and confusion. Understandably, this can lead to anger and
“challenging” behaviours, as they try to make sense of what is happening. Often no one
tells them their diagnosis to help them understand. As their condition deteriorates and
“strangers” increasingly do things for and to them, they lose more and more of their dignity
and self-worth.

4.3 It is vital to remember that the individual with dementia or mental illness is a person with
a full life story who has been a valued member of his or her family and society for possibly
60 or 70 years. Dementia or mental illness does not take this away. They are still a person
of worth and value and should be treated as such, with dignity and respect. They should be
given the right to be involved in planning their own care and enabled to make decisions as
far as possible. They should be treated as an individual, with support tailored as far as is
possible, to take account of their needs, likes and dislikes.

Carers

4.4 Family carers provide the vast majority of care and support to older people with mental
health issues. Community care policies largely depend on the continuing contribution of
carers who significantly reduce the amount of input that social services and other agencies
need to make.

4.5 The Valuing Carers Strategy (DHSSPS, 2002) highlights that “it is in society’s interest to
sustain this motivation to care and to see that appropriate packages of support are
assembled for people who are willing and able to care for others…. without jeopardising
their own health or financial security or reducing their expectations of a reasonable quality
of life”. It is also important, however, to recognise when it is inappropriate to expect a carer
to continue and when strategies should be aimed at helping them to relinquish this role
(Nolan et al. 1996).

4.6 Carers’ central role must be fully acknowledged by commissioners, planners and service
providers in how they modernise services to provide ongoing and meaningful support to
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carers. A systematic, planned approach that engages the carer as an integral part of the
system of care has benefits for users, carers and services (Oyebode, 2005).

4.7 The Forgetful but not Forgotten Report (RCPsych, 2005) states that there should be special
sensitivity to the effects that caring for a person with dementia may have on a caregiver.
Caring for people with dementia in particular is associated with higher levels of depression
and stress (Livingston et al. 1996). Relationship changes which occur in the caring
relationship can be very emotionally distressing and can involve both practical and health
implications for the carer.

4.8 Carers often report that they feel isolated and have to cope alone. During the consultation
exercise, carers stated that they found it “difficult to access support outside of the home due
to their caring responsibilities”. The example was given by one carer of ‘feeling like a
prisoner in their own home’. Carers spoke of “feeling abandoned” and “being left to get on
with things if they seemed able to”. Others spoke of having to sell property or re-mortgage
their home just to keep going. A number of carers stated that they had had to give up their
jobs to continue with their caring responsibilities.

4.9 Carers’ distress did not cease when their relative was admitted to a care home. Rather, this
decision led to another set of concerns, including feelings of guilt and despair, feeling
excluded from care planning and concern over the quality of care provided.

4.10 The content of the remainder of this chapter is taken directly from the consultation report
and provides a summary of the key concerns of users and carers. Recommendations in
relation to addressing these issues are integrated throughout the Report.

First Contact and Appropriate Pathways for Specialist Support

4.11 The GP is often the first point of contact for both user and carer, offering an important
opportunity to provide information, support and treatment, which can make a real
difference to the lives of users and carers. GP training is required to facilitate earlier
identification of dementia, appropriate referral pathways and signposting of support for
both users and carers.

4.12 Carers report feeling excluded by the primary care team and left to cope alone after a
diagnosis has been made.

Prevention

4.13 The link between unhealthy lifestyles and dementia should be explicitly promoted.

Information

4.14 Users, carers and families need more help to :

• understand the diagnosis;
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• know about the range of support services and treatments available;
• understand the legal issues involved and receive appropriate guidance and advice;
• access information from one source on an ongoing basis. The information should

be locality specific; and
• look after their own needs.

4.15 There is a need for increased public awareness about dementia.

Advocacy

4.16 There is a need for advocacy services and support for vulnerable individuals.

Making Complaints

4.17 Carers need better information and support to complain when dissatisfied with services.

4.18 The Regulation and Quality Improvement Authority needs to exercise more rigorous
monitoring and regulation of the care provided in independent homes.

Equity of Access

4.19 Ageist attitudes within the system need to be challenged.

4.20 Access to services for those over 65 are inequitable compared to younger people.

4.21 A wider range of treatments, therapies and activities need to be available including
Cognitive Behavioural Therapy, Physiotherapy and appropriate activities in all care
settings.

4.22 There should be increased access to day care.

4.23 Provision for younger people with dementia is limited and needs to be considered in a more
strategic way.

4.24 There is recognition that mental health services for older people fall between service areas.

4.25 Accessing relevant services is more difficult for people in rural areas.

4.26 Users and carers in all settings, expect staff to be appropriately trained, patient and
competent and services to be much better co-ordinated than they are at present.

Person-centred Services

4.27 The culture of care in all care settings should have user needs at the centre and clear
leadership in place to promote this.
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4.28 Approaches to care planning need to be much more person-centred and carers need to be
included in the care of their relative. Carers and families need to be supported to be
involved as they wish, in the care of their family member, whether they are in hospital,
residential or nursing home settings. Good communication is the key to this.

Integrated Services

4.29 There is a need for more effective liaison between general hospitals and psychiatric
services.

4.30 Communication between the relevant professionals across all settings needs to be promoted
and supported to ensure appropriate information sharing.

4.31 Dementia services should be specialist and should sit where service users most benefit and
are likely to attract resources.

4.32 The needs of older people with a learning disability and dementia require joined up
approaches between the relevant specialisms to ensure their needs are recognised and met.

Medication

4.33 Review of medications needs to be more regular and thorough with relevant professionals
clear about their respective responsibilities.

4.34 Improved medicines management is needed, from better co-ordination between existing
medication regimes and new medications prescribed in hospital to helping carers cope with
the proper administration and review of medication at home.

4.35 There are concerns about over sedation in some circumstances.

Carers and Employment

4.36 Carers, who choose to return to work following a caring role, need support to do so.

Respite Care

4.37 Access to good quality respite services needs to be improved. Carers need the reassurance
of knowing that they have easy access to emergency respite options should they become ill
themselves.

Long-Term Care and Support

4.38 Service users should not be kept in hospital for long periods of time. They should be
enabled to stay at home if at all possible, facilitated by intensive support mechanisms.

4.39 Housing options should be further developed, including use of assistive technologies. It is
essential that these services are actively integrated in to local communities.
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4.40 There are currently insufficient places available in specialist dementia units.

4.41 Physical care environments need to be in keeping with the needs of people with dementia.

4.42 Ongoing staff training is needed for non-specialist staff working with people with dementia.
This should be supported by specialist staff/teams.

4.43 Long-term care settings are increasingly recruiting staff from overseas. Communication
issues inevitably arise. This needs to be recognised and addressed through ongoing training
and education programmes.

4.44 Continuity of care is important to users and carers and service providers should make this
a priority through appropriate recruitment and retention practices. Building caring
relationships with service users should be encouraged and supported.

In-patient Care

4.45 More attention should be paid to the needs of older people with dementia or mental illness
in acute medical settings.

4.46 Carers are concerned about the quality of basic care available and the increasing
expectations that families should provide that care.

Ongoing Engagement with Users and Carers

4.47 Users and carers expect that following the Review, they will be afforded ongoing
opportunities and mechanisms to assess progress and provide feedback.
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CHAPTER 5

THE CONTINUUM OF CARE

Introduction

5.1 The Review is committed to ensuring that the continuum of care available for older people
with mental health issues is:

• person-centred;
• empowering;
• reflective of the range of presenting needs and care preferences;
• holistic;
• flexible in response;
• responsive to changing needs;
• locally delivered, as far as possible;
• as seamless as possible, offering continuity of care;
• focused on achieving positive outcomes in terms of health and quality of life; and
• effectively monitored.

5.2 The needs of older people with mental health issues change throughout the span of their
illness. Services and supports which are required at the stage of initial diagnosis are likely
to be very different from those required in the latter stages of illness. The diagram inAnnex
4 seeks to depict this journey.

5.3 Services also need to be individually tailored to meet identified needs and reflect the care
preferences and aspirations of service users and carers.

5.4 Highly individualised, needs-led responses require a complex array of services across a
range of tiers. To ensure that the care pathway for service users and their carers is as
seamless, coherent and integrated as possible, it is essential that these services are
underpinned by careful planning, good management practices, flexible budgets, robust
communication systems, effective multi-disciplinary and multi-agency working and
meaningful engagement with service users and carers.

5.5 The Review has endeavoured to develop a model of care for older people with mental
health issues which considers the likely supports and services which will be required, from
independence and low level practical home-based support through to specialist care, and
the relationships which need to exist between community and primary care, specialist
services and hospital based provision.

5.6 The Review supports the view that older people with mental health issues should be looked
after in the context of their own home for as long as possible, unless there are very good
reasons why this cannot be the case.

5.7 The Review also acknowledges that in this context, much of the support offered to the older
person will be provided by family, community and voluntary sector services.
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5.8 The next two chapters consider the framework of services across the care continuum,
identifying key issues, underpinning principles and recommendations.

5.9 The diagram on page (?) represents the continuum of care for the older person with mental
health issues and his or her carer across this continuum of care. It highlights that people
can move both ways across the care continuum dependent on their needs at any given point
in time. Advocacy and information support and health promotion should underpin all
service responses.

5.10 Services, irrespective of level, should be person-centred, holistic, integrated and seamless,
based on partnership, empowering and delivered by appropriately skilled staff.
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The Care Continuum
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CHAPTER 6

CONTINUUM OF CARE - PRIMARY AND COMMUNITY CARE SERVICES

6.1 For the majority of older people with mental health issues, it will be the primary care team
who will provide most of the care required. Primary care is the cornerstone of health and
social care provision and most people look to primary care for help, in a local setting, near
to where they live. It acts as a first point of contact and as a gateway to a wide variety of
services, both within the primary care system itself and to other parts of the wider health
and social services system. It is important to recognise, however, that community care
comprises both primary and specialist provision.

The “Everybody’s Business” Report (DoH, 2005) sees the key tasks of primary care as
comprising four elements:

• health promotion and helping people to care for themselves and their condition more
effectively;

• recognition of mental health problems;
• formulation of a care plan, including support for family carers; and
• referral to specialist services for the those who have complex needs or who pose

high levels of risk.

Primary Prevention of Dementia and Mental Health Problems in Older People

Dementia

6.2 In recent years there has been increased interest in understanding the factors that cause
dementia, or increase the risk of it developing and in investigating how these factors could
be modified. The prevalence of dementia could be reduced by as much as 50% if risk
reduction strategies were successful in delaying the onset by five years. There have been
several recent reviews of the subject (NHS Health Scotland, October 2003; Purandere et al.
2005).

6.3 The research on risk factors for dementia is complex and much remains to be clarified.
Evidence suggests that there is no single cause for dementia and hence no single solution,
but there are some suggestions of possible scope for intervention. The clearest evidence is
of an association between the so-called vascular risk factors (i.e. risk factors for stroke and
heart disease) and dementia. Stroke itself increases the risk of dementia by 5 to 10 times.
Hypertension and high cholesterol (especially in the form of increased low-density lipo-
protein) in middle life, diabetes and smoking have all been associated with dementia and it
seems reasonable that improvement of these is likely to reduce risk of vascular dementia.
Recent work has suggested that these factors are also independently associated with
Alzheimer’s Disease. Obesity has also recently been linked with dementia.

6.4 The evidence for other factors is less clear, but there is some evidence suggesting stress
management, physical and psychosocial activity may be helpful (Wang et al. 2002;
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Mahandra and Arkin, 2003). Other work has looked at various components of the diet and,
while there is not enough evidence to recommend specific supplements, it seems likely that
a healthy diet with adequate levels of Vitamin B12, folic acid and Vitamins C and E may
be useful.

Depression

6.5 Depression is the most common functional mental illness in older people and studies have
shown it is often under-diagnosed and under-treated (DoH, 2005). Depression is the major
cause of suicide in older people; it adversely affects quality of life and disability from
physical disorder and is associated with an increased mortality.

6.6 About 13.5% of older people living in the community will have clinically significant
symptoms of depression and, overall, about 2% will have a major depressive illness
(Beekman et al. 1999).

6.7 There is little definitive evidence for prevention of depression in older people. However,
depression in this group is known to be associated with social isolation and poor physical
health. It seems likely that measures to promote social integration and a healthy lifestyle are
likely to prevent some depression.

6.8 Depression is particularly associated with vascular disease (Baldwin and O’Brien, 2002)
and improvement of vascular risk factors as mentioned above may reduce depression as
well as dementia.

6.9 High levels of depressive symptoms are found in carers, especially those caring for
someone with dementia (Alzheimer’s Society, 1993; Livingston et al. 1996). A major
contributor to stress is behavioural disturbance (Huckle, 1994). It has also been shown that
psychosocial interventions can reduce the level of depressive symptoms in caregivers
(Brodaty et al. 2003) and so seems likely that they may also prevent depressive symptoms
in caregivers.

Early Detection/Case Finding

"The GP said I was getting old - what do I expect at my age. He wouldn't listen to me or my wife.
I knew I wasn't well and when I got treatment I really felt better".

man with dementia following GP refusal to test for dementia

6.10 There is general agreement on the need for early detection of mental health issues in older
people (NSF for Older People 7.7; Mental Health Services for Older People, Regional
Report, DHSSPS 2003; User and Carer Consultation Report, 2004).

6.11 With dementia, early detection allows the person the opportunity to discuss their symptoms
and treatment options, make informed choices about their future and, possibly by lifestyle
choices related to cardiovascular risk factors, modify the course of their illness.
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6.12 In functional mental illness, it will reduce distress to sufferers and their carers by earlier
access to information, support and treatment and potentially reduce serious consequences
such as self-neglect, self-harm or suicide.

6.13 Early detection will begin in primary care. GPs and other members of the primary care team
require training in recognising the early signs of mental health issues in older people and
must know who to refer to for further advice and assessment.

6.14 GPs are often the first point of contact for older people with mental health issues or for
concerned carers or family members. It is clear, however, that many GPs have not received
an update in dementia care since their undergraduate training. There is also often concern
that GPs fail to detect mental illness, particularly depression in older people

The Forget-me-not Report (Audit Commission, 2002) found that less than half of the GPs
surveyed felt they had sufficient training in dementia. Unless doctors are aware of the early
signs of dementia, they are unlikely to consider the diagnosis (Rait and Walters,1999).

6.15 There is often uncertainty as to what is the best screening/assessment tool to use and debate
as to whether a GP has time during a normal 10 minute surgery consultation to use it
effectively.

6.16 Many of the carers who participated in the public consultation exercise, highlighted
difficulties in making contact with the GP surgery, obtaining suitable appointment times
and in getting repeat prescriptions. One of the suggestions made was for the establishment
of a mechanism to fast-track help for carers, such as the caller being identified as a carer on
the computer screen in the surgery.

RECOMMENDATIONS

10. Health and social care professional education and training at undergraduate and
postgraduate level should include more training in the area of dementia and functional
mental illness. This education should include experience of dealing with these conditions
in the community.

11. Primary care staff should receive more training in the early detection of dementia and
functional mental illness and recognise the benefits of doing this. The use of standard
assessment tests should be encouraged.

12. Systems which are sensitive to the particular needs of carers should be in place within GP
surgeries, e.g. flexible access.

Key Consideration

• There should be training and education programmes in place for all care providers,
including domiciliary care staff, care assistants and community nurses to encourage earlier
referral within primary care.
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Arrangements for the Delivery of Primary Care

6.17 The first General Medical Services (GMS) contract for GPs, introduced in April 2004,
strongly influenced the disease areas on which doctors in primary care focused and it made
no specific reference to dementia or functional mental illness in older people. The new
contract, starting in April 2006, has points allocated for the quality of care of patients with
dementia and depression. The fine detail of this remains unclear and it is uncertain how GPs
will tackle the new targets relating to these disease areas. It will take at least until April
2007 to get feedback on whether quality of care has improved.

6.18 It is also clear that effective communication with mental health professionals improves
patient care. The option of having a lead GP within a practice, with a special interest in
dementia, may help this process. A concise care pathway will allow the team to work
efficiently and in a co-ordinated manner.

6.19 In some areas, the development of a locally enhanced service (LES) for the management of
patients with dementia and functional mental illness may improve care further. This will
require careful planning, with input from primary and specialist services to ensure they
complement each other.

6.20 Where mental health issues are detected, protocols should be in place for the care and
management of the person, agreed with specialist services. These should address issues of
initial assessment, initial management and guidance for referral to specialist services.

6.21 Primary care should remain responsible for interventions for physical co-morbidities,
sensory deficits and other disabilities.

6.22 All primary care staff should be able to offer a degree of support to people with dementia
and functional mental illness. A tiered approach should be adopted, with simple, less
intensive treatments available in primary care. This should include access to psychological
therapies for older people. These should be delivered by practitioners with suitable training,
experience and supervision. Link workers liaising between primary and secondary care
may be appropriately placed to provide some of these skills. Local protocols should specify
when more specialist interventions are necessary.

6.23 The voluntary sector makes a critical contribution to primary care of older people with
mental health issues. Close links should be established and voluntary agencies should be
encouraged to work together to provide local service/resource directories or to develop
web-sites, which can be constantly updated.

RECOMMENDATIONS

13. Clear, local protocols should be drawn up jointly between primary care and specialist
services.

14. Dementia care and care of older people with functional mental illness in the community
should be considered as a Locally Enhanced Service (LES) within the GMS contract.
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Generic/Specialist Interface

6.24 All people with symptoms suggestive of dementia should have an assessment from a health
professional competent to make an accurate diagnosis, and to prescribe drug therapy, if
appropriate. This is likely to be a doctor with training in dementia, but could include a
specialist nurse (if part of a specialist multi-disciplinary team with medical input).

6.25 The consultation exercise has highlighted that users and carers are confused about how the
service is organised and believe that communication needs to be improved and links
between primary and secondary care strengthened.

6.26 Many patients with longstanding functional mental illness or new onset symptoms in later
life will be managed in primary care but should have services readily available to them
from secondary care.

Best Practice Example

North and West Belfast Projects in Ballyowen and Bruce House Assessment Centres, with nurse-
led pre-assessment screening.

Domiciliary Care

"Our care worker is like a ray of sunshine - cheers up the day and lets me out for a while"

carer of man in receipt of domiciliary care

6.27 Most older people with mental health issues wish to continue to live in the community,
where possible, with the support of informal carers. However, of those with dementia, 89%
need some help with personal care, including continence, at least once a day. 62% need help
with personal care at night (Assessment of Needs of Older People with Dementia, Scottish
Report, 2002).

6.28 Consequently, there is considerable dependence on domiciliary support. For it to be
effective, however, it must be flexible, responsive and delivered by trained staff.

6.29 Domiciliary care is support provided to individuals in their own home. It includes
assistance with personal care, getting up/going to bed, feeding, medication, toileting and
essential household tasks. For people with mental health issues, it can also include practical
management e.g. assisting and prompting, ensuring bills are paid, medication is complied
with or prevention of isolation.

6.30 The Dementia Policy Scrutiny (1994) stated that:

“Purchasers should explicitly require dementia services to be delivered by adequately
trained and skilled staff; and all service sectors should develop training strategies in respect
of specialist dementia teams and all staff working directly with elderly people.”
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6.31 Whilst greater emphasis is now placed on training, this is an area that requires considerably
greater investment and development. The introduction of Domiciliary Care Standards by
DHSSPS and the planned Registration and Regulation of the workforce is welcomed. This
must, however, be adequately resourced. A balance needs to be established between
ensuring good levels of service provision and recruiting and retaining adequate levels of
staff to provide this service.

Best Practice Example

Age Concern’s Dementia Home Support Service in North and West Belfast provides specific
support programmes for older people with advanced dementia, enabling them to live at home. The
service includes administration of medication and personal and social support and offers continuity
of care, with the staff member being linked with the person with dementia at the initial assessment
stage and then providing any follow-up support required.

6.32 Domiciliary support, to be effective, must be available when it is needed. Carers report
particular pressures at night, often resulting in frequently interrupted sleep. This is often
cited as a reason for carer breakdown and a precipitating factor in the admission of the
person to residential or nursing care. Some Trusts have developed Mobile Night Services
which provide support to people who require assistance going to bed, medication, toileting
or security during the night. Such schemes have facilitated greater numbers of people with
high level needs to remain at home.

6.33 Carers within the public consultation highlighted the potentially intrusive nature of
domiciliary care and the need therefore for continuity and consistency of care.

RECOMMENDATIONS

15. Specialist domiciliary care services for older people with mental health issues should be
developed. These should be available over a 24-hour period. Continuity of service delivery
is vitally important and every effort should be made to ensure this is central to any new care
plan.

16. Good quality domiciliary care requires adequate resources to be made available to attract
good staff and allow for proper training. Trusts must identify the appropriate resources to
develop specialist domiciliary support services. These services must be supplemented by
assistive technology and multi-disciplinary crisis/rapid response.

Key Considerations

• Domiciliary care needs to be developed as an attractive job with career development
opportunities. A regional approach to the development of the domiciliary workforce should
be adopted, supported by a realistic costing of the delivery of sustainable Home Care
Support services.

38

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 1210 of 3342

MAHI - STM - 083 - 1210



• Demographic trends indicate that there will be a significant increase in numbers of older
people presenting with dementia and mental health issues requiring domiciliary support.
This needs to be reflected in service and development planning and adequately resourced.

Emergency Care

6.34 Most older people with mental health issues continue to live in the community. Many live
alone and depend on support from family and other carers. Many of the services provided
are not available outside normal working hours. A problem may arise, either because of an
exacerbation of illness or problem in their personal or social situation. There may be a
sudden increase in risk of self-harm, harm to others, self-neglect, risk taking behaviour or
sudden change in their support system. In people with dementia, a sudden worsening of the
mental state is often due to a delirium caused by some underlying physical health problem,
such as infection, drug toxicity or heart problems. It is essential that assessment of these
individuals includes a full urgent medical examination and this is likely to be best provided
through primary care.

6.35 Carers report a lack of responsive and flexible support to allow them to continue to care in
their own homes safely at these times.

6.36 The change in “Out-of-Hours” GP care means that it is very uncommon for the doctor
seeing the patient to know anything about the situation or background of the patient. This
often makes hospital admission more likely.

6.37 Managing the person at home will nearly always be the preferred option and while some
older people will need admission to hospital for treatment of their condition, it is important
that they are not admitted solely to ensure their safety when, what is really required is an
urgently increased level of care in the community. Community based services should be
able to provide urgent assessment of their social needs and have immediate access to a
range of support services, both at home (including care at night) and in residential facilities.
The use of patient/carer held case notes documenting essential information, including key
worker, medical issues and medication would help facilitate this.

6.38 In some parts of Northern Ireland, initiatives on chronic disease management are being
piloted. These aim to develop new ways of thinking about chronic disease, in particular
case management for the most frail elderly people. The literature in chronic disease
management argues for joint approaches at a local level and consideration to setting up
clinical directorates that span primary and secondary care, based on a clinical governance
approach, information sharing and joint working. The Review sees merit in considering
integration of services for people with dementia and severe FMI with future development
of chronic disease management programmes.

6.39 The Review notes the development of crisis and home treatment services within general
adult mental health services in a move to reduce hospital admissions, e.g. Home
Treatment/Crisis Response Teams. These teams are well placed to include older people
suffering from functional mental illness.
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6.40 There has also been a range of developments in relation to Rapid Response Services. Again
these teams are well placed to include people with dementia.

6.41 In extending these services to include older people with mental health issues, it is
imperative that staff are given appropriate training to enable them to effectively meet the
additional care and supervision needs of this service user group.

Best Practice Example

Ireland Lodge Resource Centre, Brighton. Provision of a crisis response team to deal with acute
problems/carer breakdown in the community.

RECOMMENDATIONS

17. Support for older people with acute mental health issues should be available on a twenty-
four hours a day, seven days a week basis. Support should be available both for those with
dementia and functional illness.

18. A person with dementia in the community who develops acutely increased
confusion/agitation should have an urgent medical assessment to check for delirium.

19. Older people should only be admitted to hospital if their medical or psychiatric condition
requires it. No-one should be admitted to hospital solely to provide a place of safety when
what is needed is an increased level of care in the community.

20. Older people with dementia and FMI should have access to similar crisis/home treatment
teams as younger people with mental health problems or those with physical illness.
Crisis/Rapid Response Services should include older people with FMI and dementia and be
sensitised to their specific needs.

Key Considerations

• The use of patient/carer held case-notes documenting essential information, including key
worker, medical issues, medication should be introduced.

• Consideration should be given to integrating services for older people with dementia or
severe functional mental illness with future development of chronic disease management
programmes.

Direct Payments

6.42 Direct Payments allow service users or their carers to purchase their own care and provide
greater autonomy for individuals. Take-up levels are however low. Carers consulted
identified the unwelcome responsibilities of being an employer and also the difficulties
associated with finding staff to provide care.
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6.43 It is important to note that care purchased through Direct Payments will not be subject to
the Care Standards or Registration and Regulation requirements. Alternative safeguards
will therefore need to be considered for individuals who purchase their own care.

Key Consideration

• People who choose to purchase care through the Direct Payment scheme must be offered
some protection. Minimum standards of care should be established and monitoring
arrangements developed.

Day Time Support/Respite Care

6.44 People with dementia have been found more likely to use day care services than other older
people, particularly by those with severe dementia and those with co-resident carers (Philip
et al. 1995; Moriarty andWebb, 2000). Services provide an opportunity for support, respite,
therapeutic intervention, maintenance and social integration, as well as respite for carers. It
is often highly valued by individuals and their carers (Levin et al. 1994; Moriarty and
Webb, 2000), but is not always widely accessible. Opening hours are usually not
sufficiently flexible to allow a carer to continue working.

6.45 A range of models of day care for older people with mental health issues exist, including
generic and specialist community based day care settings as well as that provided within
residential or nursing care homes. There is some evidence to suggest that in generic day
centres, people with dementia are often not accepted or are marginalised (Curran 1996).
Some generic day centres do, however, cater specifically for people with dementia by
designating certain days for their attendance or providing separate facilities within the same
building. Where day care is provided within residential or nursing care homes, there is
some evidence to suggest that it is more acceptable to attendees, as well as to the existing
resident group, if this is provided separately (Pickard, 1999).

6.46 Existing models of day opportunities tend to be very traditional and are much less likely to
be based on principles of social inclusion than services provided for younger groups
(Harding, 1999). The concept of “day care without walls” i.e. support provided within the
community or mainstream community services needs to be further explored in relation to
older people with mental health issues. The provision of day care at home should also be
considered.

Best Practice Example

The Joint Dementia Initiative in Scotland has developed the “Home from Home” day care project
where trained and approved local carers, working in pairs, open their homes to groups of three to
six older people once or twice a week, providing company and activities in a domestic
environment, with an emphasis on person-centred care. An evaluation of this model (Mitchell,
1999) found that people with dementia seemed to feel more in control and were more likely to
believe that they could make things happen.
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RECOMMENDATION

21. A range of models of day-time support which are responsive to user and carer need and
which promote social inclusion, should be developed. Particular consideration should be
given to people in rural settings and the need to develop creative responses to their needs.

Respite Care

"It shouldn't be too much to ask that I get the help I need - at the time I need - to care for my
husband"
Carer in relation to poor availability of respite care

6.47 Respite care is the provision of care for a period of time, in the home, in a day care facility
or care home, by people other than the primary caregiver, to give the primary caregiver
respite from their care giving responsibilities and hopefully ameliorate to some degree, the
stresses associated with being a caregiver (Cameron and Lee, Cochrane Review Protocol,
2004). The nature of delivery can be planned, offered on a crisis basis or offered on demand
of the carer (RCPsych, 2005).

6.48 Respite care is considered to be critically important in providing much-needed breaks that
allow carers to continue caring, even though there is limited evidence of efficacy in
achieving stated goals (Lawton, 1989). It has been found that caregivers often perceive that
respite care provides benefits of self-care and relief to themselves at the expense of the
safety and comfort of their family members during respite care episodes (Perry, 2001;
Gilmour, 2002). There often tends to be concern about the impact of residential forms of
respite, including disruption of routine.

6.49 For respite care to be effective, it needs to be accessible, flexible responsive to needs and
provide good quality care (Briggs and Askham, 1999). It also needs to be a positive and
beneficial experience for the older person.

6.50 Respite provision is patchy across Northern Ireland. The public consultation highlighted
gaps in domiciliary based respite care in particular, including night time care. There is a
need for a broad range of respite services to be established which provide carers with real
relief. Service providers consulted also highlighted the potential in exploring “foster-care”
models of respite. Trusts should consider appointing a designated co-ordinator to work in
partnership with the voluntary sector to stimulate the further development of day time
support and respite care in community settings.

RECOMMENDATION

22. Respite care provision should be a clear and identifiable part of any commissioning or
service planning process. A range of models should be delivered. It should be provided
locally, be flexible, responsive and of benefit to older people with mental health issues and
their carers.
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Housing

Introduction

6.51 Housing is referred to in People First (1991) as the “cornerstone of community care”, yet
its potential to either enable or prevent older people to remain living in their own homes is
often underestimated. Poor housing conditions for people with additional needs can inhibit
their ability to function and can add unnecessary stress on them and their family units.
Conversely, well-designed, age-appropriate housing has been linked with providing
optimum physical and mental health (Biggs S. et al. 1999; Blackman et al. 2001).

Current Provision

6.52 Most older people express a wish to remain in their own home for as long as possible
(Burholt, 1997) yet much contemporary design remains ill-suited to frail older people and,
in particular, people with dementia. The public consultation also highlighted the waiting
times involved for housing adaptations.

6.53 In Northern Ireland, the majority of housing which has been provided for the home
ownership market (the private sector) has been designed along very traditional concepts.
Only in recent years have the needs of vulnerable people begun to be catered for, with the
development of supported housing models and lifetime homes. The term “lifetime” homes
refers to a home which will suit a person throughout their lifetime, so that they are not
forced to move by having to overcome barriers in the dwelling. In Northern Ireland,
lifetime homes standards, incorporating 17 specific design features, have been adopted in
the social housing sector since 1998. These standards do not, however, incorporate any
dementia-specific design features.

6.54 Despite these exceptions, housing options for people with dementia remain limited. There
is also very little specific housing provision for older people who have experience of
functional mental illness.

Future Planning

6.55 Future planning must allow for a wider range of housing options for people with dementia.
While many people with dementia will remain in their own homes, there needs to be a
choice of supported self- contained dwellings which are both domestic and homely and a
choice of small group settings for those unable to live independently, but for whom a large
nursing or EMI unit would prove unsuitable. The Dementia Policy Scrutiny Report (1994)
recommended units for between 8-10 people in a group living environment recognising that
people with dementia need to see staff and be able to contribute to domestic chores to
enable them to feel relaxed and comfortable.

6.56 Older people with functional mental illness should be afforded the same rights as any other
older person with equitable access to housing solutions to meet their needs. Housing
provision should include floating support, home support/personal care services and
supported living accommodation.
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6.57 Future design of housing for older people with mental health issues must recognise, not
only the particular needs of this group, but also the needs of their carers. Two-bedroomed
accommodation should be developed as standard to provide individuals and their
permanent or temporary carers adequate space and privacy. All property should be
constructed to a “Secured by Design” standard to ensure maximum security and safety.

6.58 Housing must be designed to be suitably flexible to adapt to an individual’s changing needs,
with the capacity to accommodate daily living equipment and assistive technology that can
be installed when necessary.

Best Practice Example

St. Paul’s Court in Lisburn, a Choice Housing Association Scheme, which provides 15 self-
contained dwellings with a minimum of two bedrooms and communal facilities within a secure
environment. The model has been designed to promote social interaction.

Assistive Technology

6.59 Assistive technology is defined in research for the Royal Commission on Long Term Care
as:

“an umbrella term for any device or system that allows an individual to perform a task they
would otherwise be unable to do or increases the ease and safety with which the task can
be performed” (Tinker A. et al. 1999).

6.60 Assistive technologies range from simple low-tech items, like automatic clock-calendars to
sophisticated sensor technology which detect movement or departures from usual patterns
of behaviour.

6.61 Many people with dementia face difficulties and challenges in managing practical tasks and
in maintaining their own health and safety. This can, at times, compromise their dignity
and independence. Assistive technology provides a real opportunity for individuals with
dementia to maintain a level of independence and to be supported in a less intrusive way.
Recent developments in assistive technology are providing new solutions to some of the
needs of people with dementia and their carers. One study (Northampton “Safe at Home”
Project, 2002) found that use of assistive technology reduced carer anxiety, helped maintain
existing levels of independence of the person and reduced some of the behaviours which
had been giving carers most cause for concern.

6.62 It must be acknowledged, however, that assistive technologies may not provide solutions in
themselves, but are or can be, an addition to the raft of support and solutions that are
available. It must also be recognised that the use of assistive technology may not be
appropriate for everyone with dementia. Each individual has their own experiences and
contexts which require a person centred approach to finding the best way forward.

6.63 Any assessment for provision of assisted technology must take into account ethical
considerations (Marshall, 2000). The views of all the people involved in the proposed
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actions should be considered. The Social and Technological Response to meeting the needs
of Individuals with Dementia and their carers Report (ASTRID, 2000), suggests that four
principles can be applied in these considerations:

• respect for autonomy;
• beneficence (doing one’s best for the person);
• non-maleficence (not harming the person); and
• justice.

6.64 Where the technology is intended for direct use by the person with dementia, it needs to be
designed to take account of the nature of the condition, e.g. impaired memory and learning. It
is also important that any devices blend in as far as possible with the user’s natural environment

6.65 Assistive technology may also be of benefit in the care of older people with functional
mental illness, for example in monitoring high risk situations or providing prompts to take
medication. The potential for use of assistive technology with this group has not been
adequately explored or exploited.

Best Practice Example

Sydenham Court in Belfast, which provides fifteen flats for people with dementia within a shared
complex. Each tenant has an individually tailored monitoring package which produces an alert if
a normal lifestyle pattern is broken. Staff are then on hand to assist as required. This facilitates a
non-intrusive support service. The technology also has the capacity to monitor a range of
movements/activities e.g. frequency of getting out of bed at night and can adjust levels of
assistance provided accordingly. This allows for the early detection of deterioration in people with
dementia and more timely intervention. Within Sydenham Court, this has resulted in a very small
turnover of tenants as most can be accommodated by a flexible support service which is responsive
to their changing needs.

RECOMMENDATIONS

23. Providers and commissioners must contribute to NIHE strategic planning in order to ensure
that the needs of the increasing population of people with mental health issues are fully
considered. Future planning must guarantee a range of housing options, internal design
solutions, adaptations and use of assistive technology which promotes people’s
independence both in their own homes and in supported housing settings.

24. Providers must ensure that support models promote empowerment, independence and
social inclusion.

25. Department for Social Development (Housing Division) funds should prioritise the
provision of 2 bedroom bungalows for one person in order to encourage a carer and/or
family to live with the individual on a permanent or regular basis (including overnight and
weekend stays).

26. Assessment processes should include consideration of the potential to use assistive
technology. The use of assistive technology should be promoted and extended. This will
require adequate resourcing and clear assignment of budgetary responsibility.
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Key Consideration

• Supporting People monies should be identified for maintaining older people with mental
health issues as independently as possible in the community.

Nursing and Residential Care Homes

Introduction

6.66 A number of older people with mental health issues will find themselves in a nursing or
residential home at some point in their illness. Several studies suggest that the proportion
of older people in care homes with dementia is at least 60-70% (Mann et al. 2000).
Specialist provision for people with dementia is provided in “Elderly Mentally Infirm”
(EMI) homes, although it is important to note that people with dementia have a range of
needs and for many people, these can be met within generic care homes. Similarly a
proportion of people with severe FMI may require the support of a care home. Functional
Mental Illness is common in care homes and, in particular, depression, which has been
estimated at around 40% (Mann et al. 2000). These high levels of mental health needs in
care homes have implications for staff training.

6.67 While the aspiration of service users and carers to remain at home can and should be
accommodated by the provision of a range of supported housing and community care
services, for some people, there will come a stage when the complexity of their needs
demands a more intensive support package which can only be met in a residential or
nursing care setting. Any care continuum developed for older people with mental health
issues therefore needs to incorporate this type of provision.

6.68 The crisis-led nature of many admissions to care homes can often result in a rushed
decision, with a person being inappropriately admitted to a care setting without being
afforded the time to consider and try out alternatives. It is important that procedures are put
in place to ensure that assessments for long-term care are, as far as possible, made in an
environment which is familiar to the person and afford sufficient time to allow alternative
options to be explored and where appropriate, tested out. Long-term decisions should not
be made at time of crisis or in an inappropriate setting.

6.69 The disruptive effect of moving residents from one care home to another as their illness
progresses was also highlighted very strongly within the consultation exercise. There was
strong support for the development of settings which are able to provide a continuum of
care for the person throughout the course of their illness.

Care Practices

" I wish staff in the home would stop talking to my mother as though she is deliberately difficult -
she is ill - she has Alzheimer's - she can't help it"
daughter of resident in care home
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6.70 While it must be acknowledged that the service provided by many care homes is excellent,
there are, however, a lot of issues in respect of the quality of care provided within this type
of setting. This was very evident from the number of concerns raised by carers, voluntary
organisations and service providers during the consultation process. Some of the views
expressed included:

• the routinised and programmed nature of daily life and the need for a more person-
centred approach;

• the need to provide appropriate and accessible activities for stimulation;
• the need for more individualised care; and
• building design needs to be in keeping with the needs of the person with dementia.

6.71 The Joseph Rowntree Foundation in their research study “Designing and Managing Care
Homes for People with Dementia”, March 2002, sets out principles for the management of
care homes, including care practice. Their research identifies best practice, including:

• staff should communicate with residents in every aspect of life in the home;
• appropriate activities for residents should be facilitated;
• palliative care should be available when necessary;
• residents’ links with their local community should be maintained as far as possible;

and
• a good balance between the protection of residents and the quality of life gains that

come from taking some risks should be struck.

Person–centred Care

6.72 Best practice suggests that a personal history should be taken on the admission of each
resident, to build up a picture of who the person is, what his or her life experiences have
been, what their likes and dislikes are and the things they value. Family and friends, as well
as staff who have worked with the individual in the community, should be involved in
putting this personal history together, as well as the person themselves. This should form
the basis of a person-centred care plan. The availability of this personal history is especially
important where the individual is no longer able to communicate easily themselves. All
people living in care homes, whether they have dementia or mental health problems, or not,
should be treated with dignity and respect and be valued for who they are and for their past
life and experiences.

Staffing

6.73 To ensure that a high standard of care is provided, it is essential that care homes have
adequate staffing levels with appropriate skill mix. The level of physical care and
supervision often required for people with mental health issues, particularly dementia, can
be intensive and it is essential that staffing ratios reflect such demands. The Residential
Care Homes Regulations (Northern Ireland) 2005 require that “at all times, suitably
qualified, competent and experienced persons are working in the home in such numbers as
are appropriate for the health and welfare of the residents”.
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6.74 Throughout the consultation process, service users and carers highlighted the need for
“continuity of care” and “commitment from staff to be there”. The role of the manager
within the care home was seen as pivotal in ensuring there are shared values, commitment
to residents, good communication and support and recognition for staff.

6.75 The need for on-going training in the care of older people with mental health issues was
also seen as critical. Dementia Care Mapping, a tool which provides a way to measure the
quality of interactions within care homes, can be a useful, if expensive, staff development
aid.

6.76 There is also a need to ensure that informal carers should be enabled, if they wish to
continue, to input to the care of the resident. Some carers described being “prevented” from
playing a part in the care of their relative.

Access to Primary and Community Care Services

6.77 Often, once a person is admitted to a care home, he or she does not receive any further
review from a doctor, unless a problem occurs. Medication is not always routinely
reviewed. Residents of care homes should have the same access to primary and community
care services as those living independently. This should include access to Allied Health
Professions, dental and optical services, rehabilitative services and regular medical review
by a GP, including review of medication.

6.78 Community pharmacists may be well placed to extend their current role of supply to further
advise re: effects and interactions of medication and to offer regular review. In the USA,
nursing homes are required by law to employ a consultant pharmacist to review medication
every 1-3 months.

6.79 In a randomised controlled trial, Furniss et al. (2000), concluded that a brief medication
review from a pharmacist reduced the amount of medication overall, with no detriment to
the mental or physical functioning of the residents. In a Northern Ireland survey of
pharmacists (Schweizer, 2004), 75% of all respondents stated that they wished to be more
involved in providing services to care homes.

Use of Medication

6.80 A number of studies (McGrath and Jackson, 1996; Passmore et al. 1996) have indicated
high levels of prescribing of sedative drugs in residential and nursing homes. This trend
may be reducing as more information about the adverse affects of such drugs has become
available. Sedative drugs play a modest part in the management of severe behavioural
difficulties in homes. They should not, however, be a substitute for skilled management of
the situation and non-pharmacological strategies should always be tried first. A behavioural
assessment should be completed in an attempt to identify triggers to reduce or alleviate
behaviour, before medication change is considered as often a person’s behavioural change
can be due to a reaction to their environment or physical ill-health or pain. Nurse behaviour
therapists, where available, or clinical psychologists, can assist in this practice. Sedative
drugs, where used, must be regularly reviewed.
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Restraint

6.81 Older adults with dementia have the highest risk of all individuals of being restrained while
being cared for (Cotter and Evans, 2003). At particular risk of restraint are those individuals
whose behaviour is judged to be “unsafe”, i.e. contributing to falls and interfering with
treatment and/or medical devices. Restraint can be physical, chemical or environmental.
Restraint is not just an issue in care homes but across settings, in both the community and
hospital.

6.82 The use of physical restraint in older adults is associated with poor outcomes such as
functional decline, decreased peripheral circulation, pressure ulcers, agitation and social
isolation (Cotter and Evans, 2003).

6.83 Best practice supports individualised care based on knowledge about the person’s usual
behaviour and function that permits nursing/caring for the person safely and without
physical or chemical restraint. Research provides strong support for ensuring that older
people in care settings are free from restraints, for example, Neufeld et al. (1999) found that
restraint reduction reduces serious injuries in nursing home residents.

6.84 It is crucial that all staff receive appropriate training and that facilities have clear
policy/guidelines regarding restraint. Staff training in the use of restraint has been found to
lead to significant reductions in its use (Testad et al. 2005).

6.85 The Review adopts the position that restraint should only be used in accordance with agreed
guidelines and recommends that policies and guidelines are continually monitored and kept
under review.

Best Practice Example

Cedarhurst Lodge Care Home in Belfast undertook in 2003 a complete review of all restraint
requested and piloted a ‘Minimal Restraint/No Restraint Policy” in conjunction with South and
East Belfast Trust. The home has now adopted this policy in practice.

Therapeutic Activities

6.86 While therapeutic activity with older people with mental health issues should not be
confined to care home settings, there is a need to ensure that residents are provided with
appropriate and acceptable opportunities for interaction and engagement as well as access
to counselling support. A summary of these approaches, including compensatory
techniques such as reality orientation; engagement techniques, for example reminiscence
therapy; life review and person-centred counselling can be found In Annex 3.

The Built Environment

6.87 Acknowledging that the care home becomes the person’s home, it is important that the
environment is as homely as possible, and that the care maximises quality of life. There is
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general consensus in the literature about the optimal physical design for care environments
for people with dementia (Regnier and Pynoos, 1992; Marshall, 1997; Ministry of Health,
New Zealand, 1997). Such features include the need for small homely units with many
characteristics that are as familiar as possible, age appropriate furniture and fittings;
obvious location of essential places, such as bathrooms, good lighting to maximise
visibility and designs which provide opportunities for normal domestic activities.

6.88 The environment is known to play a particularly important role in the care of people with
dementia. Parmelee and Lawton (1990) suggest that the lower a person’s level of
competence, the more his or her behaviour will be determined by the environment.
Paradoxically, this coincides with a time when they have less influence on shaping their
environment and are less likely to be able to employ internal coping mechanism to
compensate for deficiencies in their environment (Holden and Woods, 1995).

6.89 A local study (Thornton and Robinson, 2000) which examined how the factors of design
influenced the well-being and functional ability of older people with dementia, found that
certain features of a dementia–design specific, e.g. total visual access to bedrooms, en suite
facilities, use of visual cues, reduced disorientation and wandering.

Best Practice Example

Meadowbank House in Omagh, a purpose-built care home for people with dementia which
provides care on a small-scale basis, i.e. three bungalows, each accommodating eight people.

Regulation and Inspection

6.90 A strong message throughout the consultation process, from service users, carers and
service providers, was the need for more robust arrangements for regulation and monitoring
of care homes. It was suggested that the Registration and Inspection Units had “little power
over the standard of care being offered in the homes” and “that very few homes had
sanctions imposed against them despite failings on their part to provide adequate care.”
Some carers also indicated that they were afraid to complain, feeling that “if they issued a
complaint against the home, that the patient would be adversely affected.”

6.91 The recent establishment of the Regulation and Quality Improvement Authority (RQIA) is
timely, to ensure that the standards in all care homes are raised and that these standards
continue to develop as advances are made in the care of people with dementia and
functional mental illness. The RQIA alongside the DHSSPS (who are responsible for
setting standards) also has a role in ensuring that care homes providing high quality care
are supported to continue to do so.

6.92 Consideration should be given to the development of dementia/ mental health specific
standards in relation to care homes.
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RECOMMENDATIONS

Restraint
27. Organisational structures should support restraint-free/minimal restraint care and provide

the required staff education, consistent staffing levels and the equipment and technology
necessary to support this care strategy. Audit frameworks to monitor employment of
restraint policies should be in place within all care settings. A regional directive that is
dementia specific should be developed.

Primary and Community Care
28. Older people with mental health issues who are resident in care homes should have the

same access to all primary and community care services as those living independently in
the community, e.g. dental, podiatry and optical services, rehabilitation, falls prevention
services and day care services if that is their choice. This should also include regular
medical review by a GP.

Quality of Life
29. Standards of care in all care homes should reflect not only high quality nursing care, but

also a culture that promotes a positive and enjoyable quality of life, including appropriate
activities, enjoyable and appropriate food and promotion of independence. This should be
regularly reviewed.

Standards and Staffing
30. Staffing levels should adequately reflect the high level of needs of older people with mental

health issues.

31. There should be adequate induction, supervision and ongoing training for staff, particularly
in the management of dementia and mental health needs.

32. There should be effective and rigorous monitoring and reporting of standards and quality,
including the quality of life and lived experiences of residents, within care homes by the
Regulation and Quality Improvement Authority.

User and Carer Involvement
33. Users and carers should be fully involved in all decisions about care and care provisions.

Key Considerations

Assessment

• Assessment for ongoing care and accommodation should be made, where possible, in a
familiar environment in the community.

Assessment should be:

• On-going and reviewed;
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• Person-centred, reflecting abilities and strengths as well as needs;
• Empowering and enabling;
• Inclusive of the person, their carers and families and supported by professionals; and
• Reflective of the person’s life history.

Environment

• Care homes should provide individual, small-scale living units in a homely design,
incorporated within local communities to meet the needs of residents with dementia or
functional mental illness. Possibilities for providing a continuum of care within the same
setting should be explored.

• Design should reflect changing needs of individuals, e.g. adequate room sizes for aids and
adaptations, suitable doorway and corridor sizes to accommodate wheelchairs.

• Appropriate living accommodation to promote independence, enabling privacy to permit
relative/carer involvement. Access to gardens, community amenities and accessible
transport to facilitate socialisation are also vital.

Primary and Community Care

• Pilot projects of enhanced community pharmacy input to residential and nursing homes
should be developed.

Standards and Staffing

• Dementia/mental health specific standards in relation to care homes should be developed.

User and Carer Involvement

• Where the resident is unable to communicate his or her views and preferences or does not
have a carer to speak on his or her behalf, the services of an independent advocate should
be considered.

Interim Care

6.93 Interim care challenging behaviour facilities for the relatively small number of the most
disturbed people with dementia must be developed and funded according to individual
need. This care must be tailored to the individual, delivered in appropriate, small, local,
domestic environments by specialist mental health nursing and allied professional staff.

6.94 This care, whether delivered by the statutory or independent sector, must be multi-
disciplinary in its delivery, to the same standard as that delivered by current statutory
inpatient high dependency psychiatric units, with access to expert medical input. These
facilities must fall within the remit of new mental health legislation.
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6.95 This level of care must be available where it is needed, at a time when it is needed, for as
long as it is needed, as part of the range of services provided for this small but significant
vulnerable group. Recognition that this level of care will be required for a finite period as
the illness progresses is necessary to ensure provision of onward nursing care, when
appropriate.

6.96 Providing this level of care will have inevitable funding implications. It is important that
tariffs reflect this. There will be a need for specialist, tailor-made contracts for people with
very complex needs. In these situations, money should follow the need.

6.97 These facilities must be subject to robust regulation and quality assurance.

6.98 There is an equal imperative to provide interim to long-term care for those people suffering
chronic disabling mental illness who are not confused. These facilities must also be small
and domestic in nature and be staffed by specialist mental health nursing and allied
professionals. They should also be subject to the same robust regulation and quality
assurance processes.

RECOMMENDATION

34. Interim care challenging behaviour facilities should be developed. These must be
appropriately staffed and funded.

Palliative Care

6.99 Patients with advanced dementia are often cared for in a nursing home. A study by
McCarthy et al. (1997) found that approximately 40% of people with dementia die in
residential or nursing care homes. It is important to stress, however, that it is possible for
patients with advanced dementia to be cared for at home if the appropriate supports are in
place.

6.100 The palliative care approach provides appropriate control of symptoms, emphasises overall
quality of life, takes a holistic approach, involves the person and family in decisions and
fosters good supportive communication between all concerned. Whether it is the dementia
process that is the “terminal” event, or another co-existing illness, these patients have the
same need and right to have their physical symptoms relieved and to receive appropriate
psychological and spiritual support. Their carers also require support in the terminal phase
and in bereavement. It is more difficult to assess levels of pain and other symptoms in
patients with dementia, and this must be taken in to consideration. Decisions regarding
intervention and the use of advance directives may need to be discussed with the patient at
as early a stage in the illness as possible.

6.101 Specialist hospices for people with advanced dementia have existed in the USA for some
time. These units make control of symptoms a priority and tend to limit medical
interventions including tube feeding and cardiopulmonary resuscitation, which might add
to discomfort without definite benefit (Balfour et al. 2003). While serving a function, these
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units create the further dilemma of having to move people on from their current residential
or care home, which may not be in their best interest (Hughes et al. 2005).

6.102 Hughes et al. (2005) suggest that the palliative care approach for people with advanced
dementia should be pursued in all community and hospital settings. As yet there is no
consensus in how this should be achieved. Clear links should be established between
primary care, specialist services and palliative care with regard to the special needs of older
people with mental health issues towards the end of life.

RECOMMENDATION

35. Commissioners should seek proposals on how a palliative care approach for people with
advanced dementia can be rolled out to all care settings.

Key Considerations

• Closer links between primary and specialist teams and palliative care specialists should be
encouraged.

• Existing specialist palliative care teams should have training on the special needs of
patients with functional mental illness or dementia.

• Involvement of the patient in end of life decision-making should be facilitated. Protocols
may be helpful here.

• Where possible, older people with mental health issues should have the option of terminal
care at home.
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CHAPTER 7

CONTINUUM OF CARE - INTERMEDIATE, SPECIALIST
AND IN-PATIENT CARE

Introduction

7.1 Intermediate care is a short-term intervention to preserve the independence of people who
might otherwise face unnecessarily prolonged hospital stays, inappropriate admission to
hospital or residential care (King’s Fund, 2004). Intermediate care can involve “step up”
care to prevent hospital admission in the first instance (this usually takes the form of
intensive domiciliary/nursing support provided in the person’s own home) or “step down”
care which facilitates early discharge from hospital (this level of care can be provided in the
person’s own home or within a care home facility). The primary focus in intermediate care
is on rehabilitation, with therapeutic input from a range of professionals.

7.2 Older people with mental health issues are often excluded from mainstream intermediate
care services. This is largely based on an erroneous assumption that the potential for
rehabilitation, particularly for older people with dementia, is limited. There also tends to be
concern that people with dementia and more severe psychiatric disorders pose too high a
risk to be managed by intermediate care services, many of which are provided in the
person’s own home.

7.3 Often, the criteria for acceptance on to intermediate care schemes, are service rather than
needs driven, for example, the need to clearly define the time limits of the intervention and
the date for the withdrawal of the service at the outset. This can prove difficult in the care
of older people with mental health issues where there is perhaps more unpredictability
about “recovery” timescales. There is also a lack of confidence and skills in working with
this group among mainstream intermediate care staff.

7.4 The DoH “Everybody’s Business” Report (2005) identifies two models which have
developed in response to these circumstances:

• developing the skills of staff in mainstream services, with additional specialist
support, where the primary need is for physical rehabilitation, but where there may
be underlying mental health problems; and

• developing separate specialist teams or resources where the primary need is the
mental health problem.

7.5 The Report identifies the essential elements of a responsive service as including:

• proactive searching for older people who may benefit from intermediate care;
• avoiding unnecessary admissions, but when that happens, enabling the older person

to move through the system quickly;
• training carers and support staff to observe and recognise some of the common

causes of illness that often result in hospital admission, e.g. urinary tract infection;
and

• liaison psychiatry to support staff in mainstream intermediate care services who may
have limited knowledge or experience of working with older people with dementia
or functional mental illness.

55

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 1227 of 3342

MAHI - STM - 083 - 1227



7.6 Where intermediate care is provided within care home settings, it is important to ensure that
these beds do not become used for long periods for patients who are discharged from
hospital and awaiting a care package in the community or placement in residential or
nursing care.

Best Practice Example

The 24-hour Elderly Mental Health intermediate care service set up in Portsmouth to provide
intermediate care services for older people with mental health problems. The service gives people
the choice to remain at home.

RECOMMENDATIONS

36. Older people with mental health needs should have access to suitable intermediate care
services.

37. Specialist teams should provide the necessary support to staff working in mainstream
intermediate care services. This may include in-reach by link staff from specialist teams to
provide support, training and coaching.

Key Consideration

• Hospital and community staff should be proactive in identifying individuals who would
benefit from intermediate care services.

Specialist Services

7.7 Specialist services should be available for consultation and treatment of the range of mental
health issues in older age. They should provide a range of services from diagnosing and
treating more complex problems, to providing community and in-patient support for those
with a clinical need. The emphasis should be on promoting the independence of older
people with mental health issues and their carers in the community, wherever possible and
practical (NSF Older People, 2001).

7.8 Older people with mental health issues should be referred to specialist services when their
needs become more complex. They should have access to assessment, information and
advice and a range of health and social care interventions which will promote optimum
levels of recovery, independence and quality of life. Triggers for referral to specialist
services might include:

• there are diagnostic issues that need clarification;
• there is lack of response to initial intervention strategies;
• distress or risk are particularly severe;
• problems are complex; and
• legal issues require their involvement.
(“Everybody’s Business” Report, DoH, 2005)
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7.9 From the user and carer point of view, the service should be seamless, with movement
between mainstream and specialist care and back, occurring with minimal delay and
disruption and in relation to this, clear protocols should be in place.

7.10 Users and carers value having a named/key worker (Public consultation) and anyone with
a diagnosis of dementia or long-term severe functional mental illness, should have a
named/key worker throughout the course of their illness. In some instances this role may
be undertaken by the person's GP. Where the person's needs are not complex, the key
worker role may be limited in nature and be more about the individual and/or their carer
having a point of contact. Systems should be in place to ensure that it is always clear who
the named worker is. This is crucial to the success of a service and is particularly important
where there is a transfer of responsibility between primary and secondary care.

7.11 The Review sees merit in the development of an “enhanced practitioner role” within the
specialist team, with responsibility for developing closer links with primary care. The role
could involve health promotion, education, advice, therapeutic input etc.

7.12 Several innovative pilot schemes in General Adult Psychiatry, such as those in Limavady
and Mid-Ulster, have been found to be effective in reducing delays in actioning referrals
and in ensuring the development of timely, accessible assessment services and have been
very positively evaluated by service users and primary and secondary care staff (A Strategic
Framework for Adult Mental Health Services, 2005).

7.13 The enhanced role practitioner for older people with mental health issues is likely to be a
senior practitioner who is part of the specialist multi-disciplinary team and obtains support
and supervision there. They would work closely with generic services providing education,
advice, a degree of assessment and possibly other specialist skills such as psychological
treatments. They would help to ensure a seamless transfer for people between primary and
secondary care and vice versa.

RECOMMENDATION

38. Anyone with a diagnosis of dementia or long-term severe functional mental illness should
have a key worker for the duration of their illness.

Specialist Multi-disciplinary Teams

7.14 Specialist services for older people should be comprehensive, multi-disciplinary,
accessible, responsive, individualised, accountable and systematic (NSF Older People
Standard One).

7.15 The specialist multi-disciplinary team is the cornerstone of delivery of care to older people
with dementia and functional mental illness within the context of specialist services. It will
be firmly embedded in the locality. Core disciplines will include psychiatry, nursing, social
work, occupational therapy, and medicine. It is also important to note the emergence of new
roles within multi-disciplinary teams such as OT technicians, physiotherapy and nursing
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assistants and mental health support workers. Specialist teams have still not been
established in some parts of Northern Ireland.

7.16 Clinical psychologists should also be core members of the specialist multi-disciplinary
team, as recommended in the NSF Older People (2000). This service is currently poorly
developed throughout Northern Ireland. A more detailed outline of professional roles can
be found in Annex 5.

7.17 Teams should have an adequate skill mix e.g. bereavement counselling, psychotherapeutic
expertise or specialist training in management of behavioural problems in dementia. Teams
should further develop to include patient advocacy and input from physiotherapy, speech
and language therapy, dietetics, podiatry and community pharmacy, all of whom should
have suitable training. Adequate administration and management support is crucial.

7.18 They should work closely with generic elderly care services and primary care teams to
provide a seamless, quality service. The specialist team should also have close links with
a wide range of community resources across statutory, voluntary and private sectors,
including day-care, day hospital, inpatient services. It will also have a significant
educational and training role.

7.19 Historically, specialist teams have functioned in a variety of ways, with some holding cases
throughout the entire course of the person’s illness, while others pass less complex cases
on, following assessment, to generic services in primary care. While holding cases
indefinitely clearly has advantages in terms of continuity, experience has shown that teams
can become overwhelmed and waiting lists develop. We see the role of the specialist team
as involving assessment, intervention and complex case management, together with
education and training.

7.20 The Review proposes an enhanced service at primary care level with added training and
support to enable these services to manage people with less complex needs. As mentioned
above, this might link in with chronic disease management models. There should be clear
protocols in place to support transfer of responsibility between primary and specialist
teams.

7.21 The specialist team should deal with all aspects, stages and varieties of psychiatric disorder
arising in older age, especially all stages of dementia (RCPsych, 2005). The key functions
of the team will be to:

• provide timely information on a person’s problem, available treatment and support;
• ensure that people’s physical health needs are being addressed, in co-ordination with

mainstream older people’s rehabilitation services;
• provide on-going care, support and treatment for older people with more complex

mental health problems and their carers;
• ensure that carers and family members are adequately supported and that their

strengths are maximised;
• provide outreach support to users of other services who have mental health

problems, e.g. residents in care homes; and
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• provide support, advice and training to staff in the range of mainstream
organisations that provide care to older people with mental health problems,
including voluntary agencies and carers’ organisations.
(based on “Everybody’s Business” Report, DoH, 2005).

Staffing Ratios

7.22 In 2000, the Faculty of Old Age Psychiatry of the Royal College of Psychiatrists, produced
a set of “norms” to describe basic services expected to support each Consultant Old Age
Psychiatrist. These, whilst useful, were not sufficiently robust to determine service
provision and as a consequence are no longer recommended as a guide to new
appointments. They do, however, form a template to describe an ideal team where all other
community and hospital based services are in place.

7.23 To provide a service to an appropriate standard of care, the recommendation is for 1 whole
time equivalent (WTE) Consultant for 10,000 aged 65 and over. Large geographical
catchment areas with high socioeconomic levels of deprivation and few supporting medical
staff will inevitably increase Consultant workload, as will the extent of responsibility for
those older people with enduring or relapsing functional mental illness and younger onset
dementia. The effectiveness of social services and Elderly Care Medicine will also be
important factors. The issue of staff ratios will be considered in further detail in chapter 9,
”Making it Happen”.

RECOMMENDATIONS

39. Specialist Multi-disciplinary Teams for Older People with mental health issues should be
introduced where not currently in place.

40. Pilot projects which include the development of enhanced practitioner roles should be set
up and monitored.

Key Considerations

• Input from clinical psychology is currently inadequate and yet is important in terms of
psychometric testing and psychological help for patients and carers. Input from clinical
psychology should be strengthened.

• Specialist teams should develop to include patient advocacy and input from physiotherapy,
speech and language therapy, dietetics, podiatry and community pharmacy, all of whom
will require specialist training in mental health issues of older people.

• The core business of a specialist team will include assessment, intervention, complex case
management with education and training. To allow this to happen, investment will be
required in services at primary care level to provide additional training and staff who are
equipped to look after people with less complex needs.
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Assessment

7.24 Assessment will take place in a range of facilities, including the person’s home, the health
centre, day hospital, outpatients or other facilities and it is good practice for at least part of
the assessment to take place at home (RCPsych, 2005).

7.25 Timeliness is important and yet increasingly difficult as referral numbers increase with the
ageing population. Teams will organise assessments as suits the local circumstances. It is
crucial that the team deals with referrals efficiently and the Review sees merit in moving
towards a single portal of entry for referrals, whereby referrals are dealt with at team
meetings and allocated by the multidisciplinary team rather than in the traditional model,
where the team and consultant work in parallel. There should be minimum duplication and
any team member should be able to provide an initial assessment on behalf of the team.

7.26 Assessments should encompass the overall care situation and should consider physical,
psychological, social and spiritual needs. Risk should always be considered and
documented in a standard way.

7.27 Assessment will usually include a diagnosis, but not necessarily at the first contact. People
with mental health issues, and, if appropriate, their carers, should be given the diagnosis in
a sensitive manner, taking account of their capacity to understand and with open discussion
of issues. This is an ongoing process and should not be limited solely to the initial contact.
For all patients, but especially those with dementia, it is important that post-diagnostic
support is available. The diagnosis will usually be given by a doctor trained in mental health
problems of older people, but as services develop, could be made by another professional
in the context of a well functioning multi-disciplinary team with medical input such as a
nurse specialist.

Memory Assessment Service

7.28 Services for people with dementia should include a service for those who have concerns
about their memory. Not all of those individuals who present with concerns will have
dementia – some will have mild cognitive impairment, some depression and some no
identifiable mental health problem. The main purpose of this service is the early detection
and diagnosis of dementia, while identifying treatable causes of cognitive impairment.
Some services run pre-screening clinics to ensure that all investigations are in place before
the assessment and this may increase efficiency, e.g. Mater Hospital and Homefirst Trusts.

7.29 The service should provide pre- and post-diagnostic counselling and support where
appropriate, information, risk assessment, advice on driving and medico-legal issues,
support for carers, access to the full range of support services and psychological and
pharmacological treatment as required. A study by Simpson S. et al. (2004) concluded that
memory clinics might be less suitable, however, for patients with prominent psychiatric
complications.

7.30 Service providers who participated in the consultation process, commented on the lack of
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local access to memory clinics and also highlighted the fact that hospital locations are not
always appropriate/suitable to host memory clinics.

7.31 Many memory clinics were set up following the introduction of the anticholinesterases in
1997. The Review considers that anti-dementia drugs play an important part in the range of
services available for people with dementia. Currently there is controversy surrounding, not
their efficacy, but their cost effectiveness and the Review expects that a decision will be
made on this in due course by CREST.

7.32 Although each case should be considered individually, in general the diagnosis of a
dementia should be disclosed to the person and his or her family. The process should
include a discussion of prognosis, advance planning, treatment options and available
support.

7.33 There is a growing body of evidence which highlights the perceived benefits to the person
with dementia of being told their diagnosis at an early stage. In a study by Pratt and
Wilkinson (2003) participants identified a range of positive opportunities gained by
knowing the diagnosis, including planning, accessing appropriate support and making the
most of their time. They identified few limitations from knowing the diagnosis.

7.34 In practice, however, almost half to two thirds of general practitioners in a Scottish-based
study, did not tell the person their diagnosis (Downs M. et al. 2002).

7.35 It is also important to note that carers may have a yet different perspective and wish to
protect the person with dementia from the knowledge of their condition (Maguire et al.
1996).

7.36 Exceptions to disclosing prognosis might be severe dementia, where understanding of the
diagnosis is uncertain, phobia about the diagnosis or severe depression (Patterson et al.
1999).

Best Practice Example

CANDID (Counselling and Diagnosis in Dementia) is based at the National Hospital for
Neurology and Neurosurgery. They provide a clinical assessment and diagnosis to UK residents,
under the NHS. E-mail support groups are provided as part of their web based resources and an
interactive virtual carer support group, which allows users to talk on-line with other carers.

RECOMMENDATIONS

41. Pre- and post-diagnostic support should be available for people with dementia and their
carers.

42. Consideration should be given to moving towards a single point of entry for referrals to
specialist services with multi-disciplinary allocation of referrals as suits local
circumstances.
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Key Consideration

• The diagnosis of dementia and related information should be given in a sensitive manner,
taking account of the person’s capacity to understand and wish for information. Information
about diagnosis will be an ongoing process.

Models of Service

7.37 The “Everybody’s Business” Report (DoH, 2005) suggests that a useful concept in
integrating diverse models of service, is that of the “virtual” team, where staff may not
necessarily be based in the same location, but have closely co-ordinated roles. There may
be core team members, for example, such as the team manager; part-time members who
work in other care sectors and “associate” members who work closely with the team but
whose work is generated from a range of sources.

Acute Mental Health Inpatient Care

7.38 While it is unusual for older people to require in-patient admission for treatment of their
mental health problem, there will be occasions when admission is essential for purposes of
assessment, treatment and rehabilitation of older people with a range of diagnoses,
including dementia where they cannot be cared for in the community or other settings due
to the level of care and expertise required. A number of older people will also be detained
under the Mental Health (Northern Ireland) Order 1986 for assessment or treatment.

7.39 The Review recommends that provision of acute mental health in-patient care for older
people should be underpinned by the following principles:

i. All older people should have equal access to healthcare provision that is timely and
appropriate, determined by need without regard to age.

ii. Older people with functional mental illness, requiring in-patient care, should receive
treatment in separate in-patient facilities tailored to their needs within a local
General Hospital site alongside other psychiatric and acute medical wards. (Royal
College of Psychiatrists, 1999). The Forget-me-not Report (Audit Commission,
2002) recommends that there should be “separate living spaces available on wards”
for patients with dementia and those with functional disorders.

iii. Siting of assessment and treatment units within a local General Hospital permits
ready and timely access to the full range of diagnostic and treatment services
required for a population with significant levels of co-morbid physical illness.

iv. In-patient mental health assessment and treatment bed provision should be sufficient
for the target population in order to avoid delay to admission or necessitate
placement outside of the locality.

v. Cognisance must be taken of the fact that in-patient provision for older people with
mental health issues often requires a longer total admission compared to younger
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people, given the complexity of their presenting complaints. This must be taken in
to consideration when planning in-patient facilities.

vi. Older people admitted to mental health care should have access to an appropriate
therapeutic environment with the full range of specialist mental health professionals
as well as Clinical Psychology, Occupational Therapy, Physiotherapy, Podiatry,
Speech and Language Therapy and complementary therapies. (NSF for Older
People, 2001).

vii. Strong links are required with physicians within Medicine for Older People, Medical
Assessment Units and Surgical In-patient facilities as well as Accident and
Emergency (RCPsych, 2005).

viii. Older people should have timely and equitable access to Specialist Liaison
psychiatry services of older people. It is of note that two thirds of NHS beds are
occupied by people aged 65 years or older. Up to 60% of general hospital
admissions in this age group will have or will develop a mental disorder during their
admission. Such mental disorder can have a significantly detrimental impact upon
the patient’s recovery and ultimate prognosis. A prolonged length of stay in hospital
may also arise as a consequence.

ix. Older people presenting to Accident and Emergency (A&E) departments must also
have timely and equal access to 24 hour social care support and Intermediate Care
provision without prejudice. Consideration should also be given to systems which
could fast-track people with dementia/FMI through A&E, for example a liaison
nurse or acknowledgement of dementia within the triage system.

x. It is unusual for older people to require in-patient admission for treatment of their
mental health problem. Those who do require admission are likely to have very high
levels of need. Wards must be staffed accordingly for the safety and well-being of
all staff and users. It is essential that intensive and close supervision can be
provided, where necessary.

xi. Admission to any mental health unit, whether for functional mental illness or
dementia related care, must be for the appropriate treatment of a medical condition
The admission must not be solely for the purpose of safety where social care needs
cannot be adequately met out of hours in the community.

xii. Older people with severe mental illness requiring hospital admission should have
timely access to in-patient beds in a unit functionally separate from the younger
patient’s unit. The trend towards a greater severity of illness in younger adults on
admission can cause distress to older patients. Purpose built units for older people
reduce fear, injury and discrimination on the basis of time given by mental health
staff.

xiii. There should also be provision for single-sex provision within wards.
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RECOMMENDATION

43. In-patient facilities for those with functional mental illness should be located within a
function-specific unit for older people, alongside other psychiatric admission facilities
within a local general hospital site. Strong links are required with the professional staff
within the district general hospital.

Key Considerations

• Provision of hospital care for older people with mental health problems should be equitable,
timely and person-centred.

• Adequate numbers of in-patient beds are required to facilitate timely access and
unnecessary delays.

• Patients must have access to an appropriate therapeutic environment and the necessary
professionals allied to medicine in an equitable and timely fashion.

• There should be ready access to Specialist Liaison psychiatry services for older people with
mental health issues.

Treatments
" In the hospital, my mother got no physiotherapy after a broken hip because staff said that you
can't help people with Alzheimer's - they won't co-operate. My mother will never walk again, all
for the want of a physiotherapist who is trained to work with people with Alzheimer's. Surely a lot
of people with broken hips have Alzheimer's"

son of patient after hip fracture treatment

7.40 Older people should have access to all recognised evidence-based treatments without
prejudice. This should include all therapies recommended by the National Institute for
Clinical Excellence (NICE Guidelines, 2006)

7.41 A holistic approach to the treatment of mental illness is to be promoted with attention to
psychological therapies and other non-pharmacological treatments supported by recognised
bodies, including Royal College of Psychiatrists, National Institute Clinical Excellence,
British Geriatric Society in the first instance. The prescription of medication should only be
necessary when initial strategies are ineffective or as a last resort. The NICE Guidelines on
Dementia (2006) specifiy that people with dementia who develop non-cognitive symptoms
or behaviour that challenges should be offered a pharmacological intervention in the first
instance “only if they are severely distressed or there is an immediate risk of harm to the
person or others”.

7.42 Acknowledgement of the significant potential for drug induced problems such as low
sodium levels and GI bleeding as well as the risks associated with many drugs being taken
together must be addressed when prescribing medication. Attention to dosage schedules,
side effect and adverse event profiles specific to older people is necessary when prescribing
medication. Preparations with the most favourable profiles are recommended.
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Psychotherapy Services

7.43 Older people should have access to the full range of psychotherapeutic services (NSF for
Older People, 2001). There is ample evidence for the effectiveness of non-pharmacological
treatment approaches with this user group across a range of settings. Psychological
interventions tailored for the treatment of mental health problems in older people have been
shown to be effective (Woods and Roth, 1996; Neidhart and Allen, 1993; Knight, 1986;
Woods and Britton, 1985) and also highly acceptable to older people (McGarry, Bhutani
and Watts, 1997). Cognitive therapy adapted for use with older people suffering from
depression has been shown to have similar efficacy to that demonstrated for younger adults
(Thompson et al. 1996) as has brief psychotherapy (Mather, 2002). There was strong
support for the provision of a fuller range of treatments, including psychotherapeutic
interventions among carers who participated in the consultation process.

Dementia Therapies

7.44 All older patients should have access to all treatments supported by an evidence base
without discrimination on the basis of age. Many different activities have been advocated
to enhance well-being in people with dementia and increasing physical activity for older
people has been recognised as essential within the National Services Framework, 2001.
Activity therapists, of whom there is presently a marked deficit, provide an extremely
valuable service within the therapeutic setting.

Day Hospital Provision

7.45 Access to appropriately staffed day hospitals with flexible opening hours for those with
severe mental illness is seen as a priority. The provision of such facilities is invaluable in
helping to prevent admission to a mental health in-patient facility or to aid recovery
following admission. The times of opening should reflect need, 8am-8pm, seven days per
week to complement day programmes. This, along with appropriate community models,
will help reduce displacement from the home environment. In addition, it will assist with
the reduction of the stress of illness for the patient and their carers, without prejudice.

7.46 While the term day “hospital” has traditionally been used to describe this type of provision,
the service does not have to be located on a hospital site. It is likely that a range of service
models will develop, based on local needs and circumstances.

7.47 Key elements of the service will include a comprehensive multi-disciplinary mental health
assessment which will take account of any risk factors as well as the development of a
treatment plan to include a range of individual and group based psychological
interventions. Education and advice should be provided for carers and staff should also
monitor prescribed medications. An outreach role to support staff in mainstream services
should also be provided.

7.48 Consideration should be given to flexibly combining specialist day care and day hospital
provision to enable better joint health and social care planning and a more seamless
delivery of services for the service user.
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RECOMMENDATIONS

44. Older people should have access to all evidence-based treatments according to need,
including psychotherapeutic services.

45. Access to appropriately staffed Day Treatment Units with flexible opening hours for those
with severe mental illness should be seen as a priority.

Key Considerations

• Prescription of medication should only be necessary when alternatives are ineffective.
Preparations with the most favourable profiles are recommended.

• Professionals working with older people should be trained in the effects/side-effects of
drugs.

• The needs of older people with disability and sensory impairment must be addressed.

Liaison Psychiatry Service for Older People in General Hospitals

7.49 As already highlighted, studies have shown that the over 65s occupy 60% + of hospital
beds. Up to 60% of this population have a co-morbid mental illness. Eighty per cent of this
co-morbidity is dementia, depression and delirium. This will increase as the proportion of
society entering late age increases. Mental disorder in general hospitals is therefore 3-4
times more common than in the community.

7.50 Co-morbid mental disorder is an independent predictor of poor outcome. Those patients
presenting with co-morbid mental health problems have increased mortality, greater length
of stay, greater likelihood of developing hospital acquired complications (MRSA, falls,
pressure sores) and are more likely to loose independent function leading to premature
entry to institutional care.

7.51 In many instances the need for in-patient care will be as a result of physical, rather than
mental health issues, with the older person being admitted to acute wards and settings.

7.52 There is also a growing body of research which highlights the deficits in care and treatment
provided to older people, particularly with dementia, in acute hospital settings (George et
al. 1997; Tibbs, 2001). People with dementia often become increasingly confused in
hospital settings and their symptoms are often exacerbated as a result.

7.53 The public consultation exercise highlighted many concerns about the experience of
people, particularly those with dementia, in acute hospital wards. There was a clear sense
that staff had a poor level of understanding about the needs of the patient with dementia and
that this often resulted in poor standards of even basic care and attention. This was
exacerbated by inadequate staffing levels. Difficulties were also highlighted in relation to
experiences within A&E, particularly in relation to waiting times. Concern was also
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expressed about the inappropriateness of people with dementia being cared for in mixed-
sex wards. Service providers and carers also felt that staff had a poor understanding of the
impact on the person with dementia of being moved around the hospital to different wards
and departments.

7.54 Typically, 2-3% of elderly admissions to general hospitals are referred for a specialist
psychiatric consultation. As such, older people are under-represented when comparing rates
of referral in relation to bed occupancy and morbidity with that of younger adults.

7.55 There are few guidelines developed for sedation of patients who are disturbed as a
consequence of mental disorder or delirium with over prescription of sedative and
neuroleptic medications.

7.56 There are no psychological therapies available in the general hospital setting.

7.57 Literature shows that detection and treatment of mental disorders in older patients by
general hospital staff is poor. Fick et al. (2000) in a study of general nurses, found that 75%
did not understand the difference between dementia and delirium.

7.58 Studies have shown that structured intervention programmes can reduce delirium rates
post-hip fracture (Inouye et al. 1999; Marcantonio et al. 2001). Antidepressants have
proven beneficial in depressed patients with serious mental illness. Studies have shown
reduction in length of stay, particularly for post-hip surgery patients (Evans et al.1997;
Gustafson et al. 1991).

7.59 In the UK, there is neither structured training for Liaison Psychiatry for older patients, nor
a coherent model or strategy for training. The majority of services are additional, reactive,
providing a psychiatric assessment and advice on management, if requested, often without
follow-up. As a consequence, the Liaison Psychiatrist depends on general staff to identify
and refer the appropriate patients with limited contact and opportunity to provide teaching
or training as to the presentation of mental illness or selection of patients for referral. The
referrals are often vague without focus.

7.60 Further difficulty arises after the assessment in that the advice given is often not
implemented (one randomised study showed that 50% of recommendations were not
implemented, including antidepressant prescription) Holmes et al. (2002). Outcomes were
shown to be no better than for standard care.

7.61 Ideally the psychiatric liaison provision for older people in hospital should be scheduled,
proactive and multi-disciplinary. It should be an integral part of case working in a
continuous sense. The opportunity exists to raise the profile of mental health as a co-
morbidity, collaborate with general staff in shared care through involvement in joint
meetings and education and training provision. Such a service should be readily accessible,
responsive and effective.

7.62 The “Who Cares Wins” Report produced by the Royal College of Psychiatrists in January
2005, highlights the characteristics of a liaison mental health team, including the need for
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proper induction, training and clinical supervision for staff, a clinical lead and identified
consultant psychiatrist with dedicated time to perform service planning and other duties and
a liaison model of working for any services which offer consultation.

Best Practice Example

A liaison psychiatry for older people website, managed by the liaison psychiatry for older people
research team based at the University of Leeds, has been developed to help facilitate collaboration
between practitioners, researchers and others to promote improvements in the care of older people
with mental health difficulties in general hospital settings. (see www.leeds.ac.uk/lpop)

Discharge Planning

7.63 The majority of people whose discharge from hospital is delayed are older people with
mental health needs (DoH, 2003). Dementia is a principal cause of delayed discharge
because of the complexity that having dementia plus a physical illness produces in terms of
developing a good discharge plan (House of Commons Select Committee on Health, 2002).

7.64 Discharge should be an actively managed process which begins at the point of admission
(DoH Good Practice Checklist, 2003). Older people with mental health issues should not
be excluded from general hospital discharge policies and should benefit from the same
provisions, for example, pre-set discharge dates. There should be an agreed care pathway
for this patient group in place. All discharge decisions should be made by a multi-
disciplinary team and there should be a named person with appropriate expertise
responsible for discharge co-ordination. In some Trusts (e.g. Craigavon and Banbridge)
Dementia Liaison Nurses have been employed to positive effect. Consideration should be
given to replicating this post for older people with FMI.

7.65 Delayed discharges of older people with mental health issues should be monitored
separately.

Best Practice Example

Down Lisburn Trust, as part of a programme run by the Department of Health, Social Services
and Public Safety Clinical and Social Care Governance Support Team, undertook a project to
improve the quality of inpatient experience and the effectiveness and efficiency of hospital
discharge for older people with confusion from the Trust’s two acute hospitals, the Downe in
Downpatrick and the Lagan Valley in Lisburn. A number of developments were initiated, including
use of a multidisciplinary protocol for confusion, addition of trigger questions to Nursing
Admission and A&E profiles, work undertaken in relation to process mapping and patient flow,
closer links with dementia services, the development of a pathway/protocol for confused patients.

Assessment for Placement in Residential or Nursing Care

7.66 The Review acknowledges that many older people with mental health issues in general
hospital settings are disadvantaged by being assessed in an unfamiliar environment, often
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while ill and not functioning at their optimum capacity either functionally or cognitively.
This often results in inappropriate placements in care. The Review supports the view that,
as far as possible, older people should be discharged back home following hospital
admission, with appropriate support services so that the very major decision about their
long-term care is made in the community.

Long-Term Care in Hospital

7.67 The Review’s position is that there should be no long-term care provided within a hospital
setting. Older people with mental health issues should be discharged no later than 6 weeks
after medical fitness is determined. While in-patients, they should also be subject to regular
review.

RECOMMENDATIONS

46. Protocols for the management of common psychiatric conditions and referral to the
Psychiatry of Old Age Liaison team should be introduced in to general and specialist
hospital wards supported by education and training delivered by a dedicated multi-
disciplinary Old Age Psychiatry Liaison team.

47. Care pathways for older people with mental health needs in the acute hospital setting should
be developed.

48. There should be an appropriately qualified designated person to co-ordinate discharges for
older people with mental health issues.

49. Where possible, decisions about long-term care should be made in the community, in a
setting familiar to the older person.

Key Considerations

• Older people with mental illness in general hospital care must not be disadvantaged in
terms of age, but have timely access to quality specialist mental health assessment and
treatment.

• Funding of psychiatric services for older patients with psychiatric illness in the general
hospital setting should be agreed between those NHS agencies commissioning the service
and those receiving the service.
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CHAPTER 8

SPECIAL GROUPS

Early Onset Dementia/Younger People with Dementia

Introduction

8.1 The provision of care to younger people with dementia has been patchy and variable
throughout the United Kingdom. Several healthcare specialities have played a part, but no
speciality has taken a lead to establish a co-ordinated policy for the development of
services. They are increasingly recognised as a very needy group who present to many
agencies, yet are not well served by present services (Marshall, as cited in Cox and Keady,
1998; Strategic Framework for Adult Mental Health Services, Bamford Review 2005).

Prevalence and Causes of Dementia in Younger People

8.2 Dementia in younger people is a significant problem with an estimated prevalence of 67 per
100,000 population aged 30-64 (Harvey, 1998). The causes of dementia in younger people
include degenerative disorders – Alzheimer’s Disease, Vascular dementia, Lewy body
disease, fronto-temporal dementia; genetic disorders – Huntington’s Chorea; neurological
disorders – Alcohol related, MS, CJD, tumours, syphilis, epilepsy, trauma, hydrocephalus.
Although Alzheimer’s Disease remains a common cause for early onset dementia, there is
a much higher representation of rare and unusual dementias in the younger age group
compared to the over 65s.

8.3 Early onset dementia is particularly common in Down’s Syndrome. 40% of people aged 50
with Down’s Syndrome have signs of dementia (RCPsych, 2002). These individuals
require access to specialist dementia services preferably within learning disability teams.

Current Practice

8.4 Delay in diagnosis, lack of information, absence of specialist services and the lack of
support for carers on a long-term basis are a common, current experience of service users
and carers (McErlean, 1999).

8.5 Users and carers may often not receive adequate services because there are small numbers
in their locality. No single service has responsibility for provision, and points of entry into
the health and social care system are varied. Unavailable or inappropriate services can lead
to rapid breakdown of care packages in the community and early “burnout” of carers.
Without appropriate services, at least half of patients require long-term hospitalisation
within 5 years (Newens, 1995).

8.6 Requests from Psychiatrists of Old Age have increased with the reduction in NHS
continuing-care beds and the emergence of new specific treatments forAlzheimer’s Disease
(RCPsych, 2002).
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Needs of Younger People with Dementia

8.7 Young people with dementia tend to have a shorter life expectancy and their symptoms
present in a different order than may be expected, which has implications for service
delivery (Tindall, 1993).

8.8 Younger people with dementia have different needs compared to older people. It is argued
that the social and psychological context for younger people is different from that for older
people with dementia (McErlean, 1999). The implications of the disease for someone in
middle age are different from those of someone who is nearing the end of their natural life
span. There is a greater level of psychological distress such as anger and depression. The
loss of independence and possible social isolation may lead to feelings of low self-esteem
and depression (Woods, 1999).

8.9 Loss of social role may be more significant, e.g. giving up work. Financial problems may
be more severe and loss of benefits such as pension rights may place a further financial
strain on the family.

8.10 A family member may have to give up work to assume a carer role. Younger people with
dementia are more likely to have dependent children and heavy financial commitments.
Consequences of being prevented from driving may be considerable.

8.11 Behavioural disturbances such as wandering, agitation and aggression are usually more
severe. Service users more often have complex medical and neurological problems. They
tend to be more ambivalent about engaging in services and understandably do not see
themselves as the same as older people with dementia. They want a separate service.

8.12 Individuals and family members may need genetic counselling. For conditions such as
Huntington’s Disease and some familial Alzheimer’s Disease, specialist genetic counselling
and support is required.

8.13 Carers also have greater levels of psychological distress reported (Keady and Nolan, 1997)
with higher carer burden showing an inverse relationship to the age of the person for whom
they are caring. The consequences for taking on the caring role may be greater e.g. spouse
giving up work. There are greater levels of isolation for family and carer. Younger carers
rate themselves more lonely and more resentful of their caring role (Fitting, 1986).
Psychological and financial impact on families and children is more severe as they are often
very young teenagers and even babies. They should be involved in care, yet encouraged to
continue with their normal lives (ADS information sheet). Carers see themselves as very
different from carers of older people with dementia and again want a separate service.

Views of Service Users and Carers

8.14 There is a lack of user involvement in service development (Cox 1998). Younger people
with dementia can articulate their experiences of dementia and what they want from care
and services (Beattie 2004). Increasingly younger people with dementia are insisting on
their right to the diagnosis (Fearnley, 1997).

72

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 1244 of 3342

MAHI - STM - 083 - 1244



8.15 A consultation with service users and carers undertaken by Tees and North Yorkshire Trust
(2000) found that service users, as well as wanting to be told their diagnosis, also wanted
contact with other young people with dementia for mutual support, the ability to carry on
with recreational and occupational activities and somewhere to socialise.

8.16 Carers wanted age-appropriate day care and respite, access to anti- Dementia medication,
preventative service responses, an out-of-hours contact point and a single access point.

Service Proposals

8.17 All younger people with dementia, their families and carers should have access to
comprehensive specialist services from diagnosis to long-term care (ADS workshop, 2003).

8.18 A service for younger people with dementia should have a number of elements:

• education and awareness raising;
• advice to and liaison with Primary Care;
• early investigation, assessment and diagnosis;
• access to neurology and genetics services;
• assessment and care planning including considerations of financial issues;
• flexible day care and alternatives;
• acute assessment inpatient facilities;
• respite care;
• intensive own home care; and
• support and training for carers – family and professionals.

Best Practice Examples

Foyle Trust, in partnership with the Alzheimer’s Society, has developed a respite service for
younger people with dementia, which is an activity based service determined by the person
themselves.

Teeswide Young Onset Dementia Team (Tees and North East Yorkshire Trust) provide a “one-stop
shop” service which aims to make organisational boundaries invisible to users. There is an open
referral system to facilitate access and direct access to services that normally operate as tertiary
services (neurology, neuropsychology and neuropsychiatry). There is liaison between services to
co-ordinate care and pro-active monitoring of users and carers to prevent ill-health and breakdown.
The service has been found to reduce the time from first symptoms to diagnosis by a year and
waiting lists for diagnostic assessments from a year to two months. Levels of psychological
problems in carers have also reduced over time.
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RECOMMENDATIONS

50. Services for younger people with dementia should be located within either the mental
health programme or older people’s programme of care. There must be a clear policy in
place and a dedicated lead for the planning and delivery of services for young people with
dementia. Services must also be appropriately funded given the complex needs of this
group.

51. There should be adequate financial support for young people with dementia and their carers
to enable them to meet the extra costs of caring. Employers and the Social Security System
should adopt practices which recognise dementia as grounds for early retirement and which
protect a person’s entitlement to pension rights and other benefits.

52. Residential respite is important for short breaks and could have links with an
assessment/rehabilitation unit. There may be opportunities for joint developments with the
Brain Injury service for assessment facilities, respite care and specialist units for extreme
behavioural problems.

Key Considerations

• The DHSSPS should recognise the existence and special needs of younger people with
dementia and require health and social care purchasers and providers to work together to
develop services for them. There should be a clear statement of local policy in relation to
allocation of responsibility for the population aged under 65 with dementia (RCPsych
Council Report, 2000).

• Younger people with dementia should have access to a full range of assessment and support
services, including acute assessment in-patient facilities, home care, day care, respite care
and continuing residential/palliative care which recognise the different life circumstances
and environment of younger people and their carers. Specialist counselling should also be
made available. There must be support for family and carers.

• There should be appropriate education, training and information for all health and social
services professionals to ensure an effective and sensitive response to the needs of young
people with dementia and their carers.

• Collaboration with neurology, neuropsychology, medical genetics, neuropsychiatry, liaison
psychiatry, substance misuse, rehabilitation and learning disability services is essential for
establishing accurate diagnosis and the dovetailing of services. Non-statutory services are
important and should be supported.

Learning Disability, Dementia and Functional Mental Illness

"I need help - I need to know what is in front of us - and I need help to do my best. Who is going
to care for her later when I die."
man whose daughter has a learning disability and dementia
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8.19 The Review’s “Equal Lives” report points out that the numbers of people with a learning
disability who will live into their sixties and seventies is increasing rapidly in Northern
Ireland. Over the next 15 years, numbers will increase by 95%. Planning needs to start
now to meet the needs of this group who also experience dementia and/or depression,
anxiety states and other functional mental illnesses as well as the other difficulties and
challenges of ageing.

8.20 Cooper (1997) for example found in her research that older people with learning disabilities
have a greater prevalence of psychiatric morbidity than younger controls (68.7 v 47.9%).
Rates of depression and anxiety disorders in his sample are also high and dementia is
common. There are equal rates of schizophrenia/delusional disorders. Hatzidimitriadou
and Milne (2005) provide other references which support this finding.

8.21 The Review has a fundamental message, which is that dementia and functional mental
illness in older people need a great deal more planning and service improvement than is
currently given and this is equally necessary for older people with complex combinations,
which include learning disability.

Dementia

8.22 The risk of dementia for people with learning disabilities, except Down’s Syndrome, is
similar to the general population. Jokinen (2005) reminds us to bear in mind that older
people with learning disabilities are less likely to have married, had children or had a job
providing a pension.

8.23 People with Down’s Syndrome are at high risk of Alzheimer’s Disease as they grow older.
“Equal Lives” provides tables to show that percentages for this group of people increase
from 10-30% in those aged 40-49 to 30-75% in those aged 60-69 (McQuillan et al. 2003).

8.24 Clearly, awareness raising about dementia is needed among families and care staff as well
as material on how to provide help in a way that maximises potential. Jokinen (2005) found
in her research, that there was a lack of good practice material although she draws attention
to the Edinburgh Principles (Wilkinson and Janicki 2002) and the work of McCarron and
Lawler (2003) and Watchman (2003). The Scottish Down’s Syndrome Association has
produced some useful booklets (1995) for the relatives and staff of this group. Kerr and
Wilson (2002) have produced a training guide for staff.

8.25 Early diagnosis is needed as it is for any other group with dementia. Diagnosis is often late
due to lack of awareness across the board and because it can be difficult given
communication and other difficulties.

Functional Mental Illness (FMI)

8.26 The Equal Lives report highlights that “between 20-40% of people with a learning
disability are liable to have a mental health problem” (Parry ed 2002). There is now a
considerable literature on the high risk of psychiatric disorder in people with learning
disability, the majority being depression and/or anxiety. Hatzidimitriadou and Milne (2005)
take the view that a significant proportion may be experiencing reactive depression to age-
related physical illness and to the loss of a carer.
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8.27 Moss et al. (1998) found low levels of referral for psychiatric assessment due to the
challenge of identifying the problem, lack of co-operation and communication problems.

8.28 It would also seem likely that older people with learning disabilities will experience similar
or greater rates of other functional mental illnesses as older people generally and again
there is likely to be a failure to diagnose and treat.

Complex Needs

8.29 There is currently increasing policy interest in meeting the needs of people with complex
needs. Those with learning disabilities along with dementia and/or functional mental
illnesses are a prime example of people for whom our present models of service
organisation fail.

8.30 This report endorses all the recommendations of the section of the Equal Lives report on
older people, including recommendation 53:

“Arrangements should be developed to enable people with a learning disability who have
dementia to access mainstream dementia service. This will include mechanisms to provide
a skills boost between dementia services and dedicated disability services”.

8.31 Consistent with the recommendations of the Strategic Framework for Adult Mental Health
Services report, people with mild learning disability must be given choice of mainstream
and specialist learning disability services.

8.32 Dementia services and health and social care for older people with functional mental illness
are also far from adequate at present and even more deficient for older people with learning
disabilities. These inadequacies must be addressed. Awareness raising is a key issue in
both learning disability and older people’s services which should be addressed as a priority.

RECOMMENDATION

53. People with a learning disability should have access to good quality dementia care. Those
individuals who develop dementia and are already known to learning disability services
should remain within this programme of care for the purposes of continuity of care. “In-
reach” expertise and support should be available as required. People with a mild learning
disability who develop dementia should be cared for within mainstream services, if that is
their choice.

Alcohol Related Brain Damage

8.33 The term Alcohol Related Brain Damage (ARBD) refers to the effects of changes to the
structure and function of the brain resulting from long-term consumption of alcohol. There
is a lack of information on the extent of ARBD within Northern Ireland. Most Health and
Social Services Trusts will be able to identify people with ARBD in terms of hospital bed
occupancy and nursing home placements, however this population is likely to be
interspersed throughout several programmes of care, often without a formal diagnosis.
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8.34 Research would indicate that ARBD accounts for 10% of the overall dementia population
and 12.5% of dementias in people under 65. The peak age of those with ARBD is between
50 and 60 years of age (Scottish Report, A Fuller Life). Demographic trends and increasing
patterns of alcohol consumption in the over 65 population are likely to increase incidence
levels of ARBD.

8.35 People with ARBD present with a complex array of physical, social and emotional needs
which require a co-ordinated approach across medical and social care boundaries as well as
across different agencies such as housing, social security, voluntary and private providers.

8.36 The needs of adults with Alcohol Related Brain Damage are addressed within the Review’s
report, A Strategic Framework for Adult Mental Health Services as part of Services for
People with Acquired Brain Injury or Progressive Brain Disease (Sections 6.16-6.22). This
report endorses the recommendations made in that report in terms of the development of a
pathway which addresses emotional, cognitive, behavioural and social need. The Review
supports the view that older people with ARBD should have access to exactly the same
range of services as younger people and should not be discriminated against in terms of age.

8.37 The specific needs of older problem drinkers are also considered as part of the Alcohol and
Substance Misuse Report (Sections 10.1-10.10). This report highlights the need for
addiction services and resources to be sensitive to the specific additional needs of the older
population.

Best Practice Examples

Both Foyle Trust and the Northern Ireland Community Addiction Service (NICAS) have
developed counselling and support services specifically designed for older people and their carers.
These services offer domiciliary based visits and provide a range of individual based interventions.
They also provide awareness raising, training and support to other professional staff working with
this service user group.

RECOMMENDATION

54. A report should be commissioned to establish the extent of ARBD in Northern Ireland. This
could form part of the overall scoping exercise and needs assessment proposed in
recommendations 2 and 3.

Older People with Enduring or Relapsing Functional Mental Illness

Introduction

8.38 Individuals who have suffered enduring or episodic severe mental disorder in adulthood
and have reached the age of 65 are often described as “graduating” from services designed
for adults of working age to those designed for older people. Service users in this position
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are often referred to as “graduates”. The Review has, however, chosen not to adopt this
term.

8.39 The life expectancy of the general population as a whole has increased during the course of
the last century. Indeed, this also applies to those suffering with major psychiatric disorders
such as schizophrenia, bipolar affective disorder or depression, most of whom now survive
into later life.

8.40 Over the last 50 years there has been considerable restructuring of mental health services,
including the development of community based services and a move away from
institutional care. Consequently those who would at one time have been cared for as in-
patients in psychiatric hospitals must now have their needs met in other settings – in their
own homes, with their family and other carers or in residential or nursing care settings.

8.41 At the same time, mental health services have been organised into specialities, such as acute
adult, rehabilitation and old age psychiatry. Specialist old age psychiatry services accept
the majority of people with mental health problems over the age of 65 who are referred at
first presentation with mental health problems. There is, however, some variability in
practice with respect to the transfer of these people from general adult sector mental health
services to specialist old age psychiatry services. Of note also is the fact that within social
services, older people’s and mental health services are usually managed within separate
directorates. This means that people who have been cared for within the mental health
programme of care may be transferred, at retirement age, to more generic older people’s
services.

8.42 As individuals with severe or enduring mental illness grow older, their needs take on new
levels of complexity, with increasing physical ill health, declining memory, social care
issues and particular psychological problems relating to the ageing process itself. Some
will also develop additional mental health problems as well as Alzheimer’s Disease and
other dementias.

8.43 These individuals are, however often “uniquely disabled by a combination of personal,
social, mental and physical health disadvantage” (Jolley et al. 2004) and are often not a high
priority for general psychiatry services.

General Principles

8.44 The service which offers the greatest expertise in the care needs of an individual should
assume responsibility for their care. It is recognised that there are instances where a
person’s needs cannot be met in entirety by one service. In this instance, clear planning of
an individual’s care, so that areas of responsibility are delineated, is a prerequisite of
effective delivery of care.

8.45 Where individuals are physically well, and do not have dementia, but are older than 65
years of age, and receiving ongoing care from general and community psychiatric (GC)
services, the imperative principle is that of continuity of care. This must take preference
over automatic referral at a particular age.
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8.46 It is recommended that the standard cut-off age for service boundaries should be 65 for
individuals presenting for the first time with psychiatric disorder. Where the person has
been discharged back to primary care i.e. his/or her GP, from the GC sector at or around 65
years, only to re-present within a short time, then the arrangements for this needs to be
agreed locally. Otherwise, if a substantial time has elapsed, or there are other difficulties
such as cognitive impairment, perceptual difficulties or carers issues, then the referral is
more appropriately made to old age services. The individual must be central to any clinical
decisions.

8.47 In-patient and day care facilities should be provided according to that which best meets the
individual’s needs. In addition, the value of continuity of care, with existing staff, rather
than age alone must be considered. This also applies after a patient’s discharge.

8.48 Individuals may be assessed by one service but long term care provided by another service.
The person’s needs must take priority in such a case. (These principles are based on two
papers published by the Royal College of Psychiatrists, 2002 and 2004).

RECOMMENDATION

55. At around the age of 65 years (or an age agreed within the local service) individuals with
enduring or relapsing mental illness should have a comprehensive review of their health
and social care needs. The individual’s ongoing care should be provided by the team which
is best placed to meet their identified needs. However, if someone has significant physical
health problems, complex care requirements or significant cognitive impairment, then a
transfer of care to the specialist old age service should be considered. It is important that
the person's GP is kept fully informed of any transfer of responsibility.

Key Consideration

• Each Board/Trust area should undertake a survey to determine the needs of this service user
group as resources should follow service demand. The funding of these services should
relate to the relevant contribution of each element of the service to the total care provision.
This will need to be reviewed and developed locally to ensure that service demand and
need is met.

8.49 The needs of people becoming older with enduring or relapsing mental illness are also
considered within the Review’s report, A Strategic Framework for Adult Mental Health
Services (Sections 4.61-4.62). This report endorses the recommendations made in terms of
agreement of local arrangements for meeting the needs of this population, the need for
transitional review and for identification of need in the population of people entering older
age and their carers.
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CHAPTER 9

MAKING IT HAPPEN

9.1 This Report is being written at a time of major restructuring of health and social care
services in Northern Ireland. The recommendations are wide-ranging and will present
challenges to both commissioners and providers of services. However, if these challenges
can be realised, services for older people with functional mental illness or dementia related
illnesses and their families will be radically reshaped and enhanced.

9.2 What will make this report a reality? There is a need for increased resources inclusive of
buildings, finance and human resources to meet deficits in current services as well as taking
into account the significant increases in the population over the next few decades and
subsequent increased demand. However, there is a need to ensure that current resources are
used effectively and efficiently. Therefore, there are challenges for all providers of services
inclusive of statutory, independent and private sector providers, to re-configure and reshape
services to meet changing demands and needs and realise these recommendations. It is not
just about asking for more resources but being more creative also with what is already
provided.

Strategic Framework

9.3 The Report provides a vision of services for the future that challenges commissioners and
providers to ensure that:

• services for older people with functional mental ill-health and/or dementia should be
provided in non-institutional settings;

• people are maintained in their own homes or appropriate domestic type
accommodation;

• robust primary care and community based services are in place for everyone
irrespective of geographical location;

• free nursing care at point of delivery;
• user and carer involvement is critical to service commissioning and implementation;
• within statutory provision, mental health services, irrespective of which directorate

they sit within, should be a discrete sub-speciality, with a ring-fenced budget and
clear protocols in place for interfacing with other programmes of care;

• the voluntary, independent and private sectors should be key providers of services;
• appropriate data collection for performance monitoring and planning; and
• information and advocacy services are embedded in service delivery.

Organisational Framework

9.4 The challenges for organisations are that:

• visionary and creative commissioning and provider organisations are required;
• good performance management and information systems in organisations are a

prerequisite;
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• partnership and collaborative approaches across a range of organisations are
facilitated and promoted; and

• intra and inter-agency working is embedded in service delivery.

Services Framework

9.5 The challenges for services for a fast growing, ageing population that this Report has
highlighted are:

• the need for flexible and responsive services that are not fettered by unhelpful
bureaucracy;

• the need for a single point of entry and assessment;
• simple referral systems with good follow through so that people do not get lost in

systems;
• the importance of the coordination of different disciplines;
• the necessity of audit and monitoring;
• the centrality to service provision of carer and user involvement;
• the need for seamless interfaces across professions and carers formal and informal;
• the need for information accessibility; and
• clarity on the funding of services and who pays for what.

9.6 It is not within the remit of this Report to define how services need to be structured and
delivered, but rather that the aforementioned challenges should be addressed.

9.7 There are two key requirements to making reform happen: namely a competent workforce
and adequate resources.

A Competent Workforce

9.8 In 2002 in Northern Ireland, the estimated population of people 65 + was 227,000. By
2042, this will increase to 457,000 - an increase of 98.6%. In 2002, the population of 80 +
was 55,000. In 2042 this will be 156,000 - an increase of 185%. This is of major impact
to planners and commissioners involved in health and social care provision.

This data can be further broken down into Health and Social Services Board projections for
the next 12 years.
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Summary of projected Dementia population for each Board.

(1) The Eastern and Northern Board areas will have the largest growth in the dementia
population but all Board areas need to plan for the future workforce to meet this reports
recommendations

Workforce Requirements

Who and How Many?

9.9 There are no norms of ratios of staff requirements per population that can be applied to
ascertain workforce needs and workforce requirements. This will be determined by the
types of supported living/care models of services that will be provided. The emphasis on
future service provision is enabling people to remain in their own homes for as long as
possible, with appropriate models of support. These should be inclusive of meaningful day
activity services and home care/support or providing suitable housing alternatives that are
not based on institutional living i.e. residential care homes, nursing homes or hospitals,
although there will still be a need for those services.

9.10 It is also worth noting that between the present and 2025 there will be an unusually high
volume of “young” old in the population. Assuming these people retire from paid
employment if they can afford to do so, this age group provides a potential high rate of
volunteering which will be important in community and service development initiatives.

9.11 Current service provision is delivered by a range of professional medical, health and social
work staff, as well as an expansive workforce of non-professionally qualified social
care/health staff - the latter of whom make up the majority of the workforce in community
based provision such as domiciliary care, floating support, day centres and
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residential/nursing homes. With the emphasis on enabling people to remain within
community settings, this section of the workforce will need to be expanded, resourced and
trained to meet the increasing needs of the older population.

9.12 Significant service provision is also provided by an unpaid workforce, i.e. family carers,
community groups, church organisations etc. They also require training, support and
financial assistance to carry out their caring role. They are also a potential pool of skilled
paid workers to recruit from. There are also opportunities to be explored in relation to
using Direct Payments to make effective use of these skilled people.

9.13 The recruitment of staff within Northern Ireland will be a significant challenge and
consideration will also have to be given to recruitment of staff outside Northern Ireland and
Great Britain and the infrastructure required to effectively support foreign workers.

9.14 It is difficult to quantify precisely by how much the professional and non- professional
workforce will need to expand without knowledge of the types of service provision that will
be made available to this target population. Nevertheless, a community based approach,
enabling people to be diagnosed, treated, cared for and supported in non -institutional
settings will place significant demands on primary and secondary care services and require
the development of increased specialist services within hospital and community settings.

9.15 A range of services for people with Dementia or Functional Mental Illness may include the
following personnel:

• Consultant Psychiatrists of Old Age;
• Staff grades;
• SHOs;
• OTs;
• GPs;
• Memory Clinic personnel;
• Psychology services;
• Physiotherapists;
• Speech and Language Therapists;
• Service Managers;
• Outreach workers;
• Social workers;
• Nurses;
• Care Managers;
• Direct payment co-ordinators;
• Community care assessors;
• Social Care/Health Care workers (domiciliary);
• Residential / Supported Housing Staff;
• Floating Support workers;
• Day activity staff;
• Day Hospital staff;
• Ancillary staff;
• Specialist therapists, i.e. reminiscence, sonas, alternative therapies; and
• Drivers.

84

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 1256 of 3342

MAHI - STM - 083 - 1256



9.16 Currently many of these professionals, such as physiotherapists, speech and language
therapists, psychologists, are not dedicated to older people services, yet their inputs are an
essential part of a holistic treatment and care service. More memory clinics are required to
ensure accessibility to these services throughout Northern Ireland and there is a general
shortage of qualified nursing and social work staff to work in the area of older people with
EMI or FMI. More GPs are required who are effectively trained in diagnosis of mental
illness and dementia type illnesses. Many domiciliary and support services are already
experiencing staff shortages. While it may be possible to apply some ratios per head of
population to the provision of professional workers, it is more difficult to quantify the
numbers of home care, domiciliary type workers as the model of service provision will
impact on the numbers required.

9.17 Based on the recommendations of this Report, it is estimated that over the next 5 years the
additional professional workers required are:

• 76.5 wte nurses Bands 5-8;
• 138 wte staff Bands 2-4 (for acute and assessment services);
• 10 wte CPNs;
• 10 advocacy workers (may be from a variety of professions;
• 5 wte Trainers;
• 14 wte social workers
• 16wte Occupational therapists;
• 7.5 wte Consultant Psychiatrists of Old Age;
• 2wte SHOs;
• 1.5 wte staff grades;
• 22 wte crisis workers (may be from a range of professional groups);
• 8 HCOs;
• 2 wte Pharmacists;
• 15wte Psychologists;
• 13wte Physiotherapists;
• 2.5wte dietitians;
• 4 wte podiatrists; and
• 15 wte speech and language therapists.

9.18 The required expansion in the non-professionally trained workforce which will make up the
bulk of paid carers, is difficult to estimate. There is insufficient data about this workforce,
but it is estimated that 90% of the social services workforce in Northern Ireland (36,140)
are social care workers (Workforce Planning Review, DHSSPS, 2006) working in a range
of settings and agencies. While this information is not broken down in to programme of
care, it can be assumed, given proportional expenditure across service user groups, that the
vast majority of the social care workforce is employed in older people's services.

9.19 In an analysis of one Trust's provision for a specialist Dementia/Older People FMI service
(with a known dementia/FMI population of 1,475) the domiciliary work force would need
to expand by at least 20% to meet projected demand, based on current service provision.
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Recruitment and retention

9.20 Recruitment and retention of both professional and non-professional staff is a major
concern for service providers. There are currently significant difficulties in obtaining
suitable staff for care work such as domiciliary and home care and retaining them to provide
consistency in service provision. This is due to a range of factors, including:

• low pay for social care workers;
• better terms and conditions and rates of pay in retail/other sectors;
• lack of career structures;
• anti-social hours and weekend working;
• inadequate travel allowances particularly in rural areas;
• lone working;
• lack of flexible working arrangements;
• differing pay scales, terms and conditions between service providers that leads to

“poaching” from service to service; and
• heavy insurance premiums for use of car for business purpose particularly for under

25s.

9.21 There is a current shortage of mental health nurses and a low uptake in training programmes
for mental health that will have a major impact on professional recruitment. Psychologists
need to be an integral part of older people services.

9.22 Remuneration levels need to be explored across professional and non-professional staff
groups but other factors also need to be considered such as:

• promoting social care as an attractive career;
• providing flexible job contracts;
• positive presentations about working with older people with mental health needs;
• provision of training and development of competences; and
• ensuring robust management and support infrastructures for all staff.

9.23 The non-paid workforce need to be encouraged and supported to maintain their caring roles
as they will be a resource to recruit from.

9.24 The use of foreign workers needs to be explored and consideration given to the racial
interface with the local workforce and development of appropriate infrastructures to
support mobility of workers.

Training Support and Standards

9.25 The knowledge base and skills required to meet the needs of older people with FMI and
those with dementia, need to be addressed for all professional and social/health care
workers, as well as volunteers.

9.26 Professional training programmes in medical, health and social work courses need to
address key areas of early diagnosis, assessment and treatments, which should be further
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enhanced by post-professional specialist training opportunities. The Centre of Excellence
at the Dementia Centre, Stirling University, is one example of a provider of specialist
training in working with people with dementia for all professional and non professional
staff groups. However there is a lack of similar resources for older people with functional
mental illness.

9.27 The social care workers of the future need to be multi-skilled in general areas of
competence in working with older people and receive specialist training in the particular
needs of those with FMI, depression and/or dementia. Such training must encompass the
social, emotional and spiritual needs of older people, their immediate carers and family as
well as physical care needs. Staff will need to develop competence in the area of assistive
technologies and use of telemedicine as well as particular interventions to stimulate
cognitive functioning and mental well being e.g. reminiscence therapies, creative therapies.
Understanding of depression in old age, self harm, communication skills are all
prerequisites of a competent workforce. There are numerous opportunities for skill
development within vocational training and organisations should actively strive to embed
occupational standards within management processes such as appraisal, supervision and
performance management as well as enabling staff to undertake NVQs.

9.28 Service providers have a responsibility to ensure that all staff are appropriately trained and
fit for purpose. The Professional Regulatory Bodies also have an important role to play in
ensuring this happens. The Regulation and Quality Improvement Authority will concern
itself with ensuring the competence of service providers as organisations and inspect
services against clearly defined standards of practice and governance. A robust regulatory
framework is essential in achieving and maintaining those standards and ensuring public
confidence in all providers of services.

9.29 Service provider organisations need to support staff, especially those with direct service
user contact who are often working alone. Robust, supervisory management systems need
to be in place for all staff as well as sound quality assurance systems that monitor service
effectiveness and ensure quality standards. Providers of services to older people are diverse
and encompass statutory, voluntary and independent sectors that include paid staff and
volunteers. Whether a small privately owned company or a large statutory provider,
workforce and workplace competence need to be capable of effective service provision.

Resources

9.30 The recommendations in this Report provide an overall guide to required developments and
outline additional resources required. More detailed analysis is, however, required to
determine baseline service provision and projected service demand. Each Provider Trust
will need to develop implementation plans for their resident populations and map out the
services which will be required to meet identified needs.

9.31 As part of the work of the Review, a detailed costing of each of the recommendations has
been undertaken. The Review anticipates that £50 million of additional income is required
to implement the recommendations and ensure that the strategic framework for health and
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social care needs is achieved. This figure does not reflect the investment that will be
required to meet demographic changes. Neither does it reflect (apart from a £5 million
additional capital spend) any of the capital costs associated with reconfiguring buildings or
housing costs. It is important to highlight, however, that there are likely to be some savings
from reconfiguring existing services and resources.

9.32 It has not within remit of the Review to look at how additional funding is raised to meet
these costs but charging for services will become a major challenge for service users.
Commissioners and providers need to ensure, if introduced, fair and equitable charging
policies so that primary carers are not disadvantaged.

9.33 To make this Report a reality, there needs to be additional resourcing of services but,
alongside this, determination will be required, to ensure that this document does not sit on
a shelf and gather dust but rather becomes a live and dynamic framework which is used to
deliver excellent services to older people with mental health needs.
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SUMMARY OF RECOMMENDATIONS

1. While services for older people with mental health issues may be located within either a
mental health or older persons’ programme of care, they should be provided as a discrete
sub-speciality, with a ring-fenced budget and clear protocols for accessing other
programmes of care.

2. Health and Social Services Commissioners and Providers must have in place a detailed
analysis of the demographic detail of their respective rapidly expanding older populations
to effectively assess need and plan for current and future provision for those older people
with mental health issues. This analysis should include identification of older people from
ethnic minorities.

3. Health and Social Services Commissioners and Providers should undertake a scoping
exercise of current service provision for older people with mental health issues, identifying
shortfalls in provision, unmet need and the service provision anticipated for the next 10
years.

4. Realistic tariffs for residential and nursing care, which reflect the particular needs of older
people with mental health issues, should be agreed.

5. A Policy and Practice Development Centre for Mental Health Services for Older People
should be established which would provide information, training, consultation and research
and help secure comprehensive and relevant dementia service provision.

6. Public education programmes, focusing on promotion of good mental health and
prevention, should be developed.

7. The DHSSPS should ensure from a strategic point of view, that health promotion in relation
to mental health issues is given the same priority as for other service user groups.

8. Dementia and mental health issues in older age should be included in all training
programmes for health and social care staff (including those working in the independent
sector). This should be undertaken on an inter-agency and multi-disciplinary basis where
possible. Training and education programmes for carers should also be provided.

9. Independent, specialist advocacy services should be available for older people with mental
health issues. These should be commissioned on a regional basis to ensure equity of access
and service delivery to agreed standards.

10. Health and social care professional education and training at undergraduate and
postgraduate level should include more training in the area of dementia and functional
mental illness. This education should include experience of dealing with these conditions
in the community.

11. Primary care staff should receive more training in the early detection of dementia and
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functional mental illness and recognise the benefits of doing this. The use of standard
assessment tests should be encouraged.

12. Systems which are sensitive to the particular needs of carers should be in place within GP
surgeries, e.g. flexible access.

13. Clear, local protocols should be drawn up jointly between primary care and specialist
services.

14. Dementia care and care of older people with functional mental illness in the community
should be considered as a Locally Enhanced Service (LES) within the GMS contract.

15. Specialist domiciliary care services for older people with mental health issues should be
developed. These should be available over a 24-hour period. Continuity of service delivery
is vitally important and every effort should be made to ensure this is central to any new care
plan.

16. Good quality domiciliary care requires adequate resources to be made available to attract
good staff and allow for proper training. Trusts must identify the appropriate resources to
develop specialist domiciliary support services. These services must be supplemented by
assistive technology and multi-disciplinary crisis/rapid response.

17. Support for older people with acute mental health issues should be available on a twenty-
four hours a day, seven days a week basis. Support should be available both for those with
dementia and functional illness.

18. A person with dementia in the community who develops acutely increased
confusion/agitation should have an urgent medical assessment to check for delirium.

19. Older people should only be admitted to hospital if their medical or psychiatric condition
requires it. No-one should be admitted to hospital solely to provide a place of safety when
what is needed is an increased level of care in the community.

20. Older people with dementia and FMI should have access to similar crisis/home treatment
teams as younger people with mental health problems or those with physical illness.
Crisis/Rapid Response Services should include older people with FMI and dementia and be
sensitised to their specific needs.

21. A range of models of day-time support which are responsive to user and carer need and
which promote social inclusion, should be developed. Particular consideration should be
given to people in rural settings and the need to develop creative responses to their needs.

22. Respite care provision should be a clear and identifiable part of any commissioning or
service planning process. A range of models should be delivered. It should be provided
locally, be flexible, responsive and of benefit to older people with mental health issues and
their carers.
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23. Providers and commissioners must contribute to NIHE strategic planning in order to ensure
that the needs of the increasing population of people with mental health issues are fully
considered. Future planning must guarantee a range of housing options, internal design
solutions, adaptations and use of assistive technology which promotes people’s
independence both in their own homes and in supported housing settings.

24. Providers must ensure that support models promote empowerment, independence and
social inclusion.

25. Department for Social Development (Housing Division) funds should prioritise the
provision of 2 bedroom bungalows for one person in order to encourage a carer and/or
family to live with the individual on a permanent or regular basis (including overnight and
weekend stays).

26. Assessment processes should include consideration of the potential to use assistive
technology. The use of assistive technology should be promoted and extended. This will
require adequate resourcing and clear assignment of budgetary responsibility.

27. Organisational structures should support restraint-free/minimal restraint care and provide
the required staff education, consistent staffing levels and the equipment and technology
necessary to support this care strategy. Audit frameworks to monitor employment of
restraint policies should be in place within all care settings. A regional directive that is
dementia specific should be developed.

28. Older people with mental health issues who are resident in care homes should have the
same access to all primary and community care services as those living independently in
the community, e.g. dental, podiatry and optical services, rehabilitation, falls prevention
services and day care services if that is their choice. This should also include regular
medical review by a GP.

29. Standards of care in all care homes should reflect not only high quality nursing care, but
also a culture that promotes a positive and enjoyable quality of life, including appropriate
activities, enjoyable and appropriate food and promotion of independence. This should be
regularly reviewed.

30. Staffing levels should adequately reflect the high level of needs of older people with mental
health issues.

31. There should be adequate induction, supervision and ongoing training for staff, particularly
in the management of dementia and mental health needs.

32. There should be effective and rigorous monitoring and reporting of standards and quality,
including the quality of life and lived experiences of residents, within care homes by the
Regulation and Quality Improvement Authority.

33. Users and carers should be fully involved in all decisions about care and care provisions.
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34. Interim care challenging behaviour facilities should be developed. These must be
appropriately staffed and funded.

35. Commissioners should seek proposals on how a palliative care approach for people with
advanced dementia can be rolled out to all care settings.

36. Older people with mental health needs should have access to suitable intermediate care
services.

37. Specialist teams should provide the necessary support to staff working in mainstream
intermediate care services. This may include in-reach by link staff from specialist teams to
provide support, training and coaching.

38. Anyone with a diagnosis of dementia or long-term severe functional mental illness should
have a key worker for the duration of their illness.

39. Specialist Multi-disciplinary Teams for Older People with mental health issues should be
introduced where not currently in place.

40. Pilot projects which include the development of enhanced practitioner roles should be set
up and monitored.

41. Pre- and post-diagnostic support should be available for people with dementia and their
carers.

42. Consideration should be given to moving towards a single point of entry for referrals to
specialist services with multi-disciplinary allocation of referrals as suits local
circumstances.

43. In-patient facilities for those with functional mental illness should be located within a
function-specific unit for older people, alongside other psychiatric admission facilities
within a local general hospital site. Strong links are required with the professional staff
within the district general hospital.

44. Older people should have access to all evidence-based treatments according to need,
including psychotherapeutic services.

45. Access to appropriately staffed Day Treatment Units with flexible opening hours for those
with severe mental illness should be seen as a priority.

46. Protocols for the management of common psychiatric conditions and referral to the
Psychiatry of Old Age Liaison team should be introduced in to general and specialist
hospital wards supported by education and training delivered by a dedicated multi-
disciplinary Old Age Psychiatry Liaison team.

47. Care pathways for older people with mental health needs in the acute hospital setting should
be developed.

92

BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 1264 of 3342

MAHI - STM - 083 - 1264



48. There should be an appropriately qualified designated person to co-ordinate discharges for
older people with mental health issues.

49. Where possible, decisions about long-term care should be made in the community, in a
setting familiar to the older person.

50. Services for younger people with dementia should be located within either the mental
health programme or older people’s programme of care. There must be a clear policy in
place and a dedicated lead for the planning and delivery of services for young people with
dementia. Services must also be appropriately funded given the complex needs of this
group.

51. There should be adequate financial support for young people with dementia and their carers
to enable them to meet the extra costs of caring. Employers and the Social Security System
should adopt practices which recognise dementia as grounds for early retirement and which
protect a person’s entitlement to pension rights and other benefits.

52. Residential respite is important for short breaks and could have links with an
assessment/rehabilitation unit. There may be opportunities for joint developments with the
Brain Injury service for assessment facilities, respite care and specialist units for extreme
behavioural problems.

53. People with a learning disability should have access to good quality dementia care. Those
individuals who develop dementia and are already known to learning disability services
should remain within this programme of care for the purposes of continuity of care. “In-
reach” expertise and support should be available as required. People with a mild learning
disability who develop dementia should be cared for within mainstream services, if that is
their choice.

54. A report should be commissioned to establish the extent of ARBD in Northern Ireland. This
could form part of the overall scoping exercise and needs assessment proposed in
recommendations 2 and 3.

55. At around the age of 65 years (or an age agreed within the local service) individuals with
enduring or relapsing mental illness should have a comprehensive review of their health
and social care needs. The individual’s ongoing care should be provided by the team which
is best placed to meet their identified needs. However, if someone has significant physical
health problems, complex care requirements or significant cognitive impairment, then a
transfer of care to the specialist old age service should be considered. It is important that
the person's GP is kept fully informed of any transfer of responsibility.
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ANNEX I
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ANNEX 2

Legislative and Policy Context

Community Care

1. People First: Community Care in Northern Ireland in the 1990s continues to provide
the policy focus for actions designed to ensure that all users of community care services
have access to high quality and responsive care in the setting most appropriate to their
needs. These services should optimise choice, promote independence and ensure fairness
and equity.

Dementia Policy Scrutiny

2. The DHSSPS’ general policy covering community care provides a policy framework that
embraces dementia. However this overarching policy had only limited impact on the
development of coherent dementia services. In commissioning the Dementia Policy
Scrutiny Report, the Department sought:

• to make good the identified policy deficit;
• to establish a strategic direction for the development of dementia services; and
• to provide helpful guidance on good practice for purchasers and providers.

3. A Scrutiny Action Team drawn from a variety of relevant backgrounds and professions
undertook the Scrutiny from 1 March to 30 June 1994 on the basis of the following remit:

“the policy scrutiny will review the health and social services needs of dementia sufferers
and their carers, identify the components of an appropriate and effective dementia policy
and make recommendations.”

4. The Scrutiny Action Team’s major recommendations were grounded on the need to
establish dementia services on a sound and regular footing, with a clear administrative base;
ensure the development of effective and well-targeted services, identifying and meeting
need in a timely and appropriate manner; and contribute positively to enabling people with
dementia and their carers live full and independent lives, ideally in a community setting.

5. These objectives are fully in line with the general objectives of the health and social
services in Northern Ireland. The recommendations were split into two groups:

i. those which should be implemented immediately (20 in all), generally with limited
resource consequences which should be met within existing resources (including
People First monies); and

ii. those which would be implemented progressively as part of a dementia strategy,
commencing now but covering the period of the next Regional Strategy (13 in all).

The latter were recognised as possibly having more substantial resource consequences.
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Review of Community Care

6. An extensive consultation exercise was carried out from July to September 2001 taking on
board the views of statutory and independent sector providers, voluntary organisations and
the health and social care professions. The objectives of the consultation exercise were to
identify barriers to the delivery of good community care services, to identify good practices
across the region and to bring forward recommendations for improvements in the shorter
term. The Review of Community Care–First Report was published in May 2002 and
contained seven recommendations which were:

1. enabling people to live in their own homes;
2. spreading best practice;
3. developing services to provide practical support for carers;
4. care management processes and assessment tools;
5. promoting the development of a flourishing independent sector alongside good

quality public services;
6. accountability of agencies; and
7. funding structure for community care.

A number of project groups have been set up to take these recommendations forward,
including one tasked with developing a SingleAssessment Tool for Older People which can
be applied to all Trusts within Northern Ireland. This project is now at the start-up stage.

Carers’ Issues

7. The contribution of informal carers to the effective delivery of personal social services has
been recognised and the needs of carers, to help them continue in their caring role, are being
addressed in a number of ways by the DHSSPS. The Minister commissioned a strategy for
carers in October 2000 with the aim of identifying practical measures that will make a real
difference to the lives of carers. In drawing up a draft strategy, the Department consulted a
reference group of carers and organisations representing carers to find out what they saw as
solutions to the difficulties carers face in carrying out their caring role. The outcome of this
consultation was reported in Valuing Carers and was published in April 2002.

8. The Carers and Direct Payments Act (Northern Ireland) 2002, which commenced in
part on 31 March 2003, gives carers a legal right to an assessment for services in their own
right. The carer’s assessment looks specifically at the impact of the caring role on the
health and well-being of the carer and concentrate on what is needed to support the carer in
his or her own role. The Act also makes it possible for carers to receive services in their
own right and allows them to be considered for receipt of direct payments as an alternative
to direct service provision.

9. The Act also places a requirement on Trusts to identify carers, to provide them with
information on services available and to offer assessment of their need for services.
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Protection of Vulnerable Adults

10. All Health and Social Services Boards have had policies and procedures for the protection
of vulnerable adults in place since the mid 1990s, following the issuing of draft guidance
by the DHSS in 1995.

11. Most policy documents have adopted the Law Commission (1995) definition of a
“Vulnerable Adult”, i.e. “any person aged 18 or over who:

• is, or may be, in need of community care services or is resident in a continuing care
facility by reason of mental or other disability, age or illness; and who

• is, or may be, unable to take care of him or herself or unable to protect him or herself
against significant harm or exploitation.”

The policy covers all forms of abuse and is applicable to all sectors and settings.

12. The Protection of Children and Vulnerable Adults (Northern Ireland) Order 2003
(POCVA) commenced in April 2005 and provides a legislative basis for the maintenance
of a list of individuals who are considered unsuitable to work with vulnerable adults.

Ensuring Quality

13. Best Practice – Best Care (DHSSPS, April 2001) set out proposals to put in place a
framework to raise the quality of services provided to the community and tackle issues of
poor performance across the Health and Personal Social Services. The aim is to provide a
high quality system of health and social care which is easy and convenient to use, which is
responsive to people’s needs and which provides a service that instils confidence in those
who use it.

14. The quality agenda is underpinned by the Health and Personal Social Services (Quality,
Improvement and Regulation) (Northern Ireland) Order 2003 which has two main
dimensions:

• regulation of individual establishments and agencies; and
• inspection of clinical and social care governance in the HPSS.

15. Key elements of the programme of change initiated by Best Practice – Best Care include:

• a statutory duty of quality on Boards, Trusts and Agencies;
• minimum published standards of care;
• wider and stronger regulation of services;
• creation of an HPSS Regulation and Improvement Authority (RQIA); and
• links to national bodies in standard setting, training and support.
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16. The RQIA will be responsible for:

• regulating services;
• conducting reviews;
• undertaking investigations; and
• carrying out inspections.

17. A Healthier Future: A Twenty Year Vision for Health and Well-Being in Northern
Ireland 2005-2025 is the new regional strategy for health and well-being and presents a
vision of how health and social services will develop in Northern Ireland over the next 20
years. The five main themes addressed include:

• investing for health and well-being;
• involving people – caring communities;
• responsive combined services;
• teams which deliver; and
• improving quality.

18. The strategy places a special emphasis on promoting health and well-being among
vulnerable groups, including older people, for whom preventative measures could have the
greatest effect. It also offers a commitment to offering immediate access to community-
based and emergency services, where these are required, and to increasing choice for
people near the ends of their lives about how and where they receive services.

19. A further policy direction is concerned with protecting and promoting a “full life” for
carers, people with mental health problems and older people amongst other groups.

20. The need to break down the barriers between services delivered in communities (primary
and community-based care) and services delivered in hospitals (secondary, acute or tertiary
care) is also highlighted.

21. The strategy acknowledges that the demands for hospital services will grow over the next
years and endorses the wide-ranging programme of modernising hospitals set out in
Developing Better Services (DBS). Two of the key directions being pursed as part of the
DBS agenda are:

• greater provision of generalist services, including primary care services, within
communities or on a day-patient or out-patient basis; and

• greater specialisation, particularly within acute hospital services.

22. The role of hospitals is increasingly being seen to support community based care services,
requiring a whole systems approach to be adopted to ensure an appropriate balance of
investment in services, both in the acute sector and in the primary and community care
sectors, and innovative ways of working, which will share good practice and resources to
the benefit of the patient, for example, Managed Clinical Networks.
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23. Ageing in an Inclusive Society (OFMDFM) strategy document was launched in March
2005 as part of the Promoting Social Inclusion and Targeting Social Need initiatives. It sets
out the approach to be taken by Government to promote and support the inclusion of older
people in Northern Ireland. Strategic aims include the promotion of an enabling
environment which gives older people choice and control over the services that influence
their lives and the need for integrated action to provide more effective economic, health and
housing support to the older community. To monitor the delivery of the strategy, a
Champion for Older People at Senior Civil Service level has been established.

24. Caring for People Beyond Tomorrow, A Strategic Framework for the development of
Primary Health and Social Care for Individuals, Families and Communities in Northern
Ireland, DHSSPS, 2005, sets out how primary care services should be developed and
provided over a 20 year time span. The emphasis is on the development of consistently
high quality and seamlessly integrated services delivered in the community, close to where
people live, which will provide the great majority of services, achieve high levels of health
and social well-being and minimise the need for hospitalisation or residential care.

Funding Long-Term Care

25. The Royal Commission Report on Long-Term Care which was published in March 1999,
recommended that the costs of long-term care should be split between living costs, housing
costs and personal care, with the personal care component being paid from general taxation
and the rest being subject to a co-payment according to means.

26. One of the key principles underpinning the recommendations of the Royal Commission was
equity. The Report states:

“Care needed by people with Alzheimer’s Disease is directly analogous to the kind of care
provided for cancer sufferers. The latter get their care free. The former have to pay…. The
situation must be put right.” (para 6.33-64)

27. While there was much initial support in principle for the Royal Commission proposals, the
additional monies made available by Government were targeted more at intermediate than
long-term care. Free nursing care was only provided up to a limit of £100 per week and
then only if provided by a registered nurse. The House of Commons Health Committee
Report (April 2005) comments:

“Over six years after the Royal Commission reported, and nearly ten years after concerns
were first raised by a predecessor Health Committee…..elderly people….still find
themselves subject to a bewildering funding system which is little understood even by those
who administer it, and which few patients or carers would describe as fair, or as
guaranteeing their security and dignity.”

28. In Northern Ireland, there has been support in principle for the Royal Commission
proposals. In October 2002, the Northern Ireland Assembly introduced a weekly HPSS
contribution towards nursing care in nursing homes. This payment is intended to pay for
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the professional care given by a registered nurse employed in a nursing home. There is a
flat weekly payment of £100, payable by Trusts to homeowners on behalf of residents with
assessed nursing needs who pay privately. Alternatively, it is discounted from the charges
raised by Trusts for people who are required to refund Trusts at the full rate. Those residents
in a nursing home who fully fund their care may be entitled to a contribution of £100 a week
towards the cost of a Nursing Needs Assessment where the client’s nursing needs are
identified. Any further implementation of the policy has also been delayed by the political
situation in terms of the suspension of the Northern Ireland Assembly.

29. Some of the key issues which are yet to be resolved are the distinctions between health and
social care and between nursing care and personal care. The definition of “personal care”
adopted by the Royal Commission, which is based on an internationally recognised
definition of nursing, precludes care given by other carers. This is particularly significant
for older people with dementia whose care is mostly provided by informal carers and
unqualified staff. June Clarke, Professor Emeritus, University of Wales, comments:

“On every issue, older people with mental health problems (especially dementia) fare worse
than other older people.”
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ANNEX 3

Therapeutic Activities

Kitwood (1997) identifies six needs which we all have as human beings, including the need for
identity, occupation and self-expression. These needs are equally important for the older person
with dementia or FMI although will often need to be nurtured and facilitated by others such as
carers or care staff. One way of achieving this is through offering “expressive outlets” in the form
of therapeutic activities or through the use of the arts.

Activities can be linked to a person’s previous life experiences and interests or may offer new
opportunities for creativity and self-expression. Occupation needs to be personally significant and
to draw on the person’s abilities. Activities can target all sensory levels, which is of particular
importance where verbal communication ability is impaired.

Some of the interventions highlighted below are primarily used with people with dementia; others
will be appropriate for use with both dementia and FMI service user groups.

1. COMPENSATORY INTERVENTIONS

These are techniques that compensate for the level of disorientation associated with
dementia.

Cognitive management and rehabilitation approaches are aimed at supporting memory
function by reducing cognitive load and encouraging the use of external memory aids.

Reality orientation programmes – in these programmes, various cues and prompts are
used extensively as external memory aids, to reduce load on the memory. The technique
aids orientation by unobtrusively repeating facts about day to day life, current events etc. It
can provide the individual with a structured environment to help them to adjust and
function to the best of their ability. Environmental cues and prompts need to be obvious if
they are to enhance the quality of life. The person must usually learn to associate the cue
with the information its retrieval is meant to prompt. Research findings indicate that there
is some evidence to suggest that reality orientation is effective in improving cognitive
ability, with a demonstrable long term gain (Bates J. et al. 2004).

2. ENGAGEMENT INTERVENTIONS

These techniques use long-term memory as a means of engaging the person. Long-term
memory appears to be much less affected in the early stages of dementia than short-term
memory and so offers “a fertile ground for recall of past learning and past
experience”(Gibson, 2006)

Reminiscence therapy involves the recollection of past activities, events and experiences
with another person or group of people. This may be achieved by using tangible prompts
such as photographs, familiar items from the past as well as music etc. The evidence
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relating to reminiscence therapy and life review is more equivocal. Positive effects were
found by Baines S. et al. (1987) who found that treating confused older people firstly with
reality orientation and subsequently with reminiscence therapy, led to significant
improvements on measures of cognition, communication and behaviour even at four weeks
post-treatment.

Recent research by McKee et al. 2005, found that reminiscence enjoyment was associated
with positive psychological health while high frequency of reminiscence and regrets was
associated with negative psychological health. This study highlights the need to choose
participants carefully and to be aware of individual needs and differences. However,
Spector et al. in their Cochrane review (2003) found there was insufficient data to reach
firm conclusions about the effectiveness of reminiscence therapy for dementia and
highlighted the need for further research.

Life Review/Life Story Work typically involves individual sessions, in which the person
can be guided through life experiences, encouraged to evaluate them and produce a life
story book. Life story material is anything that is relevant to the individual (it is not simply
life history) and reinforces the person rather than the dementia.

Recent research carried out by Gibson, Haight & Michel (2006) in Northern Ireland seeks
to evaluate the use of life review and a life story book project as a psychosocial intervention
in long stay care settings (forthcoming publication).

Best Practice Example

The Northern Ireland Reminiscence Network, which has a membership drawn from health and
social care agencies across all sectors, libraries, museums, arts, education and community
organisations, encourages people of all ages to recall, share, value and preserve memories of their
personal life experience for the enrichment of themselves, their families and communities. The
Network undertakes reminiscence education and training, promotes good reminiscence practice
with individuals and groups and engages in projects in partnership with Health and Social Services
Trusts, libraries, museums, voluntary agencies, schools and colleges.

3. COUNSELLING INTERVENTIONS

Elements of person-centred counselling are used in these approaches.

Psychosocial Interventions – are the treatment of choice, in preference to drugs, in
managing behaviour and mood disturbance in people with dementia. (NSF, 2001; SIGN
Guidelines, 1998; Moniz-Cook, 1998; McGrath and Jackson, 1996) Awareness of the
various psychosocial interventions for tackling difficult and challenging behaviour assists
staff with person-centred approaches to care, thus providing a positive alternative to
pharmacological therapies. This is important in the light of evidence concerning the
overuse of medication in patients with dementia in nursing homes. It is essential there is a
multi-disciplinary team approach with cross-disciplinary discussion of service users who
present with complex issues.
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Psychotherapy and Cognitive Behavioural Therapy
There have also been exciting developments in the application of dynamic psychotherapy
(Hausman, 1992; Sinason, 1992) and cognitive behavioural therapy (Thompson et al. 1990)
to older people with dementia. These developments reflect the earlier recognition and
diagnosis of various types of dementia, resulting in a growing number of individuals with
a much clearer awareness of what is happening to them.

Studies also report that CBT has produced beneficial effects in the treatment of depression
and late-life anxiety (Cuijpers, 1998; Stanley and Howarth, 2003) with improvements noted
not just at the post-treatment stage, but at one year follow-up.

Resolution Therapy
This therapy strives to achieve effective communication by demonstrating that people with
dementia “have something to say”. It entails paying attention to all attempts at
communication by focusing on what is heard, seen and emotionally expressed to try to
understand the world from the point of view of the person with dementia. (Stokes and
Goudie, 1994). It is difficult to assess the effectiveness of resolution therapy and there is
limited research in this area.

Validation Therapy
Feil developed this approach in the early 1980s. (Feil, N.1982). Feil’s Validation approach
is underpinned by a belief that all behaviour, no matter how bizarre, has a rational
explanation, the guiding principle being that factual inaccuracies should not be allowed to
impede effective communication. Various techniques are suggested, including rephrasing
speech, matching the emotion displayed, linking behaviour and unstated need.

4. CREATIVE MEDIA

Art Therapies – including Dance Therapy, Art Therapy and Dramatherapy
While there is limited research on the effects of these therapies, there is optimistic belief of
the benefits achieved in self-esteem, participation in activities of daily living, mobility,
communication and general quality of life (Howarth and Ketteringham, 1995). Killick and
Allan, 2001 suggest that fantasy and imagination play key roles for people with dementia,
“allowing them to escape from the realities of predictable, institutionalised life, and
providing a welcome relief from an otherwise inhospitable environment”.

Best Practice Example

Elderflowers Project run by the Hearts and Minds Charity in Edinburgh – Professional actors are
trained specifically in communication with people with dementia and deliver programmes using
drama and humour to elicit participation and response.

Music Therapy
It has been noted by many that music occupies a special place in the lives of many people
with dementia. Bright (1992) highlights that musical memories appear to be better
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retrieved than verbal memories, although these music memories may lead to some
verbalisation. Music therapy sessions allow people to express emotion in a supportive
atmosphere. They can be undertaken on an individual or group basis.

Ryszczak (2003) highlights that comparisons of music therapy sessions with discussion-led
programmes have revealed significant improvements in the music therapy groups in
relation to orientation, social behaviour and verbal participation, with an accompanying
decrease in non-social behaviour. A study by Burke 1995, as cited by Ryszczak (2003)
found that active participation in group music experiences impacted positively on self-
esteem and depression in older people. Music therapy can be of benefit even to those in the
advanced stages of the illness who can often seem unreachable.

Best Practice Example

“Respond to Music” Video produced by Age Concern Northern Ireland and Dementia Services
Development Centre in Stirling demonstrates how music can enhance opportunities for
communication with people with dementia.

5. SENSORY THERAPEUTIC ACTIVITY

This approach is aimed at sensory rather than cognitive engagement and is probably most
helpful in the later stages of dementia when cognitive faculties have declined. The
emphasis with such approaches is on relaxation, decreasing anxiety and improving well-
being.

One such approach to emerge from the Netherlands is Snoezelen, which involves multi-
sensory input in the form of music, projected images, bubble tubes and aromatherapy. This
approach has its origins in the field of learning disability. Baker et al. (1997), conclude that
multi-sensory environments led to increased happiness and interest, with a reduction in
socially disturbed behaviour.

Sonas is another approach which provides a multi-sensory experience using a variety of
activities to stimulate all the senses in a group setting. This therapy has been found to have
a positive impact on the person’s well-being both during and immediately after the group
sessions (Parrish et al. 2005).

Modality Specific Stimulation targets one sense in particular, for example, the use of
“white noise”, which involves playing an untuned radio to people with dementia to reduce
agitation or bright light therapy which has been used quite successfully for those with
disturbed sleep patterns (Lyketos et al. 1999) or behavioural disturbances (Koss and
Gilmore, 1998).

6. COMPLEMENTARY THERAPIES

There is a growing body of literature to support the use of various complementary therapies
with people with dementia. With appropriate attention given to issues of safety and the
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importance of informed consent, these therapies may have much to offer when seeking to
improve the sense of well-being and quality of life of both the individual and their carers.

Some examples of these are:

Aromatherapy
Reflexology
Acupuncture

Current research is limited. However, benefits reported include decreases in challenging
behaviours, improved verbal and non-verbal communication and improved mental state.

7. PHYSICAL ACTIVITY PROGRAMMES

The benefits of physical activity for older people with depression are well-documented
(Blumenthal et al. 1999; Singh et al. 1997). A randomised control study by Mather et al.
2001 found that 55% of the exercise group experienced a greater than 30% decline in
depression. In people with dementia, physical activity has been shown to promote better
sleep patterns, aid elimination and reduce constipation, help retain motor skills and reduce
agitated pacing. (Tielis, infoaging.org. 2003). Physical activity can be incorporated in to
the person’s normal routine and should be appropriate to their general level of mobility and
fitness. Even gentle exercise programmes, such as armchair aerobics can be of benefit.

Best Practice Example

“Oh dear, what can the matter be?” – a video produced by Dementia Services Development Centre,
Stirling which focuses on encouraging people with dementia to stay active.

8. GROUPWORK PROGRAMMES

These may be of particular benefit to people in the early stages of dementia or for those
with FMI. The group can provide a useful forum for offering mutual support, self help,
advice and information or for promoting the development of new skills and coping
strategies, e.g. relaxation, coping with depression or memory difficulties.
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ANNEX 4

A Flow Process for The Mental Health Care System for Older People

Dementia Supporting Processes Functional Mental
Illness
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• Challenging behaviour
• Unpredictability and risk
• Risk vs public safety
• “Palliative care” requirements
• Legal intervention
• Other medical conditions

• Severe and ongoing mental illness,
eg Schizophrenia, Bi-polar Affective
Disorder, severe depression

• Unpredictability and risk
• Risk vs public safety
• Alcohol misuse/co-morbidity
• High risk of suicide/self-harm
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ANNEX 5

Multi-disciplinary Team Members and their Individual Roles in Mental Health Services
for Older People, Including Dementia

Psychiatrists
Provide the medical input to the service, diagnostic and clinical expertise, treatment prescribing
and assessment and information to service users and carers. They will also contribute to the
development of clinical protocols and participate in research or clinical trials.

Social Workers
Provide assessment of the social situation, explore relationship issues, offer counselling support,
facilitate the development of coping strategies for carers and individuals with dementia/mental
health problems as appropriate, offer benefits advice. They also often act as gatekeepers to a range
of support services and resources.

Nurses (including Community Psychiatric Nurses)
Nurses play a lead role in needs assessment, provide diagnostic and clinical expertise, monitor
medication and provide care and support for people with mental health problems and dementia and
their carers. They carry out assessments of people at home and can advise patients and carers on
ways of coping and improving their health and quality of life.

Pharmacists
Pharmacists are aware of drug interactions and can advise on use of medication and possible side
effects and undertake reviews of medication both for individuals in the community and in care
homes.

Clinical Psychologists
A Clinical Psychologist can carry out a full neuropsychological assessment of individuals who
complain of forgetfulness or who are thought to have dementia. This is sometimes warranted
where the routine cognitive screening employed by Psychiatrists is inconclusive or where it reveals
little in the face of considerable concern on the part of the person or their carer/family. Such an
assessment will shed more light on the unique pattern of the person’s strengths and weaknesses
and counselling may be offered to help them explore how to cope with any apparent deficits.

Neuropsychological assessment can also help to make sense of challenging behaviours and can act
as a basis for advice to those who live with and care for people who exhibit such behaviours as to
how best they can be managed.

People in the early stages of dementia often suffer concurrently from anxiety or mood disorders
and a Clinical Psychologist can offer psychological therapies that address these difficulties.

Occupational Therapists
Occupational therapy interventions may improve, restore or maintain function, promote
participation in activities that optimise physical and mental well-being and self-care ability.
Assessments are used to help establish a diagnosis, to establish a baseline of function, to monitor
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change over time, to plan useful intervention strategies, to advise family/carers and to determine
the efficacy of treatment and intervention strategies.

A significant feature of dementia is the functional decline demonstrated by the increasing loss of
ability to perform various daily living activities and later on this generally leads to the need for
increased level of assistance and care. Being aware of the rate and impact of functional decline is
helpful in planning for both the present and the future.

Historically, occupational therapists in dementia care have worked with people in the middle to
late stages of the disease. Recent developments in medication have led to the need for an earlier
diagnosis of dementia and it is suggested that referral to services at this early stage would enable
people to learn coping strategies and would therefore enable people to function better for longer
into their illness.

Physiotherapists
Physiotherapy input can contribute to encouraging and helping people with dementia and FMI to
remain active and maximise their physical potential. Physical activity can promote better sleep,
more regular bowel habits and has been shown to be effective in reducing the amount of agitated
pacing a person with dementia may do. Access to physiotherapy services for musculo-skeletal,
neurological problems, chest conditions etc. is as important for this service user group as for any
other and it is important that such access is facilitated where necessary.

Speech and Language Therapists
Communication is of critical importance in the assessment and management of dementia. It is
often the area which carers find most difficult to cope with as its breakdown affects relationships,
causing distress for all concerned. Developing communication skills of professionals and carers
can enhance the quality of life for the person with dementia. There is a need for increasing
involvement of speech and language therapy in the assessment and management of older people
with mental health problems, including dementia and related disorders, helping to maintain
functional communication for as long as possible.

Dieticians
Dementia and FMI can often result in changes in a person’s eating habits and ability to eat.
Dieticians can provide advice on issues such as poor appetite, weight loss or weight gain and food
supplements.

Podiatrists
Healthy, pain free feet are important in maintaining mobility. Many older people will have
significant pedal problems due to neglect, poor circulation, diabetes and access to a podiatry
service is important.

Opticians
Problems with sight can add to confusion. Sight should be regularly checked by an optician who
can examine the eyes for signs of glaucoma, cataracts and other eye and medical conditions.
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Dentist
Regular dental care is essential to wellbeing and may be easily ignored in the older person with
communication difficulties. It is important to ensure that teeth and gums are healthy and that
dentures, where worn, are comfortable.
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GLOSSARY

Acute Mental Health Care provided within the hospital setting to Inpatient Care those
individuals who require admission for purposes of assessment,
treatment and/or rehabilitation

Care Pathways Ensuring that patients with certain conditions have access to
standardised basic forms of care and treatment

Continuum of care The range of services and supports required to care for a person
throughout the course of his or her illness

Dementia A clinical syndrome characterised by a widespread loss of
mental function which can result in memory loss, language
impairment, disorientation and changes in personality and/or
behaviour

Early Onset Dementia People who develop dementia before they are 65 years of age

Functional Mental Illness (FMI) A term used to refer to a number of mental health disorders, the
most common of which is depression

Graduates Those individuals who have suffered enduring severe mental
disorder (or episodes of) in adulthood and who have reached the
age of 65 and are transferring to older people’s services

Intermediate Care Short-term care provided to either prevent admission to hospital
or to facilitate early discharge. This care can be provided in a
residential or nursing care context or within the person’s own
home.

Interim Care The provision of residential/nursing care to those individuals
who present with challenging behaviour

Mainstream Those services which are generally available to everyone in the
community

Mental Health Issues The “summary” term adopted by the Review to refer to both
dementia and functional mental illness

Multi-disciplinary A term used to refer to staff from different professions, e.g.
nurses, social workers working together to plan and provide
care and services to individual service users

Palliative Care Those services offered to people with life-limiting illnesses
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Primary/Community Care Those health and social care services which act as the first point
of contact and as a gateway to other services and which are
generally provided within the context of the person’s own home

Specialist Services Services which are designed to meet the specific needs of a
service user group.
Such services are generally offered where there are complex
levels of need
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f'OR£WORO 

The Oan,fo.rd Rcvil'w of rvtc11tal I lealI.h and L~'liing Oisabi.liL)' (Nur1hcm Ireland) consists l)f a 
number of inlcrlinkcd revicw:-i under one O\'C.nm:hing tillc, and comprise:,; poli-cy. services ~nd 
legislation. 

'lllc Review's Steering Committee over.sees t.hc work of I O major E,;.pcn Working C'lmminoos. 4 
of whkh e<,mn,e,nccd 1heir work b)' April 2003~ with lhL' teinainiug 6 by Nowmber 1003. 

In consullation with Government. we h:.we agreed to produce our reports scparatNy in a pltascd 
manner, M 1he work htL.:. bc:-co complclcd~ This h; 1hc fiu:d repon from che Rc.wicw .111d deals with 
fhe rcfonn of l~w 

As wilh all of lhc olhcr Expcl1 Wo[king Comminccs, the Leg.al hsuc<; C<.1mmi11cc ha:. udopled un 
cvidcnce~bascd approach to 1t.~ work. drawing cspedaUy on rcccnr developments in law and 
prm;:tic.c and 1akin£_ ru::count of 1he cx-pericncc in 1ht rest of the Uni1ed Kingdom, in 1hc Republic 
or Ireland and lntcrantionnlJy on 1h.c introduction of mcuml hcahb nnd rolotcd capacity lcgislrt.don 

The Rc•.:icw is gnllcful 10 1he mnny c,ttcrnul conlributors who huve helped us develop our th.in king 
on this impomuH and complex subject: ruHI I particulatly wrnlt to thank l\1laster Brian Hall who has 
ch,1ire<I 1hc Legal ls?-UCS Workfog Commluec and hns brough1 iu work to ihis conclusion. 

The Review's pmp<is:LIS for law rcfonn ore qujre railical and must bi! given o high prioriry for 
implcmcn1atio11 hy Govemmcn1. 

I commend the Reron 10 you.. 

Roy J McClclland (Professor\ 
Chairm:u1 

Augus, 2007 
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l'!Ul FACll 

The Minister for Heahh, Soctlll S<.-n•ices ond Public Safo1y csmblished 1.bc Ri.wicw under 1.he 
Qiuirman.ship of the 1:itc Professor David 8:lmford in October 2002. The Tcm1s of Rcrcrcm:-c for 
the Review, s<:t out in Annex I. focused on the exiscjng provisions of the (\<lental H".alth (Northern 
ln:laod) Order (the 1986 Order) u.nd direc.1ed 1tuu pnnic.:olar t1ccoun1 be rnkcn or iii~ucs rcJu1ing to 
incapacity, human rights, discrimination and equality or oppommity. 

The Legal Issues Working Committee (the Conunillec). togcth,:r v.ilh ilii sub-groups, whose 
membership is s.~1 out in Annex 2. has cx;unined all the pro\lisions of the 1986 Order ~,nd has t;Lkcn 
11ce:oun1 of conl(nulng do\•elopcncnts in lrtw and practice in neighbouring jurisd1c1Jons. The 
Com.miucc hn, also mken carcf11l .acco1m1 of rhc contributions of str:ikC'holdcrs and of 1hc Reference 
Group~ 1hr U:,C:ts ol' :.cn•i{-:e::. .t1ld for carers withjn tht! Review. These: Group:. hcwe cxamjued 
criricnlly both the cum:nl IC\'t.:l of service provision a:nd the ~mi111hiU1y of existing s1:1tut01)' pO'wcrs 
to serve the needs of people with mcnt:Ll health difficulties or a leamjng dis.abHlty. 

'lllis Rcpon. thcroforc. represents the distilfatfon of 3 grcnt volume or work :md the ckutiled 
« >11.sid~rotion of p,u·tiC1Jlnt 1opics strutiJ)ised by 1.he Conunittcc's sub grou~ is available ,,o 1.hc
Rcview's wcbsi1c www.nnh.ldni.gm•.uk 

An cusy-rc:1d &ummary ,·crsiou of this ReJ)(lrt has beco produc<.'<I a.ml is also posted on 1lti$ wch~i1e, 

La addition, for cast! of refon::oce in reading this Rcpott, a number of shot1 rcrm~ qr obb1-cvi:1ticnis 
hnvc hccn used, .u li l!I of which uppc:m, in lhc Gloss11ry. 

li 
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GLOSSARY OFTRRMS ANO AllllREVIATIONS 
USED 1N TITTS REPORT 

ENACTMENTS 

The 19113 Act 
The 198<i Onler 
Tbe AM Act 2000 
1bc MHCl' Act 2003 
Tbe2005Act 
The MB Bill 2006-2007 

REPORTS 

T11\! Mc.nt<ll Health Act 1983 
The Menu,111c,,lth (Nor1hem lwJ•nd) Order 1986 
1'hc Aduhs wirh lncap~city (SoorlondJ Act 2(X'M) 
The Men1al Health (Cure and Trea1met11) (Scoliwld) Act 2003 
The Mcntfll C,1pKCily Acl 2005 
Tile Mental Health BIii 2\!06-2007 

The (U.c.bardsoo Report TJ1\! Report of 1he Ex~rt Committee: Review of the Mental 
11c,,J1h Ac, 1983 (submiued in D<ccmb<r 1999) 

The Joint Committee Reporl 1'hc Rcpon of 1hc Join1 Committee on 1.hc draft Mcntnl HcoJ1.h 
Dill 2(J04 (March 2005) 

The Code or Pndk~ The CoJi: of Practice issued by lhc Dt pilrtmcnt of 
Cons:t.itmional Atf:\irs (now the M inistry of Justice) setting out 
guida.nce on tl1c 2005 Ac1 

The Mac.Lean Report The .Re.port of 1hc ComJUJ11l~c on Serio-us Violcn1 and Sc-x11nJ 
Offenders (:.ubmitced co 1.hc Scattish Ex.ecu1ivc, 2000) 

Tbc Milbtn Re1>orl The Rcp()TI on the Review of lhc Mcnl• I Hc:ollh (Scotl•nd) Ac1 
19~4 . .. New Oil'cctions .. ( laid before the Scottjsh Pru lfamcn1 in 
)itnU!!I)' 200J) 
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OTHER TEI/MS USED 

TbcECHR 
The Tribunal 
The Comnlission 
Tbe RQIA 
1boCourt 
TbeOLR 

Oser of seniC"CS 

Advocate 

Attornry 

Nominnted person 

RMO 

11,c B~mford Rc\·iew of Mental l:lcalth and Leaming Dis:\bJl1ty 
(Norlhcm Jrelantl} 
The Europ~n Com·cndon on Human Rights 
TJ1\! Mc.nt<ll Health Review Tribunal for Northern Ireland 
The Menu1I I lct,lth Comroi!iiliion for Nor1hcro JrclMd 
1'hc Regulation find Qtmlity lmpro\'cmcnt Authority 
The I ligh Coun of Justice (Futnily Division) 
The Office of LJ.1w Reform-whose responsibilitie:i have now 
been transferred to the Ct\'il Law Reform Division or Lbe 
Oopanmeu1 of Fim,occ and Pcrronncl 
A p('rson who js receiving or may rcqt1irc hcahh ~ trc scrYic~s 
or treuJ.nx.•nl or whL"I lacks c:lpacity aud who is 1~.c.iving or 1:1\.:t)' 
require pro1cc1ioo or ~UJ)pori unt.ler nny sltllUlory pro"isfon 
rd ating. co Lbc Rcvic.w 
A person nppoin1ed to provide ad\·,.1.::acy services {whclhcr 
swrutonly defined or otherwise) 
A pcNiOll 1tppoin1cd by a user of services 10 ace ou he.half or hi1n 
or her unJcr a l..ull'ting Power or Auomcy 
A person nomin!lted 10 represent Lhc intel'csts. of the- user of 
S:crvicc~ 
Responsible Medtc~J Officer 

V 
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IN1'k 0 UOCTION 

l. The vnlues b:,sc of 1hc Review. ll~ cx.pti.•.sscd i11 lhc llum.an Rig.hi:. nnd equalit_y of 
Opponunily Repon. hu.s umlt:rpinncd our considcnuion of lcgisluti\'e rdom1, We Omvc 
sought 10 specify a comprchcnsi,·o fouuewo1·k: (htweancr r--cferr~d to as lh.c " Framewo1•k") 
for fumrr: legisla1ion which ref1ec1s: lht oc:cd lO rospec1 1he rights of all ci1iien:., 10 provide 
rig.hts for those whose freedoms may need to be imc1icrcd with on hcahhcore gronnds, 
whcJ"e appniprlntc, t('I pmici:1 public stifety. ilftd ro eni:-ou,:uge best pmtticc genero.Uy. 

2. The Fr:tmc.work pt'oposals arc not :u1 an~mpt at legislative dratting. but a description and 
au exp Ja.nation of wha1 h,: coosidcrod nece,'iS::try for reforming cxis1intt l..:gb,;lation, .:1ppl yiog 
11 principtcs•liMe(I ~fJJProach... 

3. The value.~ b:,sc on which modem (\•1cnial l-lculth lcgiidalion s.houtd rcsl {Clmph;r 1} 110 (1 lhc 
need for ch:uigcs co existing provision (Chapter 2) havo been infonned b)' a review of 
devel<.1pmcntS in humuo Tjgb11> and Mental I lcuhh l:,w (na1ton:1I and in1cmatfooal) and by u 
review oi the Mentol He:tlth (Northern Ireland) Order 1986 (Chapter 3), Dcutiled 
conside:rmion ha1 been gi\•en LO Lhc, prinl"iptc.-. which should undCJJ>i11 fuml'c legisk,tion 
(Chuplcr -1) and 10 how H prindplcs~~scd nppro11ch should infonn pro•,.ision {Chnptcr S). 
Based on th\.'-Se considcration.s. a new lcgislalivc Framework has been fomnilatecl (Chapter 
6) and a model c~amph: prcsen1cd 10 dcmonStralc how such a Fn·unc,vork might operate fn 
procticc (Chapter 7) 'l'hc princl-p:il rcconuncndntions from ibis review of leglslmioru ~md 
1.he nexr steps ln tJ,is proposed reform process arc 1.hcn sc1 l' Ul (Ch.apter :{). 

4. A major advantage or lhc prescn1 Review has boon the opporruniry for :'I.joined-up appro:,ch 
10 setvice moderoisation and n:rorm of lcgisfa1ion. The leglslalivc proJJ'().Sl1h wilhin 1his 
Rcpon wUI onJy be fu lly cffcctivo 1( rhcrc is :i fuU range of approprituc community and 
hospital sc1·viccs~ The specifics of such sef\•icl! provision ore the subject of other Reports 
from the 811mfonl Rc•dcw. 

3. lo 1hc course. or 1hc Review. 1he Office or Law Reform (OLR) indicated i1.s in1en1ion 10 
tirlng forw~1rd proposals for CapJcit) Jcgi~lniion, in Hae with recent developments ln 
Scotland. Englond nm.I W:Llcs:. 11,e proposal to in1roduc:e Capudt)' legisltLlion for Ntnthem 
lrt'hmd is welcome.I by the Review und OLR is 11w:1itinl: lhc Rc,•k:w's propmmls for 
legislative reform before proceeding t\mher. 
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C8Al'l'l>R I 

VALOESAND PRINOPLES 

l , I The comprehensive muurc of lhe Bamronl Review allows lhc i,.amc cure values 10 run 
throughout its deliberations. -.i·his ensul'CS an integrated and co-ordlnMed appt-oach to its 
work . 

12 llle visi<.m wlderpinnirig lhc Review is u vo.lui.ng of I.hose with ulcnbll hcallh need~ or u 
lc1u11in~ t.lisability. including lhcir rights tu full citizc:n£hip, cquulity of <.lpJl(1rtuni1y un<l self 
dc1c.rmin..llion. The vision also looks to ~ reform and modc:rnisa1ion of scrvicc.-s 1hat will 
mnke a rc;ll and mcanmgful difference 10 1he lives of people wi1h meot<1I hc~llh oeL-dS c,r 11 

lc:miiog disttbllity, to their carers :md faml.l.Jc.s. lr cmphasii;es promoting I.be mental beaHh 
,,r the whole eouu11tu'lity cbt0ugh prevenm1ivl! action. It ackm>wledgcs the cssetttial m le of 
can:rs und I.be imporlaOL'C of lhcir own physical and mcnlul wcll-ticing. 

1.3 Tho Review hHs recognised from ihe outset Lh11l m:w lcgislutjve prop0Sf1ls for Nor1'ht:rn 
Ireland should be based on agreed principles. They should ba,ic regard 10 human rights and 
I.he d ignit)' of' the ind.ividulll ond should pr<wide equuJly for all ein:un\Slllnces in which u.u 
individuul's :autonomy mighl be compromb:cJ on hcallh !,troum.ls. 

1.4 lss-ues of compulsory dc1cnlion raise a mnnl;,cr of prmkularly d iificull li:gal problems The 
i.ntcrnflljonnl and European evidence base, "~uggcsts 1M1 a complex scl of stlU p0Qrly 
UJldcrstood legal , poljtica.l, cconortllc. social, 1nediclll aoll multiple other fctc-tor:i. sce111!1 h> 
intcmct in lhc process or involunlluy plHccmcnt" (Paulknc.r, l9S9), The locrll c,•iJcnce bl4:;e 
is limited. For these reasons. it is p:lrticularly importam lhat the \'~llues and p1·ine.iples 
underlying uny new legislation urc clear-ly Statc:d. 

1.5 Ollf prcsc,u concepts of huJnan rights hO\'C developed from Cl)m111011 law, the Universal 
D..:chm11ion or Human Rights in 1948 and the United N:11ions Principles Cor 1hc Protcc:lion 
ol Persons wilh Mental I lloess and for the lmprovcmeo1 ot f\•tental Ht!aJth Care in 1991. 
Principle..'I reflecting these a(C in-rreasiogly befog inchulcd in lcgi~la1ton !1.$ 1he b:LSi,;, or law 
where they can lmvc even broader rmpact in shnping pubhc attitudes and developing 
pctson.ccnLrL"<I services. r.ttht'f th.an !.eparatoly sp ... -cifying civil liberties uud politic-al 
frtct!om. This i,; in keeping wilh lhc European Com·cntion on Humun Rjgh1s mu.l 1hc spirit 
ol the Human Righ1s Act 199a. 

l.6 The commhmcm to a r rinciplcd appro;1ch was promoted in 1hc Review's Human RighL(;: 
and Equlilil}' of Opponunity Rcpo1·1 (2006) \\1hieh staie.s '"Because ~• pcrsoo hm, a meucul 
hc:dth 1>roblcm or a lcuming dis:1bilily do~ nOI of il~f mcun that he or liht: is mcap;.ib le of 
cxcrci.sing his or her rights·· (p:Ltagraph 4.5). Th;1t R~pon highlighls. (at paragraph 3.1) 
pt1rtic11lar barrier~ preventing pcople from cxcr6sing their ngh1s inchJding. 

• ,L,;swuptions made oboul o person's c.apadty; 
• lack of knowledge un{J/or s11p))oT1 10 exercise rigt11s; 

J 
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• unequal access to services and oppornmitic.1; In cmploymcn1. education. 1ranspo1·1 
an.d acccs~ to and purtid pa1ion in 1hc crimiofil j ustice !-)'stem; 

• s1lgm:1 and prejudice; and 
• sw.fr uuimdl!!L 

L.7 The Repo11 makes recommendations rcB,arding: 

• 
• 
• 
• 
• 

dtlzcnship; 
i11voluntary dc1e.ncion; 
c-upt1cily; 
rcp,~sentMion at MenraJ Hi!alth Review Trlbun~lls: and 
ad\'QCHcy • 

The:.e rcco.mn,cudation.\ have infom,ed I.be. worl of the Review aud should be reold in 
co11Junclion with lhi.s Report 10 provide the conicxt or lh~ principles dcscnbcd below. 

TilC Princi1>lcs Base 

I .R A sounJ clhiclll base f'or lcg_ishujon i~ lhc come.rstooc around which ~J>ecifi c- propof..llls 
:should be formed. The following O\'Cnm:hiog princ:iplc.s. \\>hich urc c::h1bonucd on in 
Chapter 5. rooognisc and support tbe di£nity o f the person. They [onn the basis of the. 
Re\'icw's pro110sal~ for legisla1ive reform: 

A utonoi:uy - n-spocriug Lhc. pcr~ n!s cu1>r1clty to dL-t:Jdc uud net on hli; own and 
his right nol lube sobject tu restraint by u~hcn. 

n Justice - applying the low thirty nnd t'<iually 

m Bene.fit - promotiog the health, wclforc and safety of 1hr pc..rsou, while hn ving 
regard t.o 1he s ,1rc1y of olhen; 

h· t.cns1 rlarm - acting in a Wll.Y Ou\t minimises the likelihood of IHmn to the 
perso_n. 

1.9 A principles base whi'7h n-:'ipt.-...1s the dignity of lht person whose dcdsion-m:1kiag cupucil) ' 
is impail'ed will also respect the dignity and sttfcly of OlhCl'S in the rare cases whcwlo) th:tt 
J>crson's bch:wiour poS<!$ a rii-;lc A b:,luncc nrns1 be t.tn1c:k bc1wcc:n privt11c righ1~ and Jmhlic 
safety. 

I.ID While the principles n<:ct:simriJy refer 10 lhe individuul com.-cmcd, those persons who 
provide inforn1al care ro users of s~rvice.'i (such a!: family or friendsl should be accorded 
due rcspcc1 for 1bc:ir role and experience, he g,:ivcll uppropriu1c aod 1imcly informa1ion a.nd 
~dvlcc :md have lhcir views n;ncl 1hclr own needs l:.lken into ~ccoun1. 

l. I J Ha\'ing u recognition aml uct.'Cplnnc..~ of prlndpJc:s doc'i not p-m\·ic.lc a me.ans of choosing. 
between them. ·1bore 1-ctmlin fundamental 1ensions bc,wccn autonomy and bcnetiL, for 
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e.xample where emphasis on benefit c-.i.n lead to pace.rnalism. However the need to !have 
regard to aJI the principles providei; a balance in 1hc process. 

1.12 Principle.~ underpit1t1ing legislation will only have effccr if they are translated into c leat 
proYisions. if there arc adc<1uatc services lo provide good <1ualhy tn.1'tmcat and c;ux: lo 
alJow them to act as intended and when all those operating the legislation liave adequate 
<.·ducation and 1raining. The impac1 of !he principles in 1hc Code of Practice for 1hc 1986 
Order was reduced because of dck1y in pubUca1ion and a failure to deliver an associated 
training programnle. Principle.~ nmst be incorporated into che new Jaw and dahoratcd upoo 
in Codes of Pr...icticc. The new legislation. the CocJcs of Pr..iclicc ~md rc1alcd lruining 
programmes must be introduced at the same time. 

5 
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C8Al'l'l>R2 

THE NEED FOR CHANGE 

L<gisl•liun in Nu11bern lr-eland 

2.J The purposes or tvlcn11:1J I feal1h Jcgislation in Nonhcrn lrc l.and~ as elsewhere:, an:: 

• to provide the legal nulh<lrity n.nd bnsi:. for Ll\e dclive,y of in.enroJ ht.alth ser\ice~; 

• to J)l'Otcct 1>eople who al'c vulncr.tblc by vir1uc of mental disordct' or leai·ning 
dj"1abili1y Frorn abuse and exploimtion; ond 

• to tcgulaw lhl' circm-n~ltlncei.. io which people with a rneumJ disorder cau be 
dcolined, and. if ncccs,;my, 1rc;t1cd tig«inst 1hcir will, for ,heir uwn pro1cc1ion nnc.l/or 
the protection of others. 

2.2 Rooted in nineteenth century ~cgislntion th::u w:.s primarily conoomcd wirh safety issue...(,: 
(public ,mcl private}. Lhe Cll..rn!ltt law ha-i mov~d li)Wal'ds a grm\•ing recognHion of the ri ghcs 
of I hose mo.sl affoclc:d by the luw - users of mental health and Jearning disabilil}' ~crviccs. 

2.3 Some of 1h~ major devclopmeotS can be su1nmads.cJ by referring 10 1hc: laws 1ht1J rn-.idc 
I.hem po"sible, oml.ined below· 

• The Mcntul Tn:i1tmcn1 Act (Nonhcm Ireland) 1932; 
• The M cmal t-le.alth Acl (No11hern lrcbnd) 194S~ 
• The Menial llcalrh A<I (No11hcm lrnllllld) 1961; and 
• The McntRI Hc.,lrh (NorthClll lrcl:oncl) Order 1986. 

2.4 lnfomu&I trcatmcn1 ror mental disor<lc:r hccurnc po~ible unJcr the 1932 lcgi.sl.ltion mid thctl 
bc<:,une lhc norm after 1961. 11w 1961 Act al.:;o established a Mental Hen.Ith Rc,'iew 
Trib11l1al, which gave tega1 protcc:tfoo and :1 right of appc.al 10 persons suhjcc.:110 compulsory 
dc1ontion and rroatmcnt 

2.$ A Mcmnl Hcallh Commission was introduced 11f1cr 1986 to prot~i the imlivichml's 1igh1s 
10 care and treatment. :llld a revised power of Guardians.hip was created to protect and 
support palicnts b.1 1hc ccm:mnmi1y. 

2.6 Lcgislalino ab-o made pl)SSible the cs:ro.blishtnc111 of new s_pec-ialisl services for people with 
lc1uning disubilily and ~ub&1ancc misuse ( 1948), lhc promolion of mcn11d health { l96J \ . the 
introduction of new app1·oache!i 10 assessment for ho)pHalisaaon. including spccb l training 
for Approved Soda! Worker!! ( 1986) Md, fin:1 ll y, a guar:1.nrccd rig.hi 10 info.nnn1lon for users 
of sc,viccs (1986) 

2.7 The impetus forch:mgc ul cuch of these st.:1gcs of law rcfo1TI1 came from chungct- in sodcly 
and the professions, influenced by developments in other jurisdictions and by jnnovative 

7 
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practice at local level. Since 19~6. new opinions hav\'!. been :u1iculated by hcaltJ1 and 
wetW.fC pri;,, fc-,;sfont1ls. (rcOcc1iog ch:mgcs in scicn1ilic knowledge); by 1hc public (rtOecliog 
chnngcs in views on health. illness. s.1.fc1y, and risk); by lawyers (rc.Occlfog changes In 
inenUtl heaJlh h,w elsewhere): uod, most lruportuntly1 by us-.:•1s of rneutal heahb wld li:-ai·ri.ing 
di"it1bili1y ~crviccs untJ lhclr cnrcr~ (rcOctling their c.xp..:ricncc)l. wilh 1hc current m;:ntul 
health system). Th~ mos£ imponant drj\fers of the current review can be sunun:irised ~IS 
follow1,: 

• the voice or users of scrvi«•s and i.hcit c.u-er~: 
• changes in !'iiJ,dcly und profossi.omd pntcticc; 
• the Humai1 Rights ag,enda: 
• ehnogcs in Mcoml I lea.Ith law in 01hcr jun~dictiOn$; and 
• ,he- iniroductlon of C~priclty lcgisJnriou in 01hcr jud.sdicdons 

u..,,. ur ll'lmtol Be•hh Services ••d their Qi,,.,, 
2.8 Qe('crnsc: of 1he fm1x111antc of 1m: r,pinion Qf ihose m()SI affcct0cl by any change in Men1:il 

He~llth legislation. the perspective of Ibis constituency is given pri.ority here. On moclcb: of 
care. users af !.Crvii:es nnd 1.hcir carers told Lhe Review: 

• emphasis musl be given to a holistic person•ccntri:-d approach. which 1s respectful of 
tho indi.vidu.11 und dclh·cn:d 1n n way 1h:u avojds stjg1utt; 

• SCJ'Viees !,hould be 'Reeovc.ry· focused, pro1noting a munrn.l c<>nnection bc1woen 1.he 
clinician and Ncrvicc user, mul invoh·ing u wide mn,gc of upproachc11 lo empower 
people 10 (Lchicvl! 1.hcir potential and lead a fulfilling .life: 

• ndvocacy services need 10 be <lcvclopcd (especially pocr advocacy) a~ a vnh1riblc 
c<11llrihution m empowermen1 by t1ss.ist1ng the individual 10 C;(crcise choi,·e lu 
n:htlion 10 care m1tl 1n:.111mcnl~ 

• re,,;ponscs 10 menial hc.ahh crises need 10 be ◊J)CO, rcsp::c1ful tmd ju~1. dcmons1ru1iog 
nccom>tllbHity :md mmspareocy; 

• policies nnd service:. nco,;d to be mmxl on human rights, ct1u:di1y nnd :1sscsl!mc.111 or 
need: 

• community service rc-.sponscs should be 1hc nonn as tbcro is still n fear of i.n.stim1lon~ 
alistltion cunoug users or .Yc.rvicc.o;; und 

• mental health services. need to be adequately resourced. 

2.9 In rclMlon ,o possible changes in the fow. usc-rs o( services and ,heir c:vcrs hJgh.lightcd the 
foHowing points: 

• :1 welcome for the shiti in focus towards a c.apacity•bascd appro:1ch: 

8 
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• adequate legaJ protccllon mus1 be in place for people subject ro compulsory powers 
or ttay kind, whether in hospilal or i n 1he coromun.ity~ 

• pcoptc with pc.rsoooJity disonlcrs should t'lm be discrimi.ni'.ttetl :tgaiu.s1, c-ilhlW ditectl y 
or indircclly. They :du.mid have access to services which m:iy be of benefit to lhcm; 
:utd 

• some usc.rs of services expressed concern abotll proposals 10 broaden the cuJTCnl 
l'"l'iteria for e<1mpulsory .Ldntis~iou ro hospitul by inc.luding fJSychologicill a~ well us 
pby~ical lmnn as a risk. 

2.10 (lscrs of services huvc a signiril:an1 contrihu1:ion to make tO s11:1iT cduca1iol1 imd 1n:1ini11g and 
to service plnnning and dclh·cry 

2.11 Concern:- i1bou1 IJcHl.mcn1 upJ)ronchcs centre 11ro11nd the pertciw,:.d cmphw;is on mcdic:tllion 
wnh insufficient choice in both the relMiv-c impo11ance of medication and its type. The 
oeed for more 1heropies guided by p~ychological and social approaches wa., ... cmphas-Lsed, 
echoing rhc holistic npproach above. 

2.12 Users of ~crviccs :rccommc:nd the introduclion of Living Wills or Advimce Dire..:1iv~ for 
m..:-nml health tro,umem so thai their views can be known and respected. 

2 l3 Carers :1ck"t1owlcdgc the complex ;:md scnsilh·c relation.ships lssucs 1h.a1 c:,n ~nsc \\' ith 
menUtl heaJlh !'.ervices user.. anJ Lhc.ir flunmcs. Carer.i. also ct'l~phasisc the contributiou d1ey 
can and wish lo rrmkc 10 lhc llcvc:lopmenl of care plun11 and the ~lcli vcJ)' of nppropriate 
support packa,ses to lLsc1:s ot sel'viccs. 

2 L4 Cal'(:rs: seek respect (or 1hcrr role :ind an obligation for them to be consulted :md involved 
iu ~rvicc planning and dcliYery. 

Changes in Society nnd Professional Practice 

2 L5 Thero have bcc-n significant developments in community-based CI\I'C. These have extended 
filieroati\'C:,, hl ho:-.pitnl Ct'.U'C und treullllcnl :uul .should re:-.uJt in olOrc loe:al optioni. l1' less 
reslritihe forms of care. These include Homc-basct.l Treu1mcnl ;md A:;scrlivc 0 11ln~1ch 
teams and the funher d~velopmcm of social ~lfld ps.~chologicaJ 1hernpies. ~lS dcscdbed in the 
Revfew's Repc:,r1., A S1ra1cgic f7rttmewo0{ for Adull Mcnl~tl I 1e11llh Scr\'itcs (2005). 

2.16 r-or pcoplt- wilb Jeurmng disc1billt), ii is ""ceptL'<I that community living wi.lh nppropri,tte 
suppor1 :md cnrc i.s lht norm, with sp-.:.cinlisl 1rca1mcn1 need~ rrn:t using the 11i.11nc sunM.limls 
and . where po~siblc. the same sc1viccs tts others: (Equal Lives Repo11 (2005)). There ih~tve 
tieen devcJOJ>mcnti. in diagnostic pn,ctitc 10 improve the idcrt1ifi c~11ion or mcnual illness 
nftCCling people ,1,i1h a learning disability (Dlagnoshc Cri1eria Lc.aming Oi"ability 
(2001)) and, iu rum, mure nppropriotc trco.t.ment i:uld scrvice!l have b..."C.11 devefo1>C>J. 

2. 17 ls$ucs: of Stl£ma oontinu~ to be identified. O~pitc advanros in pmcticc. the use of Mental 
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Health legislation in si1uations of care and aeauncm oonti nue.'i to be expericnce-d as 
'itig:mat[siog 10 many individutt.l-;. intludiog 1bosc with a learning dlsabiHty. 

2.18 The aJvocacy 1uo,icu1ent rnntinue:-i. to grow and gujn recognition. This has coah!OO tnorc 
cffcc,ive par1icipa1ion oi users of ~crd.;cs urul their c11rc.r'- in lh<: planning. delivery nod 
monnoring of services. 

2 l9 There is n general acknowlcdgmcn1 among mental health professionals 1hai social :md 
cnvin,:rlmen11d factors inlpatl ou meuco..l health und iUJ1ess. Therd otc, i11 more complex 
~scs, ~ing.lc: solutions based on mc<lid nc alone need 10 be n:plucc<l by muhi-disdp1i,ruu-y 
approaches 10 care 1ha1 ~1ddrcss 1..he rclcv:mt biological. psychological and soci;li foccors, 

Buman Rights Requi.reme11ts 

2.20 Allhough lhc Europcun CmwcnLion on Hum:m RighlS (lhc ECHR.) hud been in cxbl cnce 
for decades and. with ii. Lhc European Coun of Human Righcs. a .sencs of cases focusing 
on possible infringement$ o( iig.hts in 1hc provi<:ion or menial health care- led 10 un 
increasing concern nbom gnps i.n the cx1sting st:muory provisions lh.roug.hotu the United 
K.illsd<mL '\\>'hilc s:ocn..: nf lhc-.se ca~cs have focused on people who lacl.. dccis.ion.mtLking 
c.1pacity, Qlhcn hiwc highlightc:·d the rights of JX..'Oplc wilh n p.sychi111ric diagnosis 
(rc,gardlcss of 1hcir lcg:,I status) to a full asscssmcn1 of their siru:ttion. a fair hearing 11' they 
objoc1 10 treatment, al1d 10 represccu.11i(m and advice in rel::i1ion to decisioni tht1t will i:1.ITcc1 
1hcir li"es and those of their children 

2.21 The pm~~ing or 1hc Humnn Right:s A<.·1 l99R re.suited in 1hc inCQrpora1ion of lhc ECHR in10 
United K..in,gdom domestic law and hig.hlightcd the need for Mental He::i.hb law 10 be revised 
10 ensure complinoce wi1h ihe GCHR. Thill reinforced 1hc impon..ance oJ' individual righL1 
and freedoms and made more cxpllci1 the duties and oblignlions or 1hosc who :1rc 
responsible for irnple.me.nling Md monlloriJlS legislntioo tha.1 irnpacis Otl ~•uhictoblc pe'>ple. 

222 The Northern Ireland Human Rights Commission. ha1lin,g considcre.<I the 1986 Order in the 
l.i£,ht <.1 r 1hc new human n~h1s ,.gcnda. produced il repoJ½ Counc.--cring Menial rteahh a.nd 
Human Rig)ll< (NIHRC, 2(103). 

2.23 This ixpon has served u.s n valuable so111t-:-c of oommcnl to lht Review. wbo-.e own Rc-porl , 
H.unKLLl Rights and Equality of Opportunity. has confirmed 1he need for Mental HeaJlh 
leb.;Sla1ion in Nori.hem Ireland not only 10 tnkc 11ccoun1 of international concerns b111 idso 
to compl} with 1.hc equality obUgation'- of Soctioo 75 or I.he Nonhcm Ireland Act 199.8 

Ch1mgtS in M~1UII Health Law in Otht-r .Jurisdictions 

Sc:oJland 

2.24 In relatic,o tc, the refonn L'f Mcntu..l I lc.i.ltli law, Scotfand is llhead or ntlh!I' jutisdict icnis 
within lhc United Kingdom, wilh lh..: Mcnml Hec1llh (Cim: and 1'rc111mcn1) (Scotland) Acl 
2003 (the MHCI' A<:l 2003}. The. 2001 repon. New Directions. of the commitrce 
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established under the ch:Linnanship of Rt. Hon. Bruce MIiian 10 review the Mcnta.l He:dth 
(Sc('ltland) Acl 1984, formed lhe b&.~is for 1his Act. 

2.25 For lhc Gr.st tit'ne in the Unitetl Kingdo,n, Mental J leaJth lcgi.slatiou begins with n Shtteu1c.111. 
of principles on which all inlcrvc:nlion~ must be b.1:icd. lnform1\l ln:~11mcn1 is regarded ns 
the norm. The ethical and pl'actical basis for compul.sory detention and treatment was 
re\'iS-itc.-d lly 1he commiucc. and II waf. rCC-OmmendeJ thai it should be 1hc c<1mbina1icm of 
imp:ii.red judgcmcm, risk. and hcocfi1 to 1hc individ\1:i.l wJth men ml disorder. 

2.26 Then: is u signific,mt .s1rcog1hcning of Lhc righls of uM;r;s or ser•iccs: in !he M HCT Act 2:003, 
including new rights for voluntary p;1ticnts: rights ·to ass.essmen1 and to service!. (under the 
p1i nciple of reciprocity); the in1roduc1ion or Advoc:,cy supporl; and 1he c.ncouragemcnl of 
1hc use of Advance Stntemcnts for menml heallh care and m-..atmcm. 

2.27 This k:gish.ttlon w1L'i impkmcnted in 0,•,1obcr 2005 and its opcruLion is being carefully 
monitored b}' the S(,,.-onish Menial Welfa.l'e Commission . .Sco1fand also had me advanrage of 
having a parallel prr,ccss c,,_.i:11nining 1.hc a,'i'scssmcnl and risk managemc-n1 of high risk 
C1ffcnders 1hroogh 1hc M:-icl..ctin Comrnmce (Rcpon C1f the Commh100 on Scnoos Vlolcn1 
and Sl!Xmll Off enders. Sc<lttish E,wcuLivc., 2CXXl). Emphasis is 0 11 the risk poSt."tl rather thau 
lhe cimsc ( ) r it :tlld, since 2003, risk is managed in the imm..: way for ull such offcndl~rs, 
whether or not 1..hey ha\'e ~, mental disorder. 

England and Wales 

2.28 In England aod Wulcs. the Dcpurimcnt of l-lelihh csuiblishcd lln Expert Commillcc u:mkr 
tb~ chairmanship of Professot' Uenovra Richal'd.son to review the Menta l l:lealth Ace 1983 
(R ichardson Rcpon, 1999). The Commiuce rc~x••mmed 1hc: c.1hic:11l basis for 1he use of 
compulsion for people with a mentol disorder rmd highligh1cd the pi vow I impC1nancc o.f",hc 
cfl'ecl of the mMtal disotdcr on the individual's dec-ision•n'IILking, h)' suggesting thm 
impaired dcd:s.ion--mnking be c.:onsidercd as the bas.is of in1cn·cn1ions in Mental Hcahh 
legislation. Alrhough the Joim Committee ofb<Jth Houses of P:.uliomem sc1 up lo scrutinise 
the Menu,I I lcahb Rill 20!'M suppor1ed this view, tbc Governmr:111 rcjcc-tcd 1his and 01her 
propos~J; and the Bill Wti c. subsequently wi1hdmwn 

2.29 A dcc:hdon Willi then made by the Guvcmmenl in November 2006 10 umend the 1983 Act 
r.uher than introduce" comprehensive new sttllut~. lltc main proposaJs In the MH 8111 
2006-2007 .ire- more liml1ed in 1hcir moclcmi.s.ing obj..:ctive;;, The nm seek~ lo iotro.:lucc 
supervised communHy 1rcntmc111, lo simplify the ckfinhlom: rmcl ciccluslons, change the 
treatabiliry critcrinn for compulsory trea1.1nl!nl und extend ptofcs.sional roles. \Vhi1c. 
strengthening some p;llicnl pro1cc1inns mlt.l addressing Hum.an Righls im;ompouibililie;s ii 
docs noc include patients· rights 10 Advocacy services. Advance Statements a boul 
1rea1men1 may he: indudOO in the Code of Pr.'.LCLicc l,1.11 no1 in 1he lcg,~ltt1i<.m, Principles 
should be S(-1 out In :-i Oxlc Clf Pr.1crice btll not on 1hc fncc of the lcgislatlo11 
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Tit, Xep11blu; of Jre/a11d 

2 30 In the Rcpuhlic of JrcJand, the rnos1 rcccnr Mcntnl Health law is ,ho Mental Hc!l.hb Acl 
200 I, ~ignificunt~l~ments of which were impJetncnted on J November 2006. It is 1111 Nu:i1) 
rcud s1:11111c which strcn.glhcn.s the rights of ui-ers or ,;cr\'icc by iniroducin_g a Me01ul Hc:1hh 
Commission and gives early automatic reviews of detention for ever)' patiem by:, Ment:11 
rlct,hh Tribunal. h.1i1jn1ives in rcta1ion to c~,rc of older pCQph;. vulnerable :1duh~ and 
individl1als who fack crtpacJty wlJJ also have ~m impac1 on mental he.ahh sctv ices The land 
botde.r between Nottht•111 W iand and 1.he- Republic gh•es put1.ic-ulal' signiticaute 10 1his le.gut 
iatcrfucc between 1hcsc jurisdiclioo.s. 

The Introduclion of Cnpadty Legislation in Other Jurisdic1Jons 

2.31 &rcnsi\'C: debates taok place i11 England and Wrtle~ 1.hl'Oughoul lhL' l 990s on the need for 
leg.islntion to underpin c(,mmon luw in sittmtions where d-ccisioos hn\'C lo be mn<lc for 
p..!J'Sons who lack the c.apacity to make those di.X;isions themseJ\'CS (often lxx::1uso of ment:11 
disorder or di$abili1y). These debates led 10 1hc Law Cornmis~ion·s Rcpor1 on Mental 
lnc-..:lpncity in l 995. 1bc Green P~pcr .. Who Occidcs'1 Making Decisions on bch~tlr of 
rvtenmlly lncapa.cirnted AduJts" in 1997 Md Govcrn,nc111 pmpbsals: for legisfation oulJjned 
io a While Paper '·Muking Decisions" in L999. 

2.32 h wtL"i clc.ar 1hr11 , w11h 1hc exccp1ion or some provi-:ions ior 1hc protection of the properiy 
and finance.ii:; of certain individuals under cx.isdng Mcnwl Health lcgishition. the.re were 
\'~t')' few legal protections in thl)se situations. The I lu,nrui Rights Ac-1 1998 l,ighlight.ed l he 
m.-cJ for lcgul juii:1ificu1ion for 11ny inlcrfcrcm.-c wilh the righ1:s t1f :molhcr person und lcgul 
protection for Lhosc who do so. 

233 Scotland was first to pMs ::i st~utc to meet the concerns arriculaoc:d by these debates - tho 
AduJL't with hlcapt1c it)' (Scc,tlnnd) Ac1 2000 (the AWi Ac:1 2000). TI1is Act ulcludcs 
pruvi.sion.s for wclfnreGuunlitms.hip which origin:dly fell under Menial l-lc:ullh lcgi~lu tion, 
while the Adult Suppon Md Protection (Scolfo.nd) Ac£ 2007 t\Jnher sucngthens protections 
ror adull" a1 ri.:.k of :-,hu.sc. Signific.aody for 1he work of the NoJthern Ireland Revie\,~. 1hc 
Millan Committee recommended 1h:.11 Menial Health fow and Cap~d 1y provjsions sho11td, 
in due course, be con90l idatcd into a ~ingle AeL 

2.3-1 In Eng.land. 1hc p,·og.ress of the case c-ommonly referred to as the Jlournewood Case thcoug.h 
the I louje oi L<.ml$ to ihe Elirope.an Coun or l lum~tn Rigb~ (I IL v UK, 2004. see Annex 3) 
highlighted the l::tck of le.gal protections for complianl persons who arc deprived of their 
libctt)' ot u ti,ue. when Lhey Ind t11c capacity m obje-.·L 

2.35 The Go\'crnmcnt originally published a dratt Ml)ntaJ Incapacity Bill for England and \Vales 
which wa-: cx11.mincd in <let.ail by a Join1 Scru1fny Commillc."C of both IJousc--. of ParliamellL 
Many suggestions mndo by 1hn1 Committee fed to 1bc promotion of o revisod BUI which, 
wi1h further an1end1t?CJHS made during iB Padia,nenlAI)' s111ge:5l, was: passed as the MenULI 
C111,aci1y A<1 2005 (lhc 2(105 Act). 
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2.36 The I rish Law Reform Commission In Dublin has rocently publlshcd a report on Vulnerable 
Adul1.s &nd 1he J,.aw, setting ou1 clear propo.'ialb for st.11utory provi:nons in relation to men1~1I 
c.apt1city and Gtmrdl::mship The rcpor, includes n Ornfl Scheme for~ Bill 10 implcmen1 Its 
kl!.y recornmt:'ndatio,L~. 

2.37 Northern Ireland st.inds a.lone within the Uni led Kingdom in no1 having :1 statute deaHn; 
wi1h Cup:1city, The OLR <.Wiginally carric,d out a consull::nion cxerc..'isc in Northern Ireland 
on the Lord ChancC'llor·s Green Paper (1997) nnd began a preUmi.naT)'CXt11nination of ihc 
rvtenwl Copa.city mu 2004 during its Purliarneuwy :.mgcs in 2005. In 11d..nnwkdgc1nc.1u 
of the emerging inlcrfot.-c with ,11he.r rcl:-1Led lcgisla1ion. howc\·c.r, the OLR i.s waiting for lhc 
conclusions of the 8,tmfbrd Review before procccdjng with this work. 

2 ~8 The experience gained from 1hc in1roducrion of Cttp!\city lcgislotion in England :md \\/tiles 
tun! ln S1.x1tluod and the propos:Lb for low refol'm in Lhe .Republic of ltclaud poinl to the 
impommcc of cons:ideriog c:1.rorully Lhc inu:rfoce bc1wecn 1hc two lypc~ of legislation, 
Mental Health !:tarutl!S: and Capacity Jaw. and provide valuable infonnation tbl' proposed 
lebt-iSla1ion in Northern lrebnd. 

1br Cou\·Cl'ltlon on thr lntcmotlctnnl VrotecUan of Adult~ 

2.39 The fntema.tional Convention Si$ned at The Hague on 13 January 20lX) makes essc,ntfal 
provjsion for the n:cognition and c:.niorecmcnt of pro1cc1ivc. measures made in rcspec1 of1hc 
per-.on cir property of an lllc:1pacitnted :1d11lr in other Convemlon countries. The Convention 
hru. been nuiftc-d in Scotland by the AW] Act 2000 and in Engln.nd und \Vale-~-. by the 2005 
Acl. The implcmcnnuion of the Convcnlion jn N orlhem lfclantl wouh.l be welcome. 

TilC Con•tcntion on 1ht Rig,hls or Pc®ns with Disabilities 

2.40 llle Gen~l'lll Assembly of tl1c United Natioos udc,p1ed a Conw:utinn <111 tlle Righb of 
Persons with Disnbilitics on 30 Man:h 2007 uncl it has ulrc;;1dy hccn signc<l by u nUtjori'ty of 
lllo,lmbcr states. including the United Kmgdom. The provisions. of the Convention a.1-c. 
dc-"iign<."<l to fiiTord addi1ional pr(HOCli<ms for all person~ with dis.abilhfo$, im:htdiog 
chUdren. nnd it sho1.1kl be ratified in Nor thern I reland 
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C8Al'l'l>R3 

AN APPRAISAL OF TIIK 1986 ORDER 

3.1 In fonnuhsting. proposals for ch;mgt~ in lcgis.lnlion it hu.s been c~scntial 10 m11kc u c1n"Cfol 
appraisal ot the. 1986 Order, ils s:trcn_gt.hs and weaknesses. againsl the back~round of 
sign-Ukan1 chungcs in (\.fontttl I Jcohh and Cnpaci1y leg1i-l:11ion inl'roducod or propoM!d fn 
ocighbouring jurisdictions. Acooun1 has ticcn rnkcn of 1hc subml.ssioos m:1dc to the Rovlcw 
by users of sc.tvic~. cruets ond other s1akc.hl)ltlcrs. The Conu·nittee and its suh gl'oups lhaxc 
ulso h.td the bcncfh of con.sitlc:ring the dc11silcd annlysci; conbtinccl in the reports of 
committees and other commentaries relating to roccnt dcv\?'Jopmems in Scotland. Eng.land 
aud Wr,les., nod in rhe RcpubUc () f Ireland. 

General Contmcnts 

3.2 Th.:- J9g6 Order incorporated many oflhc recommendations eo11taine<I in the Repon of the 
Northern Iceland Review ~ommi1tcc on Mcn1 ~1l rletthh Lcgis)mion (Octol:ier 1981) (1he 
tvll'.tcDcnuott Rcpon) :md :i.lso took :lccounl of 1he provisions then cnacrc(I in the Eoglish 
1983 Ac1 :m<l the Mental C-h~.:llth (Scotland) Act 19$4 - both of which hhd bc:cn subjected 
10 dc1ailcd o;cnitiny 1md amcndmcnl during 1hcir passi1gc 1hrough Pmlimncnt. The ovcmll 
pul'posc of the Order was to provide tOr caret tl'e:mucn1 and procection of people suffering 
from mcnii:11 disorder. The measure is a combim11jon of powers und pm1.c:c1ion,; im: htdiog 
compulsory hospital-t:inscd de1cnriou and treatmcnl involuntary communily caro wh·boul 
rrea11nent provis:ions (Pun D). Jl1'<Wi:.ion fot those. invol\•00 ln crltnioal proc.ecdings (P'.i.l'I. 
mt scp,m11c cons.idcru.Uon of cap:1ci1y 10 ..:on sent 10 1n::11mcn1 for mcnu1I disorder (P.at1 IV), 
protections for all those \\·ith mental disord..!r 1hrough 1he Mental Heallh Comm.ission (the 
Ccumnjs::.ioo) (Part VJ), lcg:11 protections for 1ho,se deuii.ned 1hrough lhe Menml JlcaJ1h 
Rcvl.cw 'rr lbunal (1hc 1'nbunn.l) (Pan VJ. "'cap:ichy cype'· protccuons for people whh mcntnl 
disorde.1· who ui-e un(lble to rru1n,lge their fi11 iusc.ial uffuir_ll (Pttrl Vlll). and ptotec1io11.s Cro,n 
sc,uml um.I other 11husc 1hrough defining wcdfic offcnce:s (Purl X), 

J.3 Signlfican1 fc~ turcs of 1he Order have been 1he provision of Guardianship as a less 
restrlcti\'C alternative 10 dc1cnlion in hosph:11 , estnblishmcnt of a Mental Hc.ihh 
Com,:russ.ion, inc,<eriscd accc..4:s lO 1.he Mccu . .u.l HeaJ1h Revie\\ Tribumll~ inorc !\Lringc.111. 
crilc.ria ror compulsory 1ulmi:s~ion to ho:,l)illll, nn 11:,scssmcn1 period bcfon:.: dctcnlio1:1 for 
treaunc01. consent to treatment pro\'isions and amu1gements 10 keep patients and their 
nearest relatives fo lly inl(),med of 1hclr righ1~. The Order olso provided for mrmagcmcu1 
and administration of I.he finWJd nl affaint :md property of people deemed incnpabl,c by 
rell:.c.)u nf rncrHal disorder. To ensure the pt0pt·r imptcmenr.uioil of I.he lcgishHion u Code 
of Prm.ikc was to be inlruduccd nn-d revised from time 10 lime 11nd, ln r1;tognition o.f the 
importailCC of social factors and cin::umsw.nccs1 a duty w:lS imposed on Health and Soci:11 
Services Trus-1s 1<1 appuinl adcq11a1c numbers of tompe1cn1 Approved Soeiul Workers. 

3.4 l-lowevcr, lhe u.c.e of compulsory powers w~ bas.ccl 0 11 .. suhst1u11i11J likclill ood of seitious 
physkul hmm"'. wilh n;1rrowcr critcd.1 than anywhere else in lhe Unilcd Kingdom, thcn:by 
excluding some people with severely dct..!riora11ng conditions by disrogw1dwg 
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psychological hm·n1. Thi!- spcdfic exclusion ot persons di sabled " by rca.~on only of 
per:$ooali1y dij.()rdcr" mny have dhatlvan1uged ~uch person::; in &cces~ing :L'iScssmcnr and 
ircmnwm 

3.$ The Code of Prll(.1k"C wa.s no1 isl)cutd uni i i live yeurs uflcr 1he Order c..1,mc into op<,a.-ofon and 
the introduction of the Ordc.r was not supported by a comprc.hensive education or awareness 
s1ra1cgy. The Commission ,,,u~ 1101 ndequalely reS-Ourccd 11nd as n c(m~qucnce ii could 1101 
satisfactorily fulfill its function to monitor and pro1cc1 those o-msiclc hosplml. l:.xpcrlcnoo 
or the use of the Order htts s.hown difficul!ies with 11lc :tpplica1io11 of l'L'nns usl'd - for 
ex-ample, ·•sc••crc mental imp-uimH:nt". Th~re m numy aspects of tl!'i opcrntion whk h users 
of .servicos and c.arcrs find pato.rna.lis.tic. 

3.6 A. range of submissions from stakeholders also highlighted wiclesprcml concerns ~OOH I ihc 
absc.nc:I! of a stoLutOt)' bosi!. for dcdsiofHlllLking on behaU' of adullS, the need fol' scr.•iccs 
10 be 1-1dc.'<111u1cty resourced 10 allow infonnul 11ccc:1s lo t"arc un<l t:rcum-icnt where possible, 
tb~ limited usefulness of th.e po\vcrs ot Uuardianshlp and the role of o. nearesc relative ~LS 
uppl kan1 for comp11lsory ad.r:rd$Sion. 

Compulsory Adntlsslon to Hospltol 

3.7 Pan II of the 1986 Order. reflecting ,;:quivalen1 provisions in the En~lish JtJ83 Act and 
giving effcc:1 10 key rec:011:11ne-ndu1i011s in the f\•t.icOcrmou Rcpor½ !\Cl$ our 1he procedures 
relating 10 1bc compulsory admission o( p~ticms ro ho!ipit:il lnitially for asscssmcn1 and, 
if UCCt)SSOry. for ttcaLn lCI\I. The. priociplc ,,f having U period o f 11.'ISL':SSDit:'11.l \\'ilh bJ\"ladcr 
c.nlry critcriu has worked wcU and may sc..-rvc a'i 1he hasis ror future JJ.ructicc subjl.:.;;-1 lo 
cssentinl amendments. However. Lhero is a need for re-definilion of the grounds upon 
whjch dn llpplicatic:,n for flSSCS-$men1 should he ioulldcd 1md or 1he csscnrial roh:s I o he 
discharged by profossion.aJs involved. 

Adm~on Procedum; 

).8 The- Review•~ Report on I lum;m Righis and Equali1y oi OppoJ1un.i1y {2006}. idenlitied 11 

concC!m ;1bou1 the second ground upon which an applicadon mu~, be (ouodcd (ln Anick 
4{2)(b)) iJiat "lhere is a sub:nantiol likcli hoOd of scriou.s ph):>ical lumu lO hintsdf or to mhcr 
persons" and it i.s nt>tcd 1htt1 in lhc MI-ICT A<:t 2003 in Scoll11ml lhi.s .s1ntu1ors rcc111in:mcnt 
ha!i been cx1n'Cssed as .. :L signifi~nt risk to the health. safety Ot' welfare of the pa1ien1 t0r to 
the ~arc:1y of any <.l1her person.'' 

3.9 II is the gtncntl ,•iew thu1 th~ spcC'iol sr.uus ru:-cordcd 10 the ocure~I. r~laliYc of a p-atie-nt lu 
lhe l986 Order and, in purlicular, 1he righl of thut person IQ mukc an :1pplku1io11 for 
assessmon1. defined in A11iclc 5( I )(ri). should be ropcaJcd. On the other h:md. ii is essc,ntfal 
1ha1 foll recognition l:>e given to rtle:vu_nl v,cws expressed by auomeys. oomioatc:J persons, 
carers and , where 11pproprimc. rho nc!lrcst reJntivc. Lf no such rcprescnnitivc of the p~,ticnl 
is :avllilllblc- to be con:,iuhcd and infomtl'.'d .::if pmpO:.als 10 have lhc l)atienJ adruim.:d hl 
hospitul fur u.sscssmcnl und l1'C1thnc:n1 11 should be csscnliill 10 engage: lhc '-Crvicc of nn 
judcpondcnt (accredited) advocarc. 
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3.10 The current requirements of Article 4{3} of the Ol'dcr envisage 1hat the modiC:tl 
.n:commcnd:11ion required in support of an itpplic:mion nmy he supplied by ihe patfel)l'S own 
GP or :mother doc,or who h;,s rc,~curJy bean involved ln his/her care or trci1tmc1u 
Following I.be i11Lt0t.luction of lhc Oc11cml Metlical Scn•ice con1ruc1 it lmi. become 
im:rcasingly difficult to ensure lhill chc fir.sl choice. -.0111ccs or ~upportia,g. rccommcndmions 
should be knowledgeable and experienced pmctHioncrs - as comcmpl.tted in the gcncml 
provj',iOCI .S prescribed in Article 6 of the Order. lo practice i1 has bee 1, im;:rca,.:.ingly appr1reu1 
1ha1 recommcndurfons a.re being soug)lf from no.other doctor in general practfoc or a doctor 
iu ho!,pit.nl who ,nay hove liu,itL"<I knowledge of the stotutOt)' proccdUl'C!> 01· diago(lstic 
issues invol\'etl nml no pn;\•io11~ connc..:uon with 1hc pnlicnl , 11,cn: is nu incootro\·cr1ihh: 
case fot insisling thal all pmfossionaUy qualified persons ~ngagcd in tho initial sui.ges of au 
applic-+..ttioo should be truincd and npprovc:d LOr 1he pu1p<:1~e. Approprir,1c fad li1ic-!i sltould 
b~ provided lo enable ~•eh scnshJve nod srres~f11 t intcrvcnlions ro be undcrtakC'.n \\'ith 
dignily antl in priv,LC)', 

3. 11 While the preliminary recommendation tor admission and the initial confinnatoty 
asscsi.meJ>I matlc by the ho$pi1a) dottor fommlly admiu:ing: 1he pa1ic111 mft) be undert!tkcn 
by professionals trained and :\ccrcdilcd for those purposes,~ more detailed assessment mus, 
be undertaken by a responsible n1oo..ical officer' ()f consulccuu st'1HIS. a~ SO<)U as possibl,e. l 1 
wJII be e~cnlial 10 review the prcscnl ummgcmcnls for the appoi.nlmcnl of nppropria1e 
practitioners for the purposes of P:u·L JI by the Mental Health Commission so that accred ited 
1rai_ning is n pre-rc<1ui.sicc. 11 is also been suhmiutd 1h.a1 in onler to rnuke £t .st11isfoc1ory 
comprehensive assessmem In complex cai.es the periods pcrmincd by Article 9{7 > and (8) 
- up co 14 dtt)'S, is not s-ufficie.cu antl should be cxu::ndl!d wi1h '1ppropriMe pro1e~tions. 

Guardianship 

3.12 Guardianship, as now defined in Articles 18-26 ot1hc 1986 Order. is int,'ndcd 10 provide a 
rneans o[ caring {Qt CC'rt.:Lin mcrnally disordc-l'ed people who require fomu1l supcl'visiou lu 
lhe interests of lhcir welfare but who do 001 nc.-cd 10 he dctiiincd io ho.spil;-tl. The <'HTC 

provided nm,y relate to more ctfcccivc pro1ec1ion of t.h~ir welfare or livin1 :u-rangcmems. 
rcqnirc 1he pcr~on 10 uucnd for medical l1'cr11mct1L, occupalJOn, education or lrJining ond 10 
~Uow accC'ss to specified professionals 

3. L3 GuarcJiuns.hip hm; been u~cJ sm:c;css(ully to proccc:t per.son:; with ~verc menial hamlic:up 
tLnd inc(easin_gly with persons wi(h dementia. and with chronic mental lUness. The optnnum 
bcuefit of Gullrdi:inship c:m ooly he nchieved hy the willi.ogncss or all 1he paftic:s inV<)l\'cd 
to work together and oonccms havo ~ri~cn regarding Jack of clari1-y a.round isst•cs of 
c::o,upuJsion. for cx.atuple to remn1 1he person 11.> the designrtted n•side11ce. There is, iit 
m.ldilion, a need 10 d :-iri fy the: procetJurcs which may lead 10 emergency applie.-11ions ro r the 
protoccion of:, patient and 10 ensure 1hat short term welfare arrangements :lrc accessible 
immediately. 

PallcnlS Con,.,rncd In Crintlnnl Pr0<eedlnl}< or Under Sentence 

3.14 Pan lJ.I of the Order contains provisions for patjems concc.m..-:d in crimin:LI proceedings or 
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under sentence. These include powers that enable Courts to remand an accused person to 
hospi1al fora TCJ)Orl on his menial <:-omlilion (Article42), 10 remand a person to hospital for 
treatment (Article 43), to make a pcrsoo the subjcc1 of a hospit:d order or guardianship 
order (Artic1e 44) or an interim hospital order (A11icle 45). Pate 111 of the Order also 
cont;1ins provisions for u·:msfcr direction orders which cmtblc lhe transfer of prisone~ lo 
hospital for treatment and it contains al'rangements in relation to individuals who al'e found 
legally insane or unfit 10 srnnd trial. I n <:crti-1in si1ua1ions, where ii is ncecssary 10 prc,1cc1 
the public from serious harm. individuals may be made the subjcct of a restriction o rder 
which rescric1s their leave, transfer or dischatgc from. hospital. 

3.15 Thus the Ol'der contains many useful provisions that form a solid legislative foundation for 
the assessment. treatment and care of mcoially disordered offenders and 01hcrs wi1h similar 
needs The Review·s Report on l-Orcnsic Services (2006) has m(1dc wide-m1t.ging 
recommendations for the future developmeoc of forensic services. In order to support these 
propos;ds and 10 updutc the current lcgislution a number of iS!iUC$ require to be addrt5scd, 
for example: 

• The powers to remand individuals to hospitaJ do not extend to the Court of Appeal 
and do 1101 ,nake provision for the granting of temporary le.ave in appropriate 
circumstancC!i; 

• When n:t.ommcndaLions are made 10 the Com1 for dispoSals such as a hospital o rder 
there arc oo specified time periods within which the individual should have l:lccn 
assessed; 

• Where there are recommendations to the Coun that an individual should be admitted 
to hospirnl hu1 the individual is ac<1uiued at Cout1 1hcrc a.re no ammgemen IS 10 
provide for approprh1tc as.scssmcnl. treatment and care~ 

• Thert arc no legal mechanisms to ensure lhat ccrwin lyix:s of prisoncn;, such :.,is 
those on remand or those who may l'equire an interim hospital order, can be 
transferred 10 conditions of high security for assessment. tret1tmc.n1 t1nd c:ire; 

• Prisoners who are traosferred 10 hospital for treatment under the current Meoml 
Health lcgish1tion arc treated on u compulsory basis even when they have the 
capaeicy to accept their treatment on a voluntary basis: 

• 1'risoncrs can be transferred to hospit:d for 1ream1ent whik: the subjec1 of a transfer 
direction ordet, bul rhc cutrerH atmngemcnts do not provide for transfer- for 
usscssmcnt followOO by 1rcatmcn1; 

• The currenl arrangemeols c.ould be impro\'ed to ensure lhat lhe Court ma.ke:$ its 
dccisions on disposal :,ftcr the individual ha.s undergone detailed assessment: 

• The range of disposal opLions for mcn1aUy disonlcred offenders could be increased 
in line with experience in other jurisdictions: 
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• Addilional rights of appeal should be introduced In certain drc-umstailccs. inchtdlng 
.i righ1 of appeal agoiCISI dc.ltmlion in condi1ioC1S of exces:;iV'c 'iccuri1y or n!Strictiou; 

• Oul!1loded <w pejorative 1em1inolog) should be rcplocOO, for cx1m1ple in relotion 10 
the lcgi-1) term '•insanity""; und 

• riilCtl'ilHcS under 1bc McJJlfll I leahh lcgis:t..1ion which aim 10 pro1cc1 ihe puhlic from 
serious harm shot1ld b.: placed within " wider risk nwiagcmcnt frnmcwork so, tbn.1 
Lile)' do Ol"II discri.rnlna1e unjustifiohly ogo.i11s1 people suffering tit.nu cc.t1ain type;. of 
mcn111l di.sonlcr. 

Consent to Treatment 

3. 16 Part IV af I.he 1986 Order introduced JlC\V s1anuor,)' pl'O\"is:ions {c) clarify lh...- t i1-C,UUlSt"u1.CC'S 
i.n which lfclidncd p;uicnls (includin.g p~llicnbi uc.lmiucd for a.'isc,ssmcnt) may be gi\'CD 
spcc-ificd treatments fol' m~ntal di.sordc,r withou1 1hcir consent mid exlcodcd proLcccions to 
an patients ror some of ihe mos1 serious 1re:nmcnts. 

3.17 Setvices u:,crs' aud C'utcts' repi--escttm.tiVL'S have also been i:crncemed In cn.~tJ.re Lhut full 
prulcc.:l.ion will be. uffortlcd 10 a piuicn, in cst:,blis.hing his/her known wishes in rcl;1tion lo 
pai1icular forms of u~atmem. 

3 18 Panicular concern w:is expre.s~d :-ibot11 the provision to allow the 11sc of clcctro~convu l.sivc 
1.heropy (ECT) for those who 1-eto.lu dccisi(ui-rnaking capacity nnd also the l!.':(ll'nl h'I which 
utlvum;c decisions inclic:itmg lbe refusal of 1..-crwia 1re1-11.mcn1~ mi,ghl he ignored hy doc;tors 
proposing particubr treatments. 

3. l9 Thero Is a need ro revisit the circumsmnccs In which decisions migh.1 be m.1.dc abou1 
trca1incn1 on behnlf C\F mher people uud 10 revi.,;c the classification of specified l.n!'.arn:iencs 
hiking uccount of lhe rc-upprais;,d of such trcallncnl.s in Englund imd \V11Jes and the new 
definition of treatments and additional safe-guards found in the MHCr 2003 Acl In 
ScollAod. 

1bo Montnl Jieolth Revlow 'liibulllll for Northern lttlwtd 

3.20 Tllo Tribum,l w~tS eswbllshed in Northern Lreland by the. 1961 Ac1 to provide :1 sa.tcg,uard 
ror detained palicnts $pccifically r,gains1 unjus1ified dc1ct11ion by means of o review o f the 
detention from medical , legal nnd lay poJnts C1f view Pan V or the 1986 Oeder so11g:t,1 to 
stret1glhc.n the: Tribunal (b)' incre<L~iJ1g its 1nCJnhcts.hip and widening it:. powers) and als.o 
cxlcmkxl I.he righl.s of ll~ccss to it. 111c p.tLicnl b, pri1m1 fm:ic cnti1lcd to be 1-11 lib:rly :1ml 
th~ burden of proof is on the detaJning Authority as clarified by the Mental HeaJth 
(Amcndinent) (Nonhern 1.rclundJ Order 2(X)4 1(1 ems.on: COlnpl.iMce wi1h lhc Humao Rights 
Act 

3.21 St;ikcholdcrs gcoi;:rn}ly suppot1 the cxii;lcm:c of n Trib11n1tl system. However. the fo llo'lving. 
concerns have been expressed by users of scr,1iccs: a p:1ticm Is often regraded to voluntary 
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status just before ::i ·rribunal hearing. which leads to lack of accountabillt)' tor lhc preceding 
period of dctc1)1ion; 1he cho1cc of venue when: hciirings. nrc held may n(.,t be apJ)f'OJ)riatc:; 
for a v:,ric1y of reMons )X\ticnts are often unwilling To r1sk for Tribunal hcaangs; and 
patient:. would welcome the suppo11 of .skHlcd advocacy services. 

3 .22 Professionals c xpressed conrom about ildequatc hearings for those patients who refuse 
lcg:.il reprcsen1tt1ion 11nd about the potential detrimen1.al cffoc1 of o full hcanng again~ 1 che 
p:iricm's wishes in those CTtses referred for automatic review The Review's Hum:m RighL(;: 
aud Equality nf Op1><>n-unity Repon ,u.tkc:. specific r~conunc1tdatio111 iJl reloiinn to 1.hc
c::n1 i1lcmc.n1 of p;uicnls 10 h:,vc spcciuli.sl lcgul rcprescnlution before 1hr; Tribumd without 
charge: to :,ppolm a representative of his/her choke: and to have the tLssis[<Lncc of au 
wJ,1c:,co1e., when approptir11c. 

1bo Montnl JieaW, Conunlsslon for Northern Ireland 

3.23 Pa11 VI of 1.he 198(> Order est:lblishcd the Commission as tLR indcpcndl!nt multi-disciplinary 
body with n:gulatory. invc111igrni••e, i11spcc1ori.al and advisory func1iooiii. The prirnftr)' 
function of 1hc Commission, defined in Ankle i:tt)( I), is to .. to keep under review I.he care 
and trenLutcnt of pa1ienLo11", to protect the interests of nlC:ntaUy disordered indJ,•iduals m'.ld Ill 
SNfcguu:nJ slaff in"olvcd in I heir cure .1ml t.rcatmcnl , for 1his purpoM: sm:h mdi"idutil.s may 
be patients - both voluntary and detained. persons placed in Uuardfanship. persons 
.receiving ou1-parie11t cure and 1ho~ n:~iding in m1rs-iog or residential c~ ~,ccommodu1it>o 
(::i.nd anyone else suffering from mental disorder}, "rhc dischn.rgc of 1h:11 widc•m1tglng 
~ponsibility has bc(•11 co1)!\tmined froul the! ourscL by the lad,. of resourcc.s anJ tl1c lock of 
un "gn:ed opc:nuiom1l plan. 

J.24 Since 1he s1:)J1 of 1hc Bamford Review 1hcrc has been & fundnmeou1l Review of Puhlic 
Adm.inis1J'3tlon throughout Northern Ireland As pan of 1hm initi.ativc the Secrcwry of Smtc 
nuuie n fonnal announcc111en1 on 21 f\•lateh 2(X>6 of his intention tC'l pro«ed with 11 transfer
of lhc functions of lhc Commis:;ion to lhc Rcgub11ion und Quali1y Improvement Auth<nity 
(~1e RQJA l 10 be achieved by April 2008. 

3.25 It wiU be csscnrinl to cstnblis.h :\ oomprchcnsiYc rnngc of functions 10 tic defined in new 
legislation - st1pplemeuling lhi! p,-esent r..auge of rcs1>0nsibi.litics ,,1 I.he RQI.A sc1 out iu 1.hc
l-h:;1lth antl Per.mmd Social Scrvicei1 (Quubly, lmpro\'cmcnt nncl Rcguhuion) (Norl htrn 
Ire.land) Order 2003. The RQJA should monitor and regulate the services provided to 
people with menwl disorder or lcitrning di-Si-lbiHt)' irrcspcc1ivc of where 1hcy m:1y recch•c 
care or trcatmco1 In the community, in hospital or in prh•on. 1-hc new arr.rngemcn1.s mus1 
guumntl!c the delivery of art tffectivc :icrvicc 1-eplodng and extc,Hling the role of Lhc presc.,u 
Commission. 

Manl"lgement or Property and Atroirs or Patients 

3.26 The provisions set ouc in Part Vlll of the 1986 Order, based upon the cquivalelll Sl'clion.i, of 
1hc English 1983 Acl, define the ci:rc11rni;.1unccs. in wh.ic:h the Court m1ly cxen:isc j11ris:dic1ioa 
in relation 10 t.hc p1'01>0ny ~,nd affairs of a person who lacks capacity to manage such mancrs 
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as a rcsull ot mental disorder. The cur1'1!nt arrangcmems must therefore be reviewed in the 
Ught or ihe 2005 Ac1. II will he nccCMfary 10 consider 1hc rcplacemcn1 of 1hc pre.scu1 
provisions of Ptin Vlll in conJunctlou whh rccommend:.ltions which CO\'Cr the enlo.rgcrncnl 
M the jurisdk1ion of the Cout1 aud. reluzed procedures lnd m.H11g the ereotion ol' UL.Sting 
Powers of .'\Homey which should be in1nxluccd in Nonbcm Ireland. 

11,cCour1 

327 All jurisdiction relati.i,g to person:. wilh irnpAired deci~ion-rnaking cupacir)' in Northern 
ln:1:md is vcslcd in lhc High Courl und Judki1-1I re.sponsibitity lie~ with the Fumily ,luJgc (or 
another Judge assigned by the Lord Chief Justice) and with the Masccr (Care and 
Prou:ction}. ln 1his respc..'Ct the posi1ion in Nor1hem Ireland differs lfOm 1h.at in Engkmd tmd 
Wates where the Coun of Protcctfon is C!-tAblishcd outside the High C(lun. Tho Review 
d~ uot consider thm &.he eteation of '1 scparute Court <11 Prorcctinu would be ncc.essar) or 
appropri:-uc (or Nonhcrn lrcl11ml nnd lherc is adcqunlc provi_~ion in the Judicature (Non h.i.:m 
Ire.land) Act 1978. as amended. to assign responsibility co JOO~cs and smrutory officers and 
10 deal with llle firr.-in~cmcn1 of CQur1 bu:-.inCS$ :.11 specified ,•e11ucs. 

111• 0 1nc,e or Care and Pro10<1Jo11 

3.28 The currcn1 rcsponsibHities of the Office of Ca1'C and Protectcon (the OCP). which is a 
dt'p.urtmen1 of 1.he rngh Cour1, will have to be crilically n::Mc~ncnined in lht: ligh1 oi ocw 
mrnngcmcn1s for the discharge oC equivalent functions In Sootland and in Engln.nd Ml.cl 

'\-Vnlc.s. llle cre.ation of u scpar:1tc Marul<Jr}' office of the Public Guardior1 has recently l,ceu 
n:commendcd by 1hc U.w Rcfonn Commission in lh<: Republ ic of lR:hmJ, The .spcmfk 
m.anagen.lont !!.nd supcr\'isory role of the post of Public Gu:,rdian in c:ich of these 
juri~lic1ionll. is ~cc1J 10 be q_ui1c distinct ond separu1.e fro111 1he Judlc.ial funtrkms or the 
Cot1n 

3.29 The nmgc of functions currcnlly unJcnakcn in lhc OCP is .significuntly greater (anti 
arguably mor~ effective} than Is fouad in neit?hbouring JUrisdictions. ·Ille :.waifabiliry of 
leg.11 seLvicc.s lO ai-sis1 1he OCP has hcco M ci8Cn1:i:1I component in 1he prescm ~)•Stem -
providing ,11.luable gtddancc in the inhial !-tagcs of n ca!'-C. 

3.30 Having regurd lo the developing lccnds m neighbouring jurisdiclions 10 rc.s1ri\:t, us fur as 
possible. offic-inJ involvcmcm in lhc financitLI affairs :u1d welfare needs of :m mdividu:11 ii 
will be ncccss11ry. in p:1r1icul:1r, 1.0 di:;tinguish hc:1wcc:.n omcc i1111tt:ions relating 10 fonnal 
appUc.otions to the Ccun :md the cmren1 in,·cs1ig3tive and cnsc managemc:ru rotcs of the 
OCP considcn."'d in tl1e ncx1 pru'llgraph. The. lt1tter (purely i::secutivc) ws!,..:,. should be 
criticaJly reviewed and spedfic rcsponsibililics rc-assignc<l. 

11>C Dul)' lo Nollry lhe Office 

3.3 1 LI is apparent fturn the 1cr1ns of tl\c 2005 Act :u1d the Cod~ of Procticc iu EnglMd thn1 au 
uppticution 10 the Coun is inlcndcJ 10 :.cn •c as ;.1 n:mcUy or l:ist rcsor1 and, so r~ir as possible, 
th~ affillrs o1' .an incapa.cita[ed adull should be f\.--solved without recourse to fom1al l egal 
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proceedings. In contrast, the l986 Order imposes on local Mealth :md Social Scn·iccs 
Trusts a .-,tlltutOry du1y (which is unique to Northern lrc:hmd) to notify lhc OCP or cases 
where any of the powers of the Coun: oughi 10 be exercised. While these ~rnm.gemcnts !have 
worked well iuld hnvc providt-d ~ v.iluoble lc\•cl of pro1eclion LO individu.nls und ll'1 :wl)Cial 
work SIRff, lhcrc is u n~d to dclinc more precisely lhc circum.slnnccs in whkh fonm1l 
inte1v13ntion (or "Wh.is1..k: blowing .. ) would be Justitied in future. 

3.32 lf i1 Is RSsumed th:11 responsibility to make provis.ion tor ml adull°~ wcJfarc nrrangemcnts 
and pcr.Sl"ln:11 need:, should. in the fi ,s:1 ll,sui.ucc. lfo wi1h the petsun himself, hi:. facnily, 
~rcn; or nomirrn1cJ persons. I.he involvement of uny outside agcnc)' should only ,arise 
whore there is apparcm nc~lect or risk to tho! adult. The local syst~m of '"early warning'' of 
difnculti~ invoJving an aduh h:is hi1.ber1.0 provided :1 higher le\'(!.( of prote<:tion 1ha n is 
found in 01hcr jurisdictions-

Offen<"-" 

J.33 There is 11 need h> review the rnngc of offences ru:,d penahits now prc-.scrihcd in Part X of 
1.hc 1986 Order, The majority of ,hose offences and of cuhcr new offences rcl~ting to 
i11capacitatOO ndult~ ui the A\Vl J\c1 2000 aud i.11 1he 2005 Act should be included in ncv. 
lcgjslution resulting from the Review. The 1w,, remaining orfcmx~ dcli.m::d in Article 122 
(Protection of woml!:u) and Article 123 (Protc,ction of patients} ru~ being oonsid~red it1 the. 
currtnl review of 1he. h1w rcl.i1ing l() se;,1. offence,-. in Northcr(l Ireland, which wm extcocl lhc 
protections offered 10 vulncrnblc persons,"-' in E.ogt..,nd and Wales, 

J.34 Concern~ have been c.xprc:,iscd uhou1 the inclusion of a p(11ice 'lta1joo in the list or prc1nises 
or establishments. other 1han a hospiwl, defined in Article l29(7 J. ro which :) patient may 
iuir.ially be removed by u constoble os ll place of Sftfery. While it mrty he that tht! presc,u 
<lcrinition .shoultl he prc.scn·(..'U, 1hc O<,--panmcni of l-lcahh. Social Services nud Public St"1fc1y 
(OHSSPS) should undertake to provide a lisc of otl1et suit:1blc places 01 wbfoh patients may 
properly be Jc1.ainetl and 10 which they muy be dcliverc..-d by a police officer cxcrc,~ing ocw 
powers for tbc rcmov~.I :md detention of persons believed to be s.11ffc rlng from mcnrol 
di.sordel'. 

Patients re-mo,•ed to or from Northern Ireland 

3.35 Anicle 134 of the I 986 Order provides for the mental disorder or padcnts 10 t>c reclass:iflcd 
following their traosfor fl'on1 Great Britai11 and o.15.o pl'Ovidcs for notific.alion h'l be g:iveo lu 
utlvnm:c of u proposcJ lr~ns.fcr or tt puticnt to Great Britain. Oifficuhic!> hnvc ati~n in 
practice by reason of the diftCrent between sub-catcgorie-.s of ment!ll disord~r and l hC 
c:xclusi<.1os SCI ou1 in Ar1iel-e 3 of 1he Order and 1he t (HTC$J)()J1ding sia1u1ory provi!'-ions fn 
other parts of 1ho Unit<'<! Kingdom. 

3.36 II b csscnLiHI lhnl new lcgb,lmion should 11111horisc the issue of n;g11l:11ions dealing with the 
tr.insfer of pauents subject 10 corrcsponcUng measures enacted in adjoining Jurisdictions. 
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The lack of effective transfer arrangements wJth the Repubhc of Ireland is of special 
significance in \' icw of !he need 10 provide secure care and 1rct11mcn1 for detained patients 
in the most :tpproprfotc part of lrcland , 
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C8Al'l'l>R 4 

THE IMPORTANCE OF PRINCIPLES FOR LEGISLATION 

Printipl.s """ II•• M•ntal e .. 111, (Northern Ireland) Ordor 1986 

-U The work <.if 1hc cuffcnt Review rd~1ing 10 the menial hc.ahh provis-ious in 1he 1986 Order 
ha~ coincided whh prcparnto1y work hy thi! Offic-c for Law Reform (sec pRrngroph 2.37) 10 
introduce ucw Capacity legislotion in NQrthe.ru Ireland. 11,is- ha~ provided tL unjque 
op_ponunily to coasidt.T the ovcnill purpose of lcgishllion , the guiding princ-ipJcs 
und,.wpinning lcgislMivc reform and :u1 opportunity [O develop a <:omprchcnsivc appro:1cb 
10 protecting and rcspec1ing ihe digni1y of people with menial heftllh problen1s. 

4.2 '\Vhi.Je sou)C eletncJHS t)f lhc current lcgis l11tio11 .:ire c<uls idered 11) wol'l well (Chap1 .. ·r 3), it 
has become clem- ltmt :ispccl'i or 1hc 191l6 Order mtty nol t,c. human right!) comptiu.nt, 
Neither is It In keeping with dc\'c,Jopmcnts: in good practice. which emphasise p:utncrship 
be1ween palJcrus and professionals ond a holi~1ic approt1ch toc:.m: (Ind 1rca1111en1. Noris ii 
based OJl the principles which 1hc Review hns identified as essential. •rhc inclivid11:ll's 
uutonon1y nU\)' be ovcr♦riJdcn in the interests nf his: ow11 or other 's safety, o1n<l th~ le.gut 
powc:rs focu..: on compulsion, m1hcr 1h11n ensuring :-ippropriate trt:Hlll1cn1, 

-1,,3 There 1$, n1t1rcovc:r, 1.10 pr(wision under 1.be cum:nl Mental I fcahh lcgisJu.11011 to offer 
protections for pnticTI1!i who arc i.nc3J)n_ble of consenting to admission or tre:umen1, with chc 
e.-,,;ctptioo of p11.tricular t.re:.tt'nl~IS in Part IV. 11s long it:.. they 11tC nnt resi.51.ing ur,d we not 
posing a significun1 risk to thcmsch-cs or others (The '·Boumcwood G1:1p"\ ::cc Anne>. 3) 

-1-.4 The Review eonsldert.-d the impUct11ionh of including $(lme of lbQSie pMvisions cun:tnll)' ln 
1.hc 1986 Order (for cx::uuplc fimu100. Gu:1.rdi:mship imd aspcc1s of consent 10 treatment) 
within Lh(' proposed Capacity lcgislati<.u1. There w1b. u reluctance [('I r~c<11n1nl!11d thm 
GmmJians.hip be tJcuh whh in H C~piichy 'iU1lute wilhoul rcmtning proportionate protetlions 
for lhc resD'ictions involved. which aru cm,-ently n01 included in Capacit)' legisl:.u.ion. 
Much of rhe difficuhy ari$eS hccausc 1he fund.umc-nial a.s~umptions in 1hc l\1Ulllfcs tare 
dlffcrcn1 The need to ha\'C consistonc) ncros.s :t.11 the arc.,s of provision in tcnns of 
ui1dcrlyin,g principles ~uld definilioM was seen os c-.·uc-ial 

45 A principled. lnunan righlS•basccl approach moves from public protccuon as the pri<>ri1y 
1owrir<b snfc-guanling 1he rig.lHh and dignity of J>CopJe wi1h mcnrnl <lisor<ler rmd en~uring 
1.heir noccss 10 appropri:lte care and uc;umcnt. When lhi:.sc ha,ic been firmly csmblishcd for 
issues affec1ing the lndi\•idunl. i i wiU lhe.tl be nccess.u·~ iu St)tnc case~ 10 balante i:hcsc 
inclividuul right~ wilh lhc righ1s or others who may be phiccd 111 risk 1hrough the individ11:1l's 
bch.aviour. Adoquale. and proportion:1tc pro1cction musl be ensured within Jegislation~ 

4.6 Memal Hcahh legisl::irion oonsidcrerl from !'1 princ;iples base requlres a oomprchcnsivc 
oppmach "'hid1 ro,cogniscs the o,·erln.p with cup:idty issues, I.he needs of i:-hil<lrera and of 
tho.sc whhin lhc Criminal Justice System. including lhc interfaces with n:lc\•;1111 legisla tion. 
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Hequil'ements or f'u1ure Legislation 

4 7 A rlgh1:s~bascd nppro:1ch is proposed :is the guiding principle for reform of tegislrttion, 
which should respec-t lhe dec.isic,u1s of nll who are ussumed to have cap.irit')' 10 malt! l1lcir 
own decisi<Jas. Ground~ for in1crfcrin,g with a pcnon•s nutonomy should be Oascd 
pJimarily on impa11\."'<I decisjon~making. c~1pacity. New legislative solutions :u·c, therefore, 
n."t111ircd for i-:sucs po!(Cd hy the c.:ffccts (lf di8ordcr of the brain or mind on im i1Jdivid:u:1I'~ 
clocision•mnking c:tpncity and whic.h nffcct h.isther own porsonaJ health. the need for care 
and treuttnent, soJety ai1J the v..clfare M Lhc safery of otl1crs. 

4.8 Legislati\'I! solutions must: 

• rc.spocr and bnl:tnc<> t.hc key prlndplcs proposed by 1h<: Review (in C'h.-.ptcr I). 
Autonomy. Justice, Benefit and Leust H;u•m; 

• reduce discrimination aod stigma: 

• be ::icceptabk to and acknowledge the needs of users of services and thcjr c~1rcrs; 

• acknowledge the nocd (or provbiion of ris.k murrngcmcnt tmd protection or self :&ml 
the public. but maintain a healthcare focus: 

• consider 1hc need for ·•risk of serious h:mn .. ba-sed lcgislrttion to override nmon,omy 
in those who retain c-.upaciry Mtd find the best legislative plncc for this if n."()uil'ed; 

• use congruent principles. definitions and provisions to acknowledge the common 
populatio1.1 affected by Cap.icity nnd Menwl rlcahh leglsla1ioo, nnd leave no gaps or 
confusion~ 

• m.:.knowlcdge Hnd 1mtkc provision for vadution.s in dcc:ision-muking c.apttcily o,•er 
time in those :Lffoc1cd by mcnt:LI disordc-r. and baJance the.~e with benefit: 

• clarify 1hc Interface: with other legislation, for example, Criminn.1 Justice ~md 
O lildrcn's legislulioo-; 

• be clear and efficient tor protessional staff to operate: 

• be adequately resourced: and 

• trno£1alc the intentions of, and be comp111iblc wilh. lhc ECI-IR. 

-k9 The Review propose.:; 1hi:11 1he provMoo of c.afC 1md 1rc<Hmcn1 for mental disorder fn 
relation to offenders or su~cc1cd offenders, nnd also 1hcir protection from atms:c or 
C..\:plbitation, s.hould be dealt with unde.r lhe i.11n,e legishttion as lit.at which applie,- to non~ 
offenders. 
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lnternntiom\l .l'erspectin on Legislation 

4 LO Thero is no blucprim for ,hi~ type of Jcgislr1tioo and cnch Jurisdiction has h~d to find the 
be!.t SQlntiou for ib O\\ n nee-JS, cultu.t'c, politics and lirne. However, the Review· hos 
bcncfiu:d grc:tlly from txpcricncc. both in1cmH1iom1lly nnd elsewhere In the. United 
Kinsdom 1hrough liccr.uuro reviews and concact with jntcmational and ntLtion:LI exi,cns. 
P1:1r1icularfy u.scllll in this regard have been the \Vorld llc.ahh Org11.nii,.a1ion Resource Book 
on Mental Health. Human Rights :md Legisladoo (IVHO. 2005) nod 1hc two Reviews of 
Liccrarwc Rcla liltg 1.0 Mc.ntal Hcaltl1 Lcgislmian con11l't.i:i.'lio11ed by 1.he Soo11ish Ex~utivc 
in 2001 ,md 2005. 

-U I Tho wno Resource Oook provides an iatematjonal per~poctivc on Mont:d I k:fdth 
!cgishition and highHghts the key issues and principles 1hn1 need to be incorpowted into 
legislation for the policic!>. nnd phuts it t,nplemerus to mc..:"t intcrnatio11..u.lly ocoopted 
stunthmls and good pnu.:ticc:. It cxmnincs diffcrcn1 moJcls or achieving 1h,c be~, lcgul 
solution which might be tailored to e:,chjurisdiction. emphasising the n..x:d for l'ealisrjc and 
auainable g<.wl$' withlJ1 local cops:1rntn1s. 

➔.12 Ptogr~ssivc legislation can b.! un e.ffec.tivc 1001 in pmmming ocoess 10 mental healt11 care us 
wc.ll NS promoting imtl pro1ccLing lhe rights of people with mental disorders. In the :r ust, 
legislation has been perceived to focus on public pro1ection ~,nd consequently may lh~lve 
been unnec-essulily puniri,'c :md 'iligmuti"ling 10 the individual. ,-\ ptinciplc~~l>ascd 
!cgishition. to which the Review is commincd, mkes lho di.ffcren1 smrting polm of fhc 
iudividuaJ's r ight to rcspec1 ~uld dignity. 

4.13 Legislation c:i.n ::tlso hinder policy dcvelopmen1. for example. through not inchtding 
provjsioC1 .s 10 support communil) t:rcatJncol or through lack of enforcement powers. It 
works best i ( it is no1 regarded ~.s ~n event l;'.lut as an ongoing process ll:tal cvoJves wnh time 
111.i.:,. occess:1.rily rncans that legislmion is reviewed~ revised ttnd (Lltlendcd in 1.he liglu of 
m.lvum:e" in cnrc mul treatment um.I improvcmcnli. in service devcJopmcnt u.nd dcli,·cry, 
Provisions should be mnde in the legislation tor the cst:1blishmen1 of regulations for 
particular ;·1cuous thut M-c likely 1.0 need more frequent 1nodificrdioM. Then these can l:,c 
reviewed within the process l!'licl down and allow :.'I Oc:dbility rmd rcsponsivencs~ ro 00 tmlll 
in. 

4.14 Tbo breadth of what i.s included under the umbrella ol Menial 1-Jc:a.lth legisfation extends 
from the nm.Tow fuucti◊n~ of compulsory inlcrventfons for ihe care and trea1mea1 of people 
with mcntnl illness. 10 1.hc tiro:i.dcr function or est~bHsh.ing :'tn cnti1lcmen1 to services and 
rights and protcctiou.s for all ~ rsons who fall under the wider term mental t.lisonler~ 1tnd 
1hcn furlhcr to include 1hc consct1ucncc:- of mc-oud disorder on Jccision•m11kiag with 
protoccions for their health. Wl!lfaro and finances. This Inner group ove1 laps with people 
who ,h:1ve in,paired deceiion•rnaking r1'Qm Other c:mscs (Capttcity legislation}. 

➔.15 Diffcrout countric.s have dC:\•c.lopt.'ll very differc.n1 models (\VMO~ 2005). In soute.t(JUDtries 
there is no scp;rru..(e Mcn1nl Health lcgMution und provi.sion.s n:luting tu mt:nl r-11 hcxllh ure 
h1se.r1cd l nto other relcvM I legislation. Other couml'ies have oonsolidMed Menial HeaHh 
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legislation where all issucsj Including mental capacity. ;u•c. incorpomtcd into a single /\et. 
Many countries have: combinc.'CI 1hesc approachef!. m; 1hc need for di.ffcn::111 a$JJC(l1.$ of 
lcgishition hn~ cvoh•(',d O\'CT time. A pdncipJcs•bascd :,pproach is not hound 10 follo\v· any 
one model.. bu1 Jcmunds lhttl the approad1 be cn1uprchtnsi~•c so 1.h.at the :wlnle princ.iples 
can :1pply 1hroughou1 . 

-U 6 In England :md Wales and in Scoilnnd 1hc: ,um:nl approach,., to move from CQnsolidatcd 
tvlcntal Health k.glslation which incorporates very limHcd capnchy~typc provisions for 
6nauciul <leci.sions (as currcnil)' in Konher1l lrelnnJ) l.l) separare Mental J:letLlth 11nJ 
Cupacil) lcgii:htlioa . Howc:\<cr. the Millnn Commiltcc in S-cothmd vicwc.l 1his .as a 
developmental st:1ge and l'ecommcndcd consolidation of 1he le{!,islarion in d.ue course. For 
ruuirc devd opmcu1 or Je;;1shi1ioo in Nor1hcm lrch-1nd .. it i~ imporHUJI 10 Jc-exammc the 
purposes of 1hesc lnws and how they fir the changing rcquiromc111s of society ano'I fhc 
'1ppmach lhc Review has adopred. 

Origi1,.s of Mt11Jal Htalfli Ugislatio,, 

4 17 tvlcnml Hc:\lrh legislation comes rrom a cl\<U comminnen, and public protection 
bad.grow,d, where I.he c.n1phasi£ originally ML'l ..,,n de1entioo for coinpulSOr)' ttc:tlJnc.iu 
baS(.'tl on the prcscm::c or mcnlHI disorder or u mature or tlcgrc:c to merit hospit;ll based 
tre:.:1unc01. rcg:,rdlcss of the <.~f1pacity to consent. but dependent on the r isk to self or others. 
lo ihis. mott.d. ;1 psy<:hi:nris-1 is u:iually given rcsponsibtlity for dccis1on-n1a~ing nnd powers 
of rcmo"·t~I and dc1cntlon nre given 10 other smff Only ITCMmcms for mcnml disorder \Ire 
aurhorised_ These IXlWe.rs tu\." dosdy rnonirorcd, reviewed ,uid .!.Ubjocc to appeal. They urc 
expected 10 apply 10 only II few people: who mccl the s1ric1 c:rilcria, 

Origfos of Capacity 1,.egi..,lati(),r 

➔.18 In contrast. cuptLCity-ba~d schc.ntc~ nro n 1u<ire rccen1 legal de,•cll:,pmenl ccncrtd around 
oulhorising decision-making, They originuUy developed lo provide for the m11m1gcmc nl of 
property and finances of' persons wi1h dcteriomtjng or enduring problems of br:Lin or rnind 
.:;uch tL., dementia or lc<1rni11g: diitahility. Rca.!nt c-0ncep11.ml dc\'e}opmcnl~ have moved froin 
:i stams lest. where a diagnosis brings wi1h h ,1, presumption oi lt'!ck of cap~ity whic.h is 
seen as t:: t1dudng1 LO the lL~C of a fu11.ccionuJ tes-1 where the.re is a pn:sumpLioo of cap.a1.:ity 
und cu.th decision is considered scp:mucly, 

➔.l9 ff 1he perS-On i.~ found, following ll>se,,;smcnL, not t(1 have cupt1ci1y for ihe dc.·t:i.~k,n in 
qw:-s1ion 1heo s1.1bstinnc dccision .. making is ::m1h.orlsed, either infonnally for others to ~et, 
or by an uu1h.<11·is<.-d decision-,nnke.r !.UCh ~ o Guardian OI' Deputy. Decisions ,nus-1 be anadc
in the pcnion's bcsl interests mlt.l signifo.:.mt or disputOO Jc:cision:i arc mndc by 1t C()url , 
.Lnc-rcasinily. weight is given to t1dvanet:: statements of pretcrenco or rct'us:11s which l hC 
pcr~ou m.ay mnke whHc capacity is rc1ainod, or 1hrougb au1hori$ing ano1hcr penson 1hrouih 
lnsting powers of ~tttorncy 10 make decisions on his bchttlf Protections are largely 
substantive, 1.hrough lhe. process iL~lf. m1he.l' Lhun proc-~durol , r.hrough lt sy:.te.111 of appcaJs. 
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'fbe United Kingdom Position on Mental Health and Mental Ulpacity Le~islation 

42 0 A.s the Review consid.crs lhnt aU pcr!!ons with mcnud disordc-r should be: rcspcct\°:d and 
ttc:ucd io lht.'.' saut-e ways, i.t was lmpottaut to l!AiUUlne recc.ut UnitcJ King.dnm 
<.lcvelopmcats from lhcsc two s-iandpoims, um.I in particular IQ consider those ~1:1tutcs which 
have adopted a principles base so 1hat. lcsso11s can be learned from lhal experience. 

4.21 In England ~nd W:\lcs, rhc Mental Hcahh Acl I 983 is cs:scntiaUy n civll oommitmc111 
scheme lhu1 is now in the p~ss of being amended through the f\•U 1 Bill 2006-2007, The 
Govcmmcnt t111s rc.si,;1cJ propos"ls to include: principles in Lhc :.mended Act, l-lowcvcr, it 
WJII Interface with the Mental capacity Ace 2005. whjch i~ a principles-based sc:1tutc. 

4.22 In Scod:md, flm Menu-ii Hc:'lllh Care tmd Tre:.mncn1 Act 20()3 comes from (I civil 
C:(uno1i1mctu background and regulme:-. oompulsc,ry treatmeot for u,cotal diso.rtler. os 
denned. II uloo prumo1c~ lhc rights 10 scr\'ici;:s and 1rcnlmcn1 or people wilh mentnl dbo n.lcr 
and is principles.based. It s:tr.iddlcs the 1wo traditions in lcgJsla1ion by having both a S-1arus 
10~1 (mental disorder} llJ1d n fuoci ic.mlll lC)J: t (impaii:cd doci'iion•making) ns ncce~~ilr)' 
ro,gcthcr whh dsk for compulsol) Interventions. h in1arfoccs whh fb.o Adults wilh 
lnc-apaciry Act 2000, which also is principles-based. 

423 For dc\'clopments in Ment.:1I Capaci[)' legislation. the Rcvi~w has considcrud boLh the 2005 
Act in Engltlnd rind WaJes and the AW1 Act 20(M) in Sco11and. This Report focus<.."'i or:i 1hc 
200.5 Act for a stud) of C:,pa-city legislation. since it is widely acknowledged 1h:.1t II 
develops .1specB of the Scot1Jsh model u..nd. l'.\'Cu more importuntl~, the OLR propo9ed ics 
11~ liS the l'illu1ing poinl for :1 model for lcgislalion in Northern fn:land. 

4.24 Qjven 1he differcn1 traditions and nssump1ioos- outlined 11bove nhc.rnt Cr1piici1y provi~iOn$ 
(pnwiousl) mrdnly npply:ing ro patients incapable of managing lhcir fin:rnci:il affairs), many 
1>oople pl'Unurily Mncerned with mental hc::alt11 trea1.r11eut will not be familiar with importruu 
developments in lhi:- fie ld which hu,·c implicuticms (or fi1lurc pnit."licc rcgurding hcalLh anti 
welfare. for some people with 111cotal health and learning disability issues. While some of 
the s1ruc.1urcs a.nd pn.,ceS$C$ i11 England and Wales arc different and leg:islmkm woutd ih;wc 
to be ~d11ptcd 10 1mnsfcr 10 Nor1hcrn lrc.land. it is impomml to b.."Comc ram.lli:rr with the 
nut.in proposals which may trnnsfor. 

4.25 There follows an ou1llne of this ,•ery rcccm legisJaLion whk.h tho Review has taken inLo 
accounl even though the s-ig:ail'ieancc of some o( ,hesc ch:·,ngcs is only emerging. More 
detailed considcmrion is 1.hcn given to th.c principlcs~bascd Mental Heahh lcglsl::nion in 
Scotland untl the in1ctfac,e issue!> between 1.hcsc ()()CS C'lf lcgislutk>l1. 

Introduction to the Mental t:apll<oicy Act 2005 

426 Tbr 2005 Ac1 i.n England nud Wales aim!- ""' prorcct lhc interests of adulcs who lack the 
ubiJjt)' 1.0 m:1ke decisions aboUL their own finao.:es. welfare <ir heahh. including cnOOical 
ITC1-11mcnt, or who nrc unable to communicalc their dtcision, bccm1sc of nn irnpairmcnl of, 
or a disnub,1nce in the functioning of. the mind or brain. It is b:tSed on a functiom1I 
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approach to decision-making: lhat is. each decision is separately considered. Its appUcation 
includes d cx:isions about 1rea1mcn1 for peo ple wi1h co ndi.1 io ns from wh ich 1hcy may 
recover, including mental iJlness. 

4.27 The Act enshrines io statute cun'eot best practice and common law ptiociplcs Cl)nceming 
people who lack menral capacity and those who cake dee-is ions on their behalf. The Review 
welcomes m:iny key aspects of the legislation, in particuh1r that the principles arc defined 
at the beginning of the Act. These arc: 

• a presumption of capacity• every adult has the right to make his O\Vll decisions and 
1nwn he assumed to have car,aciry unle.c:c: it is proved <"llherwise; 

• the right for individuals to be supported to make their own decisions • people must 
be given aJI appropriate help before. anyone concludes that rhey cannot make their 
own decisions; 

• that individuals mus 1 rc1ain 1hc right 10 make whu1 might be seen as e.cccn1riic or 
unwise decisions; 

• best interests• anything done for or on behalf of people without capacity muse be io 
!heir beSI inlcre-Sts~ and 

• least restrictive intervention anything done for or on behalf of people without 
capacity should be the least restrictive of their basic rights and freedoms. 

4.28 These principles arc. of co ur$C, very simih'1r 10 the principles developed by 1his Review for 
inclusion in new legislation. 

4.29 ,lssessinr.: lack of capacity. The 2005 Act sets out a single clear test for assessing whether 
a person lacks capacity co make a pa11icular decision at a panicular time. le is a "'decision. 
specific" tcsL. No o ne can be lubclled 'inc:tpabJe' as a resull of fi p!irlicular mcc:lical 
conditfon or diagnosis. Section 2 of the Act makes i i clear that a Jack of capacity cannq;it be 
cstabljshcd nlCrcly by reference to a person's age, appearance, or any condition or ;:1spcct of 
a person's behaviour which might lead others to make unjustified assumptions a.bout 
c-.apacity. 

4.30 Tlte capacily test. Thfa includes the abilhy to understand. retain. use or weigh the 
information as pan of the process of making the decision. or commumcatc the decision. 
This definition allows for the influence of delusions OI' disorder of mood as described iu the 
Code of Practice. 

4.3 l /lest illteresis. Everything !hat is done for o r on behalf of a person who lack.$ capa61y 1Jms1. 
be in chat person's best interests. ·r hc Ac, provides a checklisl of factors that decision
makers must work through in deciding wh:1t is in a person's best interests. A person catt put 
his/her wishes and feelings into a written staten~eot if he so wishes, which the professional 
ma.k ing lhc dc1.cn11ina1ion 1Jms1 t<Jnsider. Carers fmd family members gain a rig.111 LO be 
co usuJ1cd 

30 



BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 1341 of 3342

MAHI - STM - 083 - 1341

432 Acts in connection i.•Wt ct"e or treatment. The Acl aims to pt'OlCCt withoUI excessive 
burc.aucn1cy. Sec1ion 5 c.larifies 1hat, where a perso(l is providing ea.re o r 1:reatmeot for 
someone who h•cks capacity. then the pcrsoo ~m provide the ~tre without incurring legal 
liability. The key will be proper assessmem of capacity and best interes1s. This will cover 
actions t.hat would otherwise rcsuJl in a ci"il wrong or crime if someone has to ialc:rfore 
with the person's body or property in the ordinal')' ootu·se of caring or treatment . for 
example, by g iving an injec1ion o r by using 1he person's money 10 buy i1ems for them. 

4.33 llestrai11lldep,fra1io11 of /i/,trty. Section 6 of the Acl defines restraint as the use or thrcm 
of force where no ineapachated person resists, and any restriction of Liberty or mo"emcnt 
whether or not the person resists. Rcstraim is only pemtitted if the person using it 
re.asonably believes ii is necessary 10 prc•,en1 hann 10 the incapacitated person, and i r the 
rcstrnint used is proportionate to the likelihood :and seriousness of the ham1. 

4.34 The Acl t.leals wilh two situi1tions where tt designated decision-maker can acl on bched.f of 
someone who lacks capacity: 

AtJomey (appoi/lted 11ndrr LPAs) ~ The Act creates a new form of power of attorn,cy. a 
Lasting Power of Anomey (L PA) lO replace the prcse,nt Enduring Powers of Attorney 
(EPA). Under u LPA donors m:\y appoinl other persons to act on their bchulf if Ibey 
should lose capacity in future. In addition to dealing with property and financial affairs 
a(l anomey, acting under a LPA, may ma.kc decisions concerning: the donor's personi1I 
welfare, incltiding healthcare and oonscnt to treatment~ or 

Court appointed deputy - Deputies may make decisions on welfare. healthcurc and 
financial matters as authorised by the Coun. but will not be able to refuse consent to 
lifc~susia ining 1rca1men1. Where possible, 1hc Courl will seek 10 resolve an issue 
affecting a person who lacks capacity by making ~ declaration (as to whether a 
pa,·ticulru- acl is lawful) or a single order to provide fotrnal authority for a spc.-cific 
purpose. 

4.35 The Ac1 aims 10 support the person's own autonomy and establishes a rigJ,1 10 cngt1g,e an 
Independent Mental Capacity Advocate (JMCA). An IMCA is someone ~ppointcd to 
suppot1 a pel'SOn who lacks capacity buc has no one co speak for tllem. The IMCA makes 
rcprescntulions about the p:,::rwn's wishes, feelings, lx:liefs and values. al the s11mc lime :,,is 
bringing to the attention of the decision-maker all factors that are relevant to the decision. 
The IMCA can chr1lle.nge 1he dccision-m,d\cr on behalf of the person lacking capac.ity if 
necessary. 

4.36 Adm,,ce decisions to refuse 1Teatme11t. Statutory roles with clear safeguards confimu thut 
people may make a decision in advance to l'efuse treatment if they should lose capaci t)' in 
the future . II is made d ctir in 1hc Acl 1ha1 ao advance decision wiJI have no applica1ion 10 
:1ny treatment which a doctor considers necessary to sustain Ufc tmkss strict form:1litics 
have been complied with. Tilese formalities are lhat the decision musl be in writing, signed 
uud witnessed. In addition, there must be an express slatemcnl th~11 the decision slands 
•even if Ufe is at risk". 
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4.37 Jles,arc/1, ·1110 Act sots out clear parameters f'or res,:ush Involving. or i n relation 10. a 
per:sou J.icking capacily ma)' be htwfully earned ou1 if :m "nppropria1c body" (oonna.lly :1 
Research Elhics CoounhtecJ 3grc,cs 1h.u1 1hc rcsettrch is safc, rel:nes to 1hc pcr!'>on's 
c:on<lition a1ld cunno1 be done- DS efftctivt:I)' using pooplc who have mcn1.nl c-;1pnc.-ity. The 
11.~SCllrt:h m11s1 produce u b.::ncfit to the person ltnn 0111vvcighb i1ny risk or bunlcn. 
Altemativcly1 If il is to derive new scientific k:no\Vledgc it muse be of mjniinal risk to the 
J>crson and he curried o u1 with mfoirnal intrusion or in1crfc rcoce w11h h i'i or her r i$b1S. 
Car(:rs: or nomim,tcd tbrrd pnnics mU'-1 be consuhccl :mcl ~grcc 1h.at the person would wm11 
to joiu an upptl)Vcd iesew-d, project. 

4.38 Offence of 1u.·rreatmen1 or Neglect. Tho Act introduces a new crimfoaJ ot'foncc o t m 
1rea1men1 or 11egk-c1 of a person who littks cr1pt1d1y. A person found guilly of such un 
offence may be liflhle to imprisonment for a tcnn of up to fi"e yc;irs, 

4.39 Court ef Pro1e,1iQ11 u11d Puhli,; Guardian. The Acl c:'11::llcs two new publk bodic:s lo 
supporc the st(atutory rraincwork. both of which will be designed around the 0t.'Cds of those 
who Jack capaci1y. A new Court of Prowc1ion will be. cn:a1cd ror E1.1g,hmd 1111d Wnlc~ - a{ld 
1.herc wiU be n Public Gunrdirm 1n register and supervise anomcys fl lld dcpurics 

4.40 IJ is npp.ircnt thal the Ac1 applic'i II> H wider constituency th11n pcopJc wilh H menial heahh 
need. 11icr~ is ::i pl'esumplion of autonomy and a tolcmn-cc of unwise decisions. In 
par1ic11lar, jus1 because a person suffers from n mcn1t1I disonk.-r docs noc mean 1ha1 his 
docision~m.ttking 1~ imp.aired and this mt1st be tested "cpar:nely. Only lhosc who er, nnol 
rned the cop.acir,- tCS1 for I.hat decision rt.re i ndudt'd. 

t'rincipl~Based Mentnl Health Legislation - R.ec:enl De,·elopmeots 

4.41 Since the las1 m~jar rovl.cw of lcgislmion fn the United Kingdom more lhnn 20 yc~irs ago, 
I.here b,we been importtuU conceptual shU'ts in tl1inkiug about the bas.is for compulsory 
iatcrvcnlfons fur people with mc:nuil disorder. The Rich1mJson Repon. reviewing I.be 198;.\ 
Act in England and Wales. was very clear aboul recommending an cthicaJ. prindpled base 
which would have follQwed many of ,be provi?iiOus since i111roduccd in Sco1luud.., fn 
p;irtic11l::1r 1hc Inclusion of "imp;iircd dccislon~maki.ng .. a.s one of lh.e critcrio cssc:nti.:J I to 
pcnuit compulsion. 

4.42 A difforen1 polJtical climate in England and WalcsevcntuaJly led to the Draft M enial HeaJlh 
llnl 2004, which w~s not pri11dplcs-h:1sc:d JuHI wa.s widely rcg.inkcl faS more oricorntcd 
townrds: meeting :i pcrcch•e<I public prot(':(:rion, r:uher than n hc::ihhcm'C agenda For 1his 
rell:.c.)11 (and t)el~se 11 failed 10 gain broad en,,ugh suppon to be passed mto lnw) 1.hc
Rc,•iew has examined the Mc:nlHI Reall.h (Om: un<l ,,rc:umcnt) (S<..-ollnnd) Acl 2003, which 
has acmu.lly succeeded in tmn.slating a p1'inciplos base into lc,gislarion. 

Principles-llast.d Mental Hen/tit Legisla1ion in Scotland 

4.43 The MHC1' Act 2003 could be seen n:; "visionary 11ml reversionnry" and most or 1hc new 
provi.siollS now from the principles. ·r hc ethica.1 ,md praccfoaJ basis for compulsion was 
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1\w isi100 by tile Millan Committee and h ,vas reeonuncndod 1ha1 ii should be lhC 
combina1km or impaired judgcme1)l, Lisk, nnd bcnofi1 10 the patfon,t, As ooc or the 
conditions. it must be shown that the p!.l.ticnt's abiht}' 11, malre decisions about his or her 
LreaL,nCJU is siguificrnltl)' impaired by ,ncntal disorder. 

4.44 Following th~ principle or .. least restrictive altcmative'· has lc<I to the inu-«luclion of 
Compulsory Treatment Orclc~ (CTOs) which are 001 limJ1cd 10 a hoSpilal !ielfing bu1 r:1iher 
meet 1hc pcrson·s indivtdual needs for trcatmen1. by specifying m~sures 10 tic autJ10.r l.sed 
iu t11c core plnn. The s:unc level ,,r protocl ion~ tl,rougb htuhorising. monitoring ond hppeals 
i-. ensured for 1dl pi!tic111s under u CTO, wherever treatment is JcJivorc<l (hospitul or 
community}. ·nt Orders ~ro based on detaiJed <'W'C 1>lnns specifying tho~ mcasure.s th:tt 

arc required 1.0 be oompulsory and an:: authorise<l through Tn'bunals. ,vhich have l>c,.-cn 
i.ntroducc<I for lhc fLJSt time, rcplaci.ug the sheriff coun, which formerly npproved orders 
SpecifiOO meilical t.J-cmnlflm <\re subj co1 hl a second opinion and ECT c.annof be authol'ised 
ror a person who hus the cup:tcily 10 consent bu1 d<--clines ii. 

-1-.4!> FoUowing 1he pnncipJe of recipr0<.'"i1y, the ~-11 rcr Ac1 2003 pli'u:cs obligatjoo'i on t-etvicc 
providers to mcc1 patient~· needs for trc:umcnt. Treatment is defined very broadly to 
include nurs.i.ng c.arc. ps)'dHJlogical uue.rvcntiort, ttnd social u.r1ll L>ducationuJ npproac:hcs. 
Som..: aspects or 1rcaoncru phms me rcconlcd :is csscn1 i:1l, with lhc obligition for them 10 
be pro"id~I open 10 scrutiny. 

4.46 The tvl HCT Act 2003 introduces new provisions 10 suppon of lho right~ or 11sc~ or scr\liccs, 
iucluding new righb. for .ir1formal patients. ond righrn to nsscssmenL 1l1C~ intn':iduction nr 
Advocucy ~uppor1 and the cnnmrngcmcnt of 1hc use or Advance Suucmcnls £'or m;:ntal 
health care :Lild 11c.1truen1 are the first jn 1hesc islands sped tiealJy tor mcnt:t.l health c:u\!. 

4.47 Sim.Unr provisions apply for p:nlcnts in the crimin:ll jushcc system wil,h d1ffcrc.111 threshold 
criteria for Lho.se wh(j ptesc.nL a ,·isk 10 others. and fol lowiug the M(ti:LC'~,n Coounjnce 
rccommcnda1ions, a scpamlc RL';l.: Mun:.~cmcnt A111horhy hns been inmxlu~d which 111\cs 
1csponsibility for all offcndl!.l'S. There are rights to appeal ag-ainsl cKcessivc security for 
those tn:Jll.Cd under the Ac.t., again under 1he least re.itlricli\·e princfpfc. 

4AS 1l'1i:. legislm.ion ha:, had broad-based :,uppur1. Pruble.rns cxperieneed h'I date Sl!Cm lo.r.gcly 
rcl.-1tcd to ensuring ,;ufficienl workfon:c: 10 operntc the Tribunals. 'iome :mggcstious of over 
legalising of the Tribunal hearings with an adversarial rathc.r 1han ~1 faciUtative tone. :Uld the 
increase<! profcs.sionrll time req_uired (Prcscn11.uions to Royal Colle.~c or Psychiutrris1s 
Annual Meeting, July 2006), 

T!,e Mrnta/Realth and Mrntal Capaci(v lAgh;lative lntr,fau 

-1-.49 Tbo two legislative m.odelb ex,~mincd above (f\.•Jc1rn1I Capacity tcgishnion in England. and 
Wales and Mcnwl Health Jcgislntion in Scotfo.nd) clemonstrmc how princlplcd•based 
legislation (dc-ati11g with both Capacity anti Mental I Jeo.hh), C'><m empower. support.. and 
pruloci persons wilh mcnu1I ilisorJcr in 1hosc al)7JCcl.'i of lhcir cure and 1n::1tmcn1 which 
require intervention. Md also protect others. There is a colwe,·icncc in the shared 
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importa1lcc of decision-making c:..ap,,c-iry as :in csscntiol criterion. wilh use or the same 
methods tCI prorno1c .u.11ooomy (pnr1:icipo1ion, r1dvocucy. LPAs. Advance Stu1c:.mc1.1tsJ. a nd ll 
sh:ucd emphasis on bcncti1 or tiest interests 

4,.50 While some u:,,x:ccs of the Jcgisl:Hion have been obscrvc,l to be merging conccpl\mlly. there 
at',,) quHc s.epar.itc lc_gal provisions co,•oring Lhcil' 01,•erlapping populMions :lnd purposes. 
,md int..nasingly 1hc in1crfoce bc1ween scpannc fvlc11.11.d Heahh avd Cop~tcity legisha1kio is 
e:rcoring confusion In addition, gaps In prot('cfion arc being highlighted for 1hosc who fall 
uiulc.r neither ond discricui11otion is becoming m<u·e cvideu1 fM people cN.pencndng menm.l 
ilJnc'!i~. 

4..'i I As described above, ti.'len1al I lcahh lcgishuion ls strong on pro1cc1ions and provide~ appeal 
mec.ht,nisms for 1h.o two mn_JW ro-cas of human rights Intrusions which arc legaUsed • 
depri,'mion of llbcrLy and tn:atmctu for incntA.I disorder wid1ouL conM:nl \''lr ag;ain:i.L 
~ pHcitous refusal. In ronm,st, fvlc:n1 ul Cap~diy lcgi.shtlfon ucknowlcd_gcs thnl rc~tnint 
may be necessary but docs not develop strong pro1ections around it ~u1<I at prcsenr (untiJ the 
200:i Ac1 is amended) prohibits depri\'uliCm of liberty from iLS provi~ions. II only provide$ 
limited protections for trcn1mcnts 

4.52 Thcrt wil.l be situ:uions when 11 person tn.ay ftt ll umlcr both legislations for lhc 1n:111mcn1 
1-CSpccti\•ely ot' physical and mental disorder. and others where a decision muu be l'.i.kcn 
ubou1 which is 1he appropri,11c lcgis1a1ion 10 assess and 1rcat mcnror disorder. lkcausc the 
Memal Hcahh smnucs In England ~md Wales: and ln Scotland are now so di.ff'cre01, fhc 
iutcrfo.<.".C ii:i.11c~ "'iil1 the relevant Capacity statutes arc tlitforen1 too. (tS are Soule of the 
prupo-,cd sol111ions. 

11,e ,Wental /le-allh und Capaci'ty Legislation lntcrfi,~e in 8n.glarul & Wttle.J· 

~.53 In Engl.Itnd and Wales:. I.he Joint SeruLiny Conunjnee 011 lhc Dmf1 Meuml I leaJLh Bill 2:004, 
which rcporlcd in April 2005, cmphu;si.scd bolh lhc conrusion rcpor1cd bc1wccn Mental 
Health and Mental Capacity legislation and dte need for d :U'ity. The areas specified were: 
which lcgisbl1ion 10 use where u pcro;cn, ,,1us deprived of llbcr1y in protc.,-c tive c11rc 
(Bourncwood coses) and where trcmmonl wnhout consem for mcnml disorder w;as required; 
tun! the c11.ten1 10 which ndvance decision;, n:fusing, ::wd odvaocc staicmen1s requt.';Sling, 
medical trc:ilmcnl for mc:nml disorder should be rccogniscJ, 

4S 4 The Code of Practice now dcscnDe.s which Act should be used in panicular cases n11d scL,: 
ou11hc lmpllcMions ror people l~cking capacity who arc also st•bjccr 10 1hc. 1983 Act Some 
of Lire situnti<111s described il1 1he Code point 10 possible l11ju!iLice O.'> Wcll 11:,, confusion. For 
cx-11mple, :1 person who has refused lm:41mcnt for mc:ntld disorder under lhc 2005 Ac-I, 
through ~1 val id. nd\'ancc decision. could scm be tl'eatcd under the Mental Health Acl. as 
lhcre arc no provi~ions in 1hrJ1 Ac1 to rcspc..-'C.1 such refus:1L'i. 

➔.55 Other s.itu.acicuu, le.a\'C unrt:,,0lvcd confusion, for c~auiple a1·ound Guatdiaodtip, where 
1:1hhough lhe powers 11.rc arnifable un,lcr 1hc 2005 Act, robust prolections im: nol , 
Depending on the degree of rescriction. the person may find himself under one or the OL"hcr 
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Act with ditfcren1 rights, The dl!grcc of rcsmcoon or compulsion aJso dit'forenLfatcs 
be.Lween 1hc Ac1s ror issues of 1rcu1mcn1 for mcntttl disorder. If 1hc per$0n is rc.Si!'iliog 
trcmnwm and restmin1 is needed regularly 1hcn 1he- Mental Health Act provisions ~hould he 
used. 

456 Tllo d.ifficultics arise mainly from the dit'fcrcm bases of the legislation. the diffcrem 
sr1feg:uard~ U.Cld proteelion~, fn11 also from 1hc diffcrcn1 rightS 1111d ~up1x111.s aecordod to 
p:1ticn1s in each The EngltUld and W.:1lcs solution Rppcm~ 10 hinge around guidnncc on the 
1.u1.turc und degree \')r res-lric.tfru1.c:1 depri\'ation bf llbeny, tes11'1Un1 ttnd force of c,uupu.L~ion. 
Only some of lhc'ic problems will be rcmct.licd by lhc Oo\'crmncn1'ii propo~cd mncndmeats 
to the 1983 Act and the pt'oposed amendments to the 2005 Act to cover deprivation of 
liberty in Boumcwood c<tsc.s, 

T/i, Me11111/ Bta/Jh aud Capaci1y ugislat/011 lnl,iface in Scotland 

457 In Scolland. there have been issues identified b} tt snidy oommissjonc.d prior to lhe 
io1mduc1lon of the MrlCT Acl 2003 (Gordoo J. 2004), For tn:aLme111 of rocnt,11 <lison:Lcr, if 
1hc Jmdcnt lacking capacity docs no, resist, Lhc AW'I Ac1 200!) is used, Trc;-i1mc.n1 m the 
como1unil)' is permitted uut.lcr boll1 Ac1.s (as creutmenl m.fi) be- giveo under "\Ve lfare 
Gmudians.hip in Sco1lund) bus .al though 1he g.round-; are lhc smnc (mental disorder :&ml 
impni rod decision•making (Lbility) they define both of these critc1fa differently. Simihtr 
populations will then come before 1wo diffcrcn1 dcclsion-m.ak.ing bodies. 1hc 11ihun(LI for 
rncn1nl hc.alth crises and llie sheriff court for incap,,clty cases. 

4.58 Allbough both ScolLbih stututcs an· princ.:iplc'i•b;1:sc<l, the cmphttsis in them i~ different uml 
dift]cultics ~trise from ditforent, and potcntiaUy ovcl'lapping. definitions ot c:1pacity. 
d ifferent decision-making bodi~ nc1ing ftl limes on the $ilme popul111km$, diffcrcn1 righLi 
and safeg1.1~lrds. ns \Vl,)U as some overlapping powc.:rs. 

Ga1>s und lnec.1uities in Ex.bting Provisions 

l)eprfratio11 of LUntrl)• i11 Accepfitig Persous - B<,urn.e14•(}()(/ 

➔.59 Despite its cn1pt)\VC1·m..-.111 agc.-1H:la, opcrilting thl.'. 2005 Acl tO sectlt'e benefil fot some people 
invohcs unavoidnbk. restrictions to I heir libcriy for their welfare: l!O I his legishttion 100 ,1m 

be rcsu·icti\fC as w~IJ as facilimti\'C:. Under Seccjon 6
1 
any rc:strictio11s to a person's Libe-ny 

m11.s1 be necc:s:_.acy 10 prevcn1 harm 10 1he pef$()o and 11ms1 lx: propor1iom11c 10 the likelif1ood 
and seriousness of hnnn 8t11 there ::tre limit~ to the rcstriedons thm can tic covered by the 
2005 Acl a!. it nunds OJld deprivaci<1n of liberty i:,. specifically excluded. 

4,60 The Boumcwood case lAnnl!x 3) highlights lhc gap in protc1.;.tion for poopk without 
capacity who do 1101 ohJect 10 1hcir depriva1ion of (jt,crty. bu1 wh() do not mcc1 1he s1ringeu1 
c.rircri::t for nsk under mc:ntal hcahh lcgislarion. In (::ict, persons laddng C(lpt1clty in scnings 
othct 1h11n hospilill (like ~.are ho,nes:) if their- liberty h depri,•00, "-.!so fi.nd themselves 
wi1ho111 due process (lf ;1ppc11I mcchani:-ms. 
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4.61 Following the European Court or Hum.an Rights' ruling. deprivation of lilx:rty (which is 
now seen as: 1nore a m:.mcr oi dcgR."t! and in1ens-i1y 1han quali1y oi intervention) nH.:tmS 
.. complclc .and effective control" over the pJtienl's c.1rc and treah11cnt. The C'iovcmmcnl 
propos,:s 10 remedy this gap in Engh.-.nd and Wales hy au,cndiug tl1e 2(X>5 J\el (cbrough the 
MH Bill 2006-2007) amt hitViQg u system or m11horbm1ion 11<,;ing the pnm:ipl~ of1h111 Act, 
and allowing review or appeal. Jn Scotland, the Scottish Exocutivc is considering whc1her 
reionn of 1hc: A\Vl Ac1 2000 Is ueccs-smy. A solu1ion mus1 be found for Nor1hern rJCl::md. 

Prote,:ti.on.t for Compul.~ory TrtaJ.m1ur1 

4.62 Confusion arises as :1 consequence of apparently having one Jaw for decisions about 
physical Dlness and un{>lher spc,'CHici:,Uy ior mc:n1al iJlncss. The ~iJTiplis1ic septiratiou of 
physical and mr111::1I ill.ncss ignores 1hcir complex: intcrpfoy, \lcccptcd in both medicine ~md 
philosophy (Manh~ws E. 1999). For exumplc., should n perSOn who .suffor:c: severe 
<.lcprcssioo which nl'fccb, his/her dcci~ion-nmking citpadty bocam,c or low levels or lh}t'roid 
hom1011e, be treated under Mental Hc:Llth legislation because i1 is a mental Illness or 
O ,paci1y lcgi!d:a1ion becnl1sc i1 is due lO a physical c.ausc? 

4.63 llle Ccxle of Prnccic.-.c for lhc-. Mental Capacil)' Acl 2005 indicrnes th.at il i~ not actually the 
origins or 1hc mental illness t.,u1 lhc dc.:prh·:Hion of libcrly and the '-""Ompulsion rcquirt:t.l 10 
tre.:11 il that is the distinction. Mowe,•er. there is discrimination 111 thi.s :u1ument. as a person 
lncl;Jng capacity lO conl)Col lO treatment for a life-1hrco1ening physical illness ma)' al~ 1nccd 
compulsory ITC~tmcm and have his/her Jibcrcy deprived 10 do $0 in llL..-Jbcr bcs1 in1crcs1s, btll 
will not be: treated untlcr n menLal health o.c1 and wil l uol be offered the s-Ul'l'le level (If lcgul 
prulor;tion. In rttct. Mcnml Hcal1h lcgishnion hmi more le gut prolcction') for pat icms 
through both process and appeaJ mechanisms and if these rypcs of pl'otcctjons could be 
uffordt.·d through Menial Capacil)' lcgislmion 1hcn both groups or p111icn.ls, where they bu;k 
c.ap:tc.it)·, could be oqmd ly protected in a non-discriminatory w~•}' 

Cundusion 

4.64 The Ro\'iew cou<:idcrs 1h.a1 h.aving one l.iw ror decision~ about physical il.lncss and floolher 
for mental IUocss is !lnomnlous, confus-tng and 1mjust 

4,65 Ha\'ing consitkn;d lh<: \'Ufiuus problems illusmucd nbovc, the Re,•iew con:tiJcrs th:11 
Northern ltcJand should take steps to avoid the discrimination, confusion and ~aps created 
by scp.:irtucly devi,;;ing two sc:parm.e Statutory opproachef-, but should r.11her look to crca1ing 
a comprehensive lcgisfa.dvc fmmcwQrk which would be Indy prlnciplc~~basc<I ::md non~ 
disc-rimj n.all'Jr)'. 
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C8Al'l'l>R 5 

DEVEWPING A PRL'ICIP~-B/\SED 
APPROACH TO L£G ISLAl 'ION 

5.1 Tllo Review oonsidcrs thal lhc principles introduced In Chapter I should underpin ~I 
le1,,'lsla1ivc provision, whe1hcr 1h:·11 is for w}HU h,,._ bi:cn J)reviou$ly rcg<1r,Jc.d 11s .. c:1p;18.--ity" 
or ··ment:d hc;tlth"' pro,..isions. These principles arc :.s: follows: 

Autonomy: RS-pect.ing lhe persuu·s c:Hpm:ity to decide and act on his own ~nd his right 
not to be subject to restraint by othei·s 

• 

• 

There should be tul assumption 01 c3Pacuy and provision of c.-:aro nnd treMrncn1 
shouJd be oo ,, pilt111ct::.h.ip and oonseosual ba£-is. ,tS far ns poss.iblc. Res.peel for 
Ciip:tdtous dcci-;ion.s should c~lcm.l to tho~ dcd sivn.s mm.le lcgolly in ad\':mcc and 
where the person !!rants specific decision-making powers to anothl!-1' on his be.half. 
for 1hc 10T1e when he Jo,scs capaci1y him.::clf. 

.Pilrt.i<:ipacjou - uscis of ~r.•ices should be fully irwol\•cd ((I lhe exccnl. penttitctxl by 
lhc person's c:1puci1y, ln an uspccl!- of lhcir care. supporl or trcJlmcnl. Users of 
sen•iccs should be providi!d with all 1he infonnation and suppor1 necessary to enable 
them to par1icip,11c.. This m:)y indude the in\'Olvc:mcnt of ndvoc::ucs and/or c:1.rtr"i, 
Account should be mkcn of pns1 and prcsom wishes in so for n.s these may he 
ascettaincd. 

Justice: opplyiUJ: lhe law fairly ond equally 

• Non~discriminvtion - persons ,1.:ith o. mental disorder or ;i lc:1ming dis:~bility sltould 
reh1i11 1.bc same. rights 11.ud cntille,neuts os other membc1':i of society. 

• Equalily and l'espect For diversity • persons should rcNivc treanncnt. care and 
:support in :1 wny thw accords respect for. ond iii seos-f1h•e u., 1hcir individual ubiJD1ics, 
qm,litles nnd culmral b::tckgrou.ncls. The lcg_lsfa1ion should not discrimimuc on 
grounds \'.If ,Lge. gender, .scxUAI <1rientalion, cch1)ic group. disabilil'y, s,)ciol c::l:L~s, 
cuhurc or religion. 

• Rcciprodty - 1hc losi; of a person':; rightS by dc1cn1ion or by compulsion 10 1m ,1mc1.11 
nod C3TC should 00 matched by an obl.igmion to pro\''idC ndeqontc treatmen, and care 
for 1h.u pcm,n. 

• Panncrship • services shoo.Id develop ettOCtivt parm~rshi1>s to ensure continui1y of 
care across &ge and $Crvice bound.arie$. 

• .Fa.irncs.s 011d 1nmsp11tcncy - I.here should be fairness tiud transpan:-ney in decis.ion
m~king, and 1he ri_ghl to represcnl:dit>n for ch11llcngc of due proccbs, Proceedings 
should be timely. 
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• The specific rights o1' children. including the right 10 education, should be protected. 

Benefit: promoting the health, welfare and .safety of the person, while having regnnl 
to the safety or otl1t't'S 

• 

• 

Where interfcnmcc is neccssal'.)' Md pc1•missibJc. the best interests of the person 
s:hould be protc:cictl r1nd promo1ed, including pro1c:ction from nbuse aod exploi1t11ion. 

l.ntervc.ntions. should only be undertaken u~ing I.he lcgisfotioo U) 1!.thievc bcuefics 
whkh c:unnot be achieved olhcJWisc. Benefit 10 I.he person shoul<l include. but nol 
be limited to. reduction of risk of harm 10 self or others, 

Le'JSt Hann: acting in 8 way th:,t minimises lhe likelihood of hann to th.e person 

• 11u.: person :J:io11ld be provhk.'41 with the ncccss;1ry <:i1re, 1rc:.1mcn1 and supporl iu the 
least invasive manner aud in the least restrictive envil'onmcm compatible with the 
dc:li\•cry of safe Md cffccth·e cure. The percep1ion of 1hc rc~tric1ion by 1hc person 
him or herself should be inkcn lnro ncootmt, 

• 111ere s.hould be dcnr guid:mcc on the use of rcstricth·c pmctkcs sui.:h :1s rcs1min1 , 
seclusion and time out for both :1dulcs and children. and these should be monitored 
an.d subjccl 10 cvrilur1tfve rese.ufl;.h. 

• There should be clear guidaoc~ ou hl'JW o.nd when research moy be c-arriOO out with 
pcr$ons who have impitin.·d dccill.if>n·mHking. capacity 11ml chis should be monilorcJ, 

5.2 Those who provide care 10 l1.'icr$ of scp•kes shoulil be accordod due respect for 1hcir role 
and cxpcricnC'e. bo given npproprl:'.ite :md timely in(ormotion and adviCt.."" n.nd have their 
views and their own n1..-ed.~ w.kcn illto occ<1UJlL 

5.3 The Review consicl~rs th:1t these principles of Autonomy. Jus.tic~. Benefit and Least Har.n 
underpinning s-11h$1i1u1e dcc.isious should npply in a m)1MliscrimiJlatory way 10 l,o1h 
physical and mcnt:tJ health decisions, ~5 wclJ os to wo.Jfure :mcl fin:mcIDI needs. H{wlng 
c-s1abli.shL>tl un O\le.rutc.hiog leg!lJ Fron-.cwork u..~ng common definitions and o principles~ 
bas<.'tl 11ppro.1ch, it Nhou}d be po'i:iiblc to tk.-cidc how 1hc csscnthd elements m: bcsl sc·rvc..·d 
in lciislative provision. 

5.4 The Rc\licw is mindful thol any major change wiU bring forward new stn1ntions, dilemma~ 
and lntel'foces for which solutions inui.1 be found. The Review ha.-; bcc.n ah!~ to give 
co1is.iclc:.mtion 10 the mo$l fun<l1:tmcn1nl of 1hcse untJ. will hightighl othco;. Rcsc◄rch :&ml 
oonsultatioll on Lhcse \viii ncce.-.;sarity constiiutc some of Lhc next phase of lhc process of 
reform. 

5.5 In the fil'SI. il\.'o11lnc-e, o 1tumbcl' oi issue~ :u·ii,e front the ptoposul lO include c.apflC'it)' and 
mcn1ul health provbions under the :mmc comprchcns:ivc (rnm,•work incl11ding: 
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a. the further dcv~Jopmen1 of capacity lai.\' co include those elements presently u:nder 
separate menial hc,-ihh provisions, while cnburing appr◊prinie protections; and 

b. pCHcntial diftiC1JJ1ic,... in assessing I.be C:llpacit)' of meurnJly disordered per,;on:,. 10 
couscnl lO mcnuil ht:~hhc.-rc aud 1rcmmcn1 and of using cap:idty n . .s the in1c::rvcn1ion 
threshold. 

5 6 Considcrntion mnsl 1hcn be given 10· 

u. lhc inlcrfocc wi1h Children's lcg_islntiou; tmd 

b. tho corm.'<J_ucnces of t1dop1iog such ttn ap11ro:1ch for iorensic patients and the 
interface wil.h 1hc Criminal Justice System. 

5.7 In addilion, lhc pmct.ical effects :ind Huy pmcnlial disndvuntugcs for people wilh m;:ntul 
disordcl' as described in the 1986 Order (where tltc O'eatmcnt in question is for 1hat ment:11 
disorder ilsell) or moving from the. present di.tgoostic ~nd Ji~k htL~cd criteria. 10 a 
comprehensive appro~ch wilh a 1,ro::tdcr dcfi.nilion of I.ho popuhltion ::md principlc!-~l>ased 
criteria mus1 be cx.tuuined. 

0e,·elopi11g the Law on Substitutt L>ecisiou~Making to include Assessment and Treatme.nt 
or Mento! DL~order 

5.S lJ is proposed rhat decisio1Hna1Jog capacity .shoultl form the basis or l~gislutive ref,<1nn. 
Cu11.i..;i1y h1rs :in esrnblish-ed t:m'iis in common htw umJ cn.sc lnw, The Rc\·iew r1dop1~ the 
definition in the 2005 Ac1 that: 

n ptrson kicks capacity if at the m111crial time ho is nnablc 10 make " decision for himself 
i11 relmiL'ln l(l the 1rtat1cr because of an i111painnent of, or u disturlnulc.e 1ft tlle fuoctioning of, 
lhe mind or bruin. II docs not mailer if lhc impahmcnl or dismrbtmcc is pcm11u1c111 or 
tempor;u·y. 

The 1crm .. impairment of, or dbnurb:mce In 1.hc functioning of. ,he. mind or bmin"' subrnincs 
all lhos-c condi1 io1ls ptesc11ll y cons'tdcn.'"<I ns m\!1\10.I disordct u11der tl1e 1986 Order, de611ed 
a.'i ·'1n-ent11I illness, menial handicap and any other disorder or disahibly <.1f mind", J1 ulso 
includes oLbcrs due to physicaJ injury or discas~ !ntch as stroke. 

Autonomy and Assessing Decision•Mnking CaJMcity 

5,9 A test of dcci.sion-makiug capacity will be ccnlra) to these pro,.·ision'i (Eustnum und Dhur, 
2000). 11 must be reliable enough to be compatible wi1.h constiluttonal and human righlS 
principles. (Dawson i:tnd S1,mu~Jer, 2006). There mr1y be concern$ ,Lbou1 mo,•ing from the 
lhmili:lrlty of 1hi, present --,cS-f .. , which is the .. na111rc and degree or 1.hc mcntnl disorder'" 
c:,m,bi.nOO witli l'isb.. I Jowcvet. l in.J~ worl. has boen d<u,e: ou I.he reli:,hiliry t)f present 
nx1oi.remc.:nt., :md the ..-ignifiCllnl ,·ariu1ions in rates of 1lcten1ion :1(.TOS~ ..:link iims. hospi1als 
and regions is hkely to rdlecL variatfons In appLicarion of these traditional crirorfa (Peay, 
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2003: l'erkins. 2(XJ3: Mental He.ahh Commission (NI) Annual Rcpons: Menml He:dlh 
Re\'fev. Tnlnmal (Nl) Annual Repo11s). 

5.10 Both Lhe vulidi1y and reliabilil)' of :my i:-.apac.ily lC:Sl tnUSL be care-fully t:valu.11cd. Bellhouse 
,:1 al. 2003, iovcstl,i!.UtOO in u muurnli~lic way lhe t.11paci1y of people If> con.sent to both 
admission to hospic:11 aod treatment for mental disol'der a.nd the roliabiJity of the c:,paciry 
asscsi.ment.'i undcrt:1kcn. Al1hough 1be study WftS sm:111, 1hcy coocludcd 1ha1 deci5ion
mn.king c.1p..1city could be rcll:.ibly a$SCSSC<l and this has: been more rcccntJy confinncd by 
Caitns et uL (2005) in o larger smdy using djffcrcnt ussessrnent me.I.hod:.. 

5.1 1 A mental dis.ord~r (as defined in the 191!6 Order) may compromise any or all of the abilities 
.n:qnircd for dcci~iou-rnalung. In p;micular, a pcr!ion r1u1y foil 10 apprcciu1c how the 
i.ofonn::itlon ~pplles to his own cucumi-t:mccs rhrough the effects of disorder of 111000 or 
delu!.ionoJ lhiilking (Grisso and Appdbaum, 191:JS). Foilure ro "npprcciare" i.i, used here i.u 
u spccilic scn::;c, to refer to lhc pc:non·~ innbili1y 10 ucccpl the n:Jc,•ancc or hl"i.o'hcr dbon.lcr 
or potential u-catm~m conS<:qucnces for hisnicr own circumstances: and 

is oolmlcd only when choices arc b:isecl on bcUcfs which arc sutismntiaUy imLtion:1l, 
unre.alistic. or n c-.ons.idcroble diSIQl'Li<>n of tealitY'. 
,are con.sc:<1ucnccs of the person's imp;.ircJ cognition or uffcct; nod 
;U"C relevant to the person's neatmen1 decision. 

5.12 Such oonsideni.lkins require that 1hc pcrson·s function:,! ::ibUities mm, be considered in ,he 
c:omc.tl of u mt!ntal state osse~s.111en1, including infonnnti.on fr<,ni third pur1ies. 

5.13 Tllo p1-esent test in 1.he 2005 J\cl. which refers to .. understand. retain. use or weigh and 
communicate 1hc inf-01111a1ion". doc.s nN jndudc ••apprccfate" .tl1d has been considcn:d 10 
have a mom- cognitive or intcllccnmJ bl::ist reflecting the origins of the legislation 
I hw;evcr, dcvdopmcut:. in lhc Code of Practice for Lhe. Act uoder the ,.use or weigh 1.hc
ioformu1ion"' elcmcnl begin to uJtlrcss this. The Code Stutes, in paru_gn1phs 4.21 and 4.22; 

"Some1i111cs people cim undcrsw.nd informatJC1n but nn imp:-)innen1 or dis1uri,ancc stops 
I.hem 11sing it, In 01bcr cases, the- imp~.irmcn1 or dlsun1:>ancc lc3ds to a pcr~on making .a 
specific d('('ision wllho1u understanding or using the i.nfomw.t:i<u1 t1lcy have bccu given. For 
cxumple, 11 pcn;on with the ca1ing dbmrt.lc:r :mon:xia ncrvosn m11y 11n1lc~1and info11n1:t1ioa 
about the con.se<1ucnccs of not eating. Bui their compuJsion not to c;1l might be too strong 
for ihem to jgnore, Some peo1,tc who have serious brajn dumagc migb1 mt1ke irnpu lsi"c 
decisions regardless of i.nform::irion 1hcy hnvo bocn given or 1hcir undcrrstnuding of it.,. 

5.14 The Review considers that the lest and ils clHtxmllion wilhin II Code or Pnu:iicc should 
:'.!How t'®qm1tc consideration lO be given to all those aspects of mental functioning which 
!1iTc:<:t dc<:ision·mflki.og capad 1y :md nol JU~I COf,.'Tljtivc .hnpajnnen1. 

Bolanclng Autonomy nnd J>rotcctio.n 

5. 15 There is :in issue as to whcthcrdecisio1Hn:'.lking capacily is :'.I separate asscssinent w1thoul 

40 



BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 1351 of 3342

MAHI - STM - 083 - 1351

reference to consequences and best interests. or whether. since the decision is task .specific 
(for example, refusal o f 1rct11mcnl) :, slidi_ng sca le or "bahrncc" app.ro:,ch 1a.~es the sevcri1y 
of the decision into accot1nt aud makes a judgement of incapacity more likely as th e 
scriousne.1;s of the potential risks for tlle patient increases. This laner approach has l,cen 
cndors(.-d by the English couns (Re MB (l 997)), It is prol< .. "Ctive of p;1ticn1s· rights. as there 
will only be intervention when the person·s incapacity to make a decision is held 
propor1iona1c to 1he seriousness of 1hc conscquc(lccs. Reccn1 work (Cairns c1 al., 2005) has 
developed thinking in this area and it h~•s also been discussed by others (Gunn et al .. 1999; 
Richardson, 1999; Buchtulao, 2004). 

5. 16 However, this raises concerns about paternalism influencing the decision of the assessing 
profc--ssional u(ldcr 1hc guise o( bes1 in1eres~. Wi1h 1he prCSl11.n ption of autonomy Md the 
protection offered by a documented process to demonstrate substantial impainnents 
balanced with risks, paternalistic decisions are less likely to be 1nade than in the pre.~eoL 
sysicm. The proce:» will ooL tell the clinkhw mcch1micuUy whai to decide and it sl:t.ould 
be recognised tllat in the end a professional judgement must be made. 

5.17 Supporting autonomy requires effons to be made to maximjsc th e pcrson·s decision-mRking 
c.apacicy. The Code of Pt't1ctice for the 2005 Act has detailed guidance on the tinlio.g of 
assessments. including "avoid or challenge time limit$ thu1 are unnt.'CC~sary if the decision 
is 001 urgent. Delaying the decision may enable fui1her steps to be taken to assist people 
10 1.nake 1hc decision for 1hcmselvcs". This would apply 10 1hose reco,•cring from 1hc 
effects of medication or alcohol. 

5.18 At other times, clinici::ms will be required to decide ::iboul decision-mu.king c:,pacity ia the 
absence of reliable information. This is often the case in emergencies or when the patient 
re.fuse..,; 10 co-opcnuc. Where 0 1her C-\' idcncc suggests 1ha.1 1he pcr$on's d eci$ion-lnak ing. is 
impaired, then the balance is tipped more in favour of benefit and the necessity to act for 
tlle pcrsoo 's protection is more e,•enly balanced. 11ms the balMcing of aut0nomy aod 
benefit muy nct'<.I to Ix: judged differently for ::in assessment period than for trc~•tmcnt. 

5 .19 lf decision-ma.king is 1hc primar y c riterion, s i1ua1ion~ o f transient or fluc.1uating loss of 
capacity. which .trc oommon in those with and recoverin.g from mcntaJ illness . !llccd 
COl'l$idetation. The nature of the impainnc.,u of dccision-1naking capacity may need to be 
taken into account as well ,,s the degree (for cx:;1mplc. a rapid cycling mood disorder), ll is 
not necessarily in the best interests of the patient to allow transient. competent treatment 
rcfus:,ls \\'hich result in a s i1.ua1ion o f reh,pse. 

5.20 It will be necessary to develop provisions that alJow the principle of Benefit sufficic.01 
weight to pfC!ien•e the i:x;rson 's dignhy and suppor1 hjs autonomy by allowing continued 
access to requfred he-.a1tJ1 care and tre.atmem. for this to happen, a more sustained period 
of regained capaci1y may be required , while allowing lhc p<11ien1 1hc right of appeal. 
Present provisions authorising intervention for limited periods of time bcf'orc review and 
renewal is such a mechanis1n. A Code of Practice should give detailed guidaoee on this 
maucr so 1hat lhe spirit or the principles is adhen.-d to. 
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521 The person with a known patrern of illness whose condnion is deter iorating p-r,.,,sents a 
par1ic11lar ch.ullen~c as l(l when lO in1ctvcnc in his hes1 i,_ucrcst~. In such $iLumions, 11 
ircmnwm pJ:i,n m.1.dc with the person when he. h.as c;;ipncity would inform ihc j 11,dgcrncn1 
about best intec~sts a1t<l if it was formulmed iu (ut Advan.:.c Scatcn,ent or Wt.Sting Pl)wer nf 
AUorncy w,1i; given. lhen these would be ~p1.:clcd :1'i 0t.t11i valcnt H> lhc person h1wing 
capacity to llt:lkC Lhe dl!Cision, 

Applying the Principles 

5.22 The principle of Autonomy inclu<lcs: panicipution in deci.s.ion-mttk.ing and CXl)Ccls: &h:11 
evecy eft011 and support is pro\'ided 10 e11c;oucarl! und entLblc the person wiLh mcnt.11 
disorder to accc~ mcn1.al heal1h care and tbcrnpcu1ic intcrvention11 on n \'Ohmu1ry bi-.S;'i. 
Dr"clopments in community-based scmccs with inttns-lvc homc•b.tscd tre:1tmcn1 ~md 
asseJ1.ivc out.reach teams work on this b(1Sii. As in the 2005 Ac1. there should 'be u 
pTC;'it1mp1Jon oi c;1pllcily un(I par1ici1>ution in dcci~ion-nuakiny :-:uppor1ed :.u nil level~. 

5.23 Under a principles-based approach, i111crfcrcncc with a pc::roon·s dcci$ion-mtLldng, his 
libcny and his person on health grounds. can only be j11.stifiOO 1f. clcsplto s.uc.h supporr 

• the imli\'ld1uil's uutonom)' is compromised by impuim1cn1 of. or dlblurbunoc in 
functioning of. mi nd or bm.in m the cxtcnl l.har he lacks dcci~ion-mtlking capacity 
,.,i1h rcspcc1 10 1hc pankular risks a.1 is~uc; 

• ,Lll)' in1e.rvcn1ion is designed arid jntcndcd for his bc.ucfit; ao.d 

• intcr\'cnLions ~u-e the least rcstrictivo and least Invasive of the options. avaifo.blc. 

5.24 In nddition u.nd , in particular. where 1hc person objects and powers arc required to preven1 
significanL hornt 1(1 th.! person cu· nther~, under the priuciplc t'U Justirc lcgis.latiou l!oltould 
rcquin: lhat: 

• inlCf\'Ctllions 11rc non-di~eri.rnfoarory. fai.r and allow t1ppeal; 
• intervcnikins to prt\'Clll ht1m1 arc propon-lon:uc; 
• t ight:.. retn0\'00 W'c c.ompc.nsoted for by npproprimc ~ rviccs for bo1h 1tdUhl!o and 

children; und 
• adequate. proportionate and rimcly protections are offered a.t all Stl£,CS. 

'l"hcsc condlrions must then be trnnsl:11ed lnto work.able definitions, critcri~ :\Od procedures. 

Definition and Criteria 

5.25 h is lmpor1an1 to ensure 1b1u inu'Odudng a ch.ingc or upproach addresses currcnl prolilems 
and SCT'-'CS 1hc pr.oplo who need it, and thni it i-. neither over inclusive nor CX<'Cssively 
nrurow in iU; intcrprcro.t.ion and opl'r.ttion. The pr.ic-ticol consequences of i..n.1.tOdutlng a 
cap11city•bm;1.:tl approach mo'il be untidpalclf. 
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5.26 The present assessmem criteria for the need tbr 1rc:1tmen1 of menttLI dJsordcr comprise a 
bro:1d deftnj1ion - ",nentul disorder·, <pialified by '·oi n nULure or degree which ,,·1.trran1s his 
detention in hospital for assessment"'. and the likclr oonsc-<1ucncc.s • '-failure to so ditmln 
hinl wmild a'Cate a subst11ntiaJ risk of serious physic.~w harm to himself or to other persons". 

527 This would chang~ to a broad definition . .. impa.irmenL of. or disturbailCC in_ functioning of'. 
mind or brain•· q1mlilicd hy ••which significJnlly ft[fects his decision-making t.c·1paci1y''; and 
1.hc likely consequences • --r:1Hurc l'O asscsi- would cro~te ~ slgni.flcam risk 10 the hc:ihb, 
sufcty or wcl.futc of the peFSQtl or h.> the snfoty of olhets". The laaer cle:mc.n1 i.~ very sitttilur-
10 lhc criteria in Scotlund, althout!,h they rtl:-iin the term ·'mcnl.111 di.sordcr" and m:c the ttrm 
''impaired deci.sion~making abili1y". 

528 The ui-c or ,he criterion -significantly utfccts dccli-lon-mnking cnp~cify .. aims Jo clarify ~md 
emphasise: cJ,e tn05t significan1 cffC<"l of the '1lrnpu.imlet1L of. (u' disrurbat'lce in fuuctiori.ing 
of, mimJ or brnin ... Af! dc-~crilicd nbove. it 1novc~ from the very imprecise •·mental <lbonJ.cr 
of a nature or dl!g1-ec which \~u·1~mts detennon·· to a more focused j udgement. Jl slt-oul-d 
s1rcng1hcn the ground~ for c:hullc::nge while a<:knowledb'lng 11Ja1., by 1hcir very nalurc, many 
of 1hcsc assessments wiJI require finely bal::mccd clinical j11dgc1ncn1 

J>e,,Wupmenls Required rrum the Principles 

5.29 P<>r intervention purposes, additiounl prin-ciplcs come into ph1y. The pri.nc1ple oi Benefi, 
w1U dcm~ncl thtH 1hc proposed treatmc.m intervention 1s ru.1 indlvidunliscd cmc plan which 
takes into ntcounl what the pets.on would Ukcl)' want for himself, tlu-ough hb expressetl or 
impli(..·d own wishes, h should be or benefit I() the whole pcraon and n:quires, therefore, 
that care pl<ulS for the treatment of mcnt~tl disorder are holistic in their approach and 
con1cn1. wirh psyi.;hological lllld ~iv.I clcmen1s h<1lancod :1p1nopria1cly wi1h m.ccJic:11 
rremmcn1s ·rhis will require rhc involvement or a nnmbcr of different professfonals. and 
users nf services should expect to play ru; full :1 pntl as they ui-e ohle in dc\'isiog chis. This 
is in keeping wilh tlcvcloping good prncticc, which cmphasi:,cs a pHrtm:nhip u1>po:.1:1ch 
Further dcvelop01cm or I.he principle of Autonomy wut include taking acoou.111 or advance. 
Stah!J)lcncs, preferably developed by w•crs ( ) f service~ \\'ith their IJt•aliClg mental hcahh 1cao1. 
Evidence of invoJ\'c.mcn1 of users of ~crvices In dC\'Cloping their care phms: should be par, 
ot' LhL' proces~. 

5.30 Tllo principle of Reciprocity requil'CS SCl"-'iccs 10 provide lhc progr.unmc of trcalmcnt and 
care wh.h v.'hkh indh•iduals arc ('lt,1ii;.cd 10 comply. Service devclopmco1 muJI be in 11mdem 
with tcglsla1ivc chn.ngc 01hcrwii-o this may lend to a perverse mccntive with inequity for 
,·oluntury potic-nts , which mus1 be aw,ided. Realistically h)O. i i u-wy Ol)I always be 1>0ssib1e 
ror every c.lc:mcnt of u pru!e_tJ11mmc nr tn:.uuncnt 10 be iwuilnble immcdinlcl_y um.l 1he Cock 
should give guidance on how this principle is to be 1'C!ip,.!Clcd. In Scotland . !.here is a r ighl 
of refe rral 10 1hc 1ribunal if the design.lied c.::s.~cn1ir,I clcmenl.S ure 001 pwvlded . 

5.31 1lle prioc-iplc of Lenst llurn1 l'equirc..~ thL' least restrictive. aJ1em:1tiVc wich respect to 1.he 
usscssmcnl and lr~llncnl selling 1111d lhe use (11' the le;s1~1 inv,u.;ive 1rct11mcn1 , Phmnc.·d 
devclopmencs in scri.,iccs w·ith intcnsi\'C suppons. such as Home Treatment Tc.ams and 
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Asse11ive Outreach Teams. use a collaborative approach which should reduce the use of 
compulsory rowers and Lhe perccp1ion of coercion (Davidson G. and Campbell J .• 2007). 
However, where such JX)\\'Crs arc needed to support a c:u·e pl:m. consideration must be 

given to lhis principle and the least restrictive selling rnay be the place the person live.~, in 
the communi1y, 

5.32 Trc.atmc::nt in a com.muni1y scuing is not a comple1cly new concc-p1 in Northern l.rchu:id. 
There :1lre(1dy exists a provision to enable trca1men1 to be continued in ::i commun.ity setting 
under Article 15 of the 1986 Order. Dernined patients inay be granred leave from ho:;pital 
under condiliorn spt.-cificd by the RMO and this may be renewed on a monthly busis with 
notificatfon to the Mental Health Commission. Welfare may be protected through the 
powcn; of Gut1rdlanship in 1he communi1y. 

5.33 Usel'S of mental health services have a number of concerns regarding the introduction of 
communi1y-bascd compulsory trc<•lmcnt. ln order 10 deliver<• holistic approach and nvoid 
over-reliance on medkation (see para.graph 5.2l=') communitywbased psychological and 
socjal supp,o11 services should be in1roduccd before the lcgisla1ion. Again. mechanisms 
referred to in paragraph 5.29 to ensure that the principle of reciprocity is met wiJI !have 
pa11icular refc1cnce here. 

5.34 While the home.based setting may appear the least restrictive, the benefit provided will 
depend on 1hc person's cjrcum.st,·mccs and Lhe imp:1c1 on Lhc family. Their role with respcc1 
to c:u·e and compuJso1y treatment wiU nocd to be considered in each c~1sc. 

S.35 Usc[1) of service!i arc com,.-crnt.-d thut measures lo extend powers to trc,1tmcnt in the 
oomnnmity might continue to be enforced when they have regained capacity. Special 
protective a1,-angcments will ncc<l 10 be iotorpon,1cd 10 ensure :1 re-assessment for 1hosc 
treatments specified under the legislation. or if requested by an advocate or attorney. 

5.36 II is acknowk dged thut it is very difficult to c-sutb1ish <• reliable evidence base for the 
efficacy of community•based treatments. This is panly tx.~ause of methodological 
probJems (for example, because legisfa1i .. ·c models and services differ so much) but also 
ethical probJcms in such resetu'Ch (Churchill R, et al., 2006). lmportanl for this review is 
to balance all the principles, being mindful of che overaJI benefit to uscts of services. lo 
this regard, when lhe views und experiences of stukeholders an: examined. ii appcm·s thut 
some versions may be more viable in restricted and oontrolled environments. eg. the .New 
Z.C<dand e,xperiencc (Gibbs A.et al., 2006). 

5.37 The principles-based model proposed is rnosc similar to Scotland, where powers It) assess 
~ind treat ha\'c effect in the most "ppropriatc and lc..1s1 rcstricth•e selling (community or 
hospital) with the necessary protections. The Review is encouraged by the earl}' rel!)Orts 
from Sco1hmd on the use of1hesc powers and ai:i independcnl s1udy by the King's Fun d on 
Community-Based Compulsory Trc:1tmcn1 Orders (Lawton-Sntilh , 2006). 'J1lc provision, 
although considered bureaucratic by professionals, was generally weloomed and appeared 
10 be used at prcscn1 mllinly for those relapsing p(1ticnts who dcterionlled in their bi:;;dth 
following non-engagement. Although there were concerns expressed about resom·ces likely 
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to be required In future. the tone was one ol ••,cautious optimism··. A short summal'y or this 
prov1sioa in StoLland is dc.'ltrihcd in AnocJC 4. 

Con.<equ•oc .. or a,ooglng 1hr Definition.• 011d Critcrln 

5.3M Under the 19M6 O,dcr thero is an exclusion In the dclinitlon of menial d isorde,· for "by 
n:.uM,n cmly of pi:rsoo:1lil)' disorder''. P<r$0as wjlh per..onr11ity di-:order iall wilhjn 1he 
Rcvl.cw's proposed definition ••impJ.irmcnl or. or dismrbnncc in the funcrlonlng of , chc mind 
or br.UU'' \\'hich would b..-. new iu N()rth.eta I.re land. Persons wilh thi:. condjtion should no1 
be di.scrimimn~I uwcinst by c . .;clus.ion. Ncvcnhclcs,, it is unlikely thHI numy would meet 
th~ nocess.aty criterion or s1gnific.amly impaired decision,makin,g capacity. 

5.39 f!xpericnoo in Sc-otlnnd suggests: 1ha1 persom,Uty djsordcr on its own is very rorely 
c:011.sidetcd tt> be nssoci!lted wii.J1 significao1 U'l1J)fiUml!nt of dccisio11-1i1aldng ubilil)' LU\dcr 
lhcir lcgislttlion. In nd<lition, the condilions for compulsot)' m:mmcnl would include the 
1\':quirement that it is for the person's benefit and that this ,cannot b~ provided any other \\lay, 
For pooph= wilh pcrsooality diSQrder 1he u,:;e Q( compulsory pOWC$ is likely lO be comucr-
1her::tpc111ic 

5.40 Using the pro))O!,cd cri1crion of decision-mu.king c;cpacity hus implicatfon~ for olhcr people 
CUITCntly 1101 prolocted in law. those who have a mental disorder and lack dccision-m:Lking 
c:-apachy but, beti1use 1hcy do no1 objccl or pose 1~ s.ubsu1otial ri~k or serious physical h.tro1, 
v.rc rrcn.ted informally nod. 1hcrcfow. wilboUI protections. Likcwi~e-. ~rsons who lack. 
c:-.aptlcity nnd arc objl'C'ting m ttcatnieut but who pose o ris.k of scl'ious pi;:,,chol<~icol hann 
10 lhcmsc:lv~ or othcr.s .,,;annot be trr.:;ucd under prescnl legislation. Under lhis u11pN1:1ch 
they would be included if they can benefit from 1rc~1tmem .. 

5.41 The Review notes the rcse:uch evidence in this area (Bellhouse cl ~L 200~) which suggests 
1.ha1 only a smull 1nimbcr of those cum.'111ly de:coined undCI" Mcntill I lc11J1h lcgislatic:,n lu 
Bnghmd and Wttlcs arc found 10 n:lain CJ&putity and would uol , lhcruforc, be inclurleJ in I his 
approach. The majori1y or Lho population currc.ntly cligtblc for dcccntion for trcMn1c111 
would mecl 1he new c..Ti1cri:1. Likewise, 1hose p~licnb wi1hou1 capacity refoTTCd 10 above, 
c11m.mtly rrcated .. voJuntarl.ly .. and not protected , wo1.1ld be ine.l11dcd, 

5.42 For pcrsort~ wi1h lcnmin,g Uisuhility, lhc proposcc.l critcrin should rcspcc1 1hcir Jccision
mak.ing capacity when It is prescm and mat them in th~ same w:i.y as the rest ot' l he 
popula1ion, ::ill owing ncccss 10 care and trca1men1 and pennjuing pro1ec1iou as requinxL 

5.43 1lle proposed upplica1ion of a capuclt)' :,pproath to intc.rventiCJJl.S should be the f.;:,cus for
early IOt.':iJ c~·ahmlioo, The training needs uud prac:tkuli1ics s.um.1111.uling capi:1d 1y 
assessment ill c1inic:i.l and other seuings should be evaJuated in advance of any proposed 
in1roduc1fon or lcgh:lat.ion. 

Chlldttn and Young Prople with Mental lllnc.ss or Lt"1J'nlng Olsabllit)' 

5.44 l egislation tor mental disotdcrs which is based on subsUnuc decision-maldng has 
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pai1icular implications for ihe interface with Children ·s legis.fation since childl'cn r,-cacb 
dcci'iiCln•mak.ing c:1pacity a1 tlfffcn:n1.smges in 1heirdcvc:lopmc:11L, 1helr parc.01.s have $J)(:('.i:1I 
rights and rcsponsibilitic-.s with rc.g~rd to them and ,.here nlrc:1dy is legislmion which ::tp;plics 
10 welfurc . The principles ~uld rce<uutnt."11datio11s of llli! Rc\•iew':,, Report. A Vis.ion eif a 
Compn::hcnsh•c Child 11ml Adolescent Mcnwl l-lcahh St.T\•icc:. (2006), proviclc 1hc basi s for 
children ·s services. A smttll number of children :u1d young pt.'Oplc will also rcqufrc lhe 

suppot1 u( Spcti(ic lcgi-.larion and 1he propo$ed principJcs for lcgish11i(ln n .. .-cogni~ their 
p:1rtic11lar needs. 

\Velfan: and Scrvi\.'CS 

5.45 The Children (Nori hem Ireland) Order 1995 (1he Children Order) bri.ngs 1.oge1hcr in a single 
coherent statutory Fr.imcwork. most of l hr public and prlvatl! lu,v relating ta tbo c:trc, 
upbriuging and ptotocliau of children. lliis lcgislut.ion is p1in-cjples-ba~cd and the welfare 
of the. dtilll i~ p.muoounl. II is sln.mgly infl11cnccd by both lhc Europc,m Convcn1ion for 
tb~ J>rotcc-tion of Hum:i.n Rights and Fw1damental FJ\.'00.oms 1950 and by the UN 
Con.,eo1ioo on the Rights of 1hc Child 1989 (1hc lJNCRQ. 

5.46 ,vhi.Jst the lar1guage o.ud emphosis is somcwhai difforcm, the principles adopted nrc vc.ry 
:similar to lhosc proposed by thi11 Review. For cxumplc, 1he ChHdtcn Onk..-r incorpo:nuc~ a 
bcs1 interests 1cst for any intCf\'cnUon and 11 demands the lcasl restrictive option and 
prOJ}(JT1ionaH1y hy i1s iosi.s1cncc upon u "'No Order·· pnncipk. Respec1 is shown fot 1hc 
digniry and auronomy of 1hc child and his or hrr family by ::u, obllgMion ro inch1de I.hem ln 
decisi\lD·llUlking. While il allows effective pmtoctioo. it balances thjs with the oppomuiity 
10 c.huUcngc -.uc:h in1cn·cnlion. The principle of lcH>t hunn i.s rcflcc1cd m 1bc rcc1ui.rcmcnt 
to avoid unnc,cessary delay in proceedings. Recipl'ocity is found in the obUga.tion to 
provjde ::1ppropriatc ~cnricc.s 10 the: chjld'11 tl 'i'i,CSscd need. The Childreo Order permiL,: 
restriction and clepriv::1rlon of liberty in very Umircd circumsw.nces by :mthorising Ulc child 
to be l;;cpc in secure ncc.omnwdnti<n1, prQvided specific crilcria arc e ... ~tablishOO. und <111.ly us 
nn option of Jus1 n:son. 

llenlthcare and Consent to 'Tre-Atn1ent 

5.47 Undt'.r the Childr.:>11 Ot<ler. health is definL'll us phy:.ical or mL'rltlll health. Mnrn1 1ncuns, 
mnong other thing.s. lhc imJ)llinncnl of health ur clcvclopmcnl , and dc:vclopmenl is ~f.inc.·d 
as physical. intcUocnmJ. cmolional. soci:LI or OOh:.tvfouml dcvclop01e111. Consem to 
1rca1men1 for children and young people fs: 11 \'Cf)' compJc~ arc.a, v.'i1h clcmcn1-. from 
common l:lw, suumo, case Jaw, and 1hc Cotirt's inherent judsd1cuon. 

5.48 The Age or Mujorily Act (Norlht'm ln:hmd) 1969 crc:11cs a 8U11u1ory prcsump1io11 th111 
young people O\'CI' the a~e of' 16 :i.1-c cap,1blc of gi\•ing consem to any surgical. mcctic.aJ or 
dcn1rd lrt'!:11mcn1 , as is any ::idulL llowcver, children 1mder 1hc age of 16 ,.nay als-o l:,c 
c..ip::tblc of consentlng to mcdic.n1 1JCatmcn1 , If they nrc of "'sufficiom nndct5tanding ~md 
i111clligcr1c.c IO understand fuUy whM is btl11g propt.liicd". Case law since lhe ongin11l ruling 
hu~ u:nd<.-..1 10 dcmiind :1 more rigoruu~ ic:.sl for children 1h1m adulls. 
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5.49 The implications or :1 capacity t1pproach to all substi!Ulc de.dsion-making Jc.g,islation would 
.require 1he same ba...:.ic upproach io be.appJJed ior children. While rno-SI people would agree 
that pnrcnts 00 substitute clccision•makcrs for chiJdrcn up 10 the age of IO or 12, 
co1-..sidermion might be givcu m o t1.'buunblc presumption of cap(LCit)' between 12 attd I 6. 
When u )'oung pc™>n is <lccm(.."<I t•> l11ck cHp;1ci1y, parent~ woul1l onlinmily h1,,·c i-ubst.itute 
powers until the. ago of l6. However. if the child's best interests are considcl'ed to l>c 0.1 

sign-Ukan1 nsk then 1rc.11mcn1 n,ay hr1w,) lo he 11u1horised. 

5.50 New c11paci1y-bascd legislatjou wQuld ull<,w oil I.he protoc1io1L,; nfJordcd m adulL~ in i:hcsc 
sillmtions. for example, if suc.h un u.sscss-mcnl or treatment phm fo"olvcd ~ign.ifkunl 
1cstrk1.ions or deprivation of liberty rcg-~u·dless of whether the child is compliaru or 
('li)joc1iog. I f parcn1.s' v1ews arc to he: o,rc,r.riddc:o. or if 1he child h:1,; no paren1 flttt"J no 
p:•rcnml rosponsibilhy hns been givcn, 1bc spocinl needs of 1hc ch.ilcl mus1 tie rcoognlsed ~md 
pn)tocted i11 orn1.ngtmcrH:. for odw.1c.aC',>' and rcpre:.e:nuujon. 

5.51 Children should be in\!olvod iJ1 their care planning :ulCI treatmcnf as much :tS possible.. in an 
agc•:.itpprQpnatc. manner, A ~pecial s i111u1ion arises with respect l<J Ad\!zmce Sta1eo1enL,: 
vbo111 IJc.ntmcnl Wh.Ue 1hc consideration ('If n young person's known wishes ;about C."IIC and 
trcatincnt should be rei.peetcd fJS pan ,"lf dc.\'islug hi~ 1.reatn1enL plnn, such sta1cn1eno; would 
only have lcl,JUI ,,utk lity from the ugc of l6 (:is in Lhc 2005 Ac1). 

Special P rotections ror Cl1iWrcn und Young Peo1>1c 

5.52 The sp<.':C.iaJ vuJne.rabil itic:. wtd tlc\'d opn1i:.ntal noc:cl,; or all those children nod young people 
1mdcr lhc ugc of J8 years who 111:1y fuU under lhc proposed approach 10 subslin11c Jcci:ifon
makin!! will require spccfal rights and protections. 

• Chitdn:n must be assl•rcd or 1hc:ir right to services, induJmg m.:commoda1io11, 
~Lppropriatc to their ~1~e an(I needs. 

• Children musl be "s:mrcd of 1hcir right IQ ed11c:nion. 

Purticip:ttion and Re11re;entalion 

• Ch.iltlrcn must bi.: Able to participle in dccision•rn<1kin,g, for example through 
n,ppropriatc Advoc.1.cy servl-ce.s. 

• Childn:n mus:1 he providctl whh approprinlc ;md 1-1cccssiblc infom111dott.. 

• ChHdn:n mus1 he cn1i1Jed 10 he rcprc~en1c:d u1 Tnl>unal hcarini:,,s hy upproprinrdy 
trained rcp:rcsenrntlvcs. 

• Advant."C Sl:tlemcm~ und Refusals sbou·l(I only apply 10 persons over .itg<: 16 yi:..irs. 
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Protections 

• Periods of compulsoT} trc~•tmcnt for mcnrol illness for children shflll, wh·hoUI 
projui.tiec m lh~ child .. bi! di:.1'Cgnrded for certain purpose:. (othtrwise chru1 in lcgul 
proceeding:,.) when thul 1.:hild bccomcli ~n mlult. 

• Guidn{lcc on res.1ric1ive practice!"> ~uch af. res1rain1 and 01hcr deprivations of libcr1y 
should include S'f)Cc.ific reference as to how th.esc might be applied lo children :-tnd 
young people ju accordllttcl.'.! with the United Nations Con\'c111ion on the Right.Cl of 
lhc Chiltl. 

• Ji.'1oni1oring bodies should liaise and, where npJ)Wpriatc, work in par1ncrsh..ip to 
rn:-11rc llun the rights of chlldrcn and young people for protection continue 10 be met 

lnlerfates with the Criminal Ju.stjc~ Syshm:1 

5.53 P-cople who have decision-making capacity ~hould be fn:.-e to mnkc 1heir own dccii-loos. If 
I.hos~ decisions arc un"'ise or impmden1 , or if they result in a crime, 1h.en those individual'
inust Utke responsihiiily for lht! Jecisioo~ the)' hfivc. 1.nade. The. principlc~-bias~ appt<1~lCh 

c.tnnot c.xcuse people who hnvc dtdsion-mukini;. ,~ap~1dty from the conset1ucnccs or cheir 
decisions. -Similarly. this approach cannot impose compulsion or restriction on people wh-o 
hu\fc dccis-tcm-oli·1king capacity, cvco whc-rc:: they a(c considered 1,, pose o ri:,k of M:rious 
hunn to the public, lnst~nd. the necessary provisions nnd protecd.ons must be made 1rnder 
Cri,uinal Justice legislatio11. There 11re, theo:·fore. itnJ>Ortant intc.rfaccs with the Cri111jnal 
Juslicc Syslcm which m1uinl. further e.onsidcrnlion. 

5.54 Cum:n1ly in Northern _lrclaod 1hcre is a co,nplc~ interplay be1wccn ihe Crimin.ii Jus1icc 
System and r.he H~hh and Social Scrviocs. Criminnl 1:-iw rocognises thtu indi\'iduals may 
suffer f«.ut1 me:nral tli!iOrder.. that, for ex.u.mple, c.xcuse or ~duc.c lhe.ir- rcspons:ibiliI)• for-
1.hcir ucts or omissions or lhal impair lhcir tibiUty to pm1icipalc in criminiil proceedings. 
The present l~gal fr.uncwork. lncludjng rhe 1986 Order. include.s a range or measures to 
fociJhdle 1h~ 1re~11men1 and care or pe.,plc suffering from mental disorder. McoHd heallh 
and lenmlng disability services :.i:rx- provided or being developed for people who :uc subjccl 
to the Crinlinal Jus-tke SyMctn such us people in prison, in cc)111ac-t with the police., on b(1il, 
unending coun or un prol~•tion. The Review supporls a joint co-opemtivc in1crng(}ncy 
approach that both 1ue.els the requirements of the. Criminal Jus1icc S)·stem while ensuring 
appropriate provision lO mcc1 heahhcan: needs {r on:nsic Sc::rvicc:i. Report, 2006). 

5.55 llle pmposed lcgis.la1ivc Fr-.imcwol'l whkh intcg.rutcs Capacit)' uod Mt!llll1J Ucilhh 
lcg:islntion shouh.l be :tp_pbcublc to all people in !iQdcly, i.ncluding those who are subject lo 
th~ Criminal Justice .Systolm. h mus.t integrate with the Crimmal Justice legislation . for 
example ,vith 1hc law on criminal rcsp(m1>lbiJily, unfi incss 10 plead and unfi tness 10 smnd 
airil; it must ccintn.ln a suimblc range or dispos~I options for 1.he courts and il must f:.1ci.Ji tri1c 
ll~SCSS:lllCJll IUUJ LreutnlCn[, ror C.A.Utuple by provitling for the trMsfcr of l'tlt:OUlll)' disol'dc.red 
pri.sonCL'\ to hoi:il)i1ul. 
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5.56 Many individmLIS who arc subject to the Criminal Justice .Systoin have m~11ml health and 
learning disability net.-ds... The Review suppc>11S 1he Principle or Bqui\'r1Jeocc (f,orensk 
Services Repon. 2006) which s1:.1tes thnt people who :-ire subjccl to the Crimin,11 Justice 
SyMCJn ~hould have &ece.ss lO usses~1uent. tr<:utl'rK'nt und care thnl is equi\•alc111. lO Ihm 
U\'ailablc co people in the ~:;I ( i f our StX:icly, 111c prim:tplcs·basctl :~pproach to lcgi'ih1dve 
1\!form require." thM 1hosc who h,wo decision making. capacity should have ~1ccess to 
scr-•iccs on a votunrnry basis n.11.d Lhcn: should also bi:" raoge of mc11sures, undcr-pi.nncd by 
lcgishlrion. thnt ensure approprinte provision ior ,hose whose dccl~lon~m3k-Jng. cap~ci:ty is 
impuinxl. 

Public Protection 

3.57 Tbo new 1-cgislatlvo Fr.,_mcwork must contain mc~surcs lhM help protl'Ct mcmbcr.s of 
sociely 11glUns1 hum1 fro,n pcc,ple whose dl!.cisicuHn..alili~ cupacil)' is in,pais-cd in such a 
wt1y as 10 mi,kc: the pi.:n;on a risk 10 01hcr.s. These me:1'iur,:;s must inlcgnuc with the 01her 
public prolection :lrrangements and must not discriminate unjustifiably againsc people who 
suffer from ment,11 hcuhh or learning dh;;11Jiltty problems. There; is widc.spreud CQ"nCcro l{l 
society :ibolll <1rimc ~nd violence and i i app~rs 1h;11 there arc frcquom misconceptions 
about Lhl'. c.ontrihutions made by JX!Oplc :.utrcring from ttlCJUal health and Jeami11g disability 
problems. 

5.58 People who S'UiT.;.r from 1he more ~iious fonns of mcnu1l illness or tearnin!J: dis,·1biJi1y can, 
like othrr members of society, commit crimes but 1hcir overnll contribntion 10 crime is 
small. The vast nu1j ority of people with me,uol iJlness lll'c no nk'.>re likely lho.n tmyone else 
10 co.mm it u violc:nt crime (Mcnll.d Hc.hh Commission. New Zetthmd, 2002), The g.rc:.11cst 
ri.sk of hann tha1 is posed by people with mental illness Is to themselves rather than to 
<:11hcrs. 

5.59 Ne,•c1·thcless, lhctt': is~ tnodC;St link berwcen mcnml illness tLnd violence. put1.iculul'!ly lu 
some individuals who arc cumnlly ex.pcricncing symploms of :.-c:vcre menial illness. 1101 
using effccciv~ incdicMion and abusing alcohol w1d/or dn1gs. In such cnses viotcnce can be 
n rcncc1-kin of insuITTcfonl ttc.armca1 and suppor1 :,:crvicc.,-; (Mui fan PJZ. 1997), Rc.sean.:h has 
shown chnt peoptc who 3busc :ilcohol nnd other subsmno:s rmd people who suffer from 
certain c-.itegories of personality tlisotdcr are at incrca~d risk or C('.Jt'lunining crime. 

5.60 Al prcscn1 i n Northern Ireland. when :u1 indi\'iduat who is .suffering from mcntLl disorder 
has t (u.rm1iued or nppc.ars to hu,•c commiucxl n crime ond has )XlSed t\ risk 10 01hers, nhere 
is generally a response both by the Crtmlnal J t1s1lcc System and by mc1u:etl hc..,lth or 
leomjog dist1bili1y se1·vice~. Addilit.,>nal measures to hclJ> ptOtect 1he public agaiust violc.ni:c 
huvc been inlroducctl in mljoin.inl,l. jurisdicti ons. 

5.61 In England :md Wale~. Mulli•Agc,ncy Public Pro1ecrion A]Tl'.Ln!,.>cmcol$. were ini.roduced in 
2000 (Crimioal Justice and Court Services Ac1 20(1(1) :md streng1hcncd in 200J (Crhninol 
Jus1ice J\ct 2003}. These require I.bi! police, prison and prob,11ion servict~ LO worl, 1.ogether 
10 :1~se:;.s ant.I. munt1-gc lhc risks po.scd l1y -.cxuul :uul violent offenders. 
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5.62 In ScoU:ul d. the interface between propos:i.ls tor new Mcnral Health legislation and 
pro110scd measures 10 protect the public from serious vioh:n1 and scxu1tl offeoders was 
~dclres~oo hy two coniemporrincous reviews• while the MWon Comro.iltce \\'8,5 reviewing 
the Mental I lcah.h let,"lsJation, lhe Mac.Lean Co1111niuee- reviewed. 1.he. ru1'Iutgen:1ems for 
m1umging l'ieriou~ violcnl and :,;c-x11al offender~. 

5.63 Tho Mi)cl.c:o, Conmiinee rnadc a range r,f proposah 10 :\ddN-:;S tht: assc~s-men1 and 
management of ask. These included the. introduction of :) Risk Management Ordi."J'. n new 
se1uence- :u, Order for Liftk,ng Restriction - .uu.l I.he establ:ishtuc111 of ll Ri;;k Maii.agernent 
Au1hori1y, \,l,hosc remit included dc-\'clopmP, policy, condnt ling rcs~rch. selling s111ndnr<ls, 
issuing £tlidance. accr~dlling prnct1tioncrs and :1pproving and monitoring risk man:1ge1ne111 
pbms. These proposr1I$ ~-Ornplcmcot<.'<I 1he proposals from the M11hm Comcniucc. for ocw 
mcntnl hc-.alth legislation. 

5,64 In Nonhcm Ireland, lhc.:rc hn.s been no c:qui\'ulcm of the J\facLcan Commiucc thill hus 
brought togciher a wide ran~e of pl'oposals to addrcs!; the 01::l.llagcment of serious violcm 
,md scxur,I offc1.1,:lcrs ri ll.hough 1hc:rc hove l,c,cn a nlsmbcr r.,f rcccn1 dcvtlopmcnt~ and 
proposals to improve mel.\SUrcs to protect 1hc public from offenders who h::we commined 
serious violent and SC?1.uul offences. 11lcs-e lnclude LhccrenLinn of I.he Life Sentence Revicv. 
Commission, proposals 10 c::<lcml 1hc c11m:at rcmil of lht: tvluhi-Agcm;.y Procctlurcs fo:r 1hc 
AssessmCJll and Mana.gement of Sex Offenders (MASRAM) ,o foclude violent offetldcrs 
aud proJ,0$:11$ in the Rcvie'>v of 1hc Scnte.1u.:ing Framework 10 i n1roduco ii discretionary 
release rci ensure 1hru dangerous offenders arc not rc.leas....---cl until their ask. is such thm 1hey 
c-att be safe])' ~1.1pe.rvised in t1le communily~ 

5.65 Tllo Review suppons the dcv~lopm~nt of an intcr4 agcncy rJsk assessment '1nd man~1gen,c111 
frut11ework thr11 Applic~ 10 all offenders ,vho p0sc: a prescribed level of ·Jisk. and irn::~pcc:ri,•c 
of whclhcr or no, lhcsc individuals su(for from mcnwl hc:llth or le:uning disability 
p1\1blecus. h is cssenLiaJ. therefore, lhm 1.he nl!W legislati\'I! Framewod: i1Hctfoccs 
c:ffccti\'ely with existing. Crimind Justice lcg:isl;1tion und wilh dcvclopmc-nls in thcCrimimtl 
Justice System. 

Criminal Responsibility and Capacity to Porticipate in Legal Proceedings 

5,66 Crimin,11 law recognise:,, certain psychh1tric ddcnccs which serve tu c:1tcuse or rctlucc the 
criminal rcsponsibilily ot :u1 accused p~rson for his or her acli ons or omissions. These 
defences in<:lmle " ini;unity'" and .. impaired men1r1I rcspoo_$ibfliiy''. 

5.67 1lle leg.al term .. i11stt.nily" is ioeluded in the 1986 Order and in the C rimin.al JlL•ilicc 
(Nonhcrn ln:lnnd> Onlcr 1996, but ii,_, now outmoded and docs nol corrcspontl to :my 
recognised clinical l!ntity. It is sti~matising ;.md promoles neg,uive and unhc.lpful 
connoia1ion$ of mental hc(thh and leumin~ disubtli1y probJcms. II should be ro.vjewcd... A 
simUar review by 1he Scottish La,.,. t'ommisslon recommended lhru -1ns:mity .. be rcpl ::1ced 
b) ' lock of rl!sponsibilit)' by reason of nlcut.ul disorder' (SLC Report. 2004). 

5.68 The p.sychi:1tric defence or impail\."<I inenGi.l responsibihty may be Invoked m homicide 
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cases. Jn practice it causes substantial uncertainty and confusion. U would benefit from 
being reviewed, partjcult1rly wi1h a view to giving g reater g uidance to c linicians, lawyers 
and the Courts on the oorrefation between legal and clinical definitions and conditfons. 
Recommendations for teview of the legal provisions in relation to mencal respon.sibi)j1y and 
homicide hti\'C been mudc in Enghmd and Wales (The Law Commjssion. Jvlurdcr, 
Manslaughter and Infanticide. Law Com No 304. 2<X>6) and in Scotland (SLC Repo1i , 
2004). 

5.69 Criminal law also recognises that an accused persoo may suffer from a mencal disorder- thm 
renders him unfit to plead or unfit 10 stunc.l trial. ll appciu·s th~•l in cases of unfitness to plead 
or unfitness to be tried . the range of disposals available to the Couns (as deteml incd by the 
1986 Order and 1he Criminal .Justice (Nor1hcm lrcland) Order 1996) mt1y no1 adcqu.atcly 
address the r..mgc of clinic:iJ conditions and circumswuccs th:H may present. For CX-'mplc, 
individuals with cercain types of brain damage rnay be unable to instruct their JcgaJ adv:isors 
and muy thus, under the current provisions, be deemed unfit to p1cad. 

S.70 However, the curren1 range of disposals a\'ailable t(J 1.hc CourtS, namely a hospi1al o rder 
whh or without restriction. a gt1ardianship order. a supervision and trc::itmcnt order and an 
absolute discharge, may not adequately rneec the clinieaJ needs of the jndividual and the 
requirements of the Criminal Justice Syslcm. The proposed new Fnuucwork provides an 
opportunity to improve on the current arr-.i.ngemcnts. 
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lntroduction 

C8Al'l'l>R 6 

A PROPOSED COMPREHENSIVE FRAMEWORK 
POR SUBSTITlll'E DECISION-MAKING 

6.1 The key propos:iJ (or stamtory rdonn ls lhnf Govcmmen, should adopt a oohcronf and co
ordi11.atOO upproach h'I legislative pro,•isiC1n. Thi.s !.hould be through t.he inr.mducLion of 
compn:hcnsivc provi.sion.s for aJI pc:ople who rcc.1uirc ,'iubstitute decis:ian-m11king, A dnglc 
legislativl} Fr.uncwork: is proposed for inten·cntions in t,1/ aspcc.ts of the needs of people 
.n:qnirin!! subs1i1u1c decision-making, including mentnl health, physical hca.lth, welfare or 
6nancial needs. S11ch 11 comprehensive Prnrol."work ("'1h.o Frnmework"') is dcscrlbcd 
throughout this Choplet, while o rnodel applicmion of lhe Frtuncwo[k ("the MCldeJ'') is 
pn:;scntcd in Clmp1cr 7. 

6.2 The propos;ils: conH1ined within lhi,; Md the nex1 Chapt.;r tire 1101 ao nue.mpt .u lcgislati,•e 
drafting. but n description nnd :m c-:<planntion of wbm is considered necessary for reforming 
e.xi.,ting provision und us: w1 nid co con.,ult.atio11. Dewiled c:,u1.sidera1ion b; gi,•c.n to 1.he
princip.11 situ111ions in which 1hc Fnurn::wQ1-k mighl apply mul how it .should opc:ralc in 
practice. 

6J Wh.crc 1hcrc is concern nbou, a person's captidty 10 mrikc ~ pnrricular (nnd neccss.'try) 
decisi\ln, ilfi uss.es.sment of ..:-opacity shl')Uld be cu.rded ou1. lf it is e~mbl.ished thOL I.he person 
docs hu,•c c.ipacily m make lhc dcds:ion, then his/her <lcdsion rnu.st be rcbpcclcd. 1 f the 
p..!-J'SOl1 is f'oun<l not to have dl.'cision-making c;.tp:lCity. howcves1 1he decision may be tm~1de 
by 01her~ on hjs/her lx:h&li and any n:suhing supp0r1ivc actions c.anicd 01.11, The 
Fr::imcwork :1ppHcs only to persons whose dccision~nm.,.;ng Cll}X\dty is impnired 

6.4 The gn:~u m.tjorily of :;ubstitulc dedsiom am.I :-upporl pruvid~l 10 people un:1hlc 10 mnkc u 
decision for themselves should be an:u1~cd intbin1;Llly. through discussion and wilh l hC 

agr<.'1:menl of nil intcrc$:1ed parties. Whc-n: 1hcrc i~ douht uboul Lhe cx1eo1 oi pro1ec1ioo 
nfl'ordcd 10 people who ac, with such gtnqmf autlwriry. however. or where mocc serious 
tun.I/or tntl'usi\1~ pti'.>Ccdures arc pt0poscd., it will be r1L'.CCS:iaty LO seek, an.tl to operate under, 
u mc~surc of formnl 11u1l10rirv - ullitmHcly, in lhc Corm of sperlfic nui/wrisntion, 
.safeguards should be introduced for each of the latt~r two levels of autborisMion through 
the I lc:1hh tmd Socl&I Cru·c Truscs, 1hc:. RcguhLlinn and QuuHty fmprovcmcnl Authority (1he 
RQIA) nnd 1hc Mcnml Health Rcv;cw Tdbtmril. 1lms, for ex.ample. proposals for :i 

pcrsQn's care und i1Upp<u·1 t.hould be uppnwed by the T,·ust'L ru1d those \1.-hich ~ quire fomt.'ll 
Jmervelllinn Plnns (sec hclow. p3.ragmphs 6, l.9 an,J (i.20) shouhl be indcpcndcnLly :;ssuretl 
(from each of the clinical. social and lcg:LI pcrspt..~tivcs) by the RQlA. The ·rribunal is- bcsl 
c:on~tiru1cd to dctcrm1J1c the lcgalily M 1hc particulnr Silua1ions, if required. 

Legls:lnth•• 81\Sl.s of lh• Fronicwork 

6.5 Tllo Framework is based on 1he 2005 Act. considered in dec:Lil in Ch:1pler ➔• amd is 
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underpinned by a set of fundamental principles (Autonomy. Justice, Benefit and Le.ast 
Hann, as a1 paragraph 5 .J ). The majority of the key provisions of 1he 2005 Ac1 should be 
adopted in Northern lrcl.md, with minimal amendment. ''rhcsc include; 

• definitil)ns of decfaitm•muking i:tipm::ity and persons •••ith impt1ired de(:isi<>n•11mki11g 
Ctl/NIClt)'; 

• requirements thac any decision or action undertaken on behalf of a person with 
impaired decision-making c.apacity must be in his/her best inlerests and must !have 
regard for the least re.\·tric-Jfre option available; 

• legal prott.-ction for the performance of (everyday) aces carried o u1 in c.onncc1ion 
with a person ·scare or treatment 

• provision for auameys (acting 1md,•r new LPAs), ro deal with welfare (inch1ding 
hc-ahhca.re) in addition tu propcr1y and fiuance; 

• im cnJarged jurisdiction of the Court in relation to welfare. hcaJthc~rrc ~utd fin:lucinl 
maners: 

• powers of 1hc Courl to m:,.ke declara1ions ai:icl orders, and to appoint dcpu1ics; 

• the recognition of adwmce decisions to refuse treatment and, in addition, adwmce 
swiemems about preferred treatment: 

• safeguards in relt11ion 10 rcsctut:h involving persons wi1h impaired dccision-mtLking 
capacity~ 

• the provision of the services of indepe11de111 ad\'Ocaus. including for persons who 
have no other suppon from family or friends: 

• the issue of Codes of Practice to provide guidance to all those working with and/or 
c.:uing for persons who h~1\•e impaired dccision-m~•.king c:,pacity, including family 
members and carers: 

• a new offence of ill-creacmenc or 11cglec1 of persons with iinp.ain."<I dccision-makiog 
capacity~ 

• the creation of a new stamtory office of the Public Guardian. with responsibilities 
to include dealing with representations and/or cornplaints about deputies appointed 
hy rhe Co1111 and anorncys; aod 

• r.ttification of the Conven6on on chc International Protection of Adults. 

6.6 The fo llowing pro\•isions, which are nor within che 2005 Acr, although some of whic& are 
cum:nlly llclined in Menial Heal1h law, should be included wi1hi11 1he JJrQJJ<JSt:d lcgisl.itive 
Fr:mu.:work: 
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• compulsory adm.ission to nn appl'ovcd facility for ~,sressment: 

• compulsory detention In hospital for trcntment; 

• intCf\'Cnlion~ ln\'olving supcrvi~ cure or 1rc.i1mcn1 in the community; 

• a sys1cm for risk asSCS$ment WJd Lhc m1inagcmcn1 of pert.ons who PoSC a ri.:.k to 
themselves or others tiy reason of men ml disorder; 

• the pri,visfon or dearly dciim::d procedures und pro1ec1iom for prolonged and 
pa1ticuht.rly serious interventions: 

• aa enhanccmem of the role nnd limctions of the present (\,tcnml Health Commisslon, 
which wiU ututsfc-r to the Regulation nnd Quttlil)' la,provcment Arn.horiI}' (the 
RQIA); 

• a development (lf the role anti func1i(m$ of ihe Met.11:al lka)lh Review· Tribun~1I ; 

• the introduction ('If a narm'ru.rted perst)n tu, n replncemc.r,t for 1he '"nc,u-esL relatiive", 
with a rc-dclinition or the concspoading role: 

• an c:nh::mcemcot of the role. and roc1.)gnilion or 1he iightS of carer$; 

• ao C.Xlc.nsiou of certain _pt0f~lis i,u1al bouniliuie~ fiud fnnclioni,, wilh me erc;11inn of 
two new profcss-ionul office~. thcAppro•·ed Cliuirinn and 1hc Res(H111.rihle Clinidmr; 
:utd 

• rntificarion of the Convcnrioo on 1hc. Rights of Persons with Disabilities. 

6.7 The Fnuncwork mu.kc'°' pnwi.sion for 1hc legal pntlcclion of lhoisc compliant person:,; wilh 
impnirod de-cision-making capacity ('"Boumcwood'" situations). It also ~tllow~ for fu1ure. 
development of provi.~fons 10 further pro1ect vuh11.-rablc ;tdults rron1 11busc and neglect'. 

1bo Prln<i1>lcs Jlos. 

6.8 The Framework seeks to remain true Lo alJ four of the fundamental principles identified ln 
Cluiptcr 1 aod elabonucd upc:tn in Cb11ptc:r 5 -Autonomy. Justice, lkocfi t and Leost l larm 

while m the s,1me time recognising 1hat specific slnwtions may :l1 tlmcs draw diffcren1 sets 
or these principles i.rlto vwying dcgrc.-,e~ of ten.;;ion. 

6.9 'rile Sl:trting•point for the Pra.inewo,·k is :1 presumprion bf autonomy, such that people wilh 
c-apacily 10 mnkc rheir -0wn decisfons have u righ1 to have those decisions rcspec1c,d by 
others. Sub,timtc decisions may be made on bc:h~l.t only of persons who do nol hav~ (or 
who ure at leus.t reasonably bc.lic,•cd nol to ha,•c) I.he capac-iry to 1Mkc l'I specifo: dcc-isiou 
(or decisions) al a sp;:i.:ific poinl in time. 
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6.10 This means lha1 the common law should apply to people with dccision-m:ildng c:1pacity. 
whereas uew <::apaci1y-based provision is J'C(111frcd for 1hose persons wilh 1ropau-ed dcds,ion· 
maklng c:ip:1city. 

6.1 1 The Pnuncwork .:&:i!iumc:1 lh111 all nc~s.ury s11ppor1s and cnhmw.:cmcn1.s to cmlbk people 10 
have as much control as possibl~ over ducisions ~1.bout their own lives s.hould be tm~lde 
available and accorded due lcgi1fmacy in 1he docL(;ion·mJ,ldng process Such sup1>ort1 
inch1dl?' the (lppolnrmcnt of attorneys, advance decisions (h:i rct'uso intcr,;cntions) :md 
advance suucntcnts (abou1 p1'Cfe.11\.."<l inwrvcotio1'L~). and rrained and accredi1cd indepcndc..111 
utlvoc:111cs. 

6.11 Tho Fr.1mewotk abo BS$1.11ncs 1_ha1. before any docisio11 or in1cn•cn1.ion i~ underrnkc·n oo 
behalf of somcon~ who has (or is bcl[cvOO IO ha\'C-) imp!lircd decision-making C3p:t.city, 
Sleps will have bee.n tukc11 co eusure that ~uch 11re in the- pe!:'>on's bcsc int1.·1-es.l!., nnd Ihm 
n:g.artl will hu,'c h(.-cn gi"cn to lhe least rcstricti"e nllcrnative, 

Scope or the Framework 

6.13 llle Fmn-a.cwork is intended tn opply iii sitUtltion:,. where (i) a dcci~ion requires 10 be anadc
on a .specific maUcr in rcllilion to u pnr1.ic11lir pcrwn. und (ii) lhcrc arc ground.s to 1111-.;pcct 
that the person may not have the cap:1cit)' to m~tke that decision. Spe.cit'ic:.1lly. it permits 
i111ctvcn1ion in the li\•ci, only or perMJnS ..:vhose ec1paci1y lO mi.Ji:e a dc:cis1on for 1hc:msclves 
is impairOO n1 that time bcc1msc of .. nn im~irmcm of, or n dis111rOOnc(' in the funcrioning 
,,r. the mi1ld or brain" ((j(.., sec:Lion 2 of t1le 2005 Ace). For convl!niencc., such pc.rsoo::, wtll 
be referred to co1Jcc1ivcly lltrQugh.0111 1hc rcmuindc.r or this Chapter as "persons wilh 
impaired dccis:ion~inalting capacity'·. 

6. L4 As alre:idy noted. the Framework lnoorponucs :md extends mnoy aspects of 1hc 2005 Act 
Specifii:.aJJy, i1 will support and empower p~rsuo.s wit1l irnpaircd dec.ision-making capacity 
by: 

• 

• 

• 

• 

defining: 1hc CQnccpl of impaired dcchifon•mt1king c~11>acity i n ~uch a w~ty Hi> 10 
ba13noc ~u ilspccts of t.hc: dcclslon•maklng process (see vbQvc. p::i.mgraphs: 5.11 to 
5.13). \\*itb the ~ulting defrnition eltLllOT'dled upou i 11 a Code of Prnctlce; 

incorpornting a ""best interests·· test. identical fO that detailed In section 4 of the 2005 
Ac1; 

n.--qumng that, before an) action ,,r decision is mken, reg11td mus1 be given Ill 
wru.!1hcr its purpose can be a:,, cffcclivcl) t-u:hievcd in H wny th:1t is less rcstricti--.•c of 
the per.son's ri.gJ\ts and freedom of action (cf .. section 1 (6) of the 2(K.l5 Aci): and 

incorporating~• hierarchy of powi:-r:,; and rro1cc1ions which rclmc proponionmcJy to 
the tlegrce or intttfCft'ncc "ith the pel'M"J11':i amonnnl)' (including tL11y significant 
rc.strh:1ions upon. ('r dcprh•;11ion of, his/her Ubeny) on the one hnml , nml n ncctl 10 
recognise and respect Lhc pcrson·s dignity on U1c othcl'. 
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6.15 Such ~, proportfonatc hkwarchy or powers and pl'O[CCtions is rooted firmly jn thi! prin~iple 
oJ 1cas1 rcs1riclion. Thi:. mean~ tlm1 ttSscssmentS, ror example. should be crirricd ou1 
volunmrUy :md in the most opproprl~te setting :wailablc. whh ~rrviccs pro,•ickd in fhc 
petson's )()cul cnvitontuCnt if tu uU possible (c.f .. the Rc,•icw's Repol't, A Str.11cgic 
Prnmcwork for .A.duh Mcnll-11 HcHhh Services (J unc 2005)). The 11,;c of inn.'Jlsi\'C :r;uppons 
in this way may :woid the need for compulsory powers. 

6.16 The Framework is lntendcd to npply 10 ~ub~1in11c dcclsion-mnkin_g on behalf cif all per sons 
with impaired dccisio11-1n1.1kiug capac.ity. indudj11g those- whose d1.-cision-11tuk.ing is 
impair<.'tl as :1 result of a mt'ntul clL,;ordc.r - irrespc~1h·c of whc1hcr th11l imp:,irrm:.nt is 
pcrmant':nt or on a fluctuating or tcmpol'al'y basis. e.g. due 10 a recurrcm menr:11 tllncss (see 
ubo\lc, pantb'TUph 5.1 8) - it,ncl \\1i1h cquivaJencc for 1hos.c who arc subjec1 10 1he criminal 
ji1s tl cc sys 1cm 

6.17 II docs not cxh:ml tu people who have H mcnUtl disorder b111 whose tJ.ccision-mn.king. 
capacity is no[ imp;1ired. /\s ;uch. it is essential tha1 chc. Framework be seen as Just one 
aspcc:1 oi a comprehcu.;jve n:form and rnodcmi,;:11i(m of all pan.,; or 1he syste.-n of care a{ld 
rrea1mcn1 for people with " mental djsordcr, irrespective of whcthcl' ihcy hnvc impoired 
decision-making capacity. 

6.18 ll is contcmpl:Hcd that 1hc framework wiU p1'0vide for all aspects of a person's needs. 
i11cluding 1hv:.c which re.ln1c: to 1Sf.ues or prope1·1y and rinoocc. However, the gre..itcr pac1 
of the propo~1ls in rhis Chapter wlU relmc tci decisions ln rcspccl of (:di) health and weJfti rc 
needs. 

lnterventions and Intervention l'lnns 

6. l9 In rocognition of bo1h a broader applicability of I.he Frnincwork and also of !he fnct 1hat. in 
practice, many :.iruntions lnvol\'C a co1nbination of health und welfare e lemcn1s.~ 1.he tc1·m 
inun·emfon (rnlhcr 1h:m '-cure .. or ''u-c;11mcn1'') will gene.rally be used IO indic:-dc I hose 
actions wldch arc undenaken on behalf of a person wilh Impaired dccision-m:Lking 
capacity. lnlcn'clllionl'> indm.lc .:tcrions in rdu1ion 10 medical, nursing, psychological or 
c.aro need,;;. hobllJt~tion or rch:lbllitarion ( i.nch1ding cduenrion ~nd training in wort, s«:i.'ll 
tun.I independcnJ living skills) and Sp!!cific \\'Clfal'C a1T'.tngernentci. 

6.20 Where a proposed lntcr\'ention is sufficiently serious aO<Vor intrusive. ii will need to be 
uppro"cd IJy 1hc Trns1 and indepcodeo1 i1ssurun.:c soug.l,1 from 1hc RQIA (see, ubovc, 
pamgrnph 6.4), Full details must be submined ln ,he fonn of an l mene.n11011 Plan (soo 
prmi.gntph 6.21 on the cou1cn1 of lnletvcnttt)o Plans. and 6.30 on 1hc need For lhen1 ro be 
l'-Ubmiuc.xl lo the RQLA fur u.ssunmcc). The RQJA will be empowered 10 n:<111irc Tmst~ 10 
take action if the Trus1 fails to act on its advice and the Tribunal will be in a position 10 take 
,1 legal view ff i111cn·co1ions arc tht1l1engcd. Ao ln1<:.rven1ion Plan wfll be prepared aftCI.' fu ll 
consulmtion wilb and, whl"rcvcr possible. the a.greemcnt of. the person, h.is/hcr 
repre~nt.atives and carer~ IUld :my olhc.1· lnterest..::tl parties. includjng .i.11)' profossiQm:tl or 
muhi-disciplimuy 1c11m who wi11 he responsible for providing the rc~uhing in1crvc111ion. 
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6.21 The comcnt of lntol'\1ent:ion Plwis will obviously vary. dopending upon individu:tl 
drcum~lrtnce.~. As a mh1imum. i i is an1iciprttcd 1hat all lntcrv~ntion PJ.ios wlll include the 
following: 

• u declunuion rrom the: Responsible Clinici;m 1ha1: 

1hc person·~ e11paci1y 1.0 make u decision for him/herself iii impaired b<.-causc of 
-an impalrmcm or, or n disrurbanco in the func,ioning of, the mind or brnln .. (tlnd 
with lhe rnost likely reason(s) ror such i1npai11ne01 cleurl)' lndica1cd); 

a.oy proposed decision or intervention has been exposed to a rigorous application 
of the Prt1mework princ1plcs, in par1icuktf 1hosc of 1hc pcwa's heSl in1crcslS a.nd 
1he lcao::.t restnctivc :tll.Cmrifjvc: 

lhc proposed inlcr.·cntion is uvailublc and L'i lilicly either lo prt\'Cl11 the person's 
condition from worsenin,s. or 10 a.lleviati, its symp1oms or effects: 

if 1hc proposed ln1crvcn1ion '''!l5 not 10 be provided , there would be :l significm11 
ri.st: 10 cilh~r (i) 1hc health , sn.fecy nt wclfill'I! or the: person ,,r lhc s:afe1y or 01hcrs 
or ( jj) the person amJJor olhc~ of sc:riou!i httnn (as appropriate - M .. -c p:m1g;ruph 
7.31): and 

1he intcrYcntlon could not be provided ,vithom ,11.c m11hori.~s1rion of the proposed 
tnterve.ntion Phul~ 

• fu ll dcw.ils ot the person ·s assessed needs and IJ1e nature of the proposed 
icilCf\'Cnlion. which wm ;;encr.11ly be: in 1hc forin or a mul1i -di$Ciplinary en~ p lan, 
including any clemcnu• of s:ignificam restriction and/or dcpnvnnon of IJbcny; 

• dc1;.iils of the: setting in which the intctvcntion is 10 be cnrrk'<l out (i.e. in a 
community scning or an approved facili1yl: :md 

• de13lls: of I.he riglus or the person (:md/or of his/her rcprescnuuive) 10 appc:nl ag:ain!-1 
the l.nter'Ventiun Plan. 

6.22 Those components ot an Intervention PJM which are considered csscmfal shouJd be 
i.odict11cd as such, 11J1d there will be n rcSJ)011.$ihiH1y on scrvice-pro!l;dcrs for chesc to he 
provided. 

Balancing Power~ and Protect.ions 

6.23 Persons: with impaired dcdsfon-maklng cap;1c11y may be vulnerable in cc11ain siLuzi1ions 
and in I\ vanety of way~. So. in addition to promoting m1wmomy, strong provision.~ aimed 
m pro1ecliog a pcrst,tt 's diguicy u.nd hun\lltt rights musL b~ .lfld udcd wilhu, the Fnuuewt)rl. 
Mca!iure.,; ~hould be pnwidcd within law 10 prolcct individuals from 1he conscqucncc:s or 
both their own harmful actions. or lack of actloo. :ul<I the actions of others. 
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6.24 lntervcntiolls should be founded only on propon:iona1c legal process. For those wilh 
impu.ircd deci-.ion•ma.kfog capaci1y who ,,re unable or unwilling I() agree 10 such 
iuccrvcntions, 1h.crc should 00 ~dcqurnc ond 1imcly armng-cmcn1s: for ~pp.:-.al 10 an 
'1ppmpriatejudl~ia.l fOl'um with the !.Upport.of advoclltes and.for ... ~ rs.. Pt0ceediJ1gs ~ltould 
1101 be unduly :ulvcn.Nrial. hu1 ~hould ullow for :1 jusl hc:lring in u fm:ili1uting cnvlronmcn1 , 
similar to a sitting F:uuily Court. 

6.25 As alrc..idy indicated, a propon:ionare relalionstup should cust bc1wocn ony lntcrvcn1.ions 
which may be perfon11ed by wa>' ,,fthe Fl",uncworl.. unJ its a~sociatcd protections: the tnoi-c 
imrnsi"c 11ml signifi<:.um lhc in1crvcn1ion proposed ln rchilion 10 n person wilh impi:1ired 
decision-making c:1pacity. the great~r the degree of safcgu:irds he/she should be afforded. 
Ai 1hc higheM level of pro1cclion, 1hls shoul.d include rm1omu1ic: J.Udieiul n:vicw. 

6.26 Llb.cwise. the Fr-.unewort: ~ccks u; ensure lhaL pcr;:;ons who e.ilher withhold their co~ 
opcrndon or olhcrwisc do nol cunM:nt 10 1t propo'SCd in1crvcn1ion. chhcr verbally or by way 
of their bch:1viour. should also be afforded an appropria1e tt11d propo.11ionatc level of 
pr(ll«ti◊n. 

JudlcillJ ond Adntlnlstroth•c Pnwlsl-00< 

6.27 The u!lfomrc source of judicial tmlhority in 1X?lation to :uty issues atfoc-ting persons wilh 
in1pairt."<1 dccision·m~•ldng c8paci1y in Northcn., ln:lrmd should con1inuc 10 be 1he I lii h 
Cotin J1 is 0 01 considcn.."<1-chhcr noocssaf}- or l'lpproprla1c in~ small Jurisdiction to cre...,tc :i 
sepal".ill!" Cou1·1 of Prl'l tec-tion. Responsibility for Lhe di!iposal of Cour1 busine~s UL 
appropri:-uc venues 11ml l)y us.signed Judges, M1:1.stcrsor o1hcr judi.cial offi(.-crs 1-rni)' properly 
be determined by the Lord Chjef Justice. 

6.28 The appoin1rnco1 of 3 Public Guardian ror Northern Ireland, i-hnilar to th:H being lntrod11ced 
iu E.ngl!tnd ruld Wales (see ttbovc, parag.r.tph 439). would pl'OVidc cl1c suppon ccquited Ill 
en.sure lhc proper dL-;duugc of n:.sponsibililies granted 10 dcptllics :md olhcrs by Court 
Orders. co register Powers of Attorney and supervise the role of anomcys. and to deal with 
cnquiric,:; al1d lhc invc.stigarion of c:<>mplnints. TI1e. Public Guardill!l would :\ISO i1ss.i.s1 In 
-.ccklng ro rcsol\'C disputes or disngrcomc.nts between per.sons v.ith impaired dccli-lon
nUlling Citpacity, I.heir reprcscntittives a11d <,tbet intcre:,.ccd pa.i·1ics wichou1 n.",CQUrsc h> 
proceedings before 1hc Court. 

6.29 In a limited number of si1uroion,s, 1hctt: will be a need 10 provide appropria1e iU1ervcn1ion 
for persons with unpaired dcdsion~ma.tiog c:,p:,cily which involves siguifi.can1 
i11fringc1nc.ncs of Lhcit libc.rty and llUt(l t'lflnly. II i.l!l prQpt)scd 1hm the :,.pedal protcc1ions nov. 
pru$c1ibcd in Parl!'i 11 , III und rv of the J 986 Order hhould be n::pluccd by II rcquircmc:nc th:11 
an lnoo.rvcntion Plan should be prepared In any case where it is proposed to: 

• admh 1hc person compulsorily to :m approved facility for asscssmcm ~.ndlor ongolng 
in h!f'\'I:' 1H.ion: 

• introduce an inrer,..·cntion which Jnvolves either a significant resrriction upon. or a 
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dcpl'ivation of, a person·s libcny (albeit excluding those indh•iduaJs considered as 
Oournev.:OQd cases. for \Vhich separa1e provision will be m~1de- see p[eragraph 7 .45); 
or 

• i.nlroducc ccrtnin "'prolongt.xl or p:trticulu1ly serious interventions" (sec below, 
pao-agraphs 7.54 to 7.58). 

6.30 In all such c:1.Ses, a copy of the Jntcr\'enrion Plan should be submitted for assurance to the 
de..-;ignatcd in.dependent monitoring and regulation body, the RQIA, which is to as.~u1ne 
responsibility for the functions of I.he cunenl Mental Heallh Commis~ion. 

6.3 1 The RQIA s hould be concerned no1 jus1 \\'ilh persons who are subjec1 10 c-ompulsory 
detention. 1t should also monitor :wd regulate all aspects of services provided to people 
with a mental disorder, ir respective of their location (i.e. in tl1e comrnunity, hospital or 
prison) and also of whether or nol they hU\'C dccision-m:lking c...ip;1ci1y. Spt.-cificnJly. in 
addition to those functions specified in the 1986 Ordel'. the RQJA should: 

• monitor the implementation of Good Practice Guidelines in relation to the 
Framework - to include guidance on what will C(>l'ISlicute aces which involve either 
significant restriction upon. and/or depril'(lfio11 of, u pcnion's libcny; 

• protect the intcrc~IS tend promote Lhe well-being o f all persons wi1h impaired 
dccision-m:tk:ing cap:tcity, by keeping their treatment and care. including the llSe of 
any cornpulsory powers and geoeral rcscrictions (i.e. those thar might be imposed io 
tln}' p;.,inieular selling for the common good), under regular review; 

• a.:;surc all lntcr\'en1ion Plans; and 

• monicor 1he effective operation of all new legislaiion. 

6.32 Finally. an independent Tribunal should be establ ished as the specialist judicial forum \\1ith 
responsibility to review tind hear :1ppeaJs with regard 10 1he legality of ln1crven1ion Plans. 
It should be open to the person him/herself. the RQlA or auy representative of the person 
with irnpaired decision-1naking capacity (including an in.dependent advocate, who sh.ould 
be i•ppointcd l&l :.,in (.11rly stage in the process by the RQlA in all such cases) to apply 10 !lm,•c 
an Intervention Pl~ul re\•iewed. The Tribunal may exercise. its functions propor6onacely 
wi1h regard to the me1hods by which it hears appeals. depending upon the scriousne:-;s of 
each individual case. 

6.33 The RQlA imd the Tribunul should work to common principles and in a complcmcnta.ry 
manner across the entire framework. It is essential that within e.ach of the two bodies t.he 
appro priate level and fonn or spcciaJis1 cxpc11ise and trainjng, be pro"ided and rcg,ula.1<..··d, 10 
ensure tha1 they each retain at all times the levels of competency required for their 
respective functions to be c.arried out. 
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Promoting Autonomy and Sateguarding Interests 

fl.34 The Ptu.mcwnrk tidY()dll..: . ..: 1he. i11volvemen1 l\f 1he int.lividuul in the dedsion-mftking 
p-mccf.,~ 1u the gre!tlct:t cxlcnl possihlc, :!nd endorses the use of bo1h m.lvaocc dcc.i,;ioni. and 
advance statements as a way of as.sis.ting the substirutc dccision~making process. The scope 
of each of these pro,•isions should extend 10 decisio11s and interventions which relate to a 
person's tM.moJ disorder. as wc.lJ as 10 any physical condition he/she ma.y have. ll)c fonner 
mw,1 he rc-t-JJt.'Clt:d aml L'.()ll'iidcrcd ..:ttuivalcnl to a J>cr;vn"li conh;mpornncQu~ n:fm,al, and i f 
lhey refer to lifc-i,.u~taming intervention!. 1hcy mu..:t he in \I.Tiling and wilrte!i!icd . The laucr 
must be taken into tlccounl us a valid expression of a person's wishes when his/her bcsl 
ime.ros ts are being decided. Any instance of an advance decision or t1dvance s1mer:nem 
b.:ing O\'Crl'UJed IUUM be tepOrlOO 10 the RQlA. 

6.3:'i The Frrimc\\'nrk :ll~o recogo.i~e:~ 1he rolr. 1h:u other reorlc, jnclulling CRrc;r.,, c:in hitvr. In 
sµb:,1hutc dcc1s1on-makmg (<f .. section 4 of 1hc 2005 Act, which specifies 1.h:.a1 in 
detcrntlning l>esr ;mtr~srs for a person wJth Impaired capa-cJty the views of. mno11gs1 01.ttcrs, 
.. anyoo,c cngagL>d in l!'aring for Lhl! p..:rson or itucre:-ited io his welfare" shl':iuld be taken inlo 
ut-eotmt). Wl1t:n: ~uhstitutc deciiions urc 10 he lakcn, i1 is essential thut, where uppt'Qpriate, 
carcn; and/or ut.l\·ocatcs be kept infonncJ or any dt.-c;lli1ons being ITT!ldc and of any processes 
open to them to c.hnUcnge those decJSJons. l-lowcvcr. it should be remcmbcrod thm a pcm>n 
may be capable of refusing the involvement of a previous carer ncn if his/her judge1:uc111 
is impafred about othe.r aspen~ of bistller management. lu such situations, the app<1in11:nc111 
or ~ome other fipprop1i a1c 1wm;1ut1{'d perwm ~hould he facil ir:..1cd. 

6.36 The Frnmcwork provides for ~nomeys, independent nd\'ocotcs and Coun•appointed 
deputies. all whit mles .,,ery similru· to those de-tailed tn the 2005 l,c..1. Thus. for example, 
i1ldividuals. iocludiog lhusc Whl'.l arc users M memal he.al1.h se1vic-cs, may apy(li1i t rul 
attorney 10 make dec-isions on theit behalf in 1he t'\'tot of o. subsequent imp::i.innCL'll of 
~ pacity ;ind su~h nttomcys w1JI hnvc cs-scntmlly the same authority whh regard to specified 
decisions as if they were- the persons with impai1-cd dec:i.sion-mal.'.:ing capacity 1hcmsrlYes. 
lndcpenden1 ttdvocatcs ean be appoinred when a person with Impaired decision-m(tklng 
c-apac-il)' has no 01..bcr fonn <,I' indepcude.n1 representation av~1iliiblc - and 1hey um.-.t be 
appoin1e.d when parLiculurly ge,·ioLLci; issues (e.g. ~onc:erning depriv:11ion of liberty or 
irrcvCTStlile hc:,hharc in1crvc1.11ions) lire inv()l\led. The appointment by eh..: Courl of u 
deputy solcJy for I.he 1mq>0sc ofmaldag substinllc·dccisions on healthcare iK only like ls to 
arise where. tLn agreed position among the various ooncc.rned pru'lics is provJng impossible 
to secure. 

6.Yl Where t.lisputes &.rbe among,., L'.Qnccmcd purtics, it is TL'"<'Ommcndt'!d Lh:11 a mcditUion 
sc:r\'icc be provided us a first response, ccru1inly m cnscs 1hoogh1 capnblc of being sc,ulcd 
through negotiation and in mancrs con-ccrni11g csscncially welfare (including fin:u1-cial) 
issues, with the Public-Gmu-dian as I.he nex1 -1-ecourse. l3ke.wisc, lhe use of tttedi;11ion and, 
ff nccc.ssary, "liOCond opinio1_1., .. from nppropriate specfofo,,t~ (n,01 ncccN).trily from 1he same 
profession u-: 1hc original) coul(I offer pro1c1.: ti,10 in co111cn1i1.m~ heahhtarc dccic:~nn-. 
Ult~tcJy, the Framework envisages :1cccss to the Court as i1 means of resolving dlsp11tcs, 
with a subsequclll right o( appeal in parLicubr eases. St1ch access should be (acilitatc:d by 
the provision of free legal aid. 
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Compulsory Assessment and Jntu,·entiou 

6J8 Thero have been subs1aarial changes in polk:)' nod pr.ictlcc over 1hc period since the I 91J6 
Order became low. for example. lhc resp1)n.'iibillt)' of GP!> It) provide. :1 SCr'ViCl' to t1lcir 
p;Hknls oul-o(·hour.s h~i'i i:msscd lo B~111Js , and doc-iors working ouH.1f•houn-: arc lc:ss likely 
to have a direct knowledge of those persons who might require a eompu.lsory assessment In 
relu1ion 10 1hcir decision•making c:1pi1<:i1y and ihe degree of ritl.: they prcscn1 lo sel f or 
othe:rs. A,1 lhe .same time, the introduction of Crisis Rc9>0nse rmd Home Trcntmem ·reams 
ha., n.-sultcd iu nur$ing und othL'f profo.c:siouals bccMning ine:reasi.ngl}' ski.lied at rn.:•11tal stnte 
nnd risk nsscs~mcnl. 

6.39 The Fnuncwork cnvisagc.s 1h:u, in additiou 10 GPs, 01h<:r itpproprifllcl) ITIOncd dinicitmS 
(iocludlng nurses and cUnical psychologists) - referred to as .Apprmwl Clinir-wns - could 
c:omplcLc u 1'CC<11.t11nendutiL'ln for compu!so1'>1 nd.iuissiou 10 un nppro,cd racilil)' for 
a..,;scssmcnl nnd cns11re th11t lhi: pc11i,On':- GP is informed and t.'On:mltcd H'i soon ns possible, 
On arrival. the pci·son will immcdi:i.te1y be examined by tl mcdfoal doctor and rcsponsiblJiry 
for his/her care aod treatment wilJ be lritnSft:rred 10 a Rc.-sponsibk CUmcif.m (Sec below, 
pamgrnph 6 ~). 1, is envisaged 1.hat the sepamtc and distinct role or the Approved Social 
Wo,·ker :L"I appli~Mt for coinpulsoty assessment should c<mtinuc. 

6.40 The Framework rcoo,nises the Stlbst:uHi:ll and furth~r :.mtidparcd dcvclopmcn1 or scNiccs 
since 1hc inlf.O(.lue~ion of the 1986 Order (foa: example, in the uccd for inn(,vu1ion in ser.·iccs 
for people with h\!nd inj11rlei-, eating disorders, pcrsonnUty disorder and lc<1mlng di•uJ.billty 
with ch:tllcngirtg behavio ut, both iuMpaticn1 ttnd comdH1niry- ba..'-ed. ltfld not nec~sarily 
under medk+il Uin:,·Uou ur supcrvi~ion), Given such de\•clopmcal ;.md the need to ensure 
tha1 per~ns with impaired decision-makiu~ c;1paci1y who rcquii'e either assessment and/or 
io1crvcn1iou (lO a compulsory hasis have ae:cc~~ lO 1he 1110~1 :1ppropriu1c pn)ressfon;·1f 
management, the f'rame:woJt envisages 1ha1 the role of tbc Responsible Medical Officer 
should . subject to uppropriarc tmining, npptl)V(ll and ongl,ing ,nonilftring, be extended Ill 
profcs..sions other than psychllltJ)• (such 11s clinicnl psychology) lUld rt•n11mccl the 
Resr>Msil>le CliJJici,m. This will require clearly defined lines of professional accounrab1Ji1y 
10 cm;urc 1hc con1inuous can: of individual'\ du.ring periods oi dc1en1ion, including prOIUC()\$ 
to ensure approprfatc mmsfcr of respoosibiUty between cUnkinns invol\'cd in their cnrc 
The meinbcts.hip of Tribtulah, $.hould nlso he extended ro allow 1-clcvaul non-tnOOical 
clmici:.111-. 10 be im:lmlcd. 

6.4 I Person~ ior ~\lh<.1ri1 im assos!lmcnl h to be c,nTicd om tompul(;only musL be -t-cen by &heir 
ResponsibJe Clinicl::m 1.u 1hc stan of the pcnod or assessment, .and TC'gularJy thcreafier. 

6.42 The Responsible Clinid:m will be rc.sponsiblc ror co•ordinnting and •mbmi11iog. 
.Lntcrvcntion Plans to lh-e Tn1st for ,tpprova.l and to the R(JIA for assurance (see al>ovc. 
pt1ragruphs 6.20 Md 6.30}. The RQIA will be cha11;ed wi1h c.-onfi.1111)ng the legality of the 
process being ~dhcrcd to, and ,,.,i ll wkc s'l1ch action as is appropriati: in reg.'lrd 10 lhJs, 
includjng re(erml tQ tJ'IC Tribunal if noccssary. lu additioo.., the RQIA will be re~-po11siblc for 
assuring 1hc l(lrnlity of the conlcnt of proposed Intervention Plans. Pm1els may be 
eonstiruted for this purpose, the memOOrshlp of which should be drawn from a range of both 
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1t,y and professional back~1'0u.nds. wilh each professional havin£ an 11ppropriate level of 
c:xperieuee of ci1her the 1ypc of mcnrnJ di$ordcr an<Vor 1he intcrvcnrfon propOS,c(I in rel::1tioo 
to the c:tsc. in hand The RQIA may n.lso rcqt1cs1 the :1ssistancc of an indcpcnclcnl '"!icc;ond 
opirlion spccialis.l'' in lhi~ proct::~'ls. 

Keseardl 

6.43 Research is a partlculnrly sensitive i.ubJcct when a person's r1t1tonomy is compromised 
Co11sii.lcl".tlion should rcllecl Lhe need (( 1 enhance properly c<,nducre.d resctlfC.h m p1t"'lvidc
knowlcdgc ubout lhc cnu.sei- of incapm.:Jly und iil:iooi diagnosi:r;, tn:itmcnt, c:urc und the 
needs of people who lack capacity. Where research for such ptuposcs c~u1 be carried out 
effectively ouly on pcrso11s who!ic di:cis-io11·mttking capacity 10 cou.\ieOI i~ irnpai:red . 1his 
should be pcrnuncd within the Fmmcwork, provick:d approprhnc specified s:-1fegu;1.rds :ire 
as:-ured. The Review recom1ne11.ili accepting I.he provisions ond pr-0rccti<u1sof 1bc 2005 At't 
10 allow such rcsc;tr\;h to proceed (S<.-c :lbo\'c, p:1mgrn:ph 4,37) . Safcguunl'i should be 
designed so as not to discourage such research and hence d~privc people of benefit. Users 
or 'ie:rvices as well M carers should ht1vc r1 mea.ni.ngfut input in1.o 1he n:scan:h rigeoda, The 
RQIA shoul~ be specifically chnrge<I with 1hc role of promoting such input. 

Tntining and Awareness~Raising 

6.44 Tr.,ining (on a mul1:i-disc1plinary basi:l:i, where :,pprop:ria1e) 1,nd r,w~LrcucitS.-ra1$mg ,,re 
essential lf tbc new Jcglsl::nion cnvisngcd by 1hc Review is to l)c successfully lntrodnccd 
Nol only ruust il bi! ensured lh.i.1 L11ose lndividual5 anti profos.sional:i. whl'I l..\' iU be n:quired 
10 operate lbc Framework proc;cssc" '1ft. compclcnl 10 <lo so, bul ii must be cns111'Cll 1do,;o th:11 
th~ general public, users of services and. carers are k~pt fully Informed aL all stages of its 
io1mduc1fon nnd operation, an-d 1ha1 user t1od carer rcprescn1.a1ives par1idpa1e in iL,: 
clcvefopmont. 
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C8Al'l'l>R 7 

A MODEL APPLICATION OF THE FRA~fEWORK 

lnlrodU( .. 1iUn 

7, I The cssc.-nr.ial compon<:nL-. of ::i comprc),e1.1sive fmmeworl,;, for l!ouh:.1f1u1c dcc.:h-ion-making 
were presented in Chap1or 6 In 1h.is Chaptc.r. twdi1ional demits ::ire provided or h.ow the 
Fru.n~ework miglu opcr.11e in pructic~ ond of its possible inlp.tct nu I.he lives of people with 
impair<.'tl dcdsion-mak.in,g c;1paci1y. This is t.lone by way of n mo<lc) applic111ion of the 
Framework {"chc f\•lodel-) which is summarised m the form of a. flow diagram ac the cod of 
the Ch:1p1cr, The Mcxlcl is one exnmplc of a number of pos.sihlc oui-worl:ing:'i or 1hc 
Prnmcwork. 

Oet.ermim,tiun or lmp~1ircd Decbsiun-Making Cat>acily 

7 .2 The, Prorncwork npplie~ only I◊ persons who have hnpr1ircd decision-making cnp,tei1y. 
Determining 1.hal a person has impaired decision-making cap-'city is a two .. stagc process· 
IJt'!it, it musL be dc.inoustrutc<I duu he/she h:c. ••an i1np:1irrucn1 Qf, or n disrn.rtia.ncl! lo 1.hc
funclioning of. the mind or bmin"; .un,1 ~cccmtl, it mu~t be dcmonslrntccl that it i.s bcc-1msc 
of that imp.lirment or disability that the person is unable to m:lkC the decision at hand. The. 
rirsl component requires n de1e1mina1ion 1ha1 the pc:n;on h11.:; some form or menial disorder 
(e.g . menial illness, k~'tming dis:,bilhy. ~mistic disorder or \icquircd broln m,iuryJ, wbi.lc the 
Lu.net should. be detc.rnlinOO through a similar procOOnre 1.0 thn1 sc1 out tn :.ection 3 <ff the 
200.5 Act bu, with 1hc uddition of un usscssmcn1 <.lf the person's appredmitm of any 
information tha1 i~ ,ufovant to the decision 10 be made (sell ,Lbo\lC, parnsl'"'.iphs 5.1 1 to 5-.13). 

7 J A person m.ay be determined :\to p:1.rticular polnt in time 1.0 hl'lve ilnp:lircd dcc.ision-maklng 
capacity for o specific decision bm thc.11. pc1·hups. becau.sc the effects of his/her tn~uro.l 
disorder ttrc temporary un<Uor Ouc:Hmli.ng, he/she may be dctc:nn.incd -:ubscquc.ntly no 
lonier to have such ~in impaim1em. Indeed this is often to be expected as an outcome of 
i111crvcn1iou. In ordc:r lO decrease: 1hc likelihood of rdi,pse, in cases where ii ca:n l:,c 
untic.ipmcd t.hm n pcrson·s dcclsion-maklng c~1pacity will chnoge over dmc, provision 
should be. made in n Co<le of Pnlctice for both Lht:> n.i.mrc of the. pel'snn'1. ill111,:ss 0 1' conJ:itiou 
und uny n:ICYlllll hislorical infom1atio11 10 \1c t.ukcn inlo uccoun1 .,,.hen H~lics.sin,g hhi/llcr 
decision-making cap:1cicy in reJatjon to any proposed course of treatment whjch should be 
c:cnnplicd wi1h over a period of lime (see above, puragrJ.ph 5.19). 

7.4 IJ is the individual \\'ho wilJ he responsible fot c;ui-yiug ou1 o proposed intCf\•e-ntfon who 
m11.s1 uttim11tcly be sar:isficd 11.s 10 whether or not n person has imp:drcd t:kcision•m:i.king. 
capacity. although it may :11 times be advisable to request an assessment by tm tappropriate 
s:pedttJis1 heahhca:m:: profcsskmrd {U$Lmlly a psyc.hiatri::;1 or u psychologist). 

Substitute DecL<d:on.~ nnd Associated lnte.rvcnlloos 

7.5 Tllo Model rocognises tlu>ee main types of decision :uld lntcr\lcnlion. depondilt¼'! on the one 
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hand on both their scvl!rity :1.nd the cxtcn1 h) which they inLrudc upon :1 person ·s amonomy. 
aud on 1hc 01hcr on 1he level of au1hori1y whjch is required before 1hey cau be can:icJ ouL 
These chrec catrgorie1> :\re referred ro respectively ~•s ,genera( i/uen.•e,,rirms. for,,wl 
intcn.>e111fons Md Sf1£''-1'/;ctllly autlwri.wul lnttn'i'nti<m.\. 

7 .6 AJI inunvc11tions proposOO and undertaken by way of the Model. whether gen~J'al, fonrn1I 
or spcdfi<:11lly 1mihorised., ~hou!d ..:omply with Good Pr..1c11cc: Guidelines to be dn,wn up 
and overseen b)' the RQIA (sec ~hove. parngr.1,ph 6J I) 

Ge:m:ral /nle1wmliom· 

7 .7 The grea1 majori1y or decisions imd in1cn•<;nGon~ carried ou1 on behalf of pcr~ons wi1h 
impriirod dcdsion-maklng capacity will r~u within the category of gene.nil intervC'.ntiom: 
The:.e include: o g(xxl n'ltiny of those described al> ·•acts iu oonnection with c;u-c and 
lre..-tlmcnl .. ln section 5 of lhc 2005 Act (111111 cfabonilcd upon in 1ha1 ,.\cl's Code ofPrncl ke), 
and range from such basic acUvilies as the pcrtOmlanc-.!> of 1>ersonal. and sometjmcs 
iotit:nate, care tusks (e.g. was,hing. drcs\iing, feeding and pcrsoual hygiene 1osks}. 1hrough 10 
rou1ine and rcl:nively bcnJgu actjvitfc$ such as shopping (e.g. for grocery items). 

7 .8 For ~my dcci:-ion or inlervcmiou to tx: cousidcml 11 ,gcnenil in1crvc.n1ion within the Mlldcl, 
th~ fo llowing conditions mus:1 :1pply: 

• 

• 

• 

• 

the person either has. or i.s at least rcawnnbly believed to have, impnircd dcclslon
maling c,,pacity (os dcr.ailed above. in pri.rngraph 7 2 ); 

tLll }' proposed decision or intervention is in keeping wjth the Framework princi pies . 
jca paniculanho:;c oflhc pcrscin's bes1 in1crcs1~ mul the leas1 n:s1ric1ive aflemativc; 

the 1>el'S0.11 h<LS bcc.1\ supponOO rutt.l included wiLhin chi! dccis:ion~1.ru1king proci!.Ss Ill 
lhc grcn1est extent po,;siblc, nnO doc:~ nol di~grcc (oor is he/she considered lik.c-Jy lo 
disa~1-ec- in the furure) with tbc action(s) proposed. and 

there is agreemen1 ftmongst nll concerned parties - Including lh.c pcrson·s carers , ~my 
;,dvocate or ,morney who ou.y be ln\'Olve<l .u1J, if difft1·en1, 1hc- ind.h•idunl(s) who 
will be n:spon:.iblc forc:1rrying 0111 the proposed decision or mtervcnlion - lhat: 

1hc in1er"cntion COO$tj1u1cs ncjther a -:igniftcaol re~1riction upon. nor a 
deprivMion of, the person·, rights and llbcny (cf., Aniclc 5( I) of the ECHR): 

nc:ilhcr do they con'ilhtHc eilhcr a ''p.rolon£cd or piuticuhu ly serious 
ilUCf\'c.ntion·• (~lS defined below. in p:i.ragraphs 7.54 to 7.58. Le. lntcn•c,nions 
which rcqu.1TC- u $CC(md spccir11is1 opinion, an: expc<:ted to be prolonged OT fire 
llkcly to h:1vc irreversible conse(111coces) or one of u very limited number of 
s ituations for which rhc Court.,; haw previously d1roctcd thtt.1 o Couri declUtOtiou 
must nlum•s be sought (S(.'C below, prm1grnphs 7, 16 :111d 7.59); 
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1he interventions pl'Oposed are likely to meet the specific needs of1.he person for 
care and pFOlctli<.)n; npd, where apr,ropri.ilc, 

Stilis.factory CMC muno,gcrncnt procedure:,, inL'luding a.rt111)gc1nc.1tLS ror 
monitoring und rcgulur reviews. either urc:, or will be put, in ph1,:c. 

7 .9 Provided every condi1fon in 1hi~ list is fol fil lcd, gcnen1I in1e-n•cntions cnay be c.imc..-d ou1 
under oommon law, with only minimal administrative constraints {Ind wilh 1ho parsons who 
perform them having tl tneasure of pmtecrion froul legal Ji.ability fo,• lhcir actions. 

7. I O t:towcvcr, if either the person with impaired decision.making capacity and/or any o ther 
c,,nceme<I pany (sec :1bovc, pant!,.'Tllph 7.8) does no1 a~ or Otherwise ohjecis 10 any 
proposed dccisjon or fn1crvcntion, or If h is. nd]Udged thal rhc scope of the intervention 
e.~tf!nds beyond that of a genera.I iutc•rv~nlion, il shCluld be considc.rcd a fom1al in1en.•CJ1tion 
imtcad uml the procedures nml m.Jdiliomal safeguard~ which nre dc111ilcd in lhc fo llowing 
section should apply. 

Pormnl Jnt.en•enfions 

7, 11 The <lcfinin,g l'e.unuc of fonn11I interventions h, 1tm1 they rc<1uirc and arc subject to a 
prcs:cribcd adminisu-t1Li vc procedure which is rcgula1ed by :a local Hc-dhh :u1d .SOCiaJ Caro 
Trust - including. appr<Jptiu.te provi'lion for a1t,.'icssmcn1., in1crven1i<.m. appc.al and review fn 
nil cases 

7, 12 e.~~mplcs or the kinds of intervention whkh urc likely to t'.onstih1te n rom1.11.l in1crvcn1ioa 
wnh.in the Model include the following: 

• hea.hhc:uc in1crvcnllons r::mgiog from the relatively minor {e.g. routine di:ntnl 
tre(1llncmt} to those. thru tu~ !oignificantJy ut\'t1...4l-ive ttnd/otca111plcx (:.uch as ttdmissiou 
to hospiml for ccnuin mcdicnl or :mrgic:.11 1rcat1ncn1s); 

• in1cr\·cu1ions 1mdet1:1.ken on an emergency btL'l1S with 1hc inreruion of .s.iving 11 
pcrson·s life (c.g~ where 1hc person is nnconscious) or wh(;TC 1bcre is an immcdi::i1c 
t isk of scriou • ., hiltnl befog eau~d to cilhc.r the. pcrscto hinl/hcrself or h) !il)rl'le nther 
individu11l(s) - sm:h us when the person is behaving in 11 vioknl or dungcrous 
manner (but sec p::tr.L.£,l~ph 7 .14. below). 

• low-tcvcl ~c1.s of restriction (::ts will be determined ::md spc('i.ficd by Lhc RQJA in the 
C<ide <,f Pmctic~ - e.g.. I.he u~ of arn'H•plin1S 10 ptt\•em o. pCl'Sl)D fro,n injuring, 
him./hcr.sclf by 8triking his/her head); tmd 

• where it is believed 10 be in lhc best in1crc-stS of £t person whh imp<iired decision· 
making capacity ro be plnccd within o hospital or II care home in circumsm..11CCs 
when! his/her libcrly rna~ be deprh-cd, aud for whom chc.rc ore no objecciuns to thm 
proposccl plBccmenl (Boume1t·0<,d). 
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7, 13 With 1wo specific cxCi!ptions. form:LI inten•entions, just llkc general intcl'Vcmjons. require 
1ha1 1hc cn1irc list Q( eondirions $cl 0111 in p:·,r.:igruph 7 .8 apply before riny intervcntiQl'I can 
t)(;' implcmcn1cd The rwo rxccptlons are 3s follows: 

• although the 11grccmcn1 of the person Wllh impairc<l dccision-nm~ing c11pm;:i1y i'i 10 
be anticip;LlCd, it is recognised that this. will 001 alw:1ys be the case and. provided 
every o ihcr condition in the lis1 is folfilJed, a rormal in1crvcn1ion may still proceed 

so long :l.'- i1 is considered by all 01.hcr concerned parties to he t'loth ncccs~ary :md 
io the person's bl!St interests - even iu the absence of the _per~vn 's ugreemc.n1~ and 

• in the case of in1en·..-ntions canied out on an cmcr~cncy basis. i1 isesscntia.1 th.at only 
tho lirs1 two oJ 1he lisl or condi1ions npplic~. 

7. l -l- Allhough interventions carried ou1 on au em..-rgcney bosis wilJ gcner.tlly b~ deented fomml 
i.ntcrvcnlion~ within the Model (sec t1bO\'C, pnrugmph 7.12). if ti.ny soch lntcr\'cnlion is 
considered likely to be repeated or continued over a period of time (i.e. beyond :'.I. specified 
J>Criod 10 he prescribed by 1he ROJA). It should he considered a spctiftcalJy :,u1ho1·isc::d 
i.nlCJVcntion Ins.lead and the prooedurcs and :\dditfonal s.1fi.-g\mrds which arc dcrnilcd in fhc 
following section shc'IU1d appl)'· 

Specificol/J1 A11t/Jorised l11ten.·enno11s 

7 L5 SpccUiiy:uly authorL~ed ln1crvcntlons nro 1hosc wh1ch, tx:rn11sc of their very high tcvd of 
iultlis.ivcnes!. und/ttr comple~ity, t'Cquiro the imposilion of a moteJobust procedurJJ sy:.<.tem 
und, proportiorudcly, ndtfido1rnl sufegu:srds for those persons with impaired t.kci:ifon· 
mat.in!? capacity on wh-ose behaU' they arc carried out 

7 16 The Model recognises six specific 1ypes within three main carcgorics of spccific:aHy 
uuthoriscd irm:rvcotio11.s: 

(~tl those which involve either: 

( i) depriving :i person with imp~in"d dcc-hion-mrudng capachy of his/her hbcrty 
(a11d where. unlike llll' Bt1urncwtNNl situation, Ille pcrsou c.Lthet' nbje~ or 
<.llhcrwisc dlle.~ nol ll!,.....-CC to that dcprivn1ion); and/or 

( ii) 1he use oi any kintl ('If significant rcs1ric1ion (which <.c·m be unclert,1kcn, ;a,-: ln 
lhc 2005 A<:1. only when such action is: ticllc\'ed to be ho1h nece.rsarJ· and 
pmptmitmnte to d1c dcgrcl! of risk ,,r harm lO the ptFSl"lO nnd/or others 1bat is 
prc.scnicd by his/her bch:l\1iour ni the time- r-J:. scc1ion 6 or the 2005 Act); 

(b) those which cons1i1u1c a •'prolonged or particul11rly scriou$ intervention" - 1<:, 1 hoi.c 
which; 

( ii-i) rct.tnin: a scoond, spccfali.st opinion; 
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( iv} :u-e expected 10 last tor t1 lcnBthy period: or 

(\') i,1-e likely to hnvc certain lrrcvcrsib.tc consequences, bul which do no1 need 10 
be pe,forrncd ou an e111t'.rge-nC~ ba:..is (neurosurgery, for c!:x:a,uplc, or: 1.hc 
11dminis1ru1ion or long-term mcdici11ion for lhc relic( <.1r psychi a1ric 
symptoms}: :uld 

(cJ those where: 

(,·i) ii hi,s previously been din;cti:41 1ha1 :111 fu1 11rc such cuscs s.ho11h.l he n:fcrrc.<1 to 
the Coun for a dcct~tion - including the- withholding or withdmwttl of 
nrtific:inl nulritfon and hyclraLion, fore;<ample. 

7. l 7 SpecificaJJy authorised lnte1·vcn1iott!i whi-ch fall within either of th~ first CYt'l'J of these 
~lcgories ((i} 10 (vl) n:.<.Juirc u <lcl:-tilcd , mul1j-disciplinary lnlcr.·cnlion Pl:m to be -.11bm:it1cd 
for initial approval to the! Trust and for ussurancc 10 the RQlA, which will then be 
n:~ponsihlc for ongoing and regular review of same. Those which fall wi1hin the fin;·1f 
c.atcgory (\.i) will contiooc 10 bo referred lo the Courl 

Objectio11s u, l'roposed Dtdxions a,id /11/en-·entiom· 

7, 18 Objec.;tion.s 10 genc.r.:,I and formal i111ervco11ons :;hould he direc1cd io 1he first insumcc 101hc 
Public Guardw.n :md the :1pproprintc H~1lth :incl Social Care ·rms1 respectively. wh:Uc those 
aguinst 1he c-0ntc111 ;uuJ the lcg.uJjty of l1Hen•c1u..iou Plans :...hould he d.ireccOO initiaU}' 10 the 
RQIA nod lhc Tribumd respcclivcly. lf resolution cannot be m:hfovcd u1 those level-., 
however. it is possible for an)' caso lO which the Ftaincwork applies to be referred 
llhimately to the. Court ror a dcdasn1fon. 

Applirabillty or the Framework 

7, l 9 As already indic~1tcd. the applicabiliry o( the framework in panicular inst:uiccs depends on 
ho1h (i) wbt:1her-oroo11he pcr$()ll has irnpai.roc.l dcci)ion-mal<lng capacity tmd (ii) 1he level 
of risk (if any) involved Throughou1 the remainder of this Chapter any TC(crcncc 10 11 
petson's a~\'l'.\'.Sme111 !.hould be 1.U"-cn to n1c.an JJ1 oss.essmcnt or l'lu:h t)f lhese factor:;. 

7 .20 In situations where it is uncJear if a person has impait'cd decision~making capacity (see 
below, e.spccially parug:rttph!i 7 28 to 7 .JO), I.he higher Md i:norc immediate the risk appcarS 
to h,c (c.,g, where ~ person presents ~s being ~, risk of inmtinc.m !ruicidc), the gre~itCT the 
emphasis: shl'IU]d be on 1.he perso11':... pr01oction. So,nc Lime moy be 11ec.·csSUJ')' for u.u 
asscssmcnl of 1he pcrsoo·~ dccision-mnking c:apucily to be umlcnnkcn - in uu uppm"ed 
tacilit)•. if need be - during which. his or her "bcncnr· should be afforded precOOcncc over 
auy of tho other Frumcwork pnnciplcs (see paragmphs 5.15 10 5 .1 7), 
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Where Oecishm•Ma.k.inR· Capacity i.J J\'ot Impaired 

7.21 Wh.cre n person is dc1crmincd not ro hnvc imp.aired dcclslon-mriking c;i:pac'ity,. ,he 
Fran,ewo-rk docs not uppl)' ti".I duu pctSOn UJ)d lln) dl!cision lhul he/she: rnt,kes. even if it 
appcar.s to be unwise und even if. 11l1irmucly. it mighl brin,g 11bou1 hi.s/hcr death, m ll,;t be 
respected (Dame Elizabeth Butler-Sloss. 2002). 

7.22 This is the case irrcspcc1Jvc of which (or both) of 1bc l\t.'O components of impaired decision~ 
,nal:iug capacity (see 11bove, p:Lrugruph 72) the determjnation i:. founded up011. 1l1us 
somc:onc who has u menud Jancs.s. for c-xnmplc, but whose tlcdsion-muking cupacily b not 
impnirod (I.e. thl!. person retains lho c-apacity to make a de.dsion for him/herself), ma~, 110 1 

be included wj1hin the Fr.tmework (buJ see p:,ragraph.s 7 .23 ,md 7 24>, h is the case also 
irrc9>Cctive or wh.oihc-r n p:mlculu.r decision or intervention relates to n pcrson·l\ mental or 
ph,>•sical health, and of whether hi.,/hcr behaviour prcscnL\ a l'iS.1-. 1.0 lhc .so.feLy of self a1:1Cl/()r 
of olhcrs. 

7.23 h1dh•idu»I.:. suffering from a men1ul di'>(m:lcr {Or D suspcc1cd menial di:«.mlcr, ,\•hich 
rcqulrcs: nssessmcnl) u.nd wh.o h.1ve been assc.c:scd as retaining decision-making c~p.acity, 
should b.: 11ble m tttt e!!.S au upproprfate profossioual sc.l'\•icc f<Jr Lhc.ir core und 1.reu1mcnt ou 
u vohmla1)' bllsis. Should they n:ru'>c M:rvices, however, am.I !heir beh;wfo11r is such ;.pi lo 
place either themselves and/or others at ri.sk. they musr lake responsibility for lhC 
c,,nsc<111enccs of any dcch•ions 1hcy might ma.kc. 

7 24 Any rlsk associated with a pc.-rsun witll a mental disorder who J)l-tscnts 11 significanc risl h> 
Qthcn only - nol lo sc:lf - bul who hus been ussc..-.i;cd as having dcdsion-nuaking cupm:ity 
may need 10 be 1nan:1.ged through altcm:ttiv.:: Jcgislativc pro\lision within lhe Crimin:11 
Jus1ico Sys:ictn (i,ce above, paragraph 5 .49} 

Wlttrt- Dedsi.on-Mal.1'1rg CapatiJy i& lmp«irtd a11d Tl,trt is No Significa1tl Ri.Ul 

7 .25 If ir is d.:.tcnnincd {or a1 least re:-tSonably believed) thai a person docs h:1ve impaired 
decil\ion-mak.ing capaci1y. ulld it is bcUcved also 1.ha11hcre is no signili<:~101 ask involvc:,I 10 
either the parson or 01hcrs. :my decision rind/or intervention 1hat 1s proposed on bc:httlf of 
1.hat pel'son n1ay be undc.rtulc.n - provided i i i:,,. in his/he:r best interests, rcg:ird i.s paid tC"I 1.he 
k:aM n:suicti\'C al1cm~lli\·c. und the 11ppropri111c dcgn:c of umhori1y/uuthoris:11ion is -.cci.ircJ, 

Whue Oed$i,m-Makittg CapacitJ' i.., Impaired a11d Tltere is Significu11I Risk 

7 26 llle ModeJ envisages lh:1111 hiet:u-chy of c111ergen~y powers to intcrv~nc in order to protec1 
a person ~ilh (suspected) impam.-<l llccisiQn-nmkiog c"p;,,cily who muy be \'Ulneniblc lo 
neglect or ill•treaunent will 00 devclopcd. including a duty 10 ittquire (tf., the MHCr Ac1 
2003) placed Ol1 TrnilS und w:irr.aots for entry 10 premises for i. health :md wel f1.11-c 
exa.m:i1mtlon and/or lo remove a person to a place of safe1y, 

7 27 Where u, person hus imp1dre~I dccisiQn·nmk:ing capacity and there i:s believed 10 Ix: .. a 
significwu risk to the health. safety or wclfar~ of the person or the safot) of others·· - the 
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same l-.'.' \'d of risk as applies in the MHCT Act 2003 - .l period ot Mscssntcnt may be 
indica1cd. Dcpcndiug on 1he risk involved, 1hi~ may be ei1her in 1hc communi1y, in 1hc 
per-.on·c. 11su:,l cnvironmcn1 , or in ~ID approved faoiJity, 11 may al!-o. <lcponding 011 fhc 
circun't.Stunc-es. be either with 01· without the person's agrecrnent (sec- below. p:1rugt1tphs 
7 .32 10 7 .40, for more on u.sscssmcnt.s.) 

Whue Oed:sitm-MaA:Ulg CapacitJ' i.., Unclear 

7 28 ,vllCI'~ the smmt of o J>Cl'S"Oll's dcc.i.'liou-mnkio,g capaci1y is unclear and he/she ogrecs 10 an 
assessment being canied oul. thul t-tS!!,CSSmcnl ~hould lake pl.u:c in the Lca:-1 rcstri~tivc 
setting 1hat is {1ppl'Opriatc to his/her panicular cil'cumsmnccs. 

7.29 Wtuu may lmppcn when n person's decision-making cnp:\cily is unclear but he/she does ,,or 
agree h) nn nssessutcot, depends upon the degree of risl iu\'Oh-cd. Lf there is ·•u significant 
risk uf scrioos harm to self or others·· (u higher level of risk thun lhut specified ulxwe, in 
paragraph 7.27 - see paragraph 7.3 1. below) then the person may be assessed. Although ii 
migbLbe possible for this a,$C$Smen1 10 u1ke place in a communl1y scuing, i1 is much more 
likely dutt, given the lcvoJ of risk involved, h ,,..iJI occur in an approved (:ldUty and on a 
compulsory basi!.. (Again, !tl!'e paragraphs- 7 3 2 ro 7 AO fnt dct;.tils of 11ssc:i.strteucs: see als.o 
p~ragrnph 7.20 for lhc need for un incrcHscd cmph:·tsIB on lhc pcr~on·s protcJCtion in 
situarions ofunccmaln decision-making c.i.pacity iu1d both high and immediate risk.) 

7 JO If n pcrsoo m:1urrcs nn assess-men, bu1 there ic. not .. ,_ signiflc~nt risk of c.crious: It.arm ro self 
or others". lhcn. uuless he/she ag:rccs 10 an asse..~smenl ~ing carried out ou a voluntary 
ba~h. no further action mny Ix: lukcn under lht fmmcwork (albeit p:m1gmphs 7 .23 ~ml 
7 24. ~1bo\'e. may still apply) and the person must mke the consequences of a.uy de.:Jsions 
hc:/shc n1lght make. 

A~essmcnts nnd Assessment Outcomes 

7 3 1 The Model distin~uishes b~tw·ccn lwo sepanuc levels of risk as Lhc bases on which au 
asscssmenl may he au1hori'>cd compulsorily, ff necessary: .. a sigmfican1 ri§:~ lr> 1hc hcallh, 
safety or welfare or the person, or fhc safety of others .. (paragrnph 7 27) and .. a signiflc:1111 
risk of serious h1tm) to self or mht:t:-i." (parugl"Jph 7 29). Thi! fonncr, lowcr level is intern.led 
primarily 10 faciU1u1c the prolc..:~ion of intlividu11ls who 1uc ulrcmly known lo h.1 vc 11 

condition which impai1'5 decision•mak.ing capacity. while the lancr, hjgher le\'..!1 seeks to 
rcs11ict 1hosc instm:icc:; where ft p.:r!ion'!i lack of 1.1g1'<--ement 10 an asscssmcn1 cm:i he 
ovcrn1lcd to 1hc highcs1 tevcl.!1 of risk onJy. 

Annsmtnt1· 

7 .32 The preferred loca1ion (or a~c .. SmCl11$ undc:rrnkcn as pan or 1he Framework i.s 1he person's 
usual cnvuonmcm, However, the t1cuml setting wUI depend on both I.he immediacy, nanrrc 
antl deg.te~ of auy ris.k Lhu.1 is pre:-i.entcd , u.nd oo whcthel' 1he p~rson offer.. aoy obje;:-rio,i. 
The lcu~t rc~1cic1h•e ;1ppro~tch should Ix: ndoptotl, and if il ct-m be m~k sure for the person 
to remain in his/her usual environment. the asses1men1 should be cal'tied out there - 1i.vith. 
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for example, the authorisation for such assessment requfring that the person {and/or his/her 
carers) facilit<11c access by specified profess ionals and/or aucnd at spccifit.•d loca1.ions. 

7.33 It is anticipated that dle majority of a~essments wiJI be carried out in the community, u.nder 
formal auJhori1y (i.e. in accordance with ::i prescribed :.-idministn,ti••c proc<.-dure whic;h i.s 
regulated b)' a local Health and Social Care Tmst - see above, paragraph 7, 11) . This will 
certainly be 1hc c<1$e where there is li11leor no risk involved and where the person offers no 
objection. 

7.34 However, if it is not possible for an assc:s.smcnt to procc<.-d in the pcrson·s usuul 
environment - perhaps because of a failure on the pan of the person to ag.l'ec. or because of 
sig:nifica(l t risks 10 either the person &ndior 01hcrs r1ssocia1cd wi1h his/her rem:,ining there 
- consideration shot•ld be given to whether the risks presented by the sini:ttion require the 
assessrnent to be carried ouc in an approved facility instead. 

7.35 Provided the person raises no objections, some assessments carried out in an appl'()ved 
facility migh1 al.so proceed on 1he bas i-; of formal au1hority only. 

7.36 However, where there is a significant leve1 of risk involved and/or the person objects 10 ao 
assessment being earrkd out. specific autlwris<dion wiJJ be ncec~tU)' (r/ .• puragrnpb 7 .15). 
This will involve the submission of an l n1erim lntervention Plan. in a format s imilar to that 

o f a ( fu ll) Intervention Pltm (sex: p<H'agraph 6.2J), to 1hc Trust and 10 the RQIA. 

7.37 In practice, if there exists a "significant risk to the health, safety or welfare of the perSon, 
or the sufcty of others". he/she should be referred immcdi1'tely for assessment to a 
oonmnmity•based. multi-disciplinary mental health or learning. disability team which is 
rc-.sourtcd 10 provide such a service (rf., 1he Review's S1ra1e~ic Framewori. for A.dull 
Jvlental Health Services Report), lf the person is unwiHing to alJow an :,sscssmeot to take 
place, howe\•er, then proportionate action may need 10 be taken to ensure that he/she has 
m .. -cc-.ss to approprhLtc care and trcutmcnt, and an assessment should be authorised through 
an application for same by the appropriate heahh and social care professional(s), 

7.38 Whenever :wthorisation is given for a person to undergo a compulsory assessment -
irrespective both of the level of risk Oil which the authorisation is gttuHed aod of the 
location of the usscssmcnl - lhis should be for a maximum of 2 l d::iys ntlhcr thtw tl:tc 14 
days curremly allowed within the 1986 Order for compulsory assessment. This longer 
period is to fac.il i1:11c the enquiries, invcsligations and consul1it1ion that arc nec:dcd and, 
where appropriate. the development of a multi-disciplinary intervention Plan. The 
protection curren1ly offered by Article 10 of the 1986 Order, for the dis-regarding of peiriods 
of assessment for <.-crlain legal purposes if the person is not dcttLincd thereafter for 
treatment/intervention, should be extended accordingly. 

7.39 During the assessment period. if the person h:ts no altcm:ttivc fonn of independent 
represenration available, an independenc advocace (with responsibilities and du1ies similar 
10 lhosc detailed in sections 35 to 41 of the 2005 Acl wilh rcgartl to whut arc there '411<.:d 
i11depe,ulen1 me11u,/ capatio· atf~•,x:<11es) should be engaged at as early a stage as possible 
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to assist the person's undcrstandin£ of 1he legal procedures involved - Including his/her 
ris;h1s 10 appc:,I during 1hc risscs~ment procc$S - and ulS(l 10 ensure 1h1u the person•~ own 
views aro as fully ardcu1med ~O<I communicated as possitilc 10 those who wU I he 
~ponsiblc for C11ttying oul auy proposed inwrventions. 

7.40 Rcsp<msibility for dc1em1inmg 1bc level of security required for personi; ruhniued for a 
period of 11sscssmcnt (nnd, if nppropntitc. subscqucn1 intcrvc:ntion) from the Crimmal 
Justice System s.hould rem,Lin with the Crimimtl Jus1ke System lhroughou1 the time 1ha1 the 
pet·son 1-etmLi1\~ engaged with th!! r:riun..::work processes. 

As,,es:rmJJnl OtllC(Jmes 

7.41 There uJc essentially tw0 possible outcomes 10 a ·period of li!Ompulsory assessment. l'hc
fi r.st applies if at Oil)' Lime 1.hroughou1 tlle asscs.srne,u il is dctcnnined either chm the perSon 
docs ,io1 have impaired decision-making capocity und/or 1hut 1hc "ri~k.~ groun,ls on whiC"h 
I.he asscssmem had <mg.inl-llly bc,.'(;o mllhoriscd do 001 (or no longer} upply; once ~ilhcr of 
these becomes cvidcn1, th.c person should be dm;hargtd forthwith. (Altcm:1tivcly. of 
course. the person may ngroc instcaiJ to be treated voluntadly. m any 1Jmc either durin)'.! or 
aL the end of the assessment period. I 

7 ,42 The second possible 11ssessmcnt outcome assumes 1hu, by the end of the nsscssmcnt period 
ii has been cfert>rmined not only 1ha1 the person does h:wc Imp.aired dcdsion·mt• king. 
cap,1city. bm also thM th..:: respective "risk .. grounds on which the assessment had origlnnll} 
lx"en aut1w1 i.scd do a~)ply. Here. if any intCJ'\'C.llLion d\at t'equi1'l!s specific authori:<atioo is 
Lhen pl'oposcd. I.be r.>etSQ.1,•s Responsible-□inic-1au roust s--ubmit ru, hlr.erve.nuor1 PI.an to the 
Trust for nppro,·al :lml 10 the RQLA for n.,;sumacc before 1.hc end of the proposed 21-duy 
asscssmcn1 period. (The subject and operation of lntcrvcntion Plan.s wiU be returned to 
below. at para.graph 7 .46.) Otherwise. once lhe assessment is ended. the person wi11 1-c1main 
subjccr lO the Fr-.i.mework processes on exactly the same basis as anyonr else, ~lnd f!ene1~ll 
u.111.VOT formal inrc::rve,uions- may he 11pplied (wi1h the 1.1.sm,I i.afcguartJs-~c Jllr.i.gtr1Jlh$ 7.1 
lo 1.10 nmJ 7, 11 10 7. l-1 respc:c.,ivcly) a-; t1ppro1wia1c. 

lnterventions lovolvio2 Low-Le,·el Restriction and/01· Deprh'ation of Liberty 

7,43 Tilc Framewor k ll!l:Og;niM!, dud L'arc m~ l he cxcn.:i:,c.,.'tl in lhL' rcgulal iCJn of n:s(ria:li\'c 
pn1c11ccs in g_cncrol, and ro{;lrJ.mt in p!1rticul&r. The RQIA will he rcsponi;ihlc for 
n;:g11latjng, mid for preparing nnd disseminating guidcUncs for the safe and effective l~s:,gc 
of. res1ricti,•c imetventions. 

7 ,44 The Jit,1inctk>n hctwccn tlepriwufrm of and rr.sm'ctiqn upnn n pcn;on'..; lihc:rty io; cs,r,cnrially 
<1ur1111 i1:1rive, i.e. ooc <Jf degree. OcprivHlic.m ;~ when: "c<.,mph:1c Hml cffccrh•c c(101ro l,. i~ 
exercised over ::i person's care ond movements. including where ::i person is rcqt1ircd 10 
reside jn o. specific foci lit} In order to receive treaDncn1 for his/her mental dlsordcr (cf.. tht' 
BuurnewmxJ C'd!ie}. Re~Lritli\'e i,ucrvc.,uions include o vati f lY 1.lf fonns of rt!J.lnlinl -

whclhcr phpical, mc-chtmicnl, ~.lr L'hemical (i.e. 1hrough the use 9f mcdicalicm) - ur 
specifying p1irLicular inJi••icluuls wiLh whom :1 pcr8on with imp::iircd OCcision-mtLking 
c.1pacity should not lLYC or ass.ocmte, 
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7.45 Relatjvcly low-J~vet restrictions (to be dl!rcrmined by the RQl/\). plus c.ase.s of 
llournewl)(>i/ depriv111·ion (i.e. where a non-objec1ing perS(,n wi1h impaired ctcci$iOn-mtLkiog 
c.apt1city is 1novcd imo " hosphnl or ir3-rc home), :rre each considered .formal in1,tr1>tntiQ11S 
within 1he Model (sec above. p&t'.tgraph:. 7 J I u.nd 7 .12). Thu:, they uiay be underutl..en onl) 
in accorJ1mcc with procedures drnwn up nncJ regulated by. ,,ml under lhc 11uthorily <Jf. a 
local Health and Socfal Caro. Trust. ThC)' must aJso be regularly reviewed by lhat TruSl. In 
Ooun1ewood cases , -.m:h reviews must ho canied out at lc-.aSL rmnunlly, even when 1hen:: :.ire 
no objecnons, ::i.nd i:1ny objections which do ::ilisc :md which c.annor 00 rosoJvcd at 1rrus1 
level nlay be refcrt'l.'d h) a Court for resolulion. 

Specifically Authorised lntervmtions R.equirini: an Intervention Pian 

7.46 The vast mrijority of speciflra/t,,· muhorised imt>rw!m;r,ns ( i,c, all those which do oot AS a 
nmih or a proviou!>. Court diiectjoo n:quire a Court dcdt1ro1ioo) will need u ,uulti~ 
clisciplinnry ln1crvcn1ion Phm 10 be drnwn up and :,;ubmillc:c.l ror approval by the TrnsG aml 
assurance by 1hc RQIA. ·rhc mJnjnmm contenl ex~ctod of an Jme1'\1cntion Plan was 
pruscn1cd above, io p1.rrag:r~ph 6.21. ::ind, for cf1Sc v ( reference. is rcproduc.cd here: 

• a declnn1tion fr<.uu lhe RcsponsibJe Clinician that: 

the pcrson'.s cap~city 10 make a decision for him/herself ls impah\!d because 
of "ao impajnncnl or. or :1 distmbaocc in 1he func1i01,ing. of, 1he mind or 
brain- (and with the most Utely rc{lson(s) forsoch imp:1irmcn1 being clcnrly 
illrlica1ed); 

!lil}' proposed decision or imcrvcntion has been exposed co a rigorous 
npplica1fou of the Framework prfociplcs, in r•miculnr those of !he person's 
best interests und the leaSI restrictive nJrc.nunivc; 

lhc pro1,oscd iulcrvcntion is :w:iilnblc :.md is likcls either to prevenl the 
person's condition from worsening. or 10 alleviate its symptoms or effects: 

If I.he proposc<I intervention was not to be proVIclcd , 1herc would he a 
.!>igniftc-.uu l'isk to eiLhet (i) the heallh, safer) 01· welfare or lh~ person u r' 1.he 
~afc1y of 01hcn; or (ii) ibc person aml/or others or serious hanT11 (11s 
!tppropriate - sec parngraph 7.31): and 

lhe intervention could not be provided withoUI 1.he nulhorisMion of the 
prop<1sed lun:rvc.ntino PI.an; 

• run dero.ils oflhc person's asses..~ed needs and lhe nam,·c ofthe proposed inlervcntion 
(which will gcncr.ally be in 1he form of a muhf-disciplin:iry care plan}, including any 
elements of slgnificaru reslficrion and/or dcpriv:irion of libcny; 

• dc1Hils of the se.niog in which the inlervcntion is 10 Ix cunic:c.l QIJI (i.e. m a 
community scning or an approved facility): :md 
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• dc-wils of the rights of 1he person (and/or of his/her representative) 10 appc;LI a,ains1 
tho lntervcmion Plan. 

7 .47 The precise con1eut of an l n1er.·cotion Plan wiU depend upon I.be individu..11 .:-ircumst<u'.lcc~, 
t1ltl10oyh uny ,:ompulsory clcmcnls mu~t idwuys be detuilet.1. So too musl ml)' componcm.s 
which tu'C considered essential. since it is antidpaced chat there will be~• responsibility on 
scr-1ke--providcf!\ for 1hci-:c co be provided, 

7.48 lllese upiu1, I.he eo111c11t of nn lnwrvem.ion Plll,1 wiU dc1>e.ud upon whe.ther ,)r not it is 
intended lo include :my me~sumi that could be deemed to consli1me (i) cithc-r a ~ignifk.u11 
1-CStrktion upon. or a deprivation of. the person ·s Liberty. or (Ji) a prolonged or panicuJal'ly 
serious mtcrvcntion. These nrc det1h wi1h respecr.:ively in 1hc fol"lowing 1wo t.cc1:iions, 
wherein funhcr detalls abom lntcrvcnrion Plans will tic presented as vppropri;.lto 

/nterventian,t lnvofring Signifi<:ant RestrkfU/11 undlor Deprivation of Libe.rty 

7.49 lr,tcrvcn1tons involving. rehi1ively low-lc,•cl restrictions aod/or case, of BQrmu!~'(m(( 

clepriv:-.tion (i.c where a non-objecting person wirh impaired docision-maldng ~paci:ty is 
l'll<)\'Cd into n hospital or cure home), were considered ,t1>0\'e, in pamg:111ph.~ 7 .43 to 7.45. 
They urc each oonsidcn:d /Omud imerw111io11.v within the Moc.lei. 

7 .:50 More significMt rc.stricli◊nS (again, as will bo determined by lhe RQIA). as wd1 ns cases 
of dcpriv~tion in which there is not agreement. consthrnc sped/irolly amllo,,.istd 
lnfl•n-e111hms withiu the Model. As wi1h all intctvcn1iou ... , these may ,·mly be undc.1·mkc.n lf 
lhi:y urc in 1he be.,;1 interests of lhc pc.rson wilh impaircc.l tk:cisioa-making cupm:ity, 
J\ddHiooally. and in accordance with section 6 of che 2005 Act. they must also be both 
n~t:e:;,\·ary and p,r.,pordmr.nte. lfowever, whereas ,he: 2005 Ac1 sanc tion~ 1he 1.1$c: of such 
i.nlCJ'\lcnrion-. in relation to the likelihood of hamt occurring to a person with impoired 
decision-making copaci1y nnly. thl!- Model extend:. that aulht"lrismion h) case!,, of , 11/ier 
people being pluc<.'tl at risk by the pcrson'l!i bchn,riour11.s well -e.z. ~1 person wilh par.i.noid 
dclusionaJ beliefs. the subjeet(s} of whose beliefs may b~ ;,t serious risk of hann . whether 
physical or psycholt>gic:.al, (Thit- is fo line with 1he underlying principle of Bcmcfi1 , si11cc: ii 
c-.annot ultimn.1cly be of benefit 10 a person for hislhcr behaviour to be allowed to place 01hcr 

in.dividuaJ:-. tu risk - nc.>1 least bceausc, by i.o doing, he/Shi! nu1y fucc ,, period of 
i nc-1:rtcni lion , ) 

7.5J All intervco1ions which include either depriva1ion fmd/or sigi, ificant ~tric~fons O ll u 
pcr!-on·s libcny must be specified wirbm an lntl.'Jvcntion Plan. 1.0 be drawn up by the 
pcrsQn's Responsible Clfoiciau und to indude. 11.~ a mininrnm, the information dct:ailed 
ubove, in p.tntgruph 7 .46. 

7 .52 The Jn1crvco1iou Pl~,n should be suhn1i11cd LO the Trus1 for a1)prov11J Md for a~surance 101hc 
RQIA initially. on Cl'ch occ:1sion it is ~mended slgnific3Jldy (as defined in a Code of 
Prnc1ice) nod at lctL~t unnuoUy tl1ercafter. This ,nay requil'c the est1blis.hme1\I of a panel 
comprhing a nmgc of hoth profcsxiom1l cxpcriisc and service u~cr- and cnrcr
rcprcscnt:1tiou. 10 approve bOth tho p1-ocess and the oontcnt of che proposed l!uervention 
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Pbn . l n :lddition. for lmc.-ventions amounting to a dcprivalion of Jiberty. tho l nlervcnlion 
Plan ~hould be refom::d to 1he RQIA '1ftcr tm ini1i11I 21 d:1ys und should he rc.,·ie,ved by the 
R.QIA flt 64 moothly intcr.•nls 1hc.rc:1ftcr, r:.uhcr 1h.an yc.,cty. 

7 .53 ff the pen.on hu); no olhcr [orm of indcpc:mlcnl rcprescnlHlion, un inrlcpcndc:nl utl"ocate 
must b .. ~ appointed on his/her bchaJr in cases wheJ\! a signi ficantly restrictive imervcution 
is proposed , and either the pcr'K)l], 1he imlepcndcnl i1.th1oca1e and/or the RQIA .shooJcl he 
vblo to refer such ::1 decision or intervention co the •rribunal from 1hc beginning of the 
asscss.mc.nt process. For inlc1·vtrujo1b lllllC1U1lllng tC'I n cleprivaiian orlit)eny, au independc..111 
ui.lvoc111c must be nppointcJ on behalf of lhc person in ti ll)' cvcnl, i ,c. C\'Cn if he/she alroud) 
has a.n alternative fomi of independent representation. As an addi1ional sMcguard. lho 
Trib11l1al will review each l.ntervco1ion Pkln r1f1er its ini1ial J mon1hs. in a propor1iomue 
manner 

Prolonged f)T f>artk.nlar~y St rioux fnltrwmth.m,f 

7 .54 In 1«ogni1ion of the foci 1ha1 1hc mo~1 serious and J>•ttlongcd in1tr.•cn1fon~ "'hould carry 
w11h them the most robus1 forms or protcc:don for persons with impaired d-ccislon•mn.klng 
capacity. the Mr,dcl identifies LhreL~ specific ett1eguries or such. lllesc h:ive 1111 1,ceu 
described 11bovc:, in pim1gn1ph 7.16; 

• in1cr\·cu1ions rc."<juiring a second specialist opinion. Including si1uatiO(I.S where: 

• 

• 

the J)"~ou with il'll1)Aire-d dec-is:icm-m.i.king tapncity either obj«lS to. Ot' docs 
001 agn:c 10, 11 m;_tjor inv11,i\'C in1cr-;cn1ion; 

1herc is no ag,rccmcn1 on what cons1i1u1es 1he person's hcst in1c:re.-.1s (c.g. due 
to different viC\\'.S ::imongst rclcvnm panics. a significaa1 possibility 1ha.1 the 
ad\'er:,e effects of the proposed inten•c.nti<tu nu1y ,'lutwfigh its bendiL~, or
where a po1cn1ially lifc 4 suslaining in1cn·cn1ion i.s :mbjc:..:1 to dispulc); 

1hc propOscd Intervention fo ll~ out~1dc the scope o( recognised clinft::11 
g11 idcl i ncs: or 

11 :,.-pcc:ific regullllcd intervention. such ns ECT, is proposed: 

ccru1in prolonged in1crven1i(lnS; and 

pto\.'Cd.UteS with UTc.versibtc C()n.~qU('OC'.C:-. 

7.55 As wilh aJI decisions :1nd iml!'rv~mions can·icd oul on behalf o( persons with impaired 
decil\iOn•mak.ing capt1d 1y. any pro lon~cd o r panicularl) seriouS' fntcrvcnlion must he 
~djudgcd to be in lhe person's best iatcrcs1s, and rog,ard mus1 be hnd of 1hc lc-.as1 resaicdvc 
t1Jremati\'C. Ju addition h'l providing derails 11bOUL the propo:,ied i.ntCl'\ICntion i1self. any 
n!SUlting ln1crvcn1fo11 Phm should inclotSc: n dcchinuiun in n:spcc:1 of cm;h of lhc :.tri:as 
spcc-ificd above. in paragmph 7 .46. 
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7.56 In Ute case of Interventions which rcqujre a second opinion. one appropriate speciaJis:1 
appr<Wcd by 1ho RQIA and nol vtherwise involved in 1hc case mus< concur wi1h the 
ln1crvcntioo Pl:m, while.two such independent and appropriate spccl::tlists most ooncur \\'ilh 
Plru\s involving intervcnlion:. which have i..rre\'CrSible cvnsc-quences. 

7 .5.7 Intervention PJaLu; in respec1 of prolonged and pruiicularJy serious interventions should be 
t;uhrniucd 10 1hc Tru!l1 for nppn,vaJ rind 10 1he RQIA lor u>1~urance, coc:h lime 1hey ,,re 
mncndc<I (if indeed they arc amended), and thereafter :l t least c,•cry 6 momhs (for !-econd 
opinion cases) or ouuu.all)' (for prolo11gcd inter'\'C.Utions). 

7.58 i\1so, :1s with lnccrvcntjon Plans spccit)'ing deprivation or libc.rty (sec paragraphs 7 .52 and 
7.53}, for tho:,.c whlch specify prolong(."{( or par ticuhlrly serious iotCTvcnlions :m 
i.oclcpendcnt advocate must be nppointcd on behalf of th.c person, even if he/she already has 
t1.11 nhc-muti\'C fom1 of in<lependc111 n::ptesc.nmtion. Also. cithe.t th<: peisou hj,u/hcrsclf., the 
imlcpcndcnl 11dvoc111e m1tl/or the RQIA nu1y refer such II decision or inu:rvcmiou 10 the 
Tribunal. which will review the Intervention Plan afrcr its initiaJ 3 months. 

[nterventions Requiring a C-Ourt Oedarntioo 

7.59 The Cot1rls hfl\!C prev1011sly directed 1hat then: exist i.t (limited) number of siumtion~ (c,g. 
non~1hernpcutic sterilisation) wherein onJy thi.!Com1 should be able 10 authorise a panicular 
ii11ctvcn1iou (sec above, paragraph 7. l6). The Model con1cmplmc:5 tha1 ;,II such c08CS will 
contfo\lc ro be rofea·ed to 1hc. C'oun for a dcclarntlon. 

Pen;ons f.1tv0Jn:d in Criminal Pnx.~edio.gs 

7 .60 Tho rrno1ework should -;upport 1he principle of equh•stcnce, 1hm ,hose who a_rc subject 10 
1.hc Criminal Justice System shouJd hnvc ::icccss to tre::t1mcn1 and c~rc 1hnt Is cq11ivalcnt to 
1.ha1 availnble 1.0 ('llhcr mernbl!r"S of <1ur sociC.t) . Thus !.trVice users should be .focilim1ed Ill 
ncce:s~ approprinlc sc.rvkcs primarily on n \'ol11n11uy b1-1sis antl wilh a minimum of 
1~trktion. commen!i"ur:ne with p-ublic satety. Arr:,ngemonts in 1hc Frnmewo,·k for people 
whci a('C subjec1 IQ rhe Criminal Ju$1ice Sysr.cm., such as sS,SC$~TT1e1.11 of dcd:1iOn•makiog 
c.apt1city :rnd the implementation of Jnl~n·cntion PJans should, as far as po.s!-ibla., he 
equivalent lo those applicable ro everyone e1so. The tin1escale:-. Lh1u appl)' to these 
provisions shoul\l gcm:ndly be ihc smuc us npply mu~idc the Criminal Justice Syslcm aml 
th~ safeguards for those wilh impaired dedsion•m.aking capacit~ mus, be :LI leas1 as robust. 
The provisions or 1he rramework ~hould faciliw1e aod promote de1ancd assessment of 

individuals so that decisions affecting their fu1urc can be made by the rclcvan1 bocl.ics after 
c::onside:rmion of aJJ the n~ccss11ty infotn1alion_ 

7fansfer of P'ris()11era lo Approt-'td lr'acitities for Assessment, 1'reatmt111 and Can 011 a 
Volunuiry• Oasis 

7 .61 At present, pri5.oncrs who suffer from p.hysiraJ health problcn'l!t that w·dlnun inpaLie.111. 
tTCHlmcnt in hospiu1t in-c gcncndly m.lmiued to hospiud 10 rccci,•e 1hc trt::nmcnl 1hcy require, 
whjJe retaining their status as prisoners Md l'cmainins subject to the requirements of £he 
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CrimimLI Jusrfoc S)'st~tn. Equiv:t.lem high quality lreatmcnt .should be available co prisoners 
whci ~uffer from mental hcallh prohlcms. Then! is no system 1n l'outinc ui,e in Nonfo .. -rn 
Ireland \\'hereby n prisoner who is suffering from a mcotil health or le:1ming di"abillty 
pmblern 1.h:i.t warr.un~ t reulftlC!nl in hospiti11 illl.d who has dc.:.·.ision.makiag capadry anJ 
gives his or her conscm rrmy be tnmsfom.:d to ho:;pilal 10 receive ~.s1>-Css1rn:n1 . 1rc::11mcn1 u.nd 
care 011 :'.I. voluntary basis. Mc;1.!>11res should be introduced to aUow the tl'ansfcr of such 
prisoners 10 i.m approprfo1c facility {usu:illy a ho8pital) so tha1 they cM n::cci\'C c:m: on u. 
\'Obmmry basis n1thcr th~m bcmg subject lo compulsory powers of t:rcam1on1. Such 
i11dividual:. would retain their slams us prisooets ond tJ1u.s be !.ubjcct to the require..incnrs of 
lhe Criminal Justkc SyMcm. 

A,neS$mLnt Order, a11d lnt'erFenlion Orders 

7 .62 Under the propose{! new legislation lhe Magis.t.nLtcs Coutts. Crown Courts aod, 
uthlitionully, the Cuurt of AppcaJ "thoul<l be gi\'cn pt)WC11i lo a\1lhorisc the ussc~mcnt of nn 
individmi..l's dcc:ision•making c:tpacity and assocfatcd 1·isks= and this may require adnussion 
10 an apprQ~cd 11lciliiy (us1mlly a hospi1al). This process of remand for nsscssmc o1 sh.uuld 
be simiJar 10 ndmission l'or ns~ssnlCOI for people in 1b.c community. Where nppropd.11c, 
this m;1y be followed by an lntcrvenlio11 Order 10 enable fwther t·ompulsory trulllment 1tnd 
~re. When the Coun n:m:mds un individual 10 hospi1ul for us.scslimcnl or crcatmcni it 
should indka[e whether 1..he Responsible Clinician may give 1he person temporary leave 
from bo11ri1al Qr whc1her the decision 10 grant lca\·e i.s 10 he reserved 10 1hc Court. Once un 
i.odividt10.l no longer re<tuircs assessmcni or treatment the new lcgisL.,tion should f:.1cili tri1c 
his o.r her prQmp1 rccurn to Court for ohenlaLi"" disposat 

7.63 New lcgislaiion should contain provisions 10 enable Cou1·1s 10 make c-0,npuCsory 
h1tcrvcn1ion Onlcrs (simil:1r 10 the currcnl rh,)~l>itaJ Order, Interim l·lospit.uf Order and 
Guardianship Onkr) It is impcimmr thm JX,---Oplc 3TC as$csscd in d<>.tail before such dispos.al'
are mudc and a Cout1 shOLlld rec,1rd its reason.s if i i mukt:lS an Jnterventiun Order withou1 
fi rsl m:1king 1111 Asscssmo,;nl Order or Interim lnlcrvcntio.n Ord,:r. 

7 .64 When a{l individual fi- 10 be m;1de subjec1 10 the p0wcrs oi the new kgi:11::ition, 1hose who 
arc making an :-1ppUcarion or fC("Omme:ncki1lon mus1 hrivc seen 1hc individual wilhin a 
specified period of tirtte. 11,~ ~llrl1e timcsi:.alcs ~lould apply whelher o r not the in.di\•idual 
i,; involved in crimimtl proceedings. 

7.65 In 1hc case of acquiucd persons with rccoromendatfons for a,;;;:;cs~mc:111, 1hesc 
rccommc.ndatl.ons should provide sufficient aulhority to pcm1it lhc individunl 10 be assessed 
in on ttppropria.L'e loca1io11. 

lntenenlion <Jrdtl'S <.:ombintd ttiUh OJhtr St11tenct!l 

7.66 In Scotfond, HospitaJ Directions have been introduced which allow a Coun to impose :i 

sen1cnc~ of imprisonmen1. including a life scntc1~ee for murdet, nntl 01 th~ hlllllC: lilnc! hl 

mllhorisc 1h:11 1hc C<.mvicted pcr.wn b, admitted lo mul dc1nincd in hospilul. Similar 
cUsposaJs have ~Llso been introduced In England and Walc!i. Hospital Din..-ctions are 
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considered panicularly appropriate in certain cases, tOr example where there is 1101 
c,,ns1<lercd to bt: ti Strong association hctwccu the offendcr·s menwl disorder and the 
offence, or the allcvi::nlon of 1bose ~specrs of the person•s meow.I state which arc Likely 10 
~pond to Lrco.1nic1u 1-nny not substanUaU,>1 n.·•<hJ.Ce the cxteuc tn which 1hc of:te.odcr prestncs 
u risli. to the public. 

7 .67 The Review recom.i:ncnds 1hn1 i1 should be pos-'iiblc for 1he Courl 10 cotnbinc tin ln1ervcn1ion 
Order with c-crmin other specified sentcnocs such as a rrison scntcnoo or a Cus;tody 
Probati.cm Order. Wheu mukiu.g such :. cfo:po:,aJ the Court should state the op1io1b ii hos 
co11S.idcn:d 11ml the r~sons for its <.lccision. Approprfa.lc uppc)tl mcchnnisms urc rcquu~ lo 
enable the individual to nppe:LI aBainst tltc Jntcrvontion Order component of the disposal. 

7 .68 Under lht provhion,; of the l986 Order, 11 Rc.~lrkdt>n Ort.lcr m11y be supcrimpoi-cd on 
Hospital Urdol's or Transfer Diroclion Orders in certain cases where :u, individu.a.J is 
suffoti:ng l'rom menial illnes!i or severe mcai:11 impairmc1JI and it appear~ 1ha1 i1 ill ncce~~ilr)' 
for the protection of 1.he public from seriou~ lumn. No eomparablo disp(ls:aJ i!- ~vailablc to 
I.he Cou,·ts in sinmtkms where an i11dividu.al i.~ r'll1l suffol'in~ from such a 1oental conJ:itiou 
ycl poses u similnr risk of serious harm 10 the public. While Lhc Review recogni.se5 the 
importa11cc of measures dcsiimed to pl'Otect the public from serious harm it is. coocc rne<I 
tha1 RC!ilric1io11 Orders mny unjusiifiably<lis-criminatc og;1lns1 peoplesu(fcnng rrom ccrtoln 
types of men ml disorder. 

7.69 Cmronlly. the Sccl'\iUU)' of State i~ nu1horhc:d to make Jedsions aboul people who ure 
subject co Reslrk:tio11 Orders. such M whclhcr to !!Fant the individual leave from hospiULI. 
10 lr,:msfor him 10 another ho$piH1I, LO discharge him from hospi111l or 10 rte.all hitn 10 
hospital lr has been s11gges1cd (cf .• both 1hc Richwx:lson Repcin and the MiU.an Rcpon) thn.1 
soch decisions. shciu.Jd bi: ta.ken by u bod) tha1 i.i. 0uutifestly indepe.ndcnl of IX>litic-al 
innucncc. 11 woulJ seem appropriate for 1hc new lcgislulivc rrnmcwork to incorpormc 
future measures In relation to th~ risks 1x>.scd by people suffering from mental disorder 
within a wider and i.ndcpeodc.111 ri~k man:,gemc111 rr ..1mcwork 1h01 ;)ddrcso:;cs 1hc: fo ll r:t1oge 
of pooplc who pose :-i risk of serious harm 10 the puhUc, 

1'run:ifer Btlt\•een Prism, u,rd Approved Pac:ililies 

7 .70 The 1986 Or<lcr or.mrnin~ JlR.'Wisions 10 cn::tblo 1hc Sccrc11try oi Srote 10 dircc-1 the 1rno$f,cr- of 
prisoners l'O hospJrol for trcatmcnl tiut no• for assessment of 1heir mcnml condlrion. The 
Fru.n~ework ~hl'lUJd include pro,•i:;:ion!i for the rcle,•ru.11 authority h'I u~utsfot prisoners Ill 
npprcwe<l focilhics (usui.lly hospi1aJ) for :i~sclismcnl, followed, if 11ppropria1e . by 
submi.ssion and approval of Intervention Plans. Trn.nsfcrs becween prison and :1pprO\'Cd 
fuciUt1es. should occur wi1hin 1he Slime limescales as experienced hy $ervic:e users: in the 
eommunHy. 
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A"a11geme1,ts for 1'ransfemuJ Prisoners on Expiry of Stnte11ce 

7 ,71 Wh.crc a person subjecl ,o an Assessmcn, Order or ao lmcrvcntioo Order would be entiJk:d 
10 bi! relensOO ftl)O'I pl'isoo. but it is co11siclcrcd Lhill 1.he pri.i:or11.w requires 0011tinu~d detCJ'ltion 
u.nder Lhe k:gislation, it should he ncccs.sary for t.hc t..·1mlinuc..'tl detention to he n:fc.m:d to the 
Tribunal (or to h:wc the right of appeal to ~ TribunaJ) and the i ndividual should be treated 
as if subject 10 nonnal civil pr<.,coclures. 

Appeals Again&t Excts .. fiv~ ReMn'cJ.r'o,, in Hot.pita/ 

7 .72 The principle of treating people under oonditions of ~c.uriry no grea1cr than is j ustified by 
the degree or daogcr they pres.cnl 10 lhcmsclves or 01hci:s is 'itrongly ~uppo11cd. lo 
Sco1hmd. the tvlH(I Act 2003 includes measures to cm,Mc ~ppcal ~gainst dcrcnticin ln 
e.-,,;cc.ssivel)' rc.strictivc circumstaucc-s. It is l)l"QJ'>OScd th.OJ similnr incasltn!s, infom1ed b)' the 
Scc111i"h experience, Nhould be introducetl in Norlhcm lrchmd, 

Pnlients Renr(Jrttd 7(, and From No,·l.l,ern Ireland 

7.73 CW-reotJy. people who .u-e remanded 10 prison and who arc suffering fro1u mental disorder 
lhnt wumml'i tnmsfcr to 1:1 high sccurily f:id li1y cmrnol be 1nmsfotrcd to a hospitnl ou1.s.idc: 
Northern lrcl::ind, There is no maximum security facility in North~rn Jrclt1.nd Md thus rh-cse 
i11dividuuts :ire denied 1hc opporcunl1y or as:,c~smen1 1tnd 1rc,umco1. Mcc:hMisms mu:,,t l:,c 
found to cnabJe urgcm acccs.s 10 trc~tmcm in high c;ecurhy f~cllitlcs: when ncocssary ~md 
1.he:,e t l'IA) require additiouaJ legislative chunge. 

7 .74 Arrangements should nlso facilitate tr.Uls fers be.twoon other j urisdjctions. inc ludin,g ln 
cmcrg~ncies uud for ~hor1 pccicids, for c:-X;~101rk 10 faciliui1c vis-i1s or rch.tbilii.:s1ion 
progrnmmcs. 
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Flo·w Diagram Summarising Action in ~ or (Suspccicd) fmpllln.-d Decision-Mo.king Capacity where Q Oceision Must Be ·Mode 
and there is No Attorney or Valid Admnce Statement 

{Noccs: Any dccisloo wi...-en mus1 (i) be in the person's best interests and {ii) 1:-\kc act.ount of 1hc lca!i1 restrictive ,t.11crn11ch·c: 
the person should have acress to advocac;y at all levels of the diagram} 

Ooo_, lllil: PfflWI bani ilr1J'llllm1 d«:iSIIOIMl1:iklaa Capidly't 

• • + 11Nr p,u ,1m'r rl«Ui,m 
rl,1J<#l,I b,• u.~f"l'·ud: ,111 

I ·vs I u .. dt-t1r- I I No I- f.mll"' ,u:rkm .,,,,.~,. M 

t + ,ul.r.n 11tll'k-r lhl'I 
1-rnrulof', . .,t 

b l).lere n aiJ,t.1.JlOOlttl risl$ U.> fl)e htslllh, !ii!f<l)- IJ'" WilJ lhe Pll!Wlf l!l(Tet lfJ ~~ bJ l~u .P)tWOc'ant ~ 1.1-f Jtrll."1& 

-wrlfare ar the ~non Gr thr aufely cir albel'.C UI alOlt'lllllmml'! h;ma. l.u 1hr peout1 tw titb~ 

+ + + + + t,·c p,,,hr, 11afr,., 

I •• I I '"' I I , ... ,·o I I N11 j-. 11"1,f' ht< .urlitl 
Jattd~r lllot 1- rWtf<t'l,virk • ; ,; 

A• ffiffll!telll N1 •-~ placll 
(d,:ptOO'-nlf. on tl•o citel1mf.lm~ ~cithtr i_o !bi! ,:xsc,'IUIIIIUIY (1f ill lltJ I.J'f'TQ'\.-d f.aeil-il}', 110:I d !her (Ill II ,ml1rnlil')' ,,,.,,ii; DJC.'l)!IQlll:l1-01iJy) 

Thu pcm•11 .1h~IJ bt 

= l'bc pfflWlfl lw• 1,npalttd d,edi;i~...m111$1nir ~l)flc:ity TIit pc:rmn di.)($' 1Mll bin~ bnpuJred dtffli(,,i.(ffllk,i~ c.nP"ilf o-r dlMrt.11•,;,.·J <'f. if ... 
and lht- lie"'d 1.r riK s....-ptdfll faitbllJ 1111d - - Ille ~•d ul r&k •~NI iniliall1 •nd ~ }l!J1t • /,i ll{H'l'ilh'lll, 
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+ 
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+ + y 

t,·11n11i11l in.ternnlit1a•1 Sptell'ICAlly 11.1rll111riscd lnlt1nffl.lr,n11 

C,ntt".al ffljuitLIC tool t i ln.ltl'~ffltloot, 1uatborle:M.Jrui (e.g. 
rNJnlrluie 1"1tbt.r from a IJSC 'lhist) lutu,'ttldOM ttqfll'l,ig • •• l11terve11dull J'llul, l11im•e11t1,11u 

rl)f1lml nor wlsldl «QI b• opproyed bJ a RSC 'l'n~ imd •BSPnd hy l?t. RQJA rtqu.lrtttg n 
aJ!ft'.rtc • ulh,u~tfo.n (N,:lk'11. md 11di:i. 

! dc:d11rld.il)IJ 
lklflJTKll'(IIJd ( 'Skll rrma the 

' + l11un•,ntkiM·" ·hll:ll ln.-(lh'e slgnlftcnnc b1tf'f'\••11llo-s wltlflt Ml-Piro n C'CIUtL 
rm.rictic1n 1111on.J1nd/11rdeprinrlio11 or, i-et.•ond upinlnn,. an- pralon;l'd 

A d«-ls.1rm fptm aoy A decl!dOJ1 (plW 111)' IJ11e pcD<11t'sl liberty ,., lu,n-. ifn'lW11ill4r ~ 
m11l1.h1g rewltfrlg CN\, ll•: uelud,::: i"""""1't•1.odclkl<!,_ 

'-- w-inl•''Clll'-MJ 111111 bt l111ervrrstion1) nui.r be 

' ,nude nn lhe pentan'11 m•de a• llui (>l!nt111'11 'l'he Covrl 
bell.air behlllf A deci!iian (ph~ •11r ,,.,11111in1 inlcnmti11n11} 11IMJC1'4 br 
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Tbe Journey So For 

C8Al'l'l>R 8 

RECOMMENDATIONS AND WAY FOR,VARD 

S.J The Review's dc1.11ilcd C-om,-ldcrurion of 1he nc,-d for rcfonn of Mcnual I lcalrh legislu11on ht1s 
persundcd 11s thm 1hc time is righl for 3 principles•b:•~ I appro.,ch 10 Lcgislativo provision 
for our oomn1unir), At it~ hcotl is tht! need for tcg:lfd for humo.n d.ignlry and for lhf hunum 
tighls of every citizen. Thi.s nppruach hu.s. led u:s 10 pro1,osc n new lcgishu.ivc Fnum:wod; 
ha.lied on explicit principles. 

8.2 A.s noted corticr. 1hc expression of 1hcoo Frnmcwork proposals is not ~m 1mcmpt ~, 
legislative d.r-.i.fting bu1 an cxphu1utio11 of what wt: believe is nec-cSSIU) for ref',)rnling C'llm'.nl. 
leg.ish1tion. upplying a principlcs-b;m:d upproach . Mun)' of the propo:;v.ls involve new 
considerations for legal provi.sion in hc~1lth ~uld soc:i:t.l c:,re practice. for example a c:,pacity 
upproach to mental henl!h pr<wish.m. advunce s111tcmcntS ubou1 ttt.ilmcnl t\nd 1rc..-umcn1. in 
lhl! least rcs:tnch,·e setting_ 1"hc demi.ls prcscntf'..d tn the Model h:we b('Cn provided to show 
how such a Fmmcwork rnig.h1 WOl'J.. iu pruc:1icc iLnd as ou aid m illustrote those issues which 
wJII ncc..·d funhcr research, <lo,•clopmcnt and co11sul1a1ion. 

8.3 Ex1ensh•e 1111d wido-ra.nging Jiscusskm over the lus,1 -l years, 1ogcrher wi1h consulmtion 
both within 1he Review ~nd with scvc.r:'11 external expc1ill. ruoug with s1:akcl-.0Jder 
c:oulribu1ioo.s lta\'C all com.rib utcd to the d evelopment of chc pn!SCU.l Frw11ewo.rk proj»sals_ 
There has been gcncml ~uppon for lhc approath 111kcn and for the pro1x,s;1ls aml 
re:conunendations. 

Next Steps 

R.4 The intcr-llcp:nimcnt:11 Hpproach lo lh-e proccsi; uf implcmcnling the Bumford Review 
reports will 00 centr'.i.l to the successful development of Jegislativl! l'cform, whkh must be 
gi\'cn •• high pnori1y by Govcmme111. II wm be csscn1ittl It) hi,ve co-ordmnllon between 
DHSSPS and other Departments. for cx:tmplc on risk management. Oll rhc p:-iniculnr 11ecds 
of chlld.rcu and }'Olll'lg peopl~ 01ld on the need for 11. joint :,ppmach ro cffccli\'c n1ot1itoting 
and c\'alua1ion of th\! ugrccd rnuncwork . Given the dHy-10-d:1)' reality of individtml mohiJity 
between 1hc counu'ies of the United Kingdom and the Republic of Ireland. considc~1tion 
mu.st he given 10 the intcr4 j 111i sdic1ional compatibility and utility Cir lcgMalivc Jlrovh:ioJJ. 

R.5 1lle Review considers thm the Sl1cccssful introducti(111 of new legislo1fon will depend 
criticaJly on the cff<."Cti\'c imp)cmcnlntion of the rtcommcml:11ion,; of :ill the n:ports o( lhc 
t3:unford Review on policy and sc1vices. Indeed. consideration must be given to a pltase<I 
in1roduc1ron or aspectS or lc.gisla1ion in 1undcin wi1h approp1i ate service dcvclopmc:n1 .. 

8.6 In orde.1' II) cm,ure that legislnti\'I! c.bangc lrilnslatcs into mcanlngful improveiuenlS in the 
lh•cs or 1ho:;c ii is then.: to support, ii i, cs'ico1i:d 1h11t then: is u well-resourced slrulc:.gJ for 
th~ cduc~1tlon and trainms needs of o.11 lhosc indjviduals Ukcly to be ln,;olvcd in the 
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appUcation of legislative provision. including 1he simultaneous introduction of a Code or 
Codes of Prnc1icc:. An mfomuuion programme: For 1he genc:rt1I public, scn•jcc 11.scrs, carers 
and profession::ils must be provided 

Ra-ommendutions 

8.7 The: Rt::\'iew. 1hcrc:forc. makes 1he following recom1ncnda1ions whJch will c~t~bhsh 1hc 
basis of. and sc1 the direction for, change In lcgl!-1:uJon, 

Overurc.hing Ra-umma,d;diuos 

Thol'c: ~hould he u s-iogle, comprehensive lcgi.;lutivc fr:)mcworJ.., for 1hc: reform ,,f Mc:intttl 
HCllllh Jc.glslotlon and far the Introduction or C•paclty lcglslution Jn Nonhom I rclond. rhis 
sbt)uld be through the ioLMduc-lino vr provisitub tor ttll peMns whL'l requi,1' :..ub!itirure 
dccision-rnnking. A frumcwork is propo.;ct1 for lntcrvenlions in uO n-.;pcch~ or !he need{ or 
persons who require substi1um docision-m.akh'l,g,. lncludin,g mcnt.nl health. physical heallh. 
Wtlfarc or fin:Lnci(II occd~. 

2. The fnun~wt1rk should be l~d l'IU agreed principle:... cxplicid)' .stared in legis lat.io1l and 
,~rpplcmcntctl, if ntccssitry, m :mp_portlng Coclcs (1£ Pn~i-ce. 

J. The principJes und:ell)fnoing new lcgi,dalion should -;uppor11hc <liglTity or 1he pcrS0111 U£ld 
hove rcgru-d 10: 

AUIOU,Qffi}'~ 

• 

• 

Justice: 

• 

• 

rcspc.cling the: per.;011\: t11r,acity 10 dccicle and 11c1 on his own 11nd hi~ righ;t not 
to be subj~t to restraint by Olhers. 

There should be ;m assumption of c.ip.:i.;iry :lnd provision of cure and 
1.renti.n~n.1 ~hould be on D p<u'Lncrship n11d con...en.,1.W b.uiis. dS rw· a:. 1>c>.ssible. 
Rcspc:ct for cu1nlci1ous clc.'C..;sions should ex-lend 10 1hosc dccisiun.s m11de 
1eg-,t.1ly in adv~lnce and where the person grants specific dccision-m~d{ing 
powm to another on his hehalr. for 1h1: 1imc ,\/hen ho lOt-iCS t:.1pncity him~elf. 

Ptu1.icip;t1io.n - users or St'.t'\'iC'.e~ :a.hou.Jd be foll)' UwOlveJ IC, Lh!! CXlCUl 

penniuc<I by 1he pcr-:on\ cn1,acily, in ull aspects or their cnn::. suppon or 
trcatmcm. Users of services ghoultl be pro\'ided with :1U ihe inJomiatio11 .and 
supporr nc:cess1try 10 e:oable 1hcm to pJrticip1.ue. Thi1- may Include the 
involvement ('I( advc,c-ntC$ :md/or carers. Account should be mk.cn of pnst and 
presc.n1 wish .. •s iu so for as lht'.Sc 1:nny be aSL-CtuLi.t)ed. 

applyint the law fairly and cqually. 

Non-discri1ninC1tJon - pecsons whb a mcntal disorder or :i. lcro:niog dh·l'1bUity 
!thl)Uld retuln the suo1c right:-: u.nd Cutitleinen.lS 1u; olher me.tube-1.s of socic1y. 

EquaJit)' and ro..~pc-c1 for dh•ersit)' 4 per.sons .should rccei\'C b<eatmcnt. cru'C-
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and support in a ,va) thut aceords re.spcct for, aod is s~1uan,1~ to ,heir 
l ndividuul ubiHtics, qualitk·:, rmd cuJ1ural b1.-1ckgro11111:ls. The Jcg.ir.l:.11ion 
should 001 dl~crlmin11c on grolmcls of Jgc. gender. sexual oricn1otlon, cdmic 
gmup. dli.11.bilit.)', :.QCitll cl1t.~, tulture c,1 religion. 

• Ri!c:ipi"OC"ity - lh~ Jo:;s of !I pt!rson•s ris.lus by detention cir by compul~iou 10 

lrcalmcnt und Cl:lfl,; should be mnlcli<.-c.l by un obligul(on to providi: udeqw,lc 
1rca1mcn1 1md cNre for Lh~1 pcri;on 

• Partnership - services should develop cffuctivc partnerships ro ensure 
continuity of care .1c.ro.ss ngc nnd scrv1co boundaries. 

• Pai1't}CS.'I and lt.mspli.rc.JlC~ - theru should be Wmc-u tlnd tr'.t11Sparc11c)• ln 
de.cision .. makini. and lh!! right en repre.scnmtion for chnJlcngc of due pro..:-ess. 
Proceedings: should be timely. 

• 'fhc: specific. ri_ghf<: QI 1.1hil.Jn;n inahuling 1hc; righl In ctluc.allon, \;h-ould hc
pn111!clctl. 

Bcn,cfir 

• 

• 

promoting lhc hC11hh, wclf'nrc and s.ofc1y of 1hc person. whllo h:rving re:gard 
10 the Wet~ of others.. 

·w here i.lllcJfereocc is nccessar)' and pcnniss:ible .. the best in1crests of the 
J)CrSOu .shoukl be pro1oc1e.d mid 1m,11notOO, 1ncluchng protec1ion fn)n-1 abusc:
oml i:x:plt1ib11icm 

lntervcalfons should only be undertaken USiug. 1he tcgishulon tu uthic,·c 
benefits which canno1 be m.:b1cvc;d otherwise Bcncfil to lhc person sh,ould 
inch1dc., but 11,01 b.: llnu1cd to, rcduct1c,n of risk of hnnn to self or othcri:. 

Least Hann: acting in it way tltal minimises the likelihood of ham, to the person. 

The pc.rson Should bi!" provided wlcb 1.ltt necessary t~, m:.awte:nt and 
support in the lca.s:L invas.i\'c ma.oner and in tbc .le3Sl ,·esuiclJ\ie cnvlmnmcnl 
c.c:111\palibl.: with the delivery of safe and cffoc1ivc ea~ . Th~ pctecplion Oflhe 
res1ric1ion b) 1he person himself should bo 1.ukcn into acc:9unt. 

• Thero should be clcur g11iiJanci;,:. rm the. use of rc111rit:1ivc prucii'-.--Ci- ~lk:h a~ 
tcsn:ain1. seclusion und time Olll for both adull.s nml childTC.1.l, rmd these 
should be roonjtored and subjocs 10 cvi,hmtivc research. 

• 'l71erc should be clear guidanci: on bow .u1d when ,·c~lf"Ch ma) l'.\C canied ou1 
with pt.'f.sons who ba.v~ lmpt\ired decisio11-maldng cupacity and this should be 
m orii1<::ut.~L 

-1-. 1lle~ principles: shtmJd ,,pply in ll oon-dlsC'.fim.in.:11ory and bllluncOO way ,~, u.11 he-aJl.bca.1'c'." 
dceililion~. us well a~ to welfare 11nd l'inancittl necdlil. 
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5. Grounds for interfering with n pcrson·.s autonomy should be- bast!d on his or her imp::1.ired 
dccision•makiug cap.u:it,>•. 

6, 11le tle.fi.nhiou w.ctl in I.he f\-1euml Cap£1c-ity Act 2.005 ~houJd be :u.lop1..-d 111 No,·chcm lrc.lanJt 
specifically th111: 

••a per.sQn lt1cks cClpa<:ity ir lO rclutiop to :1 mm1er ut 1hc m1.11crinl tfmc he is unahle- to t111ukc 
a decision for htmsclf1n .rclAtion ,o the mn11cr ticcnuse of an imp~in:nont of. or" dls:turl:'nnce. 
in the! fi1t1ctinni1)g Clf. l1lC..'. mU:,d or brai1L lt docs nrn nutner whether I.he impaionent t,,r 
di, 111rl.mnce is pcrnmnenl or lcmporury," 

lrnpairrnenL of, or dismrb,111cc: in 1hc functioning 01: the mind o_r bru.in includes m~nlttl 
disorder, •• dciincd Jn 100 Mcnrol Hoal1h (Norrllcrn Ireland) Order l98~. which su~smnes 
"'ml.!.DOtl ilhless, nH~Utal )larliiicap luld tlD)' ()thcr disorder 01' ~libilily ar mind" .1. .It UlCIUdC'S 
di,mdcr,; due; 10 injury or dLwasc ::mth a'i stroke. The tc'it or ~rip;1ci1)' -should incluttc till 
those nspctls. ot menmJ functlonh'1g which affccl dccJsion•m~lking capnchy (not jus1 
cog11jtivc i1npain neut). 

7. Childrc.ti and young peopJc. uutler the oge of 18 whQ on: aff«led b)' the proposed ilpprtli1ch 
lo ::11b.s1iru1c: dt-cision-rrmk:ing_ shoulil be affc.mlCU ipc\:hll protcctiom. 

8. A comptthc:m~jvc l:eg1Sl!Llfrc fr::1mcwork mus1 wkc :,c,~ount of the par1icnlu.r- need$ ut1d 
prof\'Ctl.ons: 11ecessaJ}' for ,,,lncmbl-c nd1ths1 inc:ludJng 1b.osc compJiru:u persons ,,·ilh 
impaired docision-nwklilg capncity who utl! t.lepn\'00 ,'lf their libcrl)' (uBou1:11C\\'tXl<I'" 
"Sit1111tio11~). 

9, P-cn,ons who '1re suh3cc1 10 1he C:rJmioal Jus,icc System .should l:uwe ac<.-css ro n:»c.:;(;mCnl,. 
rremmcn1 31ld care whloh Ii. equivalent 10 t.hm :.wnU:.iblc to nll 01hcr people. 

10, Le_gisfa1ion mubl invvidc appmpriule public nml individual prulc<.:dun to the communHy 
against harin from persons whose dccisio1Mnakin£ capacity is impaired :md who present a 
ii~k 10 others. On 1hc orhcr h~nd, lcgi1;Ja1ion mus-1 not dii.cnminurc unjustiftnbly ~g;flln~• 
pe-r~ons who suffer from I\ mental health protitcm or learning dl"v.bllhy. 

S~d.fk Recomn11mruttiu111'l 

11 . Specific key prr.wi~iOJ1S- of 1he f\'1c.:n1ul C'npad 1y 1-\cl 2005" should be: fn1roduccd foT the 
proposed legl!•Jari\'e Framework. with minim~I amcndmcnL 1l:lcsc include· 

• 1hc definition~ or lledxio~muking, cup:1city amJ persons with impt1ircd 
dcd.s:ion-makin!! cap:1c1ty: 

• :.. requircmen1 rhat llllY dcdslon N r,tction m1de11:i.kcn Qn behalf of a person 
with Unpaired dedsio1Hna1Jng cap:1ci1y mus1 bi! in hls/h.er best l11t'Cre..s1.:. und 
musl hm•c rcgdrd for lhc Je11,st ·rcMricli·fi: <,PUon uvuiluhlc; 
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• 

• 

legal protection for the performance: of' CW1')1day acts carried oul In 
C(HlllCClion wj1h ::i _pcn,on·s cnrc t1r trc~mncn1; 

J>M\'isioo for attotue.)•S, aeting under La!.1ing Powl!~ of AllQtnl!)' (LPAs), 10 
de.·~ wi1h wclfan: ~including hcahhcilrc~ (n addition 10 r rupcny und nn.'lm:.;; 

• nn enhugcd jurisdic1ion ,,f lhc Coun il) rch11ion 10 ·\.velf:lrc, hcullhc.are ;ind 
financial mnHcrs: 

• p(J'WCTl'I of the Cour1 to mul,;c dcclumlions nnd orders und 10 11ppomt dcpu~iC)"; 

• 1hc rcCQW1ition of advance d cci:-io ns 10 refuse tre:llm<ml M d, 1n addition, 
:uh1mcc st;:ifemcn~ atiom preferred rre.1tmcnt; 

• :<iUfogu;mlS in rclll1ion to re:;cm'Ch involving person!\ wilh irnymin:d Jccision
inaking capacity: 

• lnclcpcndcn1 ~dvocntcs; 

• Codes of Pmclicc; 

• %1 new offence of m-1n:a1cncn1 or ncglcc1; 

• the oppointJ1H!nl of o Public- Guardian. anJ 

• r~uiticMion or the Conventfon on me Internati onal Prorcotfon or Adults. 

12 ·rbe fo llowing provisions, which arc no1 within the tvlcnrnl Capnclo• Ac1 2005, ~,11.hmugh 
snnie or which urc cunend)' t.lcGoed ln M4!ntu.l l:h!alth law, sJ1ould be inc.lw.ltd withltl the 
proposed h:gis.hiti,·c Fmmcwork; 

• 

• 

• 

• 

• 

• 

compulsory adlm;;;,$.ion 10 ttn approved focflhy for o.c,scssmcnt; 

compul(,t)ry de1c.n1uln i.u hQ~piml 1hr trcrn.mciu; 

supervised intervention in the conununiry: 

a ~srcm for the rrumag(:mcnt of risk 

pnJ\'i!iio11 for pm1ongcd und punfculurly scrioi1s intcrvcntkms~ 

,111 cnhanccmcn1 or1he role and functions or the Mcnta.l I lc~hh ComnUs:s:iun, 
which will rmnsf-c-r re, tho Kcgu.falion and Qvalhy lmprovcmcm A111.hori1y~ 

• 11 dcn:lopmcm or 1h:c role 11ml r11111;tion.s of 1bc Mcnlnl Heal1h Rc,·icli\ 
' l'ribunaJ: 
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• 

• 

• 

• 

the introduction ot' a 11omjna1ed person as a re.p1,,cemc-n1 for lhe ··neares1 
rc.lative". \Vhh n re-dcfinllion of the corresponding rule; 

fiu enhancenl~nL Qf l11e rote ~ud rect1g11ition or the tiglus or e-.irl!J'S (such DS 
rumily or rricnds); 

nn c1ttt;nsfon .:,f certain pTOfe!>sional bound.tries ,and iunciion-t, wilh the 
('rc~tloo of t \\.'l> ocw professional posts~ the AppTO\fed Cliniclnn :md ,he. 
RcsJ>O.USlble Clinicim1; and 

rati fication or the Convention Ol\ me Rjghts ot Persons with Oisabilities . 

Rt'COmmendations on lmp4e.mmtation 

l3, The prupo~c.-<l :lpplication of u capacity nr1,rot\Cb 10 interventions £lloutd be: 1he focu:!) for 
early local cv:Lluation. The. training needs :md prncllcalitJc.s. surrounding c:Lp:tcity 
.a.s~cst,menl irt clin.icnl ond orhcr sc1ting_s should he e.valumcc.l in udv::iocc of any prop'->f.Cd 
introductloo or lcglslatlon 

14, The gene ml p11b:1ic. users- of services ;md c:;1rcl'l\ mu~I t,c kepi fu lly infom1<:d at all .sl.agcs of 
th~ rn1roduc1ion and operation of 110,v lcgi!i:lotion. 

l3 Troining programmes on 1he. proposed new lcgl&hlfion :qc es!-cnrlttl (or 1h.o.."c pcr,;ons: who 
wrn bt! rl!qul,~d m opcrote ii a11d for uset~ of scr'\'ircs untl lhc.ir c.irer... llle Jegishttion~ 
Codc.s of Prnclicc 1md rclulcJ !raining_ prot,1rr1mmc" musl be ininJduccd logcthc:r. 

l6, Adcqut11e rcsourc~ i-ttU'5l he made :1v~1iJnble-to open11t 1he. proccd11rc$ ond b<.)dies prc,cri'bcd 
by the new legislation 

17, The Crimin11) Ju~lice Sy'ilcm shouh.l ll1kc the lcutl in developing .un intcr-agcnc) risk 
asscssmon1 and management approach. lbis should co-ord:in.:1tc with 1hc proposed 
legi~l!tli\'C frarnew·()t'k:. 11 should ilpply 10 all orTemlers wh(> JlOSC a prc~crihcd level of ri-s.k. 
lrrc9>Cctivc ('l(whc.1hcr or not these person$ sµffcr from n mc.nt:.I health problem or lcurning 
d i:..i.bility. 

L8. The proposed compr~hensive legisJatw\!" framework should b~ takl!n l'c::uw:11'<1 tJll'ough a 
joitn 1nitiutivc involving 1he OHSSPS, 1he Ch·il l..nw Reform Divi~fon or Lhc. DcparlnnClll 
ol' Plmmce and Personnel, 1hc Northern Ireland Coutl Service and lhc Nonbcm Ireland 
Offic~. TWJ group should be res1x,nsiblc for ttnnsJa.ting tht! Pr\".IJ>O~uJs into ncv., pm,•is.ioa 
(or N<mh;...Tn lrehmd. Usm of ~Cf"ici:,; und carer n;pn:~c111111iv1::s mw..i p:atici~lte ln the 
development of the h,!?islati\rc framework. 
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Ann ex 1 

TERMS OF RKFERENCE FOR THE BAJ\IIFORD REVIEW 

I. To ~lrry out an imlcpcndcnt rc"ic:w or 1he cffccti\'cnci;s of cum:nt policy uml scrvke 
p1\'.Jvisio11 rcl;Lting to mcmal hc.alth and lc.arning disability. and of the Menr-.i.l He(lltb 
(Northern Ireland) Order 1986. 

2. To take imo b.CC'Olli lt: 

• the ncc<I 10 rccogni.,;c, preserve. _pl'omotc and enhance the person.al dignity of people 
wi1h men ml health needs or n learning disability and 1herr c~1rer~; 

• the o~d m protuote positive 1Hcntal health hl socie1y; 

• rclova.nt legislative and other requirements. particuJarly rclaLin£ to human l'if!.hls. 
di'\crirn{nutic:,n and c.-q_uality of opportuni1y~ 

• t.WldCJlce - based bes-1 prac1icc dcvclop1ncnts in as..~essmc.nL 1.rcmmc1u ond co.re 
regionally, nu.tiomi.lly and intcm11liom1Uy; 

• tho occtl for comprch~nSi\'C as:.essmcnt. t..re.ULment ond care for pcopJe with fi men1~1I 
health need or a learning disabUit) \\•ho h;we offended or urc m ri.!'k of offending; 
and 

• issues relating to incapacity. 

3. To make rooommend:nions rcg~rdlng fmurc policy, strategy, service priorities and 
legish1tion. to rcncc1 th.! need!; of user.. and corers. 
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MEMBERSHIP OF THE LEGAL ISSOES \VORKING COMMJTI'EE 
AND ITS SUB-CROUPS 

Ann ex:2 

LEGAL ISSUl?S WORKlNG COl\-fMfl'l'EE 

Convenor: Master Brian Hall 
• Prof David Btuuford,. 

• Mr.s Angela Bell 
• Dr Fred .Browne 
• Miss Marie Crossin 
• l\'lr John J"mcs 
• Mr Merryn ~lorl'OW QC 
• rvtr Winston Mt..-C11r1ney• 
• Dr ~'1ary M'-'Clean 
• Pror Roy MeCJcllaud 
• Or Maria tvlcGinnrty 
• Prof Tony McGlcennn 
• l\<tr Nod McKennu 
• Mrs Mary O'Boylc 
• Ms Kiuy 0 ' Kane: 
• Mrs Anne Roffcny 
• Mt Alasmir Rankiu 
• Mi.ss Brc.ml.a Ro:is 
• Dr Oliver Shanks 
• ~hi.:;ter rmal"y Wells 

Maslcr, Office of Care nnd Prorcctfon 
Chair of the Review 
Criminal Justice Division. NIO 
Consulmnr Forensic Psychiatrist • .Shannon Clmic 
Ch1ef fuecu1ivc, CAUSE. 
Uw.r RcpreSCllll'llivc 
Depury Otair, Mental Hen.Ith Review Triburutl 
User Rcprc:;en1:oiv1.: 
Carer Rcprescnwtivc 
Chair of the Review 
Consultant l)sycbiatrts1. Muc.k.amorc Abbey Hospital 
U11ive.rsity of Ulster/BM Llbr:U')' 
Carer Rcprcscnl:-11ivc 
,\ssistant Dirocror, Mental Health. Holyw~U Hospital 
User Rcprcscn1a1ive 
CriminW Justice Uivision. NlO 
Soljcitor 
Crimimll Ju,;th;c Division. NIO 
Consultant Psychiatrist 
M11s1cr, Office or Care u.nd Pro1ec1ioo 

* Ourin.g rh~ worl;; of the Rt-\'il!W Mr Wimillln McCarLnf)' und Profossur David Bamford sndly 
died. Professor Roy McClcllnnd (who hlW been nclfog as Deputy Ch1tir> succeeded Professor 
Bamford as Chair of th,,_.. Review. 
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SUB-GROUP J • which considered Ue-finitions 011d 1'emdnology, PersonaUty Disorder nnd 
I.ho needs of Children and or People wilh L,amlng DL;abilily 

Mcn1hasltlp: 

Convenor: 
• 
• 
• 

• 
• 
• 
• 
• 

• 
• 
• 
• 

• 
• 

Dr ~4aria l\<lcGinniry 
Or Ivan Oi:tnk.h.cad 
Mrs Chri.slinc 8nteson 
Mr Manriec Devin!! 
Dr Ainc Downey 
Dr RULh El1io1t 
Mrs Anne f'enlOn 
Or Peter Gallngb('r 
Mr,.; Bemadcne Hr11ni11ou 

Dr Mary M'-'Clean 
Or Arlie 0'1 1:ira 
Mrs M:.mrccn Piggo1 
Or Ptiulinc Prior 

Dr Oliver Shanks 
MIL.:;ter Hilary Wc.lls 

Consultant Psychiatrist, Muckamorc Abbey Hospital 
Consultant Clinical Psychologis1, I klmefi~1 Trus1 
Crisis Response ~fc;~1.m, Homcfirst 1·rus1 
CQnsultanc Nur..e l11 Lcamjng Disability 
Luy Member, f\fon1td Hcul1h Rc,•ic:w Tribum~I 
Consultant ClinicaJ Psychologist 
Direc1or or Professional l.egAI S1udies, QIJD 
Consultant In Child 3Dd Adolcsccn1 P$)•ch.iritry, Antrim 
Co~ordj1UltOr, Appl'OVCd ASW Tr.Uning PrognutttllC 
Norlhcm lrclaml 
Carer Rcprescnwtivc 
Consultant Ps.ychiiltris1. Gnm.:;h,1 Hospi1ul 
Chier Executive, MENCAP 
Seni<lr LcC1Urt'r1 School of Socfr,logy uud Socia.I Polie.y, 
QUB 
Consultant Psychiatrist 
Mas1cr, Office of Care w,d Pr<:11·cc1ion 

Co-opted to ronsldu the Nceds of Poopl• wlU1 Learning Dis11blllty 

• 

• 
• 

• 
• 

Dr Petra Co1•r 

Or Michael Cumin 
Or Jeuuifcr G;1lbrlULh 
Mr P>11l~y Mcloone 
Dr Caroline t-.forriott 

Consultant CUnicaJ Psychologist. Muckamorc Abbey 
nospi1&I 
Consultant l)sycbiatris1. Foylc 1'rusr 
CQnsultant Psycholtigist, P.oyle Trust 
Assismnl Prindpnl Sodul Worker. Poylc Trus-1 
Consultant Psychiatrist, Muckamorc Abbey Hospital 

Co-opted lo 0011Sidu the Needs of Adulls wilh Mmtol Bealth Problems 

• rvtr fohn J:1mcs User Rcprc:;en1:oiv1.: 
• Dr Gr-.icmc Mcl)onald Consultant Psychiatrist, Mater Hospital 
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SUB-GROUP 2 • which conside1'Nl Compulsory Assessment and 1'reatmentl nnd 
Guardinn,s.hip (under Pi:.rt 11)1 the rote or the Mental R.eallh Review 
Tribunal (under Part V) nnd tbe role of' die Mentul Realth Commission 
(under Port VJ) 

Membersltip: 

Convenor: 
• 

• 
• 
• 
• 
• 

• 

• 
• 
• 

• 

• 
• 

Professor Dt1\'icl 8Jm(ord 
Dr Pnul Bell 
Dr Jim C111npbcll 
Dr M ichael Cunnn 
Or Nod cen Devaney 
Mi!-s Brenda Donnelly 
Mt Phjli J) Gilpill 
Dr Helen Hurbinson 

Mrs Phil llughcs 
Ms Michelle McMas,cr 
Mr Mervyn Morrow QC 
Mr BrcnJ•n Mullen 

Mrs M•ry O'floylc 
r.,tr,; Marion O' Nctll 

Chalr of 1hc Review 
CQnsultant Psychialris1, South Wld East BcJfn.~t Trus t 
Senior Lcc:hm:r in Social Work, QUB 
Consultant Psychiatrist, Foy le Trust 
Medical Oircc.1or, Down l. .. isburn Tms1 
Official Solicitor co I.be Sup~me Coun 
Soljcitor 
Consultunl Psychiiurist. Uls1cr Communi1y ;md Hospitab 
Trusl 
Principal Orne.er, Dcmcn1i11 Services. I fomefirs1 Tru,.:.1 
Carer Represcnlntive 
Depury O'Lllir, Merna.I I lcu.J1h Review Triburutl 
Din:ctor of Mcmal Hcahh, Uls1c.r Community uad 
Hospitals Tmst 
A$SiSl1lol DiJ'l.-ctor, Mcn1nl I lcallh, Holywell Hosphal 
Chair. M~ornl Health Commission 

The Sub-Group which wnsideml O.mpulsury A.ss...ment llnd T.-.:ttment, d1aired h!' Dr 
Jim Campbell, also co-opted: 

• 
• 

• 

Mrs Chri.slinc 8ntcson 
Mr Mal'Lin Doly 
Dr Mary McCIC11n 

Crisis Response ~fc;~1.m, Home.first 1h1s1 
User Rcp,rcsc11rmivc 
Oo'Cr Rcprcscnl:-11ivc 

The Sub•Group whicl, considered Guardinn$hip,ch0irt.'tl by Mrs Phfl Hughes, also co-opttd; 

• 

• 
• 
• 
• 

• 
• 
• 
• 
• 

Ms: Mrtrilyn Beare 
rvtr Jnck Chupm:m 
Dr Jennifer Creegan 
Ms Eiken I l:1rvey 
Mrs Karen Howell 

Co01inu11i1y Nursi.ng Service Mannger. Ho1nc.titsl Trust 
Ca1'CT Rcprc.sc111:11ivc 
1•syd1ologist1 Oownshire Hospital 
Clinfcal Services ~·lanager, Down L.isburn Trus1 
Assistant l' cincip:ll Social Work.er, Ulster Communily and 
J J OS 11 i rn.L~ T tllSl 

l\<lr Jim McCluney Senior Soc:i1-1I Worker, South and East Bclftts~ Tru:st 
Dr Kerry Ng Sulff Grad~ Psychiatrist. Muckamorc Abbey Hospital 
Ms Churc Quig;ley Mental I lealth Com01i;,sion 
Mi. Angela •rminor Carer lteprescntntivc 
Other User Rcpreseurnlivcs lo this Sub-Group did ncit wish r.('I have their 11.Utne.$ 

dbcloscd. 
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'fbe Sub--Group "'hich considered the Mental Health Keview tribunal was chaired by Mr 
Mervyn Morrow QC 

1bc Sub-Croup whJc.b co1tsidettd tl1c Mrnt.nl He.olLb Commission, chaired by Or Nc>Clct.n 
0.VHIJI!)', Ul50 <""optoo: 

• Or S1cpht':n Comp1on 
• Mr I>:! tric.k Con very 
• f\•tiss Murie Ct()ss.in 
• Mr Glenn liousion 
• Dr Mandy Irvine 
• Mrs Lucy McM:mus 
• r.,tr,; Julie 1l1orn1on 

• Mr Jim W11bh 

Consultant Ps.ychiiltris1. M111er I lospillt 1 
o·r Sen.ices Manngcr, Foylc Tmst 
Chief Executive, C/\USE 
Chief ~ccutivc, Cr.iig1won and BunhriJgc Tms1 
Consultant Psychologis. t. ~uckarnore Abbey Hospi1a.l 
Direc1or or Nursing. Armagh and Dun_gtmnon Trust 
Mam1grr of 1hc Rcgi!-trmion :ind Inspection Uni!, 
.Nol'lhC'tn Health und SocioJ Services 8011.fd 
Mental Hcnl1h AUiam:c CoMordin,tlur 
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SUB-GROUP 3 • which conside1't'd Con.sent to Treatm,nt (under Port I\/), Ille 
Managcm<nt or Property ond Arrairs or Patients (under Part VITI) and 
End,uring Powt>rs of Attorney 

Memlxm,ltip: 

Convenor; M 11.:;ter Brian H:111 
• Mrs Fiona Bagnall 
• Mrs. Mi'!CVe BcU 
• I\,~ Mairc'1d Buckley 
• Mr Laurence Evans 
• M iss rlc:11hcr Oih8on 
• l\'lr John J"mcs 
• Miss Lindo foh11ston 
• (\,In; Ro))Hlin~I Johnsloa 
• Dr Roger M anktelow 
• Or Caroline Mnnioll 
• Prof Roy McClcUr,nd 
• Dr Clare Monaghan 
• l\<tr Tommy Mon1ci1h 
• Mr Alasmir R~u1kin 
• Mr I lcnry Toner QC 

M11s1cr, Office or Care u.nd Pro1ec1ioo 
Rcsiclc.111 f\fagistratc 
Co..rcr Rcpresenroti,•c 
Office of Care and Pro1e~1ion 
Mental Health Services Maflagcr. Daisy Hm Hospital 
Burris1cr u1 law 
Uw.r Rcprescllll'llivc 
Soljcitor 
Dcpu~y Oflici:11 S,,tkhor 
Lecn1J'cr1 University of Uls.1cr 
Consultant P$.ychiatris1. Mllcki\more Abhcy lfo:.p1u1I 
Chalr of 1hc Review 
CQnsultant Psychialris1, South Tyrone I lospita.l 
Community Psychiatric Nurse, PoyJc Tmst 
Solicitor 
Bo.r library 

1br Sub-Croup which e:onslde.re:d Consent to Treotm.cnt, t.holred by Dr Clnrt Mon.agh.nn, 
also cu-oplod: 

• 

• 

• 

• 
• 

Or Jim Ander.on 

Ms faetJueline Carey 
Mn, Martha McClcllund 

Or Michr1cl Muoofoo 
Or Shecl"gh Macy Re. 

Consultant Ps.ychiilLri.s1. Uls1cr Commu1111y ;:ind r lost)illil 
Trust 
User Rcp,rcsc11rmivc 
User Rcprcscn1:11ivc aml Com·coor. Ex.pens by 
Experience Reference Group 
Cont,,ulumt Ps.ychiaLri.s1. I lolywcll I losp11al 
Consulumt Ps~•chii1trist. Foylc Tn1q 
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SUB-GROUP 3 • which considei-ed O!Tenders with Mental Eleallh needs, including those 
with Pt.r.SOnnlity Disorder 

Mcn1basltlp: 

Convenor: Dr Frod .Browne 
• 
• 
• 

• 
• 
• 
• 

• 
• 
• 
• 
• 

• 
• 
• 
• 
• 

• 

Mr Orian Archer 
MJs Angela Bell 
Mrs. P•U Best 
Dr Ian Bown<:s 
MI'S Dcbonlh Devaney 
Or Johu Farnan 
Mr Brendan Fullon 

Dr Gcrnldioc Henry 
Mr Ooorge Keatley 
Or I fttff)' Kcnoedy 
Mr Bill Lockhan 
Or Philip 1vtc:Cle1nents 
Mr No<i McKcnn11 
Mrs Cathy McPh1Lips 
Or Colin MT.Iii.ken 
DCL Gaiy M111loo 
Mr,.; Anne Rafferty 
OSgt David \Vullncc 

Consultant Forensic Psychiatrist. Shannon Clinic 
SoUcitor 
Criminal Ju1;ticc Division. NlO 
Prob.atio11 Bom'd fo1• No1·th1.•m lrelMd 
Forensic f':.iychhnrisl, Tyrone l.lnd Fcrm:1m1g.h Hospi11;1J 
C::H'l?'I' Rcproscntntivc 
Forensic Medical Officer 
Assistanl Cblof Prob::l.tion Officer. Proh~•tion Bo.ird for 
.Nol'lhC'tn lrdaud 
Consultunt Psychilu.rist. Holywcll Hospiud 
Deputy Director. NI C.ow1 Service 
Consuhanl Forensic Psychh111is1 . Dub1iu 
Chier E.xccutlvc. Youth Jusricc Agency 
Chief Medical J\dviso1· (Pris.ons). NlO 
Carer Rcprcscnl:-11ivc 
,\ssistant Dirocrorof Mental Health 
Cont,,uhll.Ot Ps.ychiaLris1. Mnd:amorc Abbey I losphal 
l)olioc Service or Northern J.rcfo.nd 
Crituinal Justice Division. NJO 
Police Sc1vicc of :\!cmhcm lrclund 
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Ann ex J 

THE 80URNEWOOO (HL) CASE 

Thif n:-.c concerns tvlr L who is incup.iblc of giving conscnl or objecling to mOOicul treatment, He 
h~1d been cared for in Boumcwood hospital for al'ound 30 years until March 1994 when he was 
dJ.:;charged 10 liV'e wnh paid t aJx:cs on o trial basis. 

In July 1997 Mr L was rcmnved from hi:, existing carers iu the couununily tLnd rc~tLdutiiled in 

Bourncwoo<l hospitul ai-. he hnd hccn aguiuc<l when making his weekly ,,j~it to II duy c;m: n:nlrc 
run by :1 loc~1I authority. In line with s1andard _pmcticc. Mr L was not compulsoril)' delaincd ltnder 
1hc 1983 /'\cl hu1 admiu<.-d OCI an inform::11 bai;ii;. under 1he comUlOI) law doctrine ()f ncccs.~i1y 
because llo wns compllanl und did no1 rcsis1 ridmisslon Tbc consull:\nl m charge. of Mr L 
subsequently ad\'ised hi:.. cate.r:i. ou d.inico.l ground.,, not to ,•ii.ii bi111 due 10 cooccrrJ thm he. would 
1hink he would be able to lc.:1ve with th~m. 

Mr I,.. wo.:; CIOI formafly dcroinc:d uotil December l 997 following .-. Co11r1 or Appeal ruling tha.1 1he 
detention in July l997 had been unfa.wfuL Th.rot1gh his c.,rcrs Mr Lsougbrjudicfal rcNicw o f the 
decision m ndrt1i1 him to hospital, ll "'ril of bnbea., corpus 10 SL"CUrc bis release und d:mlll,g~ for 
folsc imprisonmcnl :uul us.sm1h. This was rcful\00 :u lirst in.shmcc. Although Mr L success full) 
:1ppeafod co the Cowt of ApfX!al this d~c::ision W(IS ovc11u1·11cd in the Mouse of Lords who held th:t1 
he had nQI been dc1ained. 

The cfJSc wu.-. tefcm!tl 10 the Europ~au COlU'I of I lumau Righcs {ECtHR). The Coun considc.red 
1h111 Arlie le 5( I ) or the ECHR requires lhc c>:istcncc in do111cs1ic h1w of :ulcqu111c legal prolcclions 
and fair and proper procedures. Compulsory commltcals under the 19~3 Act provide proceduml 
rules on, nmongs1 other 1hings, wh(l may propose ndmi.ssion. for whm reason.:; ;rnd whm kirnd of 
mcdic.,I nncl nthcr Rsse~mcnts ::ire required. However, in oontrns1 1hcre are no fixed proccduml 
ruJe:. relating m Lhe admission (It' de1cot.ion of compliau1 incapable paLicms. 

Rc.litLllCC on the doctrine of necessity for admission or l.featmem of suc.h patients is arbin·ary due 
10 1hc I Ack of procedural ,;;1fc-guacds and therefore, 1he C1C1I IR opined. un.luwful. Such 'w'lic&,_tt1ards 
rire required to protect individtmls ngW.nst fi ll)' m.isj udg\"mcn1 or professional lopsc or 1hc rdcva111 
he-al1hcllre professional. TI.e cou.1'L held thAl Anide 5(1) of ECHR w:L~ breached iu M.r L':.. case 
mul outlined lhc follov.ing lypcs uf proccdurnl sa,fcguurtls 1h111 they believed 11rc required: 

( I ) procedures for fixing the pu1p(l$C: or hash of im t1clnussiou (eg for asscs!imco1 aod for 
tremmcnt) rmd who can propose admission; 

(2) procedures forc:.-1.aMishing, time. IWJ.lmcnl orci1rc limils alluchc.d to an mlmission; 

(3) procedures for con1inuing clirlicaJ !L-Sscssmcol 10 ensure 1herc Is Still ,, di~rdcr wumm1iog 
dc1ontion; and 

(4) procedure:, for rcprcsi.:nlatives being able to mukc objections or upphc:uticms on bc:hnlf of 
tb~ p:1tic.11L. 
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The ECtHR also found chat ir had not been demonstrated that Mr L had available to him a 
pro<::t."durc to have 1h e lawfolncss of his dc1cn1ioC1 reviewed by a coun. J udicial rc•,icw w,·Ls 1hc 
onJy 111<:thod of challenge that was of any conscqt1encc m1d that was insufficient for the purpose of 
reviewing the lawfulness to detain ttt the tiine of rvlt L's domestic proceedings. 

At that cime. before che Human Rights Act came into force.judicial review was not wide enough 
10 adequately cxamjne 1he merits of the cliokal views as 10 the pcniistcncc of menial illness S'L1ch 
as to justify de tent.ion. Therefore the court held that article 5(4) of the ECHR was also breached. 

(Exlmcled from The Adults wilh lncupacity (Scotland) Act 2000 Draft Guidance for Loe.id 
Authorities on when to invoke the Act). 
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DEVELOPMENTS IN MENTAL HEALTH LAW -
TREA'[M£N'I' IN TH£ COMMUNITY IN SCOTLAND 

Annes.4 

COMPULSORY TREATMENT ORD£RS ONUER THE MENTAL HEAt:fH 
(CARE AJ\'D TREATMENT) (SCOTLAND) ACT 2003 

Corn1>ulmr,>' Tre.a1111etu lfttt)' be given either in hospiml or in a C(utunuuiLy l>tniug (hllSed (Ill the 
least reslriclh·c allcrn,llh·c) when the criteria for lhi-. me met (sec paragraphs 4.43 tmd4,44), 

After lhe 28 day period of asscssmcn1 allowed under il Shor1 Term Dc1cmioo Order, un application 
Is m~de to ii Tribun:11 for ~ppro\•al of n Compulwry TrcMmcm Order This mt1s1 aocord \\ilb the 
J>riucipltll. underlying 1Jw J\cr culd lllkc into occountAdvunce Sta1cn1enIS the per.::on 1nay have amide 
whh rcganl to ~lmcnt. the role or the named person 1mJ the pro"ision,; mudc for ad\<·ocm:y 
support. 

'lllc process of applicm:ion ls co-ordinated by and is the responsibility of' a spednlJy trnJned 
"'"',ten ml I lcalth Officer" (Ml 10}, The p~ll-!; is t1Hllli-dhciplinl1f)' rule.I requltc!t u1.dcplh 
con.sul1a1fon whh ull par1ics, indudiog lhc palicnl 111 :ill -;tu.gcs. The upp1ication has two mcllicul 
rcpo11s. the MHO·s ropon and the Proposed Care Plan. The possible me~Lsure.s th.at may be 
11u1horiscd focludc 1he p.11icn1: 

• 

• 
• 
• 
• 
• 

to be deL.'"lined in hospi.m.l; 
10 n::-.;ci\'e mcdicul trc11tmcn1 in or out or ho~'J)ila]; 
receive community ca,-c SC-1'\'ices or other s~rvices: 
10 reside in 11 8peeificd pli:ccc; 
to :ifford ~ccess to MHO, RMO, and others; und 
to ge1 pcrrni:.siml froo, 1he M l 10 h) change 1'esidence . 

Som~ essential elements of the Care Plan may be identified as "rcoordcd mancrs,.. and there is a 
responsibility on 1hc: R.MO 10 rt.J)Ql'I if 1hc$C esscn1ial clement"I arc no1 provid:ed, There i~ u duty 
11pon Hcahh Authorities 1Luu these should be pro\'idcd as required by the principle or reciprocity. 

The delini1ion of -Mcdkrtl Trcatmcnf" is broml 11nd inchu.Jcs nursing c1,rc, ps)chologh,;ul 
intcr\'cnuon ~,nd reh<1bilitation {which includes education. tr.t.ining In work. habiL."ltion and s.ociul 
IUJcl inde,pcndeol li\'ing skflls). 

TI1e contenis of the C11tc Plan c<,ver four key areas: 

• 

• 
• 

th~ needs of the patien1: 
the notions proposed to mee1 1he,.;c; 
1hc objectives of 1hcsc :i.ctlon:-~ rmcl 
1.he pru'Lics who tulde.1·toke responsibly 10 cart)' OU! all the aclio.us • 

Unmc1 need is ::dso recorded. Emphasis is on 1hc least rcstrictlvc altemative :11 ::di stages, The 
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Code of Practice emphasises che need for all involved in the delivery of c.arc and treatment to work 
ii:i cl0$c muhi-discipli.nary colfaboraLion. 

If a person does not comply wich specific conditions - for example does not attend for mOOical 
lre...iHncnl - then the Order allows the paticnl lo be conveyed 10 an ;1pprov<.."d place for the purpose 
of receiving treatment. The person may be detained for up to six hours for treatment to be given, 

lf a person is not complying with measures in lhe community-based c ro. there arc powers given 
to remove him 10 hospital for up co 72 hours in cermio conditions and chis period of de[cntion may 
be extended if the C11rc Plan needs to be rcviscc.l. The use of force in gi\'ing treatment under any 
circumstances is not permitted.other than for a pariem in hospital. 

The powers given w·c individll:d to the patient's needs and proportionate to the level of compulsion 
required {ie. least reslrictive}. 

These measures were only put imo operation in October 2005 and the Scottish Mental We1fal'e 
Commission, which monitors the operation and implemcn1ation of 1hc Aca, is visiting every person 
who is subject to a Community cro to chock whether elements of the Care Piao arc indeed being 
provided. Meanwhile, the King's Fund has recently comple1cd an independent survey of 
community-based Compulsory Trcalmcnl Orders (Lawlon-Sntlth , 2006) (sec par:.1gn1ph 5.33), 
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FOREWORD 

Thb further n!f'l(lfl from the Baml'or<l Re.view covers U1c important area <.ll' promoling the s«Jcial 
inclusion or reople with n ml!ntal heal1h problem or a IL~rning disability. 11 compJcrucnt~. in 
particular. Lhc Rcvicw'.s Human Rights and Equulily uf0]1pollun.ily n:pOlt, whii:b wa~ JJublished in 
October 2006. lOgclhcr they set out the ethical values for the entire Rc,•iew and its ccntraJ vision 
of valuing peo))Je with ::i mental heahh problem or a learning dis.ihilhy and emtbBog 1hem to enjoy 
their rights 10 Cull citizenship. 

TI1c reptJrt al.so ful fils the dual pu111osc of providing the Dcpar11ncn1 of Hcahh. Sod aJ Scr.•iu:s and 
Public Safcty's latest contribution to the. OOice or the First Minister and Deputy First Minister on 
1he Proino~ing .Social lnclu$ion initiMive. which is patt of 1hc New ~forgcting Social Need su·a1cgy. 

Pccpamlion of thl.' rcpoct has involved discussions with and contributiom: fcom several mher 
N'urthc,;rn lrclamJ [);.:parlmcru.s. u,;crs or SCf\'fo1.:s. t.hcir t.:nrcr~ mu.I famiJiei,, h mti:kc.s a number ur 
practic.al recommendations on how people with a mental heahh problem or a learning. disabiUty c.an 
lead more inclusive and nltia.nin_gfol lives. 

We commend the rcpon 10 you. 

Roy .I. McCtelluod (Professor) 
Chai,·m:1.11. 
Btun(urtl Rc\'kw 

I .cslic F1\:w 
IJiroctor. 
Menial llenhh and 
UiS,lbilily Services. 
DliSSl'S 
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1. fNTROOUCTlON 

Purpose 

1.1 The puqx,.sc- or this 1t:p1.>rl is tu identify lhc n:a:i<Jns why pi;oplc wilb mcnml hca1Lh prob lc:ms 
or a learning disabilily are oltcn excluded from Lhe kmd or everyday life 1hat others take for 
gr(11Hcd and to mitke rccoinmcnd1uions that will im1>1'0\tC- ,heir inclusion in society. 

Background 

1.2 This review forms part of Northern Ireland's Promoting Social Lnclusion policy. which 
encourages Govemmcni Depanmeois to form in1er-dep;1rlrncni,al groups 10 wcklc kc>• areas 
ur social exclusion. As the Departmc.·m of Hc.:l.llh. Sociil.l Srrvjccs ::ind l>ublic Sufcty 
{DI JSSPS) had commissioned an i11depc.11dcn1 Review nf Mental l le:1lth :111J Learning 
l)iNabilily polil:)' ~mtl lcgisla1ion. ii was agrc:.:(I that Lhis Review wos Lin.:. most nppru1, Liatc 
,·chicle to consider lhe social inclusion of people with a learning disability or me.ntal h~aJlh 
problems. 

13 Promoting Social lndu~ion ill\'Olvcs 1.he ~talutory. privutc and vohunary SCClO~ 1n particufo.1•. 
t.l1c <.:unuibulfon of thl.! ,,uluntary scclOr in 11..:nu:, t.l1c promo Lion of sodtt.l inclu~ion uf pi;oplc 
with mental health needs and learnin8 dis.abili ty has been welcomed in tenns of sti!\ma. 
housing. ~mploymem t11ld heahh. 

Promoting Soclol Lnclusio11 (PSI) Polle)• 

1.-t The Nonhem l reland Ex.ecut..ivc agreed that Promoting Social Inclusion involves 
Ocpt1n01enis worki1)g 1og,eth~r and with social pnnne1'S: 

• 
• 

To idemify nJlcl tackle factors which can contrihme 10 SflciaJ exclu.~on . 
To uut.lcrtakc pusilivc iniliutivcs tu impro\'t.: am.I cnlmn<.:e the lifo anti ~n.:umslarn.:c.s 
or the most deprived and marginalised people in our community. 

The Bamford Review of Mental Health and Leaming Oisabilill' 

15 The DHSSPS i.;onuuissiom:d 1:1 R1.:vicw or Mccnal Health and Leaming l)h.abiUty puli<.:y am.l 
legisl:1lion in Oclober 2002. The main reasons for commencing lhe Review were: 

• 

• 

• 

• 

.. I.he focus of existing legislalion was on treatment and ..:m-c in hospitals rather than in 
the cnm111unit)', 
Inc-reused cxpccUtLiom; for mm:m.l~ll legi.shuion following 1\!vicws or mental hculth 
legislation in neighbourin,gjurisdicLions. 
The 1\X).uireinen1 to ensure 1htu legislation is upJa1ed 10 rcnec1 hun.lan ,·ighlS. IX}lLa1ily 
.md European legishuion. 
Majm changes i n the modern mclhocl'i ol' puwiding treatment and care . 

L.6. A Steering Committee. initially cha.ired by the late Professor Oa,tid Baml'Ord. was es.tablished 



BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 1420 of 3342

MAHI - STM - 083 - 1420

to oversee the Review. l lle Committee has ropresenlation rrom a wide range of prot'e.1;,.~ional 
i1He1tsL'>. the voluntar>' scclor. i.ndi viduals .. carers and includes mel'nbctS from neig.hbo1.11fog 
jurisdictions. 

l.7. The vi8iOn of th ._: Review b: 

• 

• 

• 

Valuing those with 1ean1ing <lisabiJily and me,ual hea,lth rroblerns, their righlS 10 full 
citi7..enship, equality of opponunily tlnd self-dctcnuint1tion. 
Addressing the chaJlengcs facing people with mental health problems or a learning 
disabilily. 
A process of review. reform. renewal and modernisation of services that will make a 
real and inea.n.ing.ful difle rcnce H) the lives of people with memal heahh problems or 
a tcnra.ing disability and to their <'>ilrers and famiJics. 

l.8. The key values uf th..: Revfow tu~; 

• Respect for people as individuals-1hr1)ugh openness and honesty in lhc provision of 
infonnation, resp('Cl an(I ..:ouncsy in individual iatL·-r~\ctions with ind ividruals. 
pannership and empowcnnent in service 1,lairning and delive1y- with (iovemmem. 
provic.lers auJ lh..: wic.lcr socicly cm:h ai.:u:pling llu.:ir rcsr>t..:liv..: l\:.Sl>On:;ibilities. 

• Demonstrating justice and fairness - resources for service.s should be aJlocated and 
manage<I acco1\ ling lO criteria which are 1rans.paren1, and which demonstrate equi1y. 

1.9. The principle.;; of the Review are: 

• 

• 

• 
• 

• 
• 
• 

• 

• 

• 

• 
• 
• 

Partnership with ucSers and carers in the development. evaluation and monitoring of 
services. 
Partnership with users in the iudividmd assessment pro(.:css, and in the devcLopmcm 
or their programme or treatment and care and suppon. 
Delivery of high qualily. cffecliv~ tn:auncnt .:arc um.I support . 
Equity of act-.ess and provision of services. i ncluding the needs of people from 
minoril y cuhurcs. rc.oplc with disabili1ics, people. subject to the c rimi.nal justice 
syslem. 
Provision of services lhm are readily accessible . 
Delivery (.If i.:onlinuity of t.:are und supporl for as long as b nccdt.:<l • 
Provision of a comprehensive and co~ordinated range of sen•ices and accommodation 
basc<I on individual needs. 
Taking ac<'.Ounl of the needs and views of carers. where appropriate. in n:lation to 
as.~f--sment. 1remment. care and suppon. 
Provision of <.:Omprch._:nsh•t.: anJ cquiwbk. aJvoc.a..:y sup)X)n. when: 1x;4.uired or 
requesled. 
ProinoLion of independence. self-esteem. social interaction MCI social i nclusion 
through choice of services and opportt1nilics for cmploym~m nn(I social activiti es. 
Promotion of safety for individuals. carers. pmviders and member.; of the public . 
Provision to .s1aff of lht m.x:esi,ary education. training and supp-.>rl . 
Services subje(.'l to quality control. infom1cd by the evidence . 

2 
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1.10. L)uring, the I 'S) review it was noted that there is a lack of local research in Nonh~m Ireland 
i,1 promoting social inclusion for pco))le with menwl heahh problems or a learning disability. 

3 
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2. VISION, l•RJNCfPLES. POLICI ES ANO LEGISLATION 

2.1. The.- l'romoLi.ng Social lucJusion G roup (see Annex I) decided lhut il was impunant to set a 
" i.~ion and priociples fol' social inclusion lha1 we.re ea.-.:y ror everyC'lne to under:;tand. The 
"i.s.ion tmd prindplcs would 011t:rutc wilhin th~ wilier ,uuiorml ,truJ inh.:nullion~tl lcgul and 
policy context. 

VI.Sion - 'Jusl Like You' 

2.2. Pco)}lc wilh a lcurning Jii,ability or m..:ntaJ hc.allh problems cun oficn be t.leni~ m.:l:~i, to 
ser\'ices thal everyone takes: lor granted. The ·Just Like You· vision is that people w·ith a 
li::~uning, disability or mental heahh problems lll'e lhe same as you. with the same ne.eJs for 
everyday life includi.ng education, .:.mploymcm, hou:i.ing. hl'.nlth, trnnspun :and a SO(..ia l bl'I!, 

Principles - 'Just Like You' 

2.3. The ·Just Like You' principles identify the key areas of life lhm people wilh a learnlng 
tlisabilily or m,:mal heahh problems require the .same access nnd opportunities as C\1Cryonc. 
else. 

Employment 
2.4. We need cmployrnenl to mccl our ro1eminl (11)(( 1mwidc cconon1ic opJl{lnuni 1ies in life -

·Jusl Ukc You·. 

Education 
2.5. We need education m mOLivate us to achieve our potential. build our confidence. enrich our 

1.ives. and J)r<wide lhe foundation ro1· an inclusive socfoty- ·Jus1 Ukt.: You·. 

Mousing 
2.6. We need the opJJOrtunily to m .. -cc.ss J t.:ocnt. uffordablc hoosiug in .s;.1f i.;, and sust.ainablc 

c.ommunilics llml contribute to our improved he:tllh and social well•bcing - · Just Like You·. 

Health 
2.7. We need to be provided with opponunilies 10 promote Olli' health and mental well-being and 

huvc cu.-;y w .. i.:c.;.ss to quality health und :;ociul scr•ices. when requin:J - ·Just Liki; You', 

1hmsport 
2.8. We need to h:Lvl! adequate tnm.sport to accc.s.s employment. cducuuon, health and provide 

opp<inuniLies 10 meet romi lies and friend~ - •Just Like You'. 

Social Life 
2.9. We need m be ::ible to folly r anicipme in social activities with friends, family ,,nd the local 

communily ·Just Like You·, 

5 
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Mental Health Declaration for llurope 

2.10. The Minislcr s of Health o( Member States in the European Region of the World HcaJLh 
Or.ganisat.ion agreed n Memal I leaJlh Declaration for Europe in January 2()05. The staLe111en1 
acknowh;Jg.cd Lhat ntcntnl h~lh HnJ tucnut..1 well-being an: fmnlamcntu.l to lhc quulhy •>( life 
and productivity of individuals. (amities. communiLies m1d nations. 

2.1 1. A key priority in Lhc MentaJ HeaJLh Dcd :mtt.ion is to ·coueclivcly tack.le stigma. 
di.,;criminmion a,td iJ1equaU1y. a11d c.mpower and surpo11 people with mental health problems 
mill their familic.-i to IJc ai.;li\·cly t:n.tmgcll in thi:, pn.KX~ ·, 

11-.e M_adtid Declaration 

2.12. lo Man:h 2()1)2_ a European Coogrcs::; of People wil.h Di.s.ahiliLie.,;, wn.~ held in rvladrid u.ndcr 
lh~ S1>anil!.l1 P1\--.s.i llc11c}, 1\n ou1con1eof lhc Congn:.s:, wu~ lh~ Sc.>-<.-.alk'(J 'Mallrill Dei.:lurulion', 

2.J 3. The vision or lhe tvtndrid neclannh.)n: "Our vision can best be described as a contro~t bet'-vecn 
I.his new vision tmd the old vision it seeks to replace: 

(a) Awuy from tli:,ablcd jXoJpli; us objcc~ of duuilyM,ond lowartl.'i peoplt.: wilh <l~tbiDili1.:s 
as r ight holders. 

{b) Away from people with dis:1bililics t1s patients ... and lowartls people with d1st1bilitics 
M indepcndcnl ciLiZCO$., 

{c) Away from prolessionals La.king decisions on behalf or people with dis:.,bHiti-es ..• and 
towards inde))enden1 decision maki•l.£. ond taking 1-esponsibiUdes by peopJe wi1h 
disabilHic.s on issues which concern them. 

(d) Away [n,rn d fo._;u~ on iaJi"iduul impairmclJl~ ..• und towarJ~ n:moviug barriers, 
revising social aom1s. polkie-$ and promoting a support..iv~ and accessible 
environmenl. 

{c.) Away Crom lahelling pcor,lc as dependenL-. or unemployable ... and to\\>ard., act 

.;mplmsis oJn ability mu.I lh1; pro"i.sion of ai.:Livc !iuppon n1cu.sun:!i. 

(0 /\way from dcsigniJ1.,g econcunic and S<.lcial pl'ocesses for 1he few •.. and to,vards 
designing a llcx.iblc world for the many. 

(g) Away from um1i:.u:swy :,,cgn:gulkin in cduollion. cm)Jloynwnl and oth.;r spl1cres ..,, 
life ... and towards integr ation or people with dis3bilities into the mainstream. 

4h) Away from disability p<.llky as an issue thal a.fl'ct;.:ts specialised ministries ... aad 
1owurd.ll inclusion or disahil iLy policy as an ovcl'all (iovemment re~ponsibili1y··-

6 
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lmpro,ing Ille Life Chances or Oisabled Poople 

2.1-t The l'lcparlmenl ,,(Work nnd l'cnsions Smncgy UniL's rcpon , 'Improving Lhe Life Chtrnc.::s 
Clf Qi!,ahlcd People'. ,~is published iJ1 Janu.iry 2005 ti.ll agrei.>d (;avemmenl po l ie). The 1-epol'l 
set uul an umbitious vbion fur improving lhc lifo (;hanc;c:, l>f Uisabh.:d people over Lhc ncxl 
1we1uy years. 

2. 15. The repon (ocu:,es un four key nspe.cts or dis:1blcd ~oplc's li(c chanc~.s: independent U-.,ing; 
early yearn :and fomi1y supporL: 1ran.,;ilion 10 udulthoQCI: ond employment. Thi! pracLicnl 
mi.:osurc8 aru <lc!!iigncd to: 

• Increase disableJ people's :1bi lity LO live inderendcnlly - lO enjoy increased choice 
aod control oYer how I.heir n1.x•.ds :trc met lhwugh ind.ividuaJiscd budgets - and to have 
the opponuni1y of a full home. wor.k tind cotnmunily Jife. 

• Enabk young tli:,.abk:tl t.:hildn:u 11nd lhcir f~u:nilic). to c.:njoy 'ordiuary' 1iv1.:.s. lhrough 
access to <:hildc.are. early educaLion and early family support to enable Lhem to care 
for 1heir child c.:rrccth•ely and rcm~i,l socially nud cconomicaJly included. 

• Support disabled young ~op1c and Lhc:ir l'nmiHes through Lhe tnmsition to nduhllood. 
Transit.ion will be l)cuer planned around the needs of 1hc individual.~ and scL'vicc. 
ddivc.ry will b..: smoolh1.:r (u;r~~ the trnnsilion. 

• Increase the number of disabled people in employment while providing suppon and 
secuii1y for 1ho.sc unable to work. employers wiJI be abl.e 1◊ access 1he nght nclvice 
,md informmion. 

Tite UN Cunvenlion on the Rights or Persons with Disabilities 

2. J 6. The UN adopted a new draft trea1y in Augus~ 2{)()6 g.ivmg gica1cr 1igh1.s 10 disatiled people 
around the world. The United Nations Convention on LOC flights of Persons wi1h OL~biliLies 
requires: 

• 
• 
• 
• 
• 

• 
• 
• 
• 
• 
• 

• 
• 
• 

Panicipming countries lo change laws and ban discriminamry cusloms and pm<.·t ioes . 
Disobled people to have an e<pud riglu lO life • 
Equal righLs (or <li.satilcd women nnd gilts . 
PrmocLit)n ror <:hild1'-!n will1 dis:1hilitics . 
A righl tu own and inhc.:lil property. ll> couu-ol linancial uffair~ (md hl:l\'C cquaJ ftli<.:C.: s..\: 

to financial services. 
l)isoMed people nOl 10 be depri\•cd of their liberty ' 1mlawfully or ~rbilnui ly' • 
Medical or sdcntific c,:perimcnts withoul con~nl to be banned . 
An end to enforced in..,LituLion:1lit,.a1ion . 
Frcc.:tlon1 from c..xploitation. ,,iok 11u:: anc.l ul>~ . 
A righL to privacy and access to medical rocords . 
Ct)unuies 10 ren1ove barriers 10 accessing 1he en•,ironmen,. 1ran~p<,1'1, public focil i1ics 
aod communh:nlion. 
A riglu m indcpendc111 living . 
Ess1.:nlial cqui1m1em to be mm.le alfonlttblc • 
A right to an adequate standard of li\•iog_ and social protection . 

7 
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• 
• 
• 
• 
• 
• 

An end to discrimination relating to m:11Ti~c. family and personal relationships . 
ljqual accc:ss to education . 
An end to discrimination in the job market 
A riglu m cqll.i11 participati\)rl in ruhlic life . 
A right lO partidpalc in ..:uhuml lifo . 
l)cvc.loping countries to be assisted to put the conventfon mto practice . 

UN Com•ention on the Rights of the Child 

2.17. TI1c liunmn tights or childn.:n and the stuudmtls. lO wl,ii.:h au govcnuuents must i.mpi.re iu 
realizing these rights for all children. are detailed in one imcrn,uional human right'!> treaty: 
the UN Conveinion on the RighLS or 1he Child. 

2.18. The Convention ha.<.; been r.ui fied by almost every counll)' in the wmld and by rntifying the 
Conv..:ntiun gow.;rmm:nl.S have 1;01umiucJ lhcm;,.d\'C.S lO protecting anJ c.n.sming 1.:hflJ rcn's 
ri.ghts. 

2. L9. Tbc Cunv.:.·ntion on I.he l~ights of lh.;•, Child is a universally tl.gn::cd sel of aon-negoliablc 
standards and obligations. It S[>ells out lhe basic human righL~ that chiJdl'en everywhere -
wilhoul dbc1imi11aLion - huvt:: lln;. right lo sUr\'ivaJ; lO tJcv1.:lop lo lhi.:. fulJi.:.:i.l; lo prolCt.:liOn 
from hannrul influences. abuse and exploitation: and to participate fu lly in family. <.'.ulmml 
;1nd social life. [\'Cry righ1 spelled ou1 in 1he Co11ven1ion is inht~ren1 10 the. human dignity 
and hannoniou.s clevclopmcnl of (•very child. The Com•t>nlion prolccls chiJdren·s right,;: by 
setting swndard!-i i n hcallh care. education aml legal. civil and social .;;ervicc.~. The....c 
stnndanh ::m: t,1,;m;;luuarks aguimil which prog1'CM can be assi.:ss:.:d. Stalcl\ thul ace party tu 
the Convention are obliged to develop and undcrt·ake all .act.ions and policies in the Ii~ ht of 
the best linerests of the child. 

2.20. The Convention on 1.hc Rights of the Child is the li1-st legally hinding internati<inal insmm1em 
Lo incorporate 1he fulJ mn~c uf hmnan rights - ..:ivil uud IJULitic.:ul riglus a:. well ~ ocuuomic. 
social and cultural rights. On 20 ~ ovember 1989. lhe ~ovcmmenL;; represented a1 the 
Geni.:ral Assembly agreed 10 ndop1 1he Com·1,;1Hion Jmo in!Cl'llational 1.aw. 

Tiic Oisnblllly Oi5ctimlnollon (Nortlicm lrelnnd) Order 2006 

2.21. ·1·he Dis.ability Discrimin:.uion (NI) Order 2006 strengthens and extends the co\1eragc o r the 
l)isability f>i'>Crimination /\et 1995. iocteas:ing 1hi;:. ~ope of leg.islaiion lO include 1\H.'lre 1')(:il)J)IC 
with disabilities. For example, people with mental hcahh prublcms v.iU no longer have to 
prove their condition is "clinic.illy well•n!c.ogni.~d". 11m new laws will aJ. .. o pnwide exll'a 
11mll.-c.;liun for Jis11bktl 1JeoJ>li.: in olhi;r areas :i.m:h as private l:lubs trnd iu dil:,(.;rimimttor)' job 
advcnjscmems. UnOOr the new laws disabled people living in ren1ed premises will now t1nd 
il easier lO have 1hcil' homes ndap1ed w meet 1heir 1\ecds. Trans:pon ,v-i.11 become more 
acce..ssiblc to disnblcd people :1s tre tcgislalion will require au trJ.ins w be runy ac.:<Xs:i,ibll'. by 
202(1. The. legislation alSC'I inu'Oduces an imponam provision tluu wiU ennble lifting of the 
l.rultslX>l'l l!;\Cmption (rum Ptirt □1 of lhc r>b,abilhy Discriminalio11 Ac.:t 1995 fur lamJ-L,,ascJ 
public lrJnspo11. vehicle hire, breakdown services and leisure and tourism trnnsport vehicles. 

8 
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The Order also ex Lends curren1 legis1aLion to bring the runctions or public authoricies wilhin 
1he ~cope of disal,il ity legislation for the. fi rs1 ~iine and imposes a new d01y on them 10 
promote positive a1tiludes towards disabled people am.I enc:oumgc lbl'ir participation in public 
life. The extension nf Lhe Acl in Lhi~ way will impn.1.c fun.her duUe..-. on the puhlic ~ Cltl r nm 
Lo tliscriminatc aguinM t.lisublcJ r,coplc a1.:1wi; lhl! whole. range- ur it~ public u1.:Livi1ics. 

Northern l.rtland Act 1998 - Seel.ion 75 

2.22. The Norlhcm l l'eland Act 1998 places on ,,ublic bodies a dut)' m pu11note equall~)' of 
opponunily uud lhi.s includt:..,; J)c1Jplt: wilh ml\ntt-d heaJth probkms und lcumiug. t.lisabilitie~. 
The relev:.ml text is: 

.. 75. ~ (I) A publk nutho1ity shaU in canying out its t'unctjons relating. to NonhL'rn Ireland 
have due regard u, the need lO promote equali ty or orror1uni1y-

(a) 1:ktween persons of different religious beJiel'. political opinion. raci:11 group. ag.e. marital 
Status or scxu.al orientation. 

(b) Betwren mcm and women generally. 

fo) Between persons with a disability and persons without. 

(d) IJel\\rcen pl'rsons with dcp:.ndanlS and persons without 

(2) Wilhoul prcjudici; to i~ oblig.alions undi;r ~ubsci;tion ( I). u public authorily 8ball in 
carrying, ouL its functions rol:uing to Northern Ireland have rcg:ird to Lhc desirabili ty of 
promoting good rel.ilions b1;:1wcen 1x:rsoJ1s or <lifferen1 relii,-ious belief, 1X>litical opinion or 
mcial group." 

9 
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3. STIGMA 

Background 

:3. t. Mental hea1lh problems affect people of all ngcs. in aU kinds of jobs ;.md at n1J edoc:uional 
levels. Often. the only way to know whl'ther someone has n1''Jlla1 health problems is if they 
tell yon. The majority of people are u11awa.1<e or how many people with menial hcaJth 
problem~ Olt:y kuuw and 1,H1c:omu~r t.!\C.:l'Y day (it i;;; c~tjrnau:d 111 Great Or"itain 1hnt I in 6 
fh:!()pk hnve :l mc:nuil hctihh pml,lcrn m any ('Inc 1i.m<~). 

3.2. .Stigma i, a realil)' for people with a mental illness or a learning disahility and iL i~ reponed 
1ha1 how mheffl judge them is one of their greatest b:mie.r~ 10 n complete a11d satisfying life. 
Socic,y feels unconll'ormble ahou1 mental hcdhh probfo1n~ Md it is no1 8ei.:n Ii.kc other IH;ahh 
p1'0blcins soch 11.S hi.::,an <lise(I~ and car,ccr n oe to inoccu1'3<,'lcs Md ,nisuodcri.;u:u,dings. 
sometimes people havi; been led lo believe lhnl an individual with il mealal illness bas a 
weak character or i.s inevitably dangerous. 

3.3. We nU ha\fC 0 11 idt.:il of what :,,nneune wilh a rncnml huahh ptobkm or a lcatning di,"abili1y 
is like. but society un<.I the mc<.liu havi.: t.listunOO mo.sl of ~)ur views anJ inwrprcuuiuns. 
Newspaper~ often poi1ray p1.:ople wilh mcntnl heallh problems as ··p.sychos". ··aultcrs" or 
loony and news coverage focuses on the violence and mental illness. This type of langiuagc 
di~torLi. pcopte·.s views and reinforces stigma. 

3.4. A Survey of the Sligma. Tdboos tmd Discrimination c~ix;ricnced by Pcopk wilh ,\.tental 
H.:alth Probk.ms. ·Nol Just Slkks & Stonc.s'(Jim Read and Sue l!a.kcr November 1996) 
found that: 

• 

• 
• 

• 

• 
• 
• 

• 
• 

A large majority (69t;i) of people had been put off applying for johs fot rear of u:nrair 
treatment. 
Hall' (50';i-} of !).!Opie Celt unfairly trtmted by general h~alth care ~ rvi.t\·s . 
Almost half (47%) ol the paoplc hnd been abused or har.l.."sed in public. and some 
( 14%) had been physk'111)' ilW!Cked. 
Almo."1 h.alf(45'l ) or people lhough1 Lhm dl.~rimlna1lo11 had locn~1sed in Lhe k 1.~1 5 
ycan. compa,~d with 18% who Lhough1 it had dec.:Na!>ed. 
A Lhird of people (34%) said they had been dismissed or forced to resign from jobs . 
A Lhird (33%} complajned lhat thc.ir Gr had treatc.d lhl'm unfairly . 
A qmu·tcr {25q) or people felt ai ri!-.k or auack in~de their own home.~ and a quaner 
{269) or peo1)le wefc ro1-ced to ml)ve home beciluse of hamss,nem. 
At1ua1tl:I' (2.5%) of r,eor,tc. h11d bcc,l 1urned down by insurunce (1r finance compa·,ljes, 
Almost 3 <1utm.:.r (24%) of parents said 1hcir chiltlrcn had lx.-cn teased or buUk,i,1. or 
that 1hey were afraid iL would happen. 

J.S. TI1e rvlenta.l Mt:,1hh roundmion'i, ~urvey or peop1~·s cxperit:1lcel!t uf .stig.,na :mJ di."1.,iminrnior1 
t1.s ,, ~ ult of merm11 tJistn:.ss, 'Pull Youn..elf Togc1hct!' (2000) fou11<l lha1· 

• 70% had experienced discrimination in response to their own mental distress or in 
n:'$ponse 10 lhat or a relative 0 1· friend. 

JI 
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• 

• 

• 

• 

• 

• 

The rear of stigma and disc1imina tion had prevented individuals from telling others 
about lheir own mental di.')ll'e.~,;; • 66'l said Ll1a1 they could nm tel1 some people_ 
The main SOU(Ct!S of dlscrimin;lli()ll In 1't:!.~J'<l11SC l(l pe:Clrle's own rncnia] diSUU.._'l"i WCl'e 
from wilhin 1hc frunily (56%). and from frk:nJs (52%). M,111y l)!Oplc rcferreJ lO rnmne 
caJJlng. labcUlng tmd unhelpful instructions such a.s ' l'uU Yoursctr·rogethcr·. 
Some people. reported lha1 they had not 1o ld their family (42%) or friends (42%) about 
the?it experience of mcma.l di.~t.re.SS- People ,vere afraid lhaL family memhcrs would 
Mll underMaod 01 would he judgmcnial 11.)Wittch tht:m. 
The workplace n1')r:X!ll1\!d 10 be the second mos1 Hkel }' r1acc 10 receive di:-crimin,-.iion 
(30%). A luck of undc[S'lt\nding was most frc<1ucntly cili;d ru a rca;;on for this. Some 
respondent,: gave very scriou!- examples of discrimination. including a numOOr of 
people who ;;:iid 1.ha.t Liley had been dismi.s.sed or forced imo redundancy. llue to their 
i:xperlcncc of ine.111a1 <1i, 1re&'l. real' of disc1•imir1a1ion alw pre...-en1ed r~oplc fron1 
di...cJo,:ing. tlclu.H,: l'\f 1hcir ine,nal h(!.l)hb history nn npplicinion forms (e.g .. for 
.,;mploymt·m and insurance). 
A sig.nincant number of respondents reported discrimlnatfon from their GPs (44%) 
and othl.'.f healthcare pmre,-:sionals (32'¼..> in re.~pon~ tr> their own memaJ dis-tre.~~-
A nuinher of f!\:ople ( 19~} rop<wtcd 1ha1 th1;y weru unable 10 tillk 10 1heir GP abou1 
their own nwnlH1 <.lb lrCS!). 

3.6. Rcpemed surveys or learning disability in Ireland and Britain have highlighted how littk 
com.ac1 ncighhoun; hHve with community residences or day ccmru.,; (McConkcy. 19X6). 
Peopl~ wilh learning disnbi lit)' {l l'C Mill J'ICl'C~iv~d as belo11._ging 10 lhC let11·ning di~bility 
Sl.~r"ices ttnd not t1:s belonging to the community. f..,Jany community facililics for people with 
k aming disability arc scpan1tc from the communily in whk h Lhey are sited 

3.7. The "ordinary li fe' philo.-:ophy for people with n learning disahilil)' meaM people living in 
ordinary how;c~. wilh suppo11 from paid s.1a.ff. joining in neig.hhourhl')Od leisure pur:-uit~ ;md 
linding employment in loc{'IJ businc."-Sc:; (Sutcliffe. 1990). Antugonislic reactions from an 
poorly informed public Lhn:.ate.n I.he suci.:essful social inclusion of people with u lc:irning 
disabiliLy in the communicy. An inlormed community is an lmponanL ouLcomc in its own 
ri~ht, hUL mort: signilicantly it is aster mwards a11 invol ved comnrnnil)'. 

Qualitative Survey or Users and Carel."S 

3.8. In ~1 Qualirati\•e Sun·ey or users and carers in Nonhem Ireland it was discovered lhaL it W;J.S 
routine 10 no1 di....clo~ me.ma I Ilea.Ith 1>1·ohlem.~. ror ~xa111plc ror job:; appLic.aLions i.lJld d1'iver 
licences etc. 

\Vhere are we now? 

3.9. The Scou.ish Executive's National Prngn1mme ror Improving Mem::i.l I le..,llh and WelJ.flc.ing 
has been wmking naiionally and locally . . ~ince its launch in Ociubcr-200 l, 10 roisi: 1.hi: pn.>file 
or. :)nd to $Ull f)(l11 flltillcr :tc1ion in. inenuil heahh imrrovc.,nent {J'lmmoiion and pre"emion). 
to address lhc .stigma of mental HI-health and lo prcvcnl suid c.lo in Scotland. A NatiunaJ 
Advisory Group. chaired by the M inister for Heallh and Co01munj1y Care. was established 
i11 Ja11uary 2002 to :idvisc. and steer lhe \vork of the Programme. 

12 
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3.10. In England. Lhc NmionaJ lnstilutc for Mental Heahh in EngJand (NIM.HE) published a review 
ill May 2004. or wh+H works to address s1igma and discrimination on mel\t~,1 heahh grounds. 
The k"ey prindplcs in tn<:kling stigmn were: 
• Lnvolving people with fi.n.l-h:1.nd cxpcriell(."C of di.~crimination :111d carer,;: LhroughouL 
• Nntiuua.l prograuunC-\ then support lucul a.;tivily. 
• Targeting ~--pcciJic audiences. 
• l....oog-1cl'm j)lonning and funding. 
• .Monitoring and evaluation. 

3.1 1. ln June. 2004, t\"lMHE lauui;hc;ll ·From Hen: lu fa1u,1.li1y ·, a Ci\'c-ycur plan lo tac.;kJc ~ligma 
and discrimination. It is based on inLCrnational evidence ol whm works and brings: Logclher 
agencies from the vohuuary scclor and Government This programme will be ntitionally co~ 
ordinatcd, but v.iH be implemented !kl rugion:Ll and lo('al lcwl. Initial target audicm:c...,; w1U 
he young ix:oplc, lhc medfa. heallh :,nd $0<.'ial care .. public sector organi.~ Uon.~. and private 
unc.l vulunuuy .Sl'.ClOr organi.smfom; (lliCC www.nimh1.:.org.uk). 

Recommendations 

I. There is an <1ngoing need 10 mnnimr ne1:1Uv~ stc..remypcs within the communj1y and 10 
c.hangc the auiludc.s lhat rcinfon:c thcM: n..::gath·..:: Mcrcotyr>es. Communilics need Lo be 
educated 10 ensure lhe .suocessl'ul social inclusion or people with a mental heallh problem or 
,1 Jcarnio,g disabilil)' in their' commulli\y 

2. Th.ere is o rundamcmal need for :1 campaign 10 chaJle.ngc Lhc image.-. Lhai t!ommunicatc 
11cgtHh'c )-l!.:rcutypcs. The. campaign needs to directly involve people wilh fir~L·htmll 
c.xperienoe or discrimmation. target speciJic audieni;..-es and monitor :md evalu:11c its 
cni.::cdvcness. 

3. AU S;!fViL-e providl!I',;; mu.,;L he encouraged 111 provide iJlfnrmarjon in a fonn 1.h:u is un~r,;;mod 
by 111,.:oplc wilh mental hi;alth problems or o leuming t.lil)ability. 

-i. There is a need to est:lblish n group to address I.he sti£,rna associ.iued with mental hcallh 
problems ~md learning disu.bililiGs. 

13 
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4. EMPLOYMENT 

Background 

4.1. r...ong-tcm1 um:mploymcm is bolh a ki;y i.:hamclcrhtii; aaJ ,l pdm(U)' ci:onomic cuus,.: of soi.:ial 
exclusion ~Lnd. in consequence policies to reduce work exclusion are crucial to creating_ a 
n1ore inclusive society . 

..J..2. Only 36% or disahled people are in emplt)ymcn1 wilhin Nonhc.rn Ireland compared to 77~ 
of non-di.subltd (Norlhi:m ln;hmd Labour Fore,;~ Survey: Aulumn (Sc1rNov) 2004) . 

..J..3. l"'eorte \\1ith a leami.1\~ di.iabilily or mental he.a.ltJ, p1'0blems a,-e more likely to 00 uncmpl()yed 
lha.a other pcupl~. The Northern Ireland Health and Social \\!t'lH:ieing Survey 200 I indic::.ale..~ 
1.hat 1hc unemployed were ahnosL 1wicc a., likely 1.0 show signs of a poi..o;iblc mentaJ ho:eallh 
problem (30%) u .. ~ those in employrm.:ul ( 16'1 ). 

-'.4. Daw 11bou1 dis::1blcd people from 1he I .abour roroc Stll'vey show that 628.000 ,,dul 1s of 
wurking :ige in G!X'al Blimin regard menial disortlcras lhcir main dL')abilily. 0 11ly 2 L per cem 
(If these adult~ are in employment-I.he IO\\i\!.'-1 rmc for a.ny group with disahilities (Office. for 
NaLionaJ Suui.slks. Labour Fol'cc Survey, 2002). 

4.5. f\•le.ntal c1nd JJehavioural Disorders w-e the larges.1 diagnosi.:; group {36.59,) IOr cl~llmams 10 

incapacity beacnts in Nonbcm lrel..Lnd (Norlhcm Ireland Sum mary of Socia.J Sen.1rily 
Statistics 2004}. Stoti.~1ic.~ are collected for hotl1 mental health and Leaming di.sahility 
c:ombirn;d au~ it is nul pu..-..siblc to b1~akdown t.ht.:SC ligurcs. 

-t6. The Repor1-Safety R1·st: Na1ional Confidential Inquiry inlO Suicide and I lomicide by Pc:oplc 
with Mcnlal .Lllness (200 I) staled Lh.at in relation to suicide ol' people wilh ml!nla.l Hlness in 
Nonhern l l'ela.nd fiOt'"k were eilher un"mployed or long 1cm1 sick. 

4.7. In England and Wnles. the Social Exclusion Uni t's repon ·Mental Health :md .Soc.ial 
IJ.xclusion' • .lune 2004. highlighted paniculn.t issues conci::miog. employment 

• Due LO .~tigma :and disL'rimination fewc-r lha.n four in w 11 employer.-. would Ci)ns ider 
.:n1pluying S<..•m.:u11e wiLh ii hislory of mt:nlUJ t.:alth problem:,. ,um pared lo more than 
six in ten for c-.andidates with physic--..tl disabil ily. 

• Three-quarters or employer~ would n<11 con.~idcr employing someone with 
l!-C b.izoplm:.nia, even though schizophrenia can be l.'.001.rolJcd wilh medication nnd 
would nm require ph~•.,.icol adaptation., to 1.he work environment. 

• Om:.-tltird of people wit11 mcntu..l h.:allh probkn1.s !\:port ha\!itig 0Cl.'.n di.smisll(';J tJr 
forced to resign from their job. because of their previous psychiatric history and more 
1hun two-thirds hr1d lxcn rut off ap1>lyi.ng fol' jobs fM rear of unfai.r treJtmcnt 

• There is tml'cdoml cvilk~ace of some t.'.lllploymrnt contraclS including. with.in their 
deftni1ion nf g1ms misconduct. c:htusc..,; ~uch as ~if you become of unsound mind or 
,1 patient untk:.r lht: Mental Hcn.hh At.:l 1983'' whic.:h v,ould ui.,gger in:-.tmtl dismis:;al. 
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4.8. Pt!oplc with long•term mental health problems have lhe lowe..,;1 emplo)m ent rare of any C)f the 
ma ill g,1'0uJ)5: or disabled people - according 10 1he l.A.'lbour Force Survey defin;Lion onl y 24 
% are currently in work in England. By comparison. research from Lile US rouml lhal wilh 
c.ffcctive 1-eh.ahililllLion supporL u1l to SS'£ or adulL~ witl1 severe and enduring mental ho:ealt.h 
problcnu,; an: able to work using 1.hc.: IndiviJuul Pla~t:mc:nt awJ SuppOrl approu~h. 

-t9. Many J)COple wilh a learning dis.ability aspite 10 having a job and increasing nlllllbCII'$ of 
parcnls share dt.is aspirntion l'or the fr teenage son~ nnd d~1ughtc~. ·rrnditionally. the moj orily 
,1r school lcavern from Severe Le:un ing Di.'i::tbility schools have been placed in day cc.111.rns 
commis~iom:<l by hcallh and ~ocial 8trviu::s ttg.c.:ucics. 

GoQ/1 Practice Examples 
Southwest London and St. George's Melllal Health NHS Trust.: In ihis se,·~·kt 
Ot:c11patimwl Tlu:rapi:il,\ ucr m' clinital mcalio1111/ feails, w,>rking with spetiafot ~uvic.-p,\ ta 
i11rreme tu·cts,f 10 employmelll and ed11cation for clienrs. n1ere is a 1-ocari01wl supporr 
worJ:.erm1 ead, fettm. Priur U> imer,·twtion > 60% dit'111.~ Seriou➔dy Menially Ill group ,,·e~ 
not e,1gagfog in ,my work, education or strurtured 11c1i,,fry. 17us red,,red to 20<:t <ifter I 
year's experience 0,1 the programmt. 888 people hm·e specific \'OC<uio,ia/ input in 1he pe1iod 
fivm Nt>l'. OJ - Nqv. ()2. After I y,ar 469 were imr,frNI i,1 np1:n nnpfoymt>11/. 

Actfm1 Mental Heallh ~ New Horizons and Accept: n,ese .\'trl•ices proi•id~ 1·atlllional 

trohrh1g. pe13011al <kt•elopmem and employment progmmmes to people with mental ,'Jf heulth. 
AMH's clients htn>e a wide choice of programmes aimed m htlpir,g them lead inclusil't lives 
in t}utir comnumilie.~ und whertl'f!r /Xi.fsihle to fiml jc,/J,\'. Tire training they rec,·il'e is 
accredited a11d enables lhtm 10 acquire wxmional skills as ,,.:ell as regaining se(f-confirlenct 
and selfe.fteem. l:.'mph>.wuent prepart11iott prognmunes inc1"de tufrit:e u11 job search. 
,:omplet1011 of employ,,ftt:J ,,pplic:odon fo,.m~i. ;,uerview skil/3 <md work e.xperi.e,,u 
placeme,u,f, Mon rlum 1000 people are assis1ed each ytar. 

Action ~ferlUll llealt/1~· Caretn progra.mnU!; 771e programme. isftmtkd by Peace 2 mtmies, 
pmvidCJ' help for people wit/I a llisrory of memal il/11t,\',f wJw are j11 low paid job.\'. It i,\' 
esseutiolly o coree.r Qdl·ance.mem programme olmed odginoLly m tire Gre.mer Oeljrw a~rr 
and more recently in Nonll Amrim. 1/Je prosramme enables participants to acquin new 
skill.)· and crJmpele .,·ur.ci',·.~f,.1/ly for hl!tter pllid job.i. Mrm• 1/Jau .f.() people are u."si,·ted .eadr 
yem: 

nit progt'(m1111e opemteJ ;,, porme,.ship witlr emp/oye,.:; wlra }iQwJ. ginm their fit/I suppon. 
l!mploye,~f tm~ git-en ad,•icr 01' how 10 mak, atb'u.stmerrtsfor people with menwl ill healtlr and 
how t/Jrfr Jlf>l1•ntia/ might be rll'\11•/r1ped. Empfoytr,'i ure alsn atJ,,i.trd tm lww lfl rai.rr 
oware11es.s of rnemal ltealr/J issues amongst rhelr ,rorlifon:e. In rhiv way mindset.\' an! clumged 
and 1/ie s1igma a11ad1et! 10 mental illness is reduced. 

User perspective 
Ca1Jwn'1w wt,rk:r f"11'1-time J;,,. Du11ne.,· Sto,.es in Newry. Sire lw .. ,· worked for Drmm·.,· ,'iiucr 
1998. 
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l\.f a memWr ofMencap's Non/Jent /refmul Board lOmmilfee, (;{l1heri11e g11idt:·s lutd .~trpp,,ns 
tf~ W<>rk of Mc.nc(,lp i11 Northem lrt!land - "volum,.uy orgw1is,1t1on 1hut prrwides o mns,< of 
sentices, .mppons a membersMp nen,,ork of over 60 local groups and campaigns for eqr,al 
diance,\' for pPOple wiuJ u learning di.wibiJil):. Catherb,e i\' Viet ClwirfJf!TStm of thr 
Commilfee and ofllfe11cap in Northern lrtland, Cathe,iue also chahw.l the 2005 Mtncdp in 
Nonbern Ireland co11fere111.·e, 11 hid1 WllS atttmde1J b)i ovet· J jQ ptople. 

Cathtri11e is Chairperson of Mencap's S0111hern Oirnir1 Commir,ee. The OiJ1rfc1 Commiuet 
hring.,· u,gnlu:r ev;•ry,me with w1 inten•~,t in lr'tm1i11g di:wbiliry to ftml t1ut nbot1t lrJt(I/ trPr1ds 
and 10 campaign on issi,es i11 the area. 

C{ll/ren'11e plays <m ocrh-e ml.t> in tire curreut Re,,iew of Mt'mnl lle'1frh and l.e<1r11i11g 
Oi:wbWry • as a membe.r of thf! lea,•ni11g Di.w1hility \10rkfng Commirree and as a member of 
Et1ual Li,,e,·, a gmup ofpeoplP with a learning di.,·ahility, e.,·rah/i,fl~d to advi.re 11111/ infiuw 
the Redf!itt 

Talking a/mm 1hi' Re.view of Mt'nUd llu tlth '11ul 1.-t!amillg Disobilil}~ c,,theriue /l({s J<1id "fr 
is ;mponamfor me tosp,ak up and be a roicefor all pt.()p/e with a leamin$ disability. f J1op, 
that, t()gr-:1/u:1; we tan <:lwngt mher pecple.'.,· idn,s on what p;,aple with a leaming di:whility 
COIi ,W". 

Qualitath·c Survey of Users and Ca.rcrs 

4.10. A Qualitative Sutvey of uf.ers a11d carers in a number of volum.al'y organisalions in Nonhem 
ln:land (Anucx 2) illenlilicJ a number of i,;mploymcm issue)) for mental h~th usi.:l's, 

4.11. The Sllr\'CY identified 1h.::u thi;:re is liuJe s u1111011 for emrloyces with meotaJ hcahh problems 
and that employers urc nol equipped to identify or deal wilh peopk with mental hcaHh 
problems. 

4.12. There are fowcmploycrs Lhat have pol icies on promoting good memal heallh in workplace. 

~.13. Then:: is a tCar of dbcdmim,tlon by employers, which kads to people not informing their 
c.mplnycl's of mental heallh problems. 

4.14. The survey idcm..ilicd 1hat Lhe benefits sysmm is a major risk in moving to employment ll 
is difficult to ge1 benefit..:. in 1hc lirs1 r,lace. If a person in rc.ceir1 of bcnelitS gains cinployrni:;n.1 
and gives up lhclr bcncii ts. but then becomes unwdl ag.am, their benefits may ntll be renewed 
<ir thC)' may recel\•ea lower leveJ of hcnl!li.1 than before. Thc.;;c. ri:;ks can i11hibit pwple from 
8Cck.ing employment. Then: have been rci:cnt improvcmun~ iu Mx.:ial stcurily 1ules. bLll lhe 
rules r~main complex and a barrier to people moving from incapac-ity benefit into wort.. 

~.15. Employment opponunilies 1m:.· nonnally limi ted to low skill ,,·tnt. While people from all 
walks in life. reprc~ming 1.he full speclfilm of ahHiLie:, and .~kills. can suffer from mcntnl 
bct1hh problem& it t:un Ix. cx.tremcly Lliffo.:ult to l'Clum to 1heir pn.-vious jtJbl). 
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Where are we now? 

~.16. One ot' --1- key strmcgic areas for I.be Dtpanmcnt for Hmployml!ol and !..earning (DbL) is 
·Helping Pi.>ople into Work'. DEL h:L~ a particular focus on assisting people with disabilities 
to pn.:pan: for work. t<• oblai.n uuJ 1\:tuin employn1enL C>EL has u t.lcdicc:tLcJ Di.sublt:mcnt 
Advisory Service (DAS) to provide an employment .service spccificalJy for people with 
disabilities. The service i~ prov-iJed 1hl'Ough .Jobs !Uld Oenclits Offices and JohCe,ures~ and 
is supponed by an Oct:upational Psychology Scrvic..-.c. The senrice is pan•disabUily~ nnd 
ind ude.,; 11 good deal of ncli\•ily a.,; .o;uppon for d iem!\ with a learning disability and mi.!ntnl 
bi;allh problems. h is the role. of DAS tu: 

• Provide nn employment SCl"Vice for adull.s with disabilities who 1l<:ed special help. 
• Help disohlcd p<.·ople find and retain employment and lo support I.hem with a ~lOgc 

of progr.:unmc.~ llliJored w me~t Lheir need:-. 
• Help employers rc1ai11 disublcd pooplc iu wu1:k aml lli;vdop ..:1upl1Jynn.mt polides in 

line with the Employment Right of the L)isability Disclimin.ttion /\et 1995 (ODA). 

4.L7. The mrU.n at"tivitics mtludc: 

World11g with Employers 

• 

• 

• 

Visiting employers 10 promote the abilities or disabled people and 10 secure 
cmploymcm oppoRUJlities. 
Promoting lhc range of DAS he lp availnhle. including New Deal for Disabled People 
{NDDP). 1\ 1.:(.X:ss 10 Work (NI) null the Job lntruduclion Si.:hcmc. 
Advisin~ on Lhe retention of disabled employees m the workplt,ce . 

WurkiQg with Disabled J\dulls 

• 

• 

• 

• 

• 
• 

Maintaining an act.i"t.: 1..1L'it:lumJ of jobscckcn; uud. thruug.h un uction planning pmcc...-.s • 
providing help lo enable the client l'ind suilablc employment or training pl:ioements. 
13.stabJJshing. t.ipport wilh diSc"'tbled jobsce.~ers iJ1 order 10 hcl1> 1hem reach their full 
potential in the workplnoo. 
Acting a.q New Deal Persona.I Adviser 10 disabled cLienL~ in 1.he I X-2➔ year old. 25-t 
unJ 5()+ prugnuuml.'.S. 
Working as New Deal Personal Adviser for severely disabled c:licnts.. who are part of 
the NDDP largct group and give them benefits informal.ion usiJ)g the ln1cg,·ated 
Benefit l n.l'ormati.;n System (IBLS). 
Providing approprimc help under the Act-e.~~ m Work (NI) schcn1c . 
1-'rovh.ling 8upporl uudc.:r the.: full muge of DAS prugranuu~ Le. Eruploymi;nl Support • 
.lob lntroduction Scheme. NDOP. Ac:c.ess to Work (NI) s~dalist t.rainin£. employment 
assessmcm. 

Workiag wiLh Volunrnry ~ctor/Disahiiit)' SeclOr/HeaJth Pmfess.io11a.L~ etc. 

• OAS works \'cry closely with this network. Lhrough a programme or vSsits • 
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Job Clinks 

pre..scnl::itioos etc Disablement EmplO)'lllent /\dvisors {OE As} cst:i.blish contact wilh 
1he atiovc sectors in their local arc~'ls to enc<lurage referral of people with disabili1ics 
who want :md need the hcJp or DAS to find, k('C'p or prepare for work .. 

• .lob CU,,ics are a pannershiJ) bc1ween DAS. /\ction Mental I leallh anJ Occupll1ionJI 
.. l.hernpists (OT) in various HSS Trusls. ·111cy exis t tu help IX!Oplc with mental henllh 
disability 1>rogross through Lraitting and where arpmpriat..:. inm emplO)'n:tcnL 
.lobClinic~ aim to pool t.h..: C;\pcrti.s..: in die lhn.::e paJ1nl\.rS iuvoh•ct.l tu OCSl mci:.t t.bc 
needs of the dient Professional medical advice and cmploym<ml assessment are 
accessed quickly throt,gh this f.ysu:m. Th~ inilin referral a.g..:m is lhc OT nllhough 
,my of the pmtncr.-; t an r.aise rl!ferrals. 1'hc partners have agreed defined roles within 
JobClinics :lJld work through a Steering Group made up of kc)' ri!prc~nta1i\'e.<; from 
t:.ai.:b of the member org(mi.xttions. 

Vocational Trsiniog, 

• DAS p1'0\<idc:t runding ror a rnnie or vocational training which i!; Jcli\'etcd by a 
number uf disubilily ot'ganisalion~. DEL alsl> offers: Lhe Jub.sk.ills progrmnmc which. 
through Jobs.kills Access.. has panicular suppon ror young people facing particular 
difficuhicf.. including disabilily. 

Stmt,gic Oiologuc wlU1 Oisobillty Sector 

• DEL has inWated a. strategic dialogue with the disability .sector about Lhe programmes 
a,,d scr\·iccs offered by DAS. 11li.} Dinlogue is being led by a S1eeriog Group, \\•hid1 
includes organisations representing people wilh leamin.g disabUity and mental henHh 
problems. 1mwiding exccllc.111 opponunitie'i for rcl~vant Mgru1ismion.s 10 help to s:hapc. 
prtwision . 

.J.J 8. The d~vclo1,111en1 of voc~'nio1rnl u•ajning ;,nd th~ in11·oduclion of Sup1)orted employment 10 
Nonhcrn Ireland have ope.ncd up new po.ssibiU1ics for irnpn),1.ng lhl' cmploym(•nt prospects 
<lf people with a mental health prnhlcm or a leami11g di.~1bilicy: 

• 

• 

• 

The Depanment for Employment and Leaming ·s UAS provides assistance to people 
with a di.sabjlity 10 ncoess c·rnployinc,nt. Programmes on oO"er hlclude Access 10 \\'Mk, 
Hmploymcnt Suppon. Job JnlnxJut.1ion S..:hcmc and NDDP. M:tini,.Ueam prognun mes 
like Job:skiUs: rutd WotkLrack :u-e also a.vrulablc. Sig,nificam numOOrs of )'<lung re:ople 
11,ith a kaming <.li:mbility enter lhc; Jobskill.s Prognmmu.:. 
Acc.-ess to these programmes c.an he limited by rac,ors such as admission criteria • 
outcomc.s re<1uircd. durruion <lf the progranune :md 1he pt11te111 or p1'0vi;5ion. 
There has been con.~id,·rabJc growth in Supported Employmcat in Northern Ireland 
over the Ja...;t decade. Tht> Nonhcrn Ireland Union ol'Su1,r,o11ed Employmcn1 hlL'l OV-<!r 
L5 non4 sLallllOJ)' ngcncic~ in it:, membership am.J mtmy ulhcr Llay t:cnlrcs ,u~ invol\'cJ 
in this work. A number or other approaches to .securing paid work h:l\'C also 
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developed including \'ocat.ional lfaining and sociaJ enterprises. E\'aluntions of such 
schemes have cviden~ed 1be bcncfitS 10 individual pa11ic-ipantS. although few ~)f the 
trainees had made the transition to paid wor.k. Buropcan monies l'rom either Lbc 
Building Su . .,tainahle Prosperity or l'e~ice Programme.~ have l't111ded most nf this 
p1uvision. Ur,gcnt consiJ1.:rution nt..:c.ls l<J be given to rnaim;:U\:aming I.he rum.ling and 
the teaming. 

4.19. A rnnge of external faciors impinge on the potential for mc.~o and women with n lcarn.ing 
di.,ahili1y gaining cmploymem including: inllexihle. rule.., in relalion io hencfi1K ab~nc:e of 
dcnr inln1-n.gcncy JNlrlm.:rship um.I low cx111.:clnlio11~. 

4.20. Ocpanmc,n of t mploy1th:nt ;,rnd Leuming, and 1he Social Scculi1y Agency are currently 
piloting ·11athw:1ys to Work'. T his work aims to <.·ncour.tg.; and support those people wilh 
long tenn iU•hc.ahh hack to wotk. Major refotm m l.nca1)acity Benefit is due m come on 
sU\:.lltn during 2008. Tiu.~ n.:t:i;nt Di;partmccn uf Wurkum.l P..:nsions green JJllJJ\!r · l \ nl'.w Lk:ul 
for welfare: empowering people Lo work' reco8nised the p:Lrticular difl1culties l~u:ed by 
reople wi1h mental he.:ihh protilem::. or a learniog, disabili1y. There is. however. Huie dewjl 
tts to bow the new arrangements will spel'i ficaJly work for people with mental hcaHh 
problems or learning di:i~1bil ilics. 

Recommendations 

5. The Labour Porte Sur\'l'Y {2U02) indicated that cmJy 21% of p.:ople with a mental health 
problem or a learning di~ahHity are i,1 empJoyment yet re . ..c-:1rch Crom 1he US found lh:11 with 
cO'c<.:tivc rclmbili1alion !\uppurt. u1, to 58 ',;- of adultS with ~\'L:J\: mnl coduriug 1uco1al heu.l tl1 
probk•ms are able to work using the Individual Placcmcnl and Support approach. ·1nererorl!. 
thl! Northern lroland 1arge1 should he at least 50% or peoJ)le wi\h men la I heahh problems or 
a te:lrning disability should 00 in l'ull Lime rmploymenL 

6. E.1uplo}.'meut AdYi!'ion, should wod. with commuuily mcnuil h1.·alth tcwu.s ainl ~l)1umunhy 
leamln~ dis.ability teams to provide paLhways tc> employment 

7. l! urope.u1 monies have funth.!d t1 number of supptlrt.;d cmplo~rmcnl positions and Departments 
should mainstream thL~ rnndiog. where it has hcl!n .~hown m nchiC\'C pooili,•e t)UlL'Ome::.. 

K Permitted wort. rules for Incapacity Benclil and Severe Oisablement A llowance shoul d be 
funher improved. ~implifled and promoled cffec1ively 10 reduce lhc bonier from mo,\•in,g, 
from benefit to work_ llctuming to work should be on a \'O.lunLary basi,s and people sh uuhl 
nm he d.i.~dvam.aged if Lhcir condition eh..ange.~ and prevcnL~ llt~m from continued worl<ing. 
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5. HOUSING 

Background 

5.1. The Olllu..·. for Nutionnl StalisdQ report ... Heuer or worse; a longitudinal slUdy or Lhc m~nml 
health or adults living in private households in Urem Britain ... 2003. has provided c.s.1imates 
for lhc prevalence or mcnlal di!;ordcrs among peorle. aged J6 to 74 >'ears livi1,g in 1>rivme 
housch.ulds. 11,c sur"'ey included c.·vidcnce orocurotic disonk~C!,,, psyd otic disordc.n;. alcohol 
problems and drug dependence. ln thi$ study. Lhe pmponion or aduhs round 10 ha\'\!. :u lc.a,;1 
0111.: neurotic.: Jison.lcr wu.s 17% anti 1he figure for u..s~~cd p~yt.:hotic llh,onlcr wus 0.4%. 
People who were or lower so<.'io~cconomic Matus were less likely 10 recover from c.om man 
mcnmJ disorder, as wi;rc the lc,ng 1em) sick and disabled and Lhc um~mptoyed. The study 
l'ound an annual inc:iclcncc of suicidal thoughts of rour prr cent overaU (lhree per c1.~nl among 
men and five percen1 among women). Incidence wa., highesl among 16-'.!4 yenr olds, I O 1)i!r 
c.:cnl or them rcponc.:d on:,;cl of suiciJal thoughts 1.:omparcd wilh 4,.6 per vent or lhO:ie in oth~r 
age groups. 

5.2. The ONS Survey coUoctcd <lam on lhc hou~i.ng and household characlcriMics or people wilh 
m~mal health pmblems. Toe l1ndi11g.5 give an m•crilll picmre of hous.ing statu.,~ and reveal 
some.: key diffor~m.:cs lxtwccn people.: wiLh mc.:nlal di.-,;ol\lcrs ur sub)OUloc tlcpcn<l..:ncy aml 
those recorded as having no such di sorder or dc!X,'.nclency. The findings arc contained! in a 
separate n;;pon. 'The &.-x:inl and [C<)11omic Circum$tances of Adu I~ with Mc111al Disorders· 
(Meltzer, H. 2002), the main findings bcing: 

• 

• 

• 

• 

• 

People wilh a mc.:nlnl Jisonlcr or <l..:pcn<kmcy were much mo1u likely tl> be lh·ing in 
rented ac,cornmod;.1tion (3k% c.omparcd to 24% in the no disorder group). Among 
those with a psychotic diS-Ol'dcr. atmosl tw<Hhirds (62%) were in n;med 
accommodalion andjusl under tmlr(49%) were living in accummodalion rcmed (rom 
a how;.ing as.~oci,u ion or local ou1hority. 
Pcopk wilh u mt~nlUJ Jisonkr or dcpendcm:y wc.:rc more likely lo be .s.iuglc;. divorced 
or scparmcd and less likel)• to be married. The group with a probable psychotic 
disol'der had lhc h_ig,he51 pel\..-entages or divorced t111d sc1mnucd people: 26~ .. and 7'¼ 
n·.sp1.~livcly, <.:omparcd with the sample aver.i,ge of 8% ::ind .3%. 
Lone 1,arl'.'nL~ made up 9% of the ,group with tt neurotic disorder. compared m 4~ of 
the nu tlison.lcr group, Amuug lhusc wilh a p~ycholk Jisurdcr. 434 wc11; living in a 
one.person family unit (which include..~ cenain types of shared household). a.lmosl 
three times the rate For 1h1.)SC with no disorder ( 15%). While JS% of peop,e \\iith ,1 

psy<.'holic dbortlcr aclually lived alone. lhc figure for the sample as a whole was only 
12%. 
1-'ooplc.: wit.h u disorder wcn; m(.lrC ncgalivc.: t.huo lh~ no Jison.lcr gruur> aboul l.bc 
standard of their accommcxlation: I I 'l and 5'.t respectively said they were very 
dissa1.i1;ficd. Tilose wi1h t• disorder Y/Cl'e also mo~ Ul..cly 10 describe 1be si.atc of repair 
of their horn\! ~L'i poor: 9'k <.'ompared wilh 4i~,. The mc>.,l l'n:qucnl complulnt ttbuut 
hou~ing was lack or space: this was 1upo1·ted hy 20<.t or all ,..-.sponden1.~ :u1d about 
30% of lho.sc.: willt u nc.:urotk tlison.lcc. 
8'A. or people assessed as having a mental disorder fo ll tha1 their health was made 
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worse by their accommodation. compared with 2% of Lhe no disorder group. This 
figure increased lO 14% for those wilh a probable psychotic disorder. 

• Around L2% of people with a m('ntaJ diw rdcr had doubts tLbuut the security of their 
accommodation (i.e. whether they could stay I.here indefini tely). c-0mp:lred 10 6% of 
the overull sample. The 111ciin rt.:asonl> givt.:n for Ceding im;i;c,;un; wen;: fiuanciul 
problems (20%): lease running out (18%}: illness (14%): domestic problems (~-:l): 
and problems with the landlord or ngem (7%). 

5.3. Poor housing. housing i11secLnity and homcles.<iness have also bt..--en showo LO have a profound 
impact on n1cntal iUncss and mcattLI health service use. Research evid.;ncc suggests that 
p(.)Orly housed and homeless people htLve more serious mental health problems and require 
more intensive sen•ice suppon. including more frequent hospital admissions. 

5.4. Having a home is a basic human need. Toe Audit Commission (1994) found that: 

• Poor housing is paniculatly c-01umon among 1>eople ,vi,h mcmal hea.hh problems. 
• Mental illness is a frequent c.ause of wnancy problems and tenancy breakdown~ 
• Poor houl)i11g aod i 11appr-0priate accoinmoda1ion can lead to the development or 

cxai.:.;rbatiou of 1uental h..:altb problems. 

5.5. Suitable accommodntion is a fuudamcuml ck:ment of cffccth•c services to support p:;oplc 
with mentaJ health problems or learning dis.abiJity. A number of principles need to be 
t'.Onsidered in order to ensure an appropriate range of accommodation and support: 

• 

• 

• 

• 

People with mcntaJ heaJth problems or a learning disability should ba,•e a choice of 
the type of accommodation lhey wish lO live in. TiliS has lO he balanced in relation 
to the degree or risk rosed 10 themselves or others. 
,, ssessmc,n of accommodadon needs should be a comrc111en1 or an overall 
assessmeiu. 
Support for people receiving mental health services should be uvaiJablc to ~Opie 
wilh mcomt hetllth problems or a tc.arniag dis:1biJity regardless of when:· they tire 
accommodated. 
Providers of accommodation should receive training and should be supported 
regardless of whether the accommodation is statutory. voluntary or private. 

5.6. PeoJ)le with menial health p1·oblems 01· a le:u·ning disabil ity generally wam 1hc same kiods 
()f housing Lha1 everyone wailt~ and not housing that is identified a.~ mental health or learning 
disabil ity housing. howcvet. the evidence indica1es tha1 this is not happening. 

5.7. The provision of group housing for people with mcntaJ hcaJth problems or a learning 
disability needs to~ rc~onsidcrcd because of the d1:l.ogcr of becoming iostitutionaJiscd. Jikc 
the long:stay hospitals uf prc\'itius generations. Spec:i.-tliscd housing c.an stigmatise people 
with a learning, disability or mental health problems preventing suocessl'ul integration int<> the 
community. 

5.8. SupporLing individuals in ~uitable hou~ing in ordina1) 1 setting~ will help the01 gaill acce.;;~ 10 
a wide range or inainst1cain services aod 1'CSOL11-ces. 
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5.9. People who requin~ suppon lO stay in their own or rcmcd ac-.commodation may require 
essential supp()rt m a. praclical J~vel 10 ensure 1hc mai1ltc11ancc or the tenancy, e.g. home 
help. mt~ntal health support workers, learning dis.ability support workers. ·nwsc who 111c(id 
re.~1>ite on a shon-:-.ta~• h;L,i~ lo prewm acme ttdmi.~$ion ma)' require c.mcrgency or .111)n• 
c.1m:rycncy 1uspilc. Non-c.mc11L1ncy t~ pilc may be 1\'.4uin:tl to m.:t.:omnmd;.11c pcuplll whulloe 
mental health is deteriorating :md who require input from experienced staff over a pc1i -0d. 

5.10. Cri~is divcrsion/non•hos.pital accommodati on may be provklcJ as pan of O'isis Response lo 
pre,•em inappropria1.e admission m hospital. 

5.11. People with c.hallenging bcha,•iour require specialist facilities with high stalling lc,•els. It is 
i.nlporuuu 1ha1 1he lt,)'Out or 1hc accommochuio11 1,1'(1vi des adequme petSonal space and lhc-•'C 
i.; accc~s to daytime. occupations and intensive Slaff suppon. Stuff require spcciali~l tmi ning 
in relation to dca.li11g. wilh clmllenging behaviour and po1entiaJ \1i1)le11re. 

5.12. Homeless people and rough sleepers present particular challenges. A recent study in Be lfast 
idenli ried some kjmJ of 111cntRI heahh 1>roblems ;:among 86q {If sing!~ homcle-_,s pe.opl~. 
(McCiWowny S, Don.nelly M ( L996). 'Don't Look Away'. H1.m1clessncss nnd Mental 1-fcaJlh 
in Delfa~1. The Hcallh and I lealth C.u~ Research UniL Queen's Uni\iersily. 13etrm,I). 

5.13. Homelessness may have been caused orexacerbat~d by their mental heallh problems. Some 
mily have been rejected from ac.com111c)dluion as a i-et-uh or 1htir rnenwl illness or degree of 
challenge posed to stnff. Somr ma;• have lx.~umc displaocd because or their mcntaJ b~aJth 
problems. Many have dual diagnosis. h is es:-.ential lluu homeless ntcntall)• ill J)Cl)l)lc !ha,•e 
u<x.:cs~ to maimtream .scrvkcs ul prllnm)' um.I ~condury .;arc level. ,t\ocidcnt und Bmer~eucy 
Services provide an imponam access pofot to care lbr homcles.s mentalJy iJI people. Good 
communica1ion be1wecn iencric Md mental health servjccs is esse1Hi.ll if effecli\le 
inlcr..,cnlions are lo be mutle. 

5. 14. L)isch,LQ?i:. prulocu)s in mcnuLI heallh s~:rviccs in Northern lrcbunl n:quirc Cunhi.:r rcll nc,m:nl 
to ensure that people 1e.avin,g mental health facilities have appropriate accommodation on 
discharge. CJ<)SC cv-01,ermion is <equi.red bc1ween HousiJ1g and Mental I leahh Services. 

Learning Oisnhillly 

5.15. Nearly all children with :t learning disability (up to 19 years of age) live in family homes 
either with natural. adoptive or foster parcnl..S (McC011key. Spolle,t and Jamison, 2003). 

5.16. Adult~ with a learning disability in Konhem ll'elaod l.i,•e in Lhe family/own h(}me (7!>%). 
1,c,i<leutiul home ( 17%) or hu,,pilul (4%}. 

5.17. The bulk of peorl.; liv~ wi1h t~1mily carers (669,,), although t'I small proponio1) have their 
own accommodation (l()';hJ or live with a s-pou.sdpanncr (3%). Around 450 an: resident in 
hQ~pitals (mo.~tly leaming di.,;.'lhilhy hospitab) 1111d on average wiU have li \•e.d lhc.re ror 20 
)'l\ID'l>, 
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5. l 8. Nearly I YOO people are in .some IOnn of re.,;-id~mial pnw ision :i.nd have lh1ed there lbr amund 
S year:, on (lverage. Comparable figures ac.ross these 3 forms of pl'<>vision for the Republic 
<> I' lrchmd (Hcollh l(cscan::h IJOard. 2(103) t1re: hospitals (411>): residrnli•I scrviocs (5 dt1y and 
7 day) f39<.t}: community (57%). 

5. LY. In Urtat Britain. an estima1ed 63% or adults live in privaie households and 37% in some 
fonn of rcsidentii-11 accomm<)d;tLion. The numbers living ill lo11g4 .~1ay hoSJ)il3ls ::11-c no,v lc.s$ 
I.ha.a I~ (Knvanag.h :ind Opit, 1999). ·nus data sugge:sls t.hnl over twice as many m.lull people 
are in re.sidenLial pro\•ision in (.ire:n Britain and in the Republic or Ireland 1han in Nonhem 
ln:land. 

Qualitath·c Survey of Users and Ca.rcrs 

5.20. The Qualitmive Survey of UsetS a11-d carers in t1 number of volunta1)' O(!!ani~1Lion.~ in Northern 
lrulmu.l ilk!nLificLl a ln<.:k of lmowlctlgc about l:iou.si ng .st:rvk:c~ rur people wilh u lc.-irniui;. 
djs:1bilily or mcntaJ heallh problems. 

5.2 L. It also idl·nrified a luck ol' locaJ c:hoicc in Llw type of .supponed housing n\•1t.ilablc and the 
ahscnce nf a :~camlt~s,;; service bcLwcen Hou.sing and Social Ser\'ices. 

Go<HJ Practice Example 
Follnwiug Cl successful pilot sdreme, th.e Multidi:;clpUnory l h.m1efe.:ss Support Te,,m.{MDflST) wos 
;il!t 1,p in BRlj'asr (2005) and ttumagtd by £.nan. a \'Olrmwry organisa,;on. It isj(mded by tht 
Northfm lrrlmu! N<J11.ting ExeCJJtiw,, 1/rulth and SrJ,:ial Sen,it:e.'i Tru:itS, the EaMt•m HetJlt!t uml 
Social Sen•ices Board a11d tlU' Probatio11 Board for Nonhern lrda,uL 11,i.t ,eam covers 11ulltiplt 
di:.c:ipli11es iududi,,g Leanling 1/isabilit)\ adtlic1iou.Jmnilyand childcare, ,w>1ing people. oftll'r pmpl~ 
oud hos i'1c<Jrpomred o. jloming s,,pJX>n eleme.111, to sustain rhose who se.c,,red termncies. 

n ,efm:u.\' of muc/1 of the wo,·k is witlr people 11 ith mt'.ntt1/ J,paJtJ, f)rtJb/nn.'i. The 2005/06 stati:rJirs 
hlgh/ight this, with 3JO ofrhe roml 1070 referrals h11v;11g mental Ju,alrhproblems a:i II primary iSJ'IU! 
mut u11 additio11a/ 375 iwving mental be11//b problems ,,s a se,:omlary is.me. n,t MDHST lw:. ,11.w> 
recefred 33 refe,ralJ· for clkms witlr a leoming ,Usability as" primary i.trne. Ju many rnses. rh.e 
issues are 1:e1y complex and the clienu Jww• been t.rcluded /mm traditional ,fe11,;u provi:sion, 
admca,:r and negfltiati<m alrmg with a r:mmnitment tQ s11p1x1n tht' dienl co111im1e.\ to lw a major part 
0/1/ie Ttam:r success. 

Havitig n closer rel<1tio11ship ,.,,i,J, tire f/ouJ·ing ff.xen1tfre h,,s made ,, sigt1ifica111 impact for 1h.e 
;icmice usns wirh as.sessmem. pla1111i11g and suppor, being C'O"{)rdinared earlier and "lore effecth1e/y, 
rt.,·11/ting in mwe suiwhle and .\·u:rwina(J/e act,mm11,datfrm b11ing lm:mnJ. TIU' team is mon· tlr.an u 
housiug asses.tmem team: the focus is on rhe i,rdividual cliem nred. 

\Vhe.re. are we now'/ 

5.22. The Depanment for Social Dcvclopmc111 {DSD) is commiued 10 ptO\•iding more information 
i.n a fom1 that is undc.:r.stood by lhc n.x:ipieut. 
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• 
• 

To tOSter be Iler communication between all lhose involved in pro\liding services . 
To nucmpL 10 ge1 supp,oned housing pro\fided as an i111egrnl part of general hol1sing 
pro\•i.~ion. 

5.23. To conli nuc 10 involve the complex needs 1cnanL~ in aU areas of Lhc sc.rvicc. the Nonhcm 
Ireland I lousing Executive (NU IE) is resptln.,;ihle for estahl i.~hing the ntcd.s of ten:ams. 
including m:iinwining u waiting list (or complex. needs tcnunts. having asscssc<l thusc 
l'l!quire.menL"l. Supponed Housing scheme..~ for peop1e wilh an array or .,;iecial needs. hut 
indudi,,g those wilh ,uenu1I hen11h or lc.::u•ning disnbilitics. ro,·111 an i111cgr.-,1 1~:11·1 or thi: Social 
Housing l)cvcJoprncnt Programme (SHOP). Ccnnin Housing Associations actively try to 
develop ~hemes whkh mix general needs (e.g .. fantilie~) wilh dwellings for people wilh 
special nocds. e.g., mtnua.l health or o lcnrn.in,g disability. 

5.24. To con1ioue 10 b1·cak Jown barri..:•~~ in lhe commu11i1y. in 1errns or hou.-;in.£.. ro,m-. rnn o r the 
c-0osultalion process carried out by Housing J\s.socinLions in helping lhe community lo 
understand lhe need for schemes for people wi1h mental illness or a learning disability (and 
indeed (lth<.·r .srx,·dn.l nccd.s), 

5.25. To rosier tx:ue1· cornmunica1ion bi.;1w~n all those i,,vulved in pro\'iding rervi..:cs. regulnr 
meetings take place between nil parties involved in lhc dcUvcry or lhc SHOP (NLHE. DSD. 
M1)using Associalions and DI ISSPS) in order 10 ~cure funding for Suppon ing Peopk. which 
is key io the provision of .supporl for people with these sixx:ial needs. 

5.26. 171c Ocrmnmem for S(lcial D.:welopmem has bce11 lcadi11g on a i:r0-,o;s-dep:11·lmcn1al c-1.·o..;s
scctornJ working, group. set up to consider homelessness in the context of Promoting Socinl 
Inclusion. This repon details a number or recommeodalion.s which addm5s lhe needs of 
pcop1c who lll'C hom<.·Jcss, including those: with mcnml heal th problems and learning. 
disahililie.~. 

Recommendations 

SI. DSD and housing pm"idc~ should dc,•<.)lop a hou.sing sm,tegy to <.·nsurc pcopl~ with ru~nUll 
health problems and Jeaming di.-.abilitic.~ can. where pn.,~ihle. lhie ln lhe accommodation of 
lh!;it chQicc.. sul:lj c.c1 10 oorrnal finfincinl con~lrair11i::. 

10. People wi1.h mental he:i.h.h p.-ol)lem.s or learni11g disahi1ilic..~ s;hould have lhe choice to, Jive 
independently bu1 Lhc u.sc or spcciuliscd group housing hli$ n role to play. for cxt1mple us 
stel)+down :1ccommoda1ion after leaving hospital. 

l J. DSD should ensure participation of people with mcmal health problems or a learning 
disahili1y in the planning of housing services 
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6. PERSONAL FINANCE 

Background 

6.1. People with mental hcaJth problems consistentJy jdc1uify personal lin.nnces ns a major .source 
or dilJicuhy and distress (Davis: 1996: Dick: 1994: Dunn: 1999: Matthew Trust: 1997: 
rvtorgan e1 al: 200 I: Rose: 1996: ~a)'ce: 2000). Key facLorn con1tihulin,g to this situation 
a1\:: 

• 
• 
• 
• 

The impact of poverty nn(I socia1 ex.dusion on mental health anJ wcU-bcing . 
The high levels or benefi1 claiming amongst memal health individuals . 
Th~ :-.ugma of 111en1al illnei,S with irL(,Liu,tions concerned with pe.rsc)llal Ulmnces • 
The w:1y,;, in whi1:h the 1>lign1a. di~riinin::nion and 1hc im1,aimicr1u. ~xr.erl..:necd by 
peor,le wilh inenml ht.:ahh )'lroblern" im.pac1 on acccs.,;; lO anJ in:m:)gcmcm of pel'SOMI 
finam:~. 

6.2. The a.~i.ation hetwecn memal ill-111~.ahh. pnven)' and de.privation i.!-> well established. 
Peopl~ li vir)£ on inconws bch"IW 1hc. average wage. orl!- twic~ ns likdy to develop 1111.mtnl 
Hlrn.:S) m; people on av1.:mg~ um.I higher im.:ocm:s, High socio-ccouomic sUtlus has been found 
to c.J~rl!USc the likelihood of cxpcriem:ing serious dcp1~1vc episodes. AduJl.s in the lo\vcst 
scx:ial cla.~" are four times as likely to experience Lhis ro,m or mental distress compared wilh 
adulis in the highest social C'la.~s (Howanh Cl al: L999: ( iordon e.1 al: 2000; ONS: 2000: 
Palmer et nl: 2002~ Payne: 2000). Survey-. (\ f pcopli,:. with mental hcnhh problems twve 
con.fim1cd that the majority of individuals ti\'C on low incomes and consider that their rocnud 
beallh problem has contributed to their income. level (Ounn: l99Q; Hogmun & Chapman: 
1998: MIND: 1998: Mori;an et al: 20UI I. 

6.3. People living in economic htuxJ~hip on a Jong wrm ha'-iS arc mo1'C' likely to be suffering from 
cUnical depression than those U\'ing in mum com(ortnblc t.-conomic circumsUtoCcs (L;rnieh cl 
al: 1997). AmongM adults of working age. research has found lhal mothers living in po't:eny 
are particularly vulnerable to mental iU hcaJth. t.he vulnerability of lhi.s group ol women 
incl'ease.s when malerial dcpri,1:nion i.~ combined wilh low social and personal support (Baker 
& Taylor: 199?: I lnhcrar1 & Kiernan: 1999: M:rnghan and Jjndelow. 1997). 

6.4. SociaJ sccutity bcnrfi lS are the major fonn or finnndal ~uppon for over 75% ol' UK adulL~ 
or working age who find themselves faced with mental health problems for shon, Joni or 
recurring periods of lheil' lives. (1.Jtt>om· Force Survey: 2-(Xl2). 

65. A mng~ of heni.:fi t.~ n:hning tt> i11comc. mobility. \!lire ,1od housing rnny b1.1 Nlcvaut IO 
imlividu,llS with mem.uJ hcullh problt.:ms. The cu1Tcnt system is not Dcxibk: enough to meet 
1he income needs or pcnple who~ menial health condition varies over time. Citizen Advice 
in Brir:1in taiscd a number of concerns about the inadequacic..: of Lhc medical assessment 
syt-ti.:m in re:;ean:h publishi;d i,, 2005. Tite asbess1nen1 <.)f incapacil)' ;111d dbabili1y in the 
b,.:ncfh sys1cn1 roses panicular rmbtcnh fo,· people with ,nenu,I hc.nllh problem~ tDnvis & 
BcttcriJgc: J 997: Hirst & Sainsbury: 1996: Sainsbury: 1995). The interaction between 
income rela1ed and non-income relntcd benclits is also an issue that is not fully recognised 
hy Govemmem policy in Lhis area. 
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6.6. Evidence suggests lhat while people wilh mental health problems who daim benefiL~ foce 
many of lhe same diffic-uhics as other claima,u.s. they are <1i.s1,1-oponionmely affec100 by lhe 
compll:xitks of the benefits system. (Bird et tll: 2001). Ead1 bc.ncfit chLim mt1tlc lt'.t.luires tbc 
complelion of lengthy IOnns a1 regulal' imerval~. toe.stablish eligibility. the production of 
..:vidtm:e to suppurl eudt claim ::mtl the ~ubmis~iun ur m.llliliunal iuronm1Li1Jn Hbout i.:luu1gcs 
in circumstances. The focus. investment of lime and enercc:\y required by these procedures is 
considerable. 

6.7. l'eople with mental health problems when asked 10 describe someoflhecommon physical 
m1tl lxhc1vioun~ cffei.:IS ol h&ving a <liagno&.:<l mcnULI illm.:s~ m._:ntiou - hu.:k of motivatioll am.I 
inlc.rest: fc.ar or making contact wilh people and leaving home: paranoia. feelings of 
hopelessness MCI despondency:_ rrobleins of c.)ncentr<nion. collfusioo. pennanem feelinis of 
anxkty and worry (Rilch.ie et aJ: 1988). People with mental health problems with these 
oommon bcha\•iour:-. lind it difficuh to meet the ongoing claiming requirements of the t::enefit<: 
system. 

6.8. The evidence or the mider-claiining. of OOnefits b>' adults wi1h inemal heahh problems from 
UK studies ~lnd initiatives demon.straws one of the negative outcomes of the la('.k of t1ettssibtc 
inrormalion. advice and supp,on (Keenan: 1995: f\•tauhew Tru:-.c 19Cn: Paci11i & Dimmick: 
1996). Th.; factors whii.:h c.:onuibutc to this situaliou iuc.:ludi.: lhi.: low p1iority givi.:n to thi.s 
area of work by mental heahh and benefit agencies (Hird e1 al: J 998: Sharpe & Boswck: 
2002) and s1:1ff in mainstream advice and benefi t agencie.s experiencing difficultjes in 
understanding nod communicating with people. with mcntaJ hcahh problems (Bird et at 1998: 
Regnier: 1996}. • Advice in Mind' produced by Citizen Advice Kotthem lre la11d in 2005 
illustrated the ncc.:<l for anJ importance of poople with 1ucnutl het1lth problems gelling ae<.:1,.:.SS 
to good quality advice. 

6.9. User based cvi<lcnc.:e from nt1tional rmtl local survey work tc.stifies to thL'-discrimination. 
trauma ail d exclusion cx:pcricnced by us.en:; i n C()ntact with such agencies (Bcresrord et al: 
2000; Duvis & Bcllcri~gc; 1990; Dunn: 1999). 

6.JO. The ll ucluati11g naiurc of menial health conditions. the changing use of hospital and 
communily based scrvkes and IH'e changes <·:\n (lcstabili~ tt.i security of the weekly ~ncfit 
income paid to people with menial hea1Lh pfoblems. 

6. l 1. Evidence of the financial exclusion or people wilh menl~ll health problems can be lbund in 
the repor1s and campajg11s of advice. legal and national ,neiual health c-harities as well as 
surveys of user experiences. P:orcxamptc. a 1996 survey of mental hc.altlt intlivldtKLls found 
tllat 25% or u:-.ers had had the experience of being turned down by a finance or i nsur:lflcc 
c.:ompm1y. Evid.;nc.:c.: submiUGJ to the l999 Ji.·m~D Inquiry into sociaJ exdusion and mental 
hc.alth problems led lhc inquiry panel to state thal lack of ac<:ess to banking services is a 
common problem fol' mental heahh individuals. and a key detennina,u in social exclusion. 

6.12. l'eople with menml health diagnose.;;, report problems in ohtainillg insurance cover ror a r.-1.nge 
uf iwms induJing ,uotor. LUt. travel. payment protec.:tion cmd bi;alth insunm<.'ll (MIND: 2000). 
ll appears to be common practice in the insurance industry to either refuse cover where the 
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consumer is known IC> have a mental hcallh pmblcm or to ask people wilh mental heallh 
problems 10 r~Y incre,..ed premiums (AOl: 200 I: Marks: 2003: MIND: 2000). 

6.13. ln addiLion. some pc.or,lc with mcmal heahh problems who do ha\.C insuwncc repon 
difficul~ i n g~tting insuram:~ c.:ompa1Lit:l'i to nutkc paymcot.s in ~iluutiom; when~ mcnt,1.I ill 
health is seen to be a factor. Evidence from advice agencies and mental heaJth Oq!anisations 
sugges1 that 1h.is response can affect a range of life areas e.g .. being unable to ct,,im paymen.t 
protection designL~d lo help cc.insumcr8 mec1 lhdr credit and loans commitments when tJ1cy 
C..\;pericnce an unexpected reduction in or lo.~~ of income due to ill health or redundancy. or 
bdng unable lo Jrnw on in.surnmx to c.:uvcr mortgag~ pay1m.:11L,; wbc11 iuc.:omi.: i:s lo:-.L 

6.J 4. The currem ~1r1ueiy for social securiLy b 'wor~ for 1h.ose who can, security for 1hose who 
cannot'. As 11 result. a con:,idt'raMl' cffon has been pul into cncourt1ging lht• long~tctm s.ick 
and disahlOO back. imo work. but the curl'en1 stral.Cg)' conlllin.,; an clemem or compul.5it)n. 
lleopli.: on lnc.:apr1dly Dencfil who fail 10 uui.:nd interviews t:an W 1x:ml.li.sctl by lo.ss of bvndit 
or incapacity status. This !'ails m acknowledge the pressure hi.wing to attend such i nterviews 
can c,11.1..~ ror someone with a severe n.1ent1tl illness. 

6.15. Mc.dh.--.11 a..•;,sc.ssmem i~ a regular feau1re or estahfo:hing and retaining emitlemcm m .key 
<li.sabHity bcm:li~ (nolably lnc.:apm:ity BctK:l'il um.I Di:mbilily L.i\'ing Allowam.:c) and lhc 
quality or such assessmcnLo; has been subject to signilicant scnniny. Rushed assessments. 
l11ck of knowledge of mental ht,;alth pl'obl<:ms. dh.belief of cla.i_mant.S. a disNgard of spccial~ t 
evidence .i.nd cultural insi:,nsilivily urc nol tmwmmon expi:ricnces. /\ n;p()l'l on lhe Socfal 
Security Agency's f\·lcdic~LI Referee Service by lhc Advice Services Alli.lace in 2002 was 
also i.:1i 1.il.:ul of I.he 1.1ualily of ~c;:ssment anJ si:nsilivity or :mmc 1.h.x;tun;. The Social Security 
Agency (Nonhem lr\!.Jand) b~,s recently announced a re\'icw of Lhe Medical Referee Service. 
This c<1uld usefully lead 10 g;rca1er u...-.e of occupmional nurses and me,u,al heallh s1x:ciaUsts 
(mcdkal and no1HncdicaJ), l 'his review was suspL'Hdo$d and nev<·r completed. 

Easing the Transit.ion to \Vork 

6.16. l"'e<.1ple wj1h menial he~hh problems who have been on hencl'i1 ro,· long periods oflen meed 
intensive.· suppon lo get back to wurk. l llc cutTenl :-.ocfaJ MX:urity system d~ nut aJJo"" for 
a continuum thm would c.n:1hl~ ~t person LO move gradually through volunuu-y work 10 !J)an
lime work ~uuJ (ulHimc work. or lO slay Ul 011c level for u 111ulongl.l-ll p~rioJ if appropriate, 
The liovemmcm has improved lle~ibility within lhe Social Security S)'Stem to encourage a 
rerum to wocl<, but 1he curreo1 arrangemc111s are compfox. frag,mcnt~d and oot easily 
understood by claima.ots. An understanding ul' the mTangcmcnt.s requires extcmsivc 
knowledge of social sccuri1y and ooncem'\ have been raised lhnt a mnve imo 1taini11g ('If \,\'Ork 
lriggcn. u rn\'Lcw on ,11e ~umptiun t.hHt u person's cundilion has improved. This i.s a 
disincentive to rehilbiliUtlion lhrou! h work or trajning. 

6.17. Improvements haw been madt' to cJaim rorms tn nx-em year.;, but there is a. consi~rnble way 
to go. The claim form for di.;,abi lit)' living o.11.owance remains complex n.nd significantly 
01ienh.:tl tuwunl.s phy8k.111 impainm:nl.s.. Tbc claim form for lncapadty Bc.:m.:fit h(ls ml vpcu 
question abou1 mental health with no guid:u1oe ;L,; to the intOrmaticm required. 
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6. l8. The Social Security Agency is moving towards providing g,reatersuppo11 to assist with cl.aims 
for dis.:-ibilit>' bcncliJS.. h has also worked wilh 1hc \IOlun1al)' scc1or w look a1 ways of 
t·nttanci.ng 1tscustomcr scr"icc w particular groups tforcxt1mple, physically dis.ubletl people 
and c.1hnic minorities}. As.imilar cxarcise working with voluntary sector and other imcre.'1ed 
JJart.fo.s hJ examine t:uslomcr :service i~~u~ for peoplt.: with nmntuJ hcallh ,,rublt.:ms woulJ be 
a welcome development 

6.19. There is :1 need to ensure Lhat all those involved in fnmUine benefit adminisu·ation nnd 
decision-making recei\•c mental heaJth aw~u-eness training that inco-rporatc.~ interaction wilh 
pi.:uplc wilh mcntnJ he,1Jth problems. This also applies to Ute Mcllk,11 Rt(cn:c Sc.::rvicc 
pe.rsonncl. as well as chairpersons and members of The Appeals Service (NI}. People with 
inenti'll health problems should ha"e -acccs=, ,o an indepcndcm dedicated advice and ~1dvocacy 
servi ce to dl:'.aJ wilh SO<.~fol security probkms. 

Qualitati\•e Survey or Users and Carers 

6.20. The QuaUu1live S\Jrvey or users and carers in a number of volumary o~anis.alion.s in Not~hcm 
lrcluml idcntit'.icd a L.tck of comr.ctcncc of some Sod al Securily stall' in rel'ognisiag cuslomcn: 
with mental he.al1h prohlems. 

6.21. There was no specilic training lor staff dt~aling with people with mental health problems or 
a lc.:u:niog disabHi1y. 

6.22. Users idc.ni..ificd difficultie~ with complex hcneli1 form.~ and of undi!rs1anding 1he complex 
k:gislulion of b;m.:fit ,mtilk mcnt 

\Vhcre are we now'/ 

6.23. The Social Sccuri1y Agency 1mwidc.~ a number of benefit,; including Disability u ·ving 
1\lluwa.11ce. Attendance Allowance. lrn.11pm.:ily 13crnint. Can:r.s Alluwuncc.:. lm;omc Sup-port. 
Pension Credit and .Soc-iaJ Fund payment~. 

6.24. The Socia] Securily Agency provides a Disability and Carers Service, which provides 
impl'Ovcmcms 1.i.1 ma.kc services more r11.-cessiblc. including pmvision or Disability Be:ncfit 
AJviSt:rs. Tid~ pilot b on.going. providing oulrcach scrvi1.:c; anll tuki.ri.g an holistic cq1pr0:1cti 
to providing inf'ormai.ion and ad,,ice on beneliL~. 

6.25. The Sodal Security Agl·ncy's Incapacity Hencfit~ IJrn.nch has a Customer Carr Team, ,vh.ich 
C".t.n deal with chc. needs or different cusmmen:. The Agency al.;;o provide.~ owarencs:; :;essinns 
in .spc.::dal ~huuls and pru.si.:.ut::llitJnh- to OCahb.:un; profcssiouab. 

6.26. The Social Sccuri1y Agency has created a Direcl Paym-.}1H infonntuion bookJe1. produced in 
partnership wilh Me.neap. 

6.27. Jobs and Bencfi~ Offi c...:.s hav1..~ Disablcm1..·nt Emrloyrncnt At.lvisllrs an<l Social Sccurily 
OJfo:c .. ~ ha,'t' Customer Enquiry 'learns.. 
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Recommendations 

l 2. lnckpendl'nl :1<l\dcc and itdvocacy sctvk.;,•.s sh<.1uld be embedded in mcnl..ll health ttad learning 
dis.ahilhy sc.rvic-es to help suppon and enable people wi lh memal hcahh prohlc.ms or a 
l,...:m11i11g tlisabilhy lO Lin: imJcpcndcntly wilh llignity an<l ,1 !louc.l qu:t..l ity uf lire. both in and 
out or work. 

13~ There should be pannership scl:lc.mcs b(.'l\\'Ccn GLwrmm\.'.al. cvmmcrcitd companie:i-. hou:;.ing 
a.s.<:oci.aLit)ll$ nnd credit unions tfl extend insumnc.e cover and (lther financfal products und 
:st:r\'ic;ei; lO CintmdnUy cxdullcJ pt!Opl~ wilh 111r.:n1al bcuh.h pcubfom:,, or u J1.amnng Jisab-ilily. 

14. The Social Security f\£,ency should wor}.: wi1h the vohunr,ry sector nnd othi:r refo:vonl 
org,wisalions to examine customer s.:1vicc issues for peopk. wJth mental health pr<1bJcms 
and/or Jc.aming disnbiliL)'. 

15. .SociaJ Security /\geocy decision-makers. M cdicaJ Reforce stal l'. fronl line benclit stalb. and 
thl! Appeals Service (NI) chaiq1erson:-. and tribunal lllclllbers should re,eiv..: more i n-dCL)th 
menial health 1rn<l le~ffniag distlbility uwurencss training,.. 

l6. PinanciaJ im,tilution~ should review llwir poUdc.s 1'1 i.:.11.Sun: lhat they l.Jtal pcopli.: wilh mcnUll 
he.alth problems or learning disabilities no Jc..,;.,~ ra,•ouinb1y than they treat 01h~rs in order to 
comply wi1h 1he Di~aNli1y rnscriminalio11 Act 1995. 
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7. EDUCATION 

Background 

7.1. 13tlucaLion ;md Library 13oanls <ELBs) tmd 13o;utls of Governor~ of school.i Im\'~ a MmuttJry 
responsibility to make special educational pro\'i..1;ion for pupils/children who have Special 
GdncaLion:il Needs (SGN). A child has Spcc.iol Cducmioual Needs as defined in 1hc r:.<luc,;,nion 
{Northern lrc land) Order 1996 if he/she has :1 le~un ing di fficully wh.icl1 calls t'or special 
cducaLiona.l provi.,;ion 10 be mada. The Order goc..1; nn to define ·1eaming diniculL)'. as 
mi.:m1int a chih.l who: 

a). rias a sign.ificonlly gre::11(:1· difficuhy in learning 1han th(: majori.ty ol' children or hi:Slher 
,1gc. 

h). Has a dis;thili1y wttich eilher rrevenL'i or hindern hint/her from ma.king use of 
i.:Juctuiomll fm.:Hili~ of a kind gem:raUy pruvic.lcd fur i.:hi1 c.lw11 of hi:Yhcr i:1gc in 
ordinary schools. 

c). Has 001 auained the Jow·cr li.n1.i1 of co1npulsory school age ~rnd is. or would !be if 
spcd 1.1J educ:.itionn.1 provision were not made for him/her. likely to f.LU within n) orb) 
above when he/she is or compulsory school age. 

7.2. Actual provision will dt~pcnd upon the individu:11 needs ol' the pupil/child and can be made 
in a va.ric.iy of seuiog.s ranging from ,nains1rcnin ~ hoof!,., special uni1~ auachod 10 mainsueam 
sch<Kil.s or sp1.~cinl s(.hools nod in some case~ in 1.hc home. Again the 1996 Order defines the 
1em1 ·:-::pecial educ:1Lion.1I pro,·ision' a.~ 

a). In relation to a child who has mmined the age or two years.. cducationaJ provision 
wbich is addiLional 10. or 01herwlse difforenl from. '11...: educa1ional provision m41dc 
g,en.:rnJly for children or his/her age in ordinnry schools 

b). In relation to a i:hild untlcr that uge. cJm.:ational provb.i1J11 of any kind. The EI..Bs 
have a statutory power to make special educational provision for children w ilh 
Sunement~ of SJX,-cial Educ:nionnl Needs. in order 10 meet lhc indi\rjdual need..~ 1)f lhe 
( h.ild. EL.Bs :m:. responsible for I.he deci.s:ions :'lbuul making. maintamin,g nnd cl'asing 
10 maim:,in Smte:mcnL'i. llmre is a .'>taLut01')' right t)f :1ppeal 10 lhe Special Educalional 
Ncl."lls mu.I Di.subilily TlibunaJ abuul BLB Sltllctm.mling decisions. 

7.3. Accol'ding lO lhe 2()M Annual Census of Schools. there iuc some 25,646 pupils wi1h learning 
<.lil'l'icultics on SEN Regis1ers. ln lcnns of inclusion. and looking at lhe fu ll range oi pupils 
with SBN. there: nre 63'.t: or pupil!-: wilh St..·uemenrn in maim:uuam clnsse!-: or unirn. This 
lig.urc has im;rcased from 39% iu 2000. 

7.4. In Ol'Cler to effecti vely mec11he SUNs or pupils with B lc:,rning <li~1biJity 01' nlenwl heo.hh 
problems. strong parlnerships bctwc~n Lh.c heahh and cducauon sectors are required. T hose 
pupils wilh o learning dif.iobilily require hmh lailored educ.ationa.l input :ind input frnm a 
nu1,gc of AllicJ Health Profcs~iumtl.s (AHP}. TI1...: l'c arc t.:;\faling p1\:&iun:s on the pruvh ion 
or AHP services 10 meet the needs or pupils in special school~ or unit sctting.s. Lt could be 

33 



BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 1452 of 3342

MAHI - STM - 083 - 1452

anlicipated lhm pressures mighl increase in fulure years. as both the number and pen:emage 
or SUN pupils educ~ued in majnsu-eam seuings increases in lig,hl of lhe gre◄'llCr emphasis on 
the righl to mainsln:iml education as a result of the SpccinJ Educational Needs and Disabilily 
Order 2005 (SEND()). 

7.5. For pupils with menl~ll health problems. suppon from mental health prolC.ssionals is vit!al in 
order 10 sus1ain school placements. in wha1ever sec1or and lO provide supl)Ol't for lCache:rs as 
well as pupils. 

7.6. &.luc,Hion auJ training rd ateii, to a<.:tivilkii, compmib1~ with both \'Octtional Oull:omcs and 
personal development. 

7.7. Effective. links t(.) volunULry work tmd organis.alions such as Further &lucati(.)n Collc•,ges. 
GducaLional (juidance Service for Adu1Ls and the variou~ job brokers and uaining 
<.n~~mi.satiom; will expand the oppon unitius for 11..:01,le with si;"ere mental health problems. 

7 .8. Some indi\'iduaJs will require considerable sup1>c)rt in order to access mainstrc.un !.ervices. 
Suppom•.d education initiatives for (:mploymcnt or leisure se.rviCL".S have. bel'n shown to be 
effective in relation to heahh gains for people wilh more enduring menial heahh problems. 
The key worker 8hould maimaiu u"ernJI responsibility for the diem wilb lb..: h--:a1lh scr.,,:k:es 
taking the lead in providing and promoting employment opportunities. Studies bave 
emphasised that the po~i~ive. effec-lS or panicipa1i,,g in c-0llege ac-tivity i.e .. having Mtucture 
to day. gaining str('ngths and l)kiJls, developing self identity :md sod al inclusion nood to be 
balanced with po!-:sible negative effects. SensiLive. necds•led. flexible sup1)()rt mu~l be 
1uainulim:tl to redui;i; anxicly ruu.l aUcvime barriers to eng11.gemcnt. 

7.9. Assessmem of an i11<1ivi<1ual's occupational performance. exploration or vocational goals 
and nc.tworking with local service providers is i;utTCnLly being performed by mtmy 
Community Mental Health Teams (C:l\•IHT) withi n :--Jorthem Ireland. I lowe,•er. many ceam!-: 
do not hu\'e :;ii;c.,-e&; to OT i.:xp..:rti.-ic or when p1\:.scnt in tcc1ms they m~ engaged in gcneti<.: work 
due lo high c-.aseload numbers amongst multi-disciplinary team members. 

7.10. There is scope for dt v('JOpmcnt of opportunities ror men and wom('.O with tl lc.arniag 
disahility wilhin Furtller Education (FE) in :--Jorthem Ireland. 

• Significanl varialion exisls across colleges in the number of sludenL"i with a learning 
disability enrolled as a proportion of the student body rangi11g from I% • 13~. irl 
2002. (Oep,trtmr nt for Employment ,md Leaming 2002, FSER Snapshots) 

• Average level of enrolment~ appear~ to be lower in No11hem Ireland. 4.1 % in 1999. 
as i;um1nut:t.l with 5.7% in Eugbmd. 

• The number or students e.nrolled on run-time courses is also lower. 32% in 2002 in 
Northern lteland (ranging from 10~; to 67% across lhe Colleges) as compared with 
45% io Englnn(I in 1999. (~partmcnt r(lr Employment tmd LL'.ilrning) 

• Concerns exi~l about the lack of progre~sion from FE provision: students 001 al)le lO 
gain accredited uwf!n.18 from tbd r stut.ly: lh~ l~1ck of links with job lmining w1d work 
experience: students repe.ating lhe same course conlent in subsequent years. 
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• I t is encouraging th;ll studies in Nonhcrn Ireland have highlighted il range of 
initiatives tha1 are affording posi1h·c opponunities for young people wllh a lea,·ning 
disubiJily to be involved in activiues \vilhin the H! sector. Ttus provision points the 
way mwa.rds 1hi! po:-:iLive outt-ome!-l Lhat miglu he ~chicved if !-luch opporcunilies wcl'e 
mor~ wil.le!<ipn:ud amJ (;Onsish:nlly u,•ailablc. 

Qualit.ati\'t< Su·rvey of Users and Ca:rcrs 

7. l I. The QwtUtmive Survey or user.;; and carer~ in o numl~r or voluntary organismiort.'! in Northern 
ln:lw1d ilk:ntificd Liu: following issues: 

• 
• 

• 
• 

• 

• 

• 

• 
• 
• 
• 

• 

• 

• 

Teachers not well equi1mcd to deal whh emotional and mciual well-being issues . 
Lark or awareness by (hi1dr~n (e.g. buUying by childn·n or <llhcr children with a 
relative who has mcniaJ hea1Lh problems). 
Falling b~him.l in t.:ducalion ot,.:.uuhe uf mcnlul hcahh prubk:111.s . 
For pupils. physical education is compulsory. but nm educatjon in emoLfonal and 
mental \\>ell-being. 
No systems or pro('cdurcs in plt1<X for dcuHn,g with re,oplc with a mcnml hcaHh 
problem$. 
l)iffkully in oblttimn~ .unJ wailing liltlc fur U!iscs::,.rui..:11LS (81Lboug.b wilh SUtUlllt>ry 
assessments .. l:!Llls have :1 period of 2(-, weeks. subject co certam exclusions. to 
produce a lioal S1alement. non-suuulory asros.s.rnems nre subj i.}Ct t<1 resources tw,-:ing 
,1vailablc), 
Private psychological :L'i.o;e:,;.smenL\ not a.llo\\il!d. (While. priv:u~ assessmcm~ are 
,1llowc<.1. lhcy 11.ru uol uUuvted to a..;ccss pruvi.sion curlh:r thau would ha"c. vrt.liuarily 
been the case.) 
twai.lnbili1y of concessions regarding Uttfl..~rer les, • 
Additional S.Lr~s.s l~lUSCd by lhc transfer lCSL 
l ..ack fir counsellor.-. . 
Exln:mdy tlifficuh lO aci.:..:.s.." mu.in!iUt:un1 cdu.;alion for cbHdnm wilh karning 
disabiliLic.s (e.g. the Independent 1•ancl for .Special oducational Advice. a voluntary 
organisalion exi.s1s with 1he sole purpose c)f assis1it,g pr11-entS? acce.,;;s mainsu--eam 
education). 
Teacher resisl.llOce n.f children with 01c.111al health problem!-: or learning disabilii1ie;-; • 
bdfo\'cd h.> be lx..-cm1sc of rc~oun.:cs and performance tublc!i. lllthuugh DE docs nul 
actuaUy publish performanoc tables. 
M.1ir,.s1ream access. 10 cduc<Hion docs no1 always aJlow a;;ces~ l() schools' sun1mer 
ll-Chcm-es. 
Kecd 10 light ror acce.-;.;; to nur.•m.ry. primary and second:1ry school. 

Where are we now? 

7 .12. Tbcn.· has been a presumption lo mainstream education for children with spocial educut.ional 
needs for many years witltin lhc existing special education li':uneY.ork. Thi.!. is suhject 10 
(.,\'.!'lain qu.ulil1caLion~ whii.:h rda1,:.. to par..:nts' wishes.. tht: cffick:nl c.:<.lui.:111..ion of olherchildrcn. 
I.he ellic-ient use of resources and Lhe meeting or Lhc SENs. The Edut-.alion (NI) Order ] 996 
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strengthened this pres.umpLion. and the more recent Special Educational Needs and DisabiliLy 
(NT) Order 2005 (SUNDO) leg,islatjon 1>rovidcs funhc,r rig.Ins ror c-hildren wi1h spt:cial 
cduc:ltion:\I needs or disabilities. 

7. l3. The Di.:parimcnl of falut.:<1tion &nd lhi..: Ec.lucation anJ Training Insrx;..:tora11; IH,,•e uuc.lertaken 
a review or the role of" the spec-ial school of the future. The re.pen indudes commentary on 
how special schools can help support teachers and pupils in inain:'itrcain schools. via outreach 
services. ·r bc Department of E<.luctuion's policy on inclusion is that a continuum of:SEN 
provision will be mainstreamed acro:-:s the school sector. There are no plans to close sp.::c ial 
.st.:hool.s. but iL is antic:iJJ!lh.:<l tlml the number of SEN pupil~ in mainstrc!m1 sc.:hools wi11 
t'.Ontinue to grow following, the implementation or the SENOO. 

7.14. The SENDO be.ea.me effective (.) n 1st September 2005. ll strengthens the cxbting 
pre.~umplion to incJusion. Some of the key fea1ure:- of 1he legislalion indudc: 

• Strengthening of the righ1 lo a mainstream school place forchiJdr-en with a statement. 
u,,1css it is against the wishes of the parents or is i,,compatible wi1h lhc ..:ffic ie,n 
L!l.lucation of othL·.rs. 

• Education and Library Boards will r rovide an Information and Advi ce Service on 
SEN maucrs tu pan.:m.s of chi.lt.lfl!n with SEN in lhc an:.a. Thi.s ind udcs tbe 
establishment of a new. acressible website which provides a broad rang.e. of 
information on SUN. 

• &luc-1uion and Library Uuards provide. a nc.w Dispute Avoi(lanc.e and Resolution 
Service (DARS) 10 auempr 10 resolve di!-:pute:i: between parent,; and ,;;chools. and 
JJ.Lrtllls &nd Boar<l.s. 

• Responsible Hodies of schools and relevant Nursel)' providers are able to request a 
stau1101y assessmcn1 or re-as~mem of 1hc SUN or 01,e of their pupils. 

• Parents have increased rights of appetLI to lhl' Special .bducationtLI Needs tmd 
Disabil ity Tribunal when 1he Education and Library Board makes an asse:i:sme:01 of 
SEN. &Jucution i:md Librm)' Boan.ls 111u1>1 nmimt,in :,taterm:nts until lhc outcome ..,f 
an appeal is known. 

• ,, 11 schools will be prohibited from (liscrimina~ing a,gajnsl children who "ave 
disabilities in their admissions ammgcments. in the education and a.ssocit1tcd &'r..'ices 
provided hy 1hc school and in relation to expul!-:ions and ,;;uspensions from Lhe scl:'l.ool. 

• .&luculion and Libmry Boan.ls m-e subjl...:t to 1uore d .:arly de lined t.btu::fnuncs for the 
drafting of Statements. 

• ,, 11 schools will be prohibited from (lisc-riminating a..gair,sL chilJrcn who "ave 
disabilities in their admissions ammgcments. in the education tmd associated &r..'ices 
provided hy 1hcschool and in relation to expulsions and ,;;uspensions from Lhe school. 

• St.:hools have to take- rca.sonablc steps to en.sure pupils who ha\'c a t.li.sability un.: nut 
plat-.ed al substanti al disadvantage. in comparison to pupils who do not have a 
disability. i,, relation to lhe e<lucatioo anJ ast-ocialcd ser"ices provided lO them. 

• &lucation and Library Boards have. to produoo nn ·accc.ssibility strtll('.gy' to incn:.asc 
accessibility lO the curriculum and school premise.-.. 

• .&luculion and Library Boan.ls have to ho prove On.: <lcli\'t.:ry of iJl fonuation. whkb is 
provided in wri1ing for pupils who do not have a disability, to pupi ls who have a 
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• 

• 

• 

dis.ability. i n ways that are determined aflcr taking account of the effects of the 
disabiliJies crnd any preferences expressed b>• lhe pupil or their parenis. 
Schools have lO produoo and keep under n:view disabilily actc,ssibility plnns and will 
havl! to publish i nformation about 1heir ,,1ans in 1heir annual Board of (jovernor:i: 
n.:pul'l. 
Education and Library Uoards have a duty not to discriminate against a person or 
prosr,ec,ive puril with a <lis;1bili1y in carrying ou1 their func.tions under va1'ious 01'dcrs 
n·lating to cduc~nion. 
The Special Educ,uional Needs Tribunal (SENT} has been re.~1rucmrcd to become the 
Spt~fol Edoi:atiomtl Nec,xls am.I Dhmbi.Lity Tribumd (SENDIST) mnl now hears daims 
against disability discrimination by schools and ELBs. as well as appeals against the 
special educalional provision made by IJJ ... IJS. 

7 .15 The Depanment of Education (DE) ha~ reviewed 10 iL<; Code of PracLice on the Identification 
anc.l Ni8Cssn11:nl of Spcchd Et.lucmiondl Needs us a n.:sult of lhC n..:w provfa:ions of SENOO. 
After consultation. a new statutory Supplement to the Code was completed and became 

errecti¥e on ISI September 2005. This Suppleme111 provides user-friendly guidance on the 
new SENDO provisions !md offers additionaJ guidance to schools and ELBs on inclusion in 
general. 

7. 16 L)E Lo; curremJy working on a new J>arenL,;· Uuide to enable parents and carers of children with 
SUN 10 gain a bener undel'l!ilanding of lhe 11cw legal fl'amework and where lO access help and 
suppon. 

7. L 7 In ac.h.litiuu tlu.: Equal ily Commi!ision for North1.,:n1 lreJacuJ. on behalf of DE. has c.levclupet.1 
a new OisabiJity l)iscrimination Code of Prnctk'e for Schools. This gives clear guidanoe on 
the new dis.tbili1y duties introduced by 1hc SENDO and examples or how sc-hools and Ooards 
c.an make reasonobl-e t1djuslm(•nls in school settings for children with c.lis.abililics. 

7.L8 DE has n.:ccnlly prot.luc.:1.,:c.l {January 2006) a Rcpon or lhc TnmsiLions Inter Dcp,mmemul 
Uroup. which includes an Action Plan to address shortcomings in the Lransition process for 
young people with Swlc,nems of SUN. 11\e GLOS have. the sw1u10ry lead role i1'I lhe 
tttmsitioos planning process for slatcmcntcd children. The AcliOn Plan clearly sets out a..:ci ons 
al ready taken by 1he three Deparunents concemed -11le Deparunent of Educatio,1. Lhe 
Dtpartn1c11l of Heallh, Social Servii.:es and Pub1k Safety and Lhc [>epanmcnL for 
Employment and Leaming (DEL). The actions already taken include a restructuring or the 
Careers Service by DUL to bcucr SuPJXn11he. 11-a,1.sitions process, additional funding fron'I DE 
to EWs for dedicated &lucation ·rransitions Co<.1rdintuors. across NI. to suppun lhc young 
person and the parent m this stage and to enable imrrovemenL-; to work experience 
opportunitfos and life skills training for young p...:oplc, while Mill fl l &:hool. 

7. 19 The Chil.dren and Young P~)ple's r unding Package provided .C0.9m recurrent funding for 
ndc.Jitkmnl ptacc.s, for young pcopk. with statements ot' S~d al Educiuion Need. on trnnsition 
from :-chool settings into the community. DI ISSPS ha.,; agreed with repre.~111ative~ from the 
4 Heulth unc.l Sot.:iaJ Scrvh;es Boards llnil J 50 purposeful ph11 .. -es will be t.:rc::i tc(I in the 
community with voluntary organisations. 
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7.20 In addition lhc Children and Young IJeople·s Funding Package ha.'> provide an additional 
CO. I in ror young pco1,1e with ~w1en1ents of special cducali<maJ need to i111prove 1heil' Ufc 
chances through enhane£d ure skills pnckt1gc."i bel'orc leaving sc:h0<.1l. This is on U>p of a 
funhef £0.1 m main:.u-eam fundjng ror 1he ~ame purr>osc. 

Recommendations 

17~ Edu1.:ation and Library Boards shouJd continue lO d~\1clup lhcir pobcics und servicc.·.s lo 
provide ~upp<ln to d1ildre.J1 with mental heahh problem.~ or a learning disahility u, enable 
1J1~m to rtt:civc llit: mo~l t1ppl'Op1ia.tc c<.lucation, 

18. 11<h1ca1.ion-nn<I 1 lcalth ond Social St~rvices bodies ~lzould C()nti11uc to colloborme 1ocnsurc tha1 
nil I.he needs or children wilh :. mcnw.1 health problem or a learning disabilhy ar1.· mcl. 

L9. &bouls should 00 pro-a~livc in kkntifyi.11,g pur,i.1~ wilh 1x1&.iblc l..:orning tli.sabiJitfos or menial 
health problems and i n getting. prolession.11 help. Where Lhat help needs to be pmvide-d by 
Health :,nd S<'ldal Ser\'ices. a Limely response slH,uld t,e provided. 

2(). .SClwol.~ and HealLh and Social Care provider.,; should mllkc arr.tngement~ to c.nsu1\! lhaL as 
fur as p,us~iblc, u chill.I's c,;<lrn,;mion ii,; not alJowl'<l lo ~u(for during an cpisotlc of rm;ntal heulll1 
problems i ncludi ng people wi1h a learning: disability. 

21. The prind pll! ur equal access to lbc full lUi! of the school should be pursued by statulOry and 
\'ClhllHilf)' t ltgillli~aU<lll:;. 

38 



BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 1457 of 3342

MAHI - STM - 083 - 1457

8 HEALl 'EI AND SOCIAL CARE 

Background 

8.1. Tbtru ib H r.mg~ or $JX,.'(;iulisl hi.:,Lllh and .sodr-d M:JVk.'C:> dcsigncJ to meet th~ 1nir1k ular net:ds 
or people wilh mental health problems or a leamin.g disability both in the. community and in 
spec,ali~l hosphaJ units. Th\} MeniaJ lleaJ1h Programme of Care in Nonhern rreland 
reprcs<'nts about 8% of Health and Soci,~ Care spend (200312004) and lhc Learning 
Di~abili ty 1wogramme ahout 8%. 

8.2. Other re.pons from the Bamford Review or rvtental Health :Lnd Lc.aming Ois:1biUty {NI} !ha,•e 
excunin~d 1he..$e spocialjs1 services in d~1ail and making recommcnda~ions for im1,1-ovem-ents. 
The key thaUcagc for mental heallh a.nd learning di.sability servk-ts b. refom1 and 

modemi.~1tjon. in 1,an..icular dc,,elor,ing communiLy mCJ11al heallh and learning cli~a.hility 
pruvi~ion to pnwcnl inupprop1ial1J admissions and n:-nd1ui.ssiuus 10 ho.spi11ll. am.I rocu~ing 
hospital ser.•ices on short•lerm assessment and acute treatment only. 

8.3. However. lh..:rc is evjd('.ltCC th.al pcopk~ wilh a mental hcallh probkm or n leaming disabilhy 
do n01 have the same. acc.'C..ss to gener.i.l heah.h ~rvices as 1)Lhcr memhc.rs of the ruhlic. 

8.4. The .s.amc issue ari.sc.s elsewhere. lbc Disability Rights Commission publishcxl (September 
2006) a repon of ils i1wcs1igmion into heaJ1h ioequafaies expeiicnced by pCOJ)le wi1h mental 
bc.allh problems or a learning disability in bngl<tnd and Wttks. 11lc.· rcpon highlights the 
scale o( ioeqmllities. whidl i., described as "overwhelming" and calls for action on a r.U1g,e 
llf fron1.s.. ti.fany of the findings could apply equally in Kurlhc.:m Jrdund. 

8.5. People wi1h mcmaJ heal.lb problems are,11 i.ncrea.scd risk of having physical health problems. 
Mtmy dcaLl:ts of people wilh more complex :01d c.~nduring mcnlal disorder Mc potcnliaJly 
preventable hy hcucr medical 1.rcmmc.111 ru,d auemion 10 lifestyle. including diet and smoking. 
~smcnl o( Lhc needs u( LlioSt: whh mentul hcahh prubk:rns shuulLI cov1;1 physit;al hcuJlh 
needs. One approach to iclemifying and targeting appropriate inlonnation and ser.1iccs to 
J)eople with mote severe nnd enduring mental health needs is 1hc e..srnblishmeiu of case 
n.•g_isu.m~ nl primary cme Jcvel (1:Jarr and CottC.'liJJ 1999). P1imnry and ~x:ondary cure scn,;ces. 
in conjunction with the service wmr. should jointly identify which ~ervic.c wiJI take 
1\:.spon.sibility ror monilo1ing physicdl health. 

8.6. Gcncr;;il Prnctitioncrs should consider 1hc he;11th pron.11)Lion or people wi1h SC\fCl'C nlcntal 
beaJU1 problems wi thin their prnclice uni.I regularly monitor lhci.r physical hcallh. 1bc NlCE 
Ciuidcl inc.~ for Schizophrenia recommend paying panicula,· a mm Lion m endocrine disorder.,; 
such tl!i <lialx:l~ witl bypcrprula<.:t!Ulacmi,t, t.:anliu"as..:uhlr risk ra-ctut~. si<h.:~1.:ffc..:b of 
medic-.alion and lilCstylc factors such as smoking {NICE 2002). 

8.7. The pn:\·alenre of smoJd.ng is ftlr greater among those wilh ml'nlal hea.llh problems thon in 
thi!. geni.!l'al population tLnd smoker.~ wilh mental health pmhlcms 1.1:nd m .~moke more hcm·ily 
1Jum others. Mc.:ntal hcallh pru(c:-.siunul.s tcm.l not to raise the i.s~oc or smoking wilh JX!Oplc 
Lhey come in contact with. These profes.c.ional.s however :.tre well placed m offer advke and 
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support on smoking ccs.s .. 1tion. Smoking is addre.-;scd a,; pan of lhc tJamford Review rcporl 
on Alcohol and Subsrnncc rvtisuse. which makes a number of recommcnd:nions in lhis a,ea. 

8.K While life expectancy or poople wilh a learning disability has improved ovc:.I' 1hc laM 60 
y~. rnonalily mlcs an: still highc.:r lhau in lhc gcn~rnl 1K1puln1.iun. Som.; people 11n: m 
higher risk of physical ill health arising from problems associated with panicular conditions 
aJ1d heahhccu-e pl'ofessionals need to be aw·ate of 1hcse. 

8.9. There ace however more basic hcaJLhc.a.re needs which are often neglected in relm.ion to 
p..:.uplc witJ1 u lcitming di.sl.lbilily. 1\ i:cc.:ssibilhy or infonmttiun aml a<.lvic.:G on hcahlty 
lifestyles. uptake of screening pro~ramme.~ and olhcr routine physical health checks. Acee.~ 
10 arrmpri,:ue denial 1reaL11H:nt is a paTticular i~~ue for many rcorJe \\ith ;, leami1lg. disabi lity. 
·1ne..se problems arc documented more fuUy i.n Equal Lives. the Hamford rcpun on lcru·ning 
di.~ability. ond 1ha1 repon makei. a mngl! or recc:mrn1endalions for impro\•~mcn1. 

8.10. The u,1mford re\·iew·s repon on Alcohol and Substance Misuse rccogn~" that. as more 
rcoJ>le wilh a learning disal'iTiity 11rc living in 1he community. 1hey may l'le cx1>oscd to g.remer 
socml stn-..ssors lc.ttling to jncrca~d use or alcohol und drug~ as a coping ID(.>;('hnnism. l\~plc 
wi1h il le:u·ning disahili1y may also see u:;e of alcoh<1I and drug.~ as a wa)' of filling i11 wilh 
~11.:ir pi;i;rs. :\gain the Oarnfor<l n:port on Akohol nutl Subslttni.:c l\•li~ul:e makes a numbcr ..,, 
recommendations relating to lhis issue. 

8.LJ. There urc ..:.onccms regurding lhr lack of Child and Adole.,r.(.'cnt Mental Hcahh Services. 
e.~p,eciaHy iJl h!.1·m:-: or i n1latic.nt hcd:,,. Work ha.~ .~toned on im1l lemenliJ1g lhe 
1t:(;ommcndation.s ooulaiucd in 1hc n~mifon.l review':. report .. Vision of a Comprcbcnsh•c 
Child and Adule.scent Mcnlal Health Ser,•ice ••. 

8.12. Agro\J/Ul,g l'Oncern is lhe uumbcrol" loca.l suicides nnd lhc rising level orself-hann, m:.1inly 
hy young people. To addres!> lhese concerns a Ta.~kforcc was estahlis.hed in July 2005 10 
<.1c,rclo11 u n:l:,i<.mal :i:uicic.lc pn:vcnliun strategy. Following an C:\lcn.sivc i.:.ngagcmcnt uud 
consultation proces.~ the final Slrategy. "Protect Life -A Shared Vision··. was pubHshe-d on 
JO Ocwber 2006. The Stra,egy airns to tackle lhc j.,r.sues of :,t1icklc and self-harm by 1aking 
a dual population and t:ir,gcted uppro:h:h. lllc Strategy 1-ocogni~s lhc fan that whUc iL~ 
rnmary rocu.~ is deal'ly on 1>reventit)11. tl1c. achievement of iLo; aims will be greally inJlue need 
by th~ llt:ed for iLS impkmcntaliun to bi; taki;n forward in p<m1Ud wilh progrcs:. bdng mode 
on the delivery of the Promoting Mental Health Slrmcgy and the l:famfocd Review or Mcnt.11 
I Jeahh ::and l.canliOf. Di.sabiJicy. 

Quolit.athc Survey ot Users and Carers 

8.13. The QuaUtative Survey or lL-.ers and carers: in :1 number or volunta1)' or£ani'otllion.s in Northern 
Ireland idenLified the following is.sues: 

• Thal (iP.~ require hcller lrilining in memal heal Lb i!-iSUi:S. 
• 1\ rnlup.sc/dctcriurnti on in ~rvic.:i; ust:r..'! • mental l1~ullh i.:-an result in a lock of 

moLivalion and drive lo attend appoinlmenlS. 
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• 

• 
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A negative impact of mcdic:.1tion can cause wcig,hl problems. which becomes a 
see-0ndary issue having a furlher negative impact on their mcmaJ health. 
Smoking. allevlaies somt! or the wnsion,'- 1\!~ulling from menial heallh pmhfcms . 
Govcrnrncut 110--.moking polic}' ,,ced.s 10 consider '<.lutdoor' spaces for clien l\ 10 
smoke. 
Carers are on.en unable to attend hospital dentist and eye cart~ appointment~. due to 
the?it c.aring mle. 

tt 14. Issues rniscd ill 1he review 1\;!')0rlS from pt.~ople with :'.I lcaming di&ftbility M<I 1heir c,u·crs 
included: 

• Cieneral heallh professionals not having an undersui.nding of how 1.0 de.al with people 
with a learning disabili1y and 1101 taking 1ime to l~1en 10 1he:m. 

• Wahiog 1frn<:s fnr tJcn1aJ t1-e1wnent fo1· peopt.; with a l.;aming d~biHty. 

\Vbere are we now? 

S. I 5. The hh•es1ing rm· Hen Ith S1rat~gy lllunchcd in March 2002 ~cl.~ out 1he F.xccuti\1C. '$ view.,; on 
how Lhc hC,llth and wcl1-beiug of all lhc p...:opl~ here i.:an be improv...:J. um.I hov..· the 
unuccc.ptable rncqmtliucs m heal lb can be r~doccd. Uoards. ~md 'I rusts are Lmplemcnlmg this 
Slratcgy lhrougJ1 Hcnllb l mprovemcnt l'lans. adopting n proact.ivc. holistic approach that 
rmtccts and improve health by implementing action plans being produced in a range or areas. 
inclodi1lg (l,•ug,,; and n.lc,1hol rnisuse (11lc.l menial hci,llh 1>r<nnoli01t 

8. l6. In recognition of lhe t'act that chi klren with lenmiog disa.bilitiei- are nol rc<·civing_ the 
oeressary dental care and that there arc long waiting lists. some of the funding made :ivaifable 
from the Children and Young People'~ Funding Package i.°' being lL'\Cd by I.be 4 J-leaJlh Board!: 
10 address the waiting l is1.1, or childJ'en with leami11g di!:abili1ie~ who are wailing lO rec.cive 
dcntnl trc,umcoL 

Recommendations 

22. The heallh and soci:11 care need'\ or people wl1.h a learning disabili1y or ~vcre mental henhh 
111\'lblerns r~cd to he identil1eJ both i1t primary i:ntc nnd secondary care k.ve:I. 

23. Any a.-c;s('.ssment of the needs of people wiLh a learning disability or with more complex 
menial health n(:eds mus-i include a.~sessment or 1heir phy.~icaJ h~aJ1h needs. 

24. Tile- Depnn111t:n1 or Hcithh. Sod al Sc,·vic..:s r11HI Pu1'1ic Safc1y ~hould 1>r-0<lt1cc " R..:.gionul 
Frruncwork for H~al1h Improvement of ~Opie with a mental hc:alth problem or a learning 
di:mhility . r roviding clear direction including 1..1r:cL'i'. and limc.~:iles. Each HSS Boanl sttould 
review Lhcir He:,11.h lmprovemcm Plan.~ 10 ensure 1ltal Lhey 1rnn$laie the re~iona.l framcwotk 
,,, a l(M.':al lc;:.v"-1 H> ~ur,pol'1 irnrrovt:d heallh <.lu1corncs ror peupk with a mt:nU1l hca.hh problem 
or ,1 lcm•ning d1sahilhy. 

25. All gencricaUy trained henhh and sociaJ services professionals should receive nwarencss 
l.l'aining on mental health and learning disability issues. 
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9 SOCIAL LO'E 

Background 

9.1. rvtcnw.1 well-being h~ been dcfim:d iL.-; Lhe umolion,Ll :.md spitiLuaJ re~iliem:..: whk:h cm-.11Jk:s 
us to su1v ive pain. disappoinm1ent and sadness. It is :1 positive ~nse of well-being and an 
l1nderlying belie( in our own dignily nnd wo,1h. 

9.2. A pcl'son·s social connen::dne!;s - acti\•itjes. relation~hip.,;. inti.!re;r.;t,;. nc1works - ltas a 
~ignilil;unl impm.:.t on mental wcll-bciug and sclf-c::.tccm. The n:m.:tious ur others urc uftcn 
int1uenced in our social life, our ac.tivitics. interactions. and our social selr. Becoming 
incmally unwell can profoundly affect both our own social in1er_-ic1ions and 1hc. reactions of 
others. ll is in such situations that the c.xpcricncc of ignorance., 1'(~ar ~nd stigm~• can bring a 
new dimension or dist.rc.-... .. m Lhe sufferer. 

9.3. tvlental health problems and t.he accompanying di-.tress can anect all m;.pccts of one's social 
life and relati,11lships • within 1he family, with r1icnds. with work collca.gucs. The scn.se or 
feeling isolated and sligmati sed is a very reaJ experic:nce ol' many .sufferers. Tbcn~ i.s also a 
senr.e of di!-:c.mr,owcrmenr and the disues.s arising from thb- '-<m>• life will never he 1he same 
u.gaiu··. AcknuwJOOgcn11;nl or lhesc i.ssuc:s mu.I <.:1Jm.:erns cun be of panii.:ular i.mport.ru1«..:c in 
promotion of rccove,y and needs to be recognised by professionals. 

9.4. The issue oL"buUying thm is oommonly reponcd by =idvocalcs can alsocausc.~xtremc dis.trc.~ 
and lead 10 i:-.olation and socia.J exclu.i.ion. This issue need~ m he proaclivcly addrc.~scd both 
iu spedalil\l scrvk-cs 11ml lhc wider i.:onmrnnily. Pcorlc with <lisabilhics ~huuJcJ IJc 
encouraged to exercise their rig,hts 10 make complaints to the police or other rclev:.ml 
authori1y. 11,e Criminal J11s1ice (No. 2) (No11hcm Ireland) Order 2004 provides pro1.ec1ion 
in that Anick 3 C;ttends lhc prol<.'ctions of Pan ill or the Publ.ic Order (Norlhcrn Irel and) 
Order 19k7 to include group.~ de-lined hy ,~fe,cncc to S'!Xual oricnu:uion nr di.~bility. (Van 
lU 1.:urrenlly pruvic.lcs (lff..:.ni.:~b um.I pc,;uallie~ u,g11ln.~l lht: use or threatc.;n.ing. abusi"'c or 
in.,;uhing, words or behaviour. the display and disrribution of written material. and rcl.lted 
activi1jes intended 01' likely 10 s1ir up hau-ed or ar(lu&:: rear). 

9.5. The proteclions. cu1'l'emJy f!l'<Wided \\>ith regard m re.ligiou.~ belief. colour. 1'ttce. naUonalily. 
1.ahnic.: or muiona..1 urigin.s. arc cxtcn<lc,;ll by Ankle 3 to inl.'.ludc. s1.:x.ual oiicnttllion uml 
di sabiJity (including mental health problems and learning dis.abilities). The penalties for 
Slirring up hatred or arousing fe!tl' i n such cases is: on summ;uy C<.'mictio,t a maxinHnn or 
6 months imprisonment. a line nol cxcc:c<ling the statutory m:u:imum. or bolb; on conviction 
on indictmenL a maximum of2 years imp,i.sonmem. a fine.. or h<)1h. 

9.6. The rel:ltionsh.ip botwee.n service pro\'iders and individuals is of considerable importance in 
building and mai,naining sdf-eswcm. hope and selr-worth fot i ndividuals wi1h severe 
episodes ol' mental illness. cxpcricociag los.s of insight. loss of control , in addilion to the 
painful c.xpericnce or lhc sympLoms <lf mema.l iUne..~s. l11is relationship can a..bo provide a 
role mu<.ld for f(unlly nu..m1bers who lhcm.sdvcs nuiy lx! b1.:wildcn.:<l a11d di.stre..."Si.:d lhruugh 
the experience or an Ulness episode. ·n c engagement and empowerment of 11lmdy members 
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<.-.an greatly assist in the recovery and re-engagement of lhe individual in lheir sociaJ lil'e and 
1ela1ionsh.ips. 

9.7. Act'e.~ 1.0 information ha.;; general1y been experienced a.<: a problem for individuaJs in mental 
hi.;t1Jlh i;crvh;cs. ll is often difficult lO gcl d edr i11fonmlli011 and (bis la<.:k of ..:hu·iw is a 
probJe.m for users. family and friends. The faiJure to convey relcvanl information clearly and 
in simple 1enns can cause distress 10 1he user and their families. JMonnatlon is required 
aboul &·.rvicL·.s. choice of services. specific interventions inCluding. for example. medictition 
side effect~ and crisis arrangements. 

9.8. In the situation or involunlary admission clarit>' takes on even gr~ater importance. The 
sufferer in ~uch situations often experiences a significan1 imru~ion inw thei.r pcrsono1n and 
family privacy. lnvohmtary admb.sion procedures should be clearly cx.p1aincd and all 
involved should identify lhemseJvcs to the sufferer. famil)' and friends. Difficultie.;; fo1 the 
u!-itr in unt.lerst&ndiug infonnatiou &t sud1 thues n:quires JJfOft.:ssionufa to 1>ay even greuter 
<tUenlion to communication and infomrntion sharing. 

9.9. Within t1 multi-cultural society. the indivklua.rs s~cific cultural, spiriwa.l Mt.I religious occds 
mwa be recogni~d and acknowledged. Wilh the em1>hasis on community based care and 
treauucnt, the n.:ligious rmt.l spiritmt.l c.l.inu,.:n~iou or an int.lividuuJ.'s lifo shoult.l be considcret.l 
as pan of holistic assessment. 

9.LO. Spirituality, described ~•S "linking the dooply personal with the uni\'Crsar. is inclusive and 
unil)•ing. ln heallhcare. spirituality is idcniificd wilh experiencing a dee1>•sealed senf.e of 
n1em1ing ant.I purpose in Life. tog~ther with a sense of belonging. ll is ubum u1:.,;eptam .. 1;. 

integration and wholeness. 

9.ll. The Royal C(llll'.gC of Psychiatrists' lea11L'-l on SpiritUillily and [\•k.ntill Henllh states lhtll 
~r\'ice users have idenlificd 1.he follt)wing benefi t:-: of good quaJily spiritual c.are: 

• Improved ~11'-control. selC-esleem and conlidence. 
• Speedier and easier ret:O\'CI')'· achieved through bolh promoting 1hc heahhy grieving 

of loss and max.imisin,g personal potential 
• lmp1·0,1ed relationships - with ,;;elf. olher,;; and wilh God/crealion/nature. 
• A ntw sense of meaning. re:,ulling iu n:awt1kt.:ni11g of hope am.I peu<.:c of mint.I. 

enabling people lo at'cept and live with problems not yet reso)\'ed. 

9. l2. Prom a user perspective .• spirituality can be an important part of one's pcrsontt.1 life and in 
times of cri.sis a major sou.-oe or sustenance. Thi$ can I)! of 1-,.u'licular impona.nce in situations 
wh1.:1c ad1nission to ltt.):i.piui1 is rec.1uin:d with the incviwble scparation from family. fifonds 
and one ·s local communily. It is a common user experience when in heh-pital thal religious 
and spirirual l'1ec<1s a.re nol adequately met. Sc1·vice providers need to be ~nsitive to the 
spiritun.l needs of individuals t1l such times. It is imponant that staff \VOrk:.ing with pcopJc. with 
mental health problem.;; or learning di~biJily encourage any helpful inner pel':1:onaJ rt:-.ou1·ces 
ant.I i.:xplon: what cxlcmul supports from the .,;01nmu1dty nut.I/or ft1ith tradition ure avaik1ble. 
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9.13. AvaiJable and affordable lr:mspon is a key requirement of a good social life. The inlrocluclion 
by the Ocpanmeiu ror Regional Developinenl of reduced charges on public u·,wspc)rl for 
people with a learning, disabilily is a welcome development. 

9.L4. People wilh u Jeamiug <Jis.(1bilhy uflcu ~xpress dissulb>fi.11.'.liOn lh1.,: ht(;k of pubfo.: lntn::,porl 
and the prohibitive c:osls or laxis. problems with physical access to premises such as dnemas. 
nigluclubs, bars and n;:.srnurant.s and the lack of a com1,anion - a bc-friender- to ae<:ompany 
them. 

9.15. Provision of 1nms.porl within Hca.hh tuuJ Social Si.:r,•it.:i.:s llay sc.:.n•it.:es conMnuci, ov1.,:r 25% 
or the wtal budget. As a con .. ~uenc:e of lhe loc.•.ations or many day centres. individuals can 
spend ,,er>' lengthy pc1iods being u1mspor1cd lo/from c.enues with only '20% of cenux:s able 
to lnrnsport most of lhtir attendees from home to ~ntre in )('.SS thtm 30 minutet-. 

9. L6. A 1mmber of servk-es lmvc.:. developed im1ovalh-e im.kpenJenl lrn\'1,;l lraini.ng sc.:hem~. ,vhidt 
have increased the capacily of individuals to make ruuer use ot' public: transport 

9. l 7. I\•Ia.ny people wilh a ICtrrning disability Live. Lonely lives. Most of their free. lime is spe-nt in 
home-based pursuit~ such as watching telc,•ision and Ji!>Lening 10 music with few friend!-: of 
lh~ir own a,ge. In a Stull)• in 2003. lb.; l\:scart.:h.,;rs intervi.;w~ll the pan:nlS of over 50 S(;hool· 
leavers from 2 speciaJ school~ for pupil~ wilh severe learning disabiJilies in No11hem Ireland. 
Three in five or 1he young people (58%) were reponed 10 have no friends of their own. In 
au. 90% orpan;ntS would Like lhcirson or daughter lO be more involved with friends o( their 
own age and 1hey mentioned the need for more club!-: and for more spons and leisure 
t'l(;livilies. 

9.18. A similar picture emerges for adults. Ill a 2002 s1udy. over 2 in 5 people teponed having no 
friends outside. of lhe day oontre they att(•.ndcd and 4 was the most lhlil anyone report 00. The 
most common activilics undertaken wilh friends were going to discos and s,ocial clubs .. bu1 
moot of lhesc wcn: organised SJJCt.:i(kaUy for people with a learning dis<1bilily. 

9.19. A suid)' or 65 pcrsoos resettled from a long-stay learoing disabiJity hospjtal in Nort.hen) 
lrc:l:rnd into nursin,g home. tmd rcsidcntinl can:. found lhat only 14 people (21 %) bad regular 
or frequem coniac1 wilh friends ()uL51de of the residence. 

9.20. Overall people wilh a learning disabilil)' tend to lead more sedenlary lifestyles than the 
general porula1ion. performing sig:ni1ica,1tly less lhan the minimum levels or physical ac1 ivity 
re.commended by lhe Department of Hc.aHh. Levels of obcsily appl'.O.r to b(' rising ruuong 
adulls wilh a learning disability in Northern Ireland. 

9.21. People wilh a learning disabilily ofl.e.n express dissalisfoction wilh lheir corn mu nity. 
1ecreinion aod lei..s.ure activities. 11\C)' mention in particular the need for more evening Md 
we(•kend a('.livilies Md gr<~atcr opponunilies t(.) takl' pan in communily evcnls. 

9.22. Many family l.·arers m~ also (;Utlt.:~rnet.l aboul lb..: hl(;k of leisu1~ opporlunilies. Among the 
suggestions they made were: 
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• 
• 
• 
• 
• 

• 
• 

• 

• 

l)rop in <.-emres and more social clubs . 
Weekend or shon breaks away . 
13cfiiending sc:·bcmcs with long~tcrm commitments . 
Education of the general public about teaming dit-:abilit~•-
Conuuuuity Ai.:U:ss/Suppurl Workers lO allow iru.lividudls to ::ltu.:nd C\'CUl~t.:OJJ(;efls 

rather than depending on their ageing parents/carers to take them. 
Day centre facilities utilised in the evenings . 
Rclativ('ly little monies ht1,•c been expended by social services in promoting the socittl 
and lei!-.uro lh•es of people with a learning disability. Of'len this ha:r: been left 10 
l.'.haritable groups (oClen led by pan:nts &nd 1\:hHivcs) mu.I llu;y i.:onti.nue to be the main 
provider of leisure opportuni1ics outside working hours with a heavy reliance on 
volunteers. 
Th.e main scrvi c('. innovations in this nrea hnvc n-.vo)\'cd around the ..:onccpt of 
befriender,;: i deally a pers.on or !-;imi lar age. hackground and iniere.,;ts recruited 10 
shnrc some of tbdr lci:mre lime wilb a 1.:hw1.:n pill'lm.:r. A Northern lrish sur\·ey 
idemHled this as the liflh most popular torm of voluntary activity with an estimated 
80.000 people invol ved across all c.lic,11 groups. 
A r~lngc of agencies in Northern ln;land has set up a numt:erof dedicated befricn.ding 
~chemes mostly in lhc non•statulory sector although a!-; )'Ct lhcre ha~ been no 
1..:vaJumion und1..:rtak1..:n or their impm.:l mu.I sustninability. 

9.23. l~ w resources a1c spe,n in enc-0uraging access to social and leisure opporumilii.:s by people 
with mcnULI h..:alth problems or a teaming dibttbility. Greater attention 10 developing pco·p1c·s 
!-;OCial network."> could p:1)' dividends in other ways by .-educing the possible consequence.-. of 
social isolation in<.:lmliug d1all1.:nging behaviour:, tuuJ t.lepn:ssion. 

9.24. ri.•leaningful relationships. i11cludi11g rnan'iagc. and e~pression of one's sexuality con1ribu1e 
greatly to pcop1c·s qu!llity of life. ·rhc sexual e.xpn:-.sskm tUld devd oping sexuality of people 
with a learning di!-;al)ility is often ~en as problematic and not a normal pan of ~mwth and 
dcvclop111ent This ignores the pcrwn·s 1ights am.I lhc bem:lits to be gained. 

9 .25. The subjec1 of n;:lationsh.i1)S a,ld sexuali1y and the social skiJls •'CQuired ill forming app1'0f1ri(ne 
n:.lationsh.ips l\'X:l'ive insufficient attcntioo tll home. at school Md in uther servi<X settings. 

9.26. The dHmgc/) in the life sttt~es of people with a learning llisabilily arc oflen nol re..:ogn:i.scl.l. 
There is a marked lack of sex education for men and women with a learning disabilil)'" and 
lack of guideli11es for smff who JU'Q\•ide sex educ~'uion. 

9.27. Life s1ages and genera) sexual and reproductive health cal'e is not r,rovided. For women in 
partil.:ulur issucs an: nm at.lc4wttc1y ;.1<.lc.ln:sscd in t\:lution to p1\:mcnstruul syndromc, l--..:rvk:al 
and breast screening. sexual health screening and lhe menopause. 

9.28. Sexu!ll orientation and pn:·fcn:ntcs often go unnoticed tmd undc.lC..:ted or tlllribut<~d to U1ck 
or experience. choice or environmental influences. 

9.29. Staff members who panicipated in a consuhalion exercise highlighted a number of issues 
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perlinenl lo supponing sexual expression thal Uley 1001 unable 10 resolve because or lack of 
clc:ai- legi.~latio11, tX>lic.y and guidelines. ·ne.se included: 

• 

• 

• 

• 

• 

ParticiJXmlb working in rc~icJcntiaJ cure scnings who expressed feelings uf f.rois:tn:nion 
around being willing lo suppon clients in their sexual expression but OOing h.wnpcred 
hy how cwrent legist~11i.on i~ interpreted and implemenwd lhrough policy. 
t\ pcr(..'Cived ,,\!Cd for greater claii1y be1w.;en ,he Menial Health (Nonhen1 lrcl and) 
Onkr 1986. Sl·.xual Oflt:nccs Ac.:t 200., und Human Ri.ght.s A.,;t 1998. in n:l.11.iou to 
mdividuors dg.ht.s around scxunl cxpn:.,sion und lhc process used to a.sscsb cnpacily 
to consent 
A need for ongoing training. ~uper,•i.~ion and suppon to develop undersrnnding and 
..:ompctencfos cu diffe,-ent Jcvel~ (lf in1crv..:111ion. 1110:,tly Ht'l)und inrippl'oJpria1c 
toucb/dbu.sivc bchiiviour.i... 
Policies an! now more likely to tl(:knOwlcdgc the 1ights of people with rt lcamin& 
disability around their scx.uaJicy and sexual expression. however. lherc is a lack of 
clarity around whether individuar s rig.his are prioritised above parent,;' right~ and the 
legal pnsilil)ll regarding_ pare,m;' right<: i.e. if there i.~ a d iu .. h hetween thl! individ:ual's 
v.ishcs and purcnt:l wis.htb, wh<l should be prioritised? 
Balnm:ing rights. rc:sponsibilities. vulnerabilities and risk in this area is comp le,;. am.I 
hampered by apparent lack of clear direcuon tL~ to Lhe paramelera wit.bin which Slaff 
should wmk at a prac1ire level. e.g .. what kind or i11forma1ion .,;ta.ff shouJd be gi.ving 
reli!vam 10 1he.ir role if a man nr woman wi1h a learning disahili£)' a..;ks for informzuinn 
nboul conll'accption or wanting t<l be sexually uctive. 

9.30. There is a lack of support education and training for parems. to enable them to ide11tify 
c.ml'rgcm issues and gain knowledge and l\kil ls in supponing their L'hildrcn. Many p.:1rems 
SU\Jggk: with 1hci1· own value-, and bdfo.fs auum(I sexual cxp,-ebSion :u1d Iii(! tJesire <:•f youog 
people and adults with fl learning dis.nbili1y 10 fol"m sexual rcla1ionships. Tilc follu,ving 
issues have been cxpro.s.sc<l by piucnts: 

• Fears and C{}ncerns around lack or suppon for children particularly when duri11g t ime~ 
or u-ans ilion ftC'lm rrin1ary to post prirnzuy cduc,,tion, where thc.)1 cue seeking 10 'ki:;ep 
1heir childn::1) in mt1i1\StreJm educntion, 

• Edoct1tion around :,ppropriate scxua.l cx-prcs.sion, l~ar..:nts often foci unable to discuss 
problems wi.th others aad arc unable lo idcnlify appropriillC mean..'i or suppon.. 

• Acc.-c.~~ing affol'dable information to suppon tlle.m to do .1;c:c: education wort with their 
sons o,· daughw,·.s. 

Reoommendations 

26. The limiLations posed hy cxi.~ting irans:pon provision have cunailcd access LO educaticmt1L 
cmrJoymcn1 nnd lcisu,·e opportuni1ies.. A demrinined effon is required 10 cn~u1\:. thnt 1,hese 
~mTitrs urc removed. The.re b scope to more octivcly promutc independent travel on pub}k 
1.r.mspon and on foul. Tobi: should IX>. planni.;~J with lhes:upport of the liunily and must fN1turc 
in schools nnd h.igber and fun.her education establishments.. ln addition. those charged with 
responsibility for public tran.spon mu!\l en.sure th,u the particuklr need~ of men and women 
wi1h a lcnrning disability are incorpor.ili.'d in the ir SU'nlegies. 

47 



BT Mod 1 Witness Statement FINAL 3 Mar 2023 & Exhibit Bundle (combined) (3342 pages) 1466 of 3342

MAHI - STM - 083 - 1466

27. Leisure and recreation schemes should be promoted and co-ordinated at Oistricl Council 
level. r-\n ::wdi1 should be comm{S$iOttt~d of leisure ai1d 1\X:re.'l.tiuo nu;ilWes. societiCf.. and 
duhs within lhcir area that .serve the wider community as weU as people with dbabilitics. 
This 0 11'cctory shouhl he maimaincd by Disuic1 Cnuncils and widely circu1atl.!d lO all &.1r..,ioo-
11rov1dcrs {inclUlling n.:.sidcntinl :,;enk.;.'i) and l';.uuily can:n;. A ccntml point shouJtl be cttatcJ 
or identil'.ied for recruitin.g volunteer helpers and drivers. Different schemes within District 
Coun'-;ts should ha"e $h.ired acces.s t() a minibus or rco1,le-carrie1-:s. Seed inonic..:; should be 
available to inilfati! new schemes. 

28. Now tluu aU scrvk:c.:s ;m• c~1>e...: tcd lo bt1\'C. polky guh.lclim;~ iu pJac.:c un Sl'&ualily u.nJ 
personal relationships. there needs to 00 a concerted ell'ori acro:-s all services to malr-\.'. 
available opporiunili.;.s f(u' educa1ion on 1hese i-ssucs ~•nd oo .sexual heahh. This should be 
done with lhC k.no,vlcdgc and suppon or family car...!rs, but Lhey should not have a sanction 
on Lheir relative',$, pa1,icipatio11 if th.tl i.,; hi~ ()r her wi~h. 

29. The issue of bullying 1hat is commonly reponed by seU:-ad,·ocates needs to be proactivcly 
addressed bolh in s~cfaJisl .servjces aod lbi;.. wider commuC1i1>'· 

30. The Office of lhc. Fir.~1 rvtinistec IUld Depu1y Fir:c;t Mi.niste.1· should 1ake 11 leadecship role 
<kvclopint peop11.:'s Mxiul n~lworks with 1.-Cntml ;.md lo...:uJ Guvcrnnlcat, the \'Olunt::Uy anJ 
priv:uc. sccmrs to help reduce social isolation. 
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JO. WAY AtlllAO 

I 0.1 During lhe rcvkw it was noted that tht'IX' is a lark of local re.search in Northern Ire.land in 
prnmoling social inclusion for people witl1 mental health problems or a learning disabi lil)'. 

10.2 lmpleme.mation or the rccommcndmjons will be the key to delivering sociaJ incJusion for 
reople wi1.h mental hea.hh problems and/or a leami,,g disability. 

Reoommendntions 

31 . There is .a need to gather rurther infonnation on ,he social inclm>ion needs or people wi,h 
memal health problems or a learning d.i~bilily. 

32. The iomr-dep:u·uncnral UL~frirce need., to address the. roco.mmendaUon.;; of t.hi.s report hy 
acltl1tssi11g th..: in1plcmc.11w1ion issuc.s hdudhig:; an uc.:tion rlw1. limcmbl~. uirgcts. n.:soun;l!s, 
budge1s. rcsean·h. evaJuadon and monitoring.. 
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CONCLUSION 

l 1.1 Mnny pt'tlplc with n learning disability or u mental heallh problem h:L,1e not always !been 
included a:-. full a.nd equal members or society. The effective impJcmenmtion of this Rcpon's 
1\!commcndatious will help pcoJ>lc wilh u lcamiog di.snbiUty or mental h..:allh 1>roblc111!', to 
reach their ruH potential. as equal members of society. 
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Annex 1 

MEMBERSHIP OF THE PROMOTING SOCIAL INCLUSlON GROUP 

Th~ Pro1noling Soda.I lm;lusi<m (PSO Gn.>u11 was ...:.slablhhcJ wilhin lhc Sod.11 Ju:ai1.:c uud 
Citizenship Committee (which is pan of the overall Bamford H.eview of r>-•tcntal Heallh aocl L.e:.trning 
Disabili1y), 10 take forward lhc ~"icw of soci1Ll inclusion. Membership or the PSI grout> ioch.,ded 
n:pruscntiuion li'om Ollicc of I.he First and l)cputy First Minister (OFJ..,10 1 ... 'M), Dcpanmenl of Heallh 
Social Sc.r,•kes and PuhLic sa.1e1y (DI ISSPS). Depar1mc.n1 for SociaJ Dc.ve1opmem (OSD). S.ocial 
Si.:curity Aglau.:y (SSA). f>epal'lmcnl rur EmployHlcnl and Leorning (DEL). f>cp:utmcnl of 
Educmion (OE}. J:>cpanmcnl for Rc£ional Dcvclopmenl (l)RL)). the Law Centre. the voluntary 
~Ch)r, <:-anm• and nsl"':ni.. 
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Anoex2 

QUALITATIVE SURVEY OF SERVICE USERS AND CARERS 

Th~ Quulilative Sur\•cy of User~ 1md Can:1~ wu~ performed by r>HSSPS. Two staff met with use~ 
aDilimed to \':ufous menLal health and lemning dls.abilil)' volunrnry organisations throughout the 
f! rQ\'ince in earl)' 2004 to establish difficuhies 1hey h~d wi1h social i.ncJu.sion for people wi1h a 
learning disability or mcmal hcaHh probk ms, 1'hc organisations visited were Newry and ~\.lournc 
Me11tal I lea1Lh Forum. Rethink. Aware Defeat Depre~s-ion. S.T.E.P...R. and the Down's Syndrome. 
~odation. 
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Anoex3 

RECOMMENDATIONS 

L. Then; iN an ongoing m:cd to monitor ncgalivc i,U.:rt:otypcs wilhin th~ commurtity amJ to 
d rnnge 1he atliludcs that rdnforc.e these neg~uive stereotypes. Communitfos need to be 
cduca1ed 10 ensu•~ the succc.ssfol social i.1\clusio1, of people wi,h a mc,ual he.allh J.'ll'Ob-lem or 
u lcamin_g disability in thl'ir community. 

2. Tlitn; is a rumlamcnta.1 nti;tl for u campaign to 1.:hullcngc Lh~ imagv:ii t.hm 1.:ommuuicatc 
negative stereotypes. The c:.unpaign needs to directly involve people wilh nr~H-h11nd 
cspcrience or disctin1111ation, iarge1 specific audiences Md monilor a,1d evalu;uc its 
eff(•ctiveoesi,. 

3. All scrviw providers must be i;ncoumgcd to proYidi; in.t'onrnuion in a Conn thm is undcrstootl 
by people with mental health problems or :1 learning disability. 

4. There is a need to establish a group to nddrcss lhe sligmn ~socimcd with mental he.·.aHh 
problems and learning dis:ahilille.s. 

5. The Labour t:orce Sun:cy (2002) indicated 1hat only 21% or peoplt> with a mental heahh 
1,1oblem or leHrning disabHi1y ar~ in employment )'Cl research from thi.: OS round 1hi.11 with 
em:ctivc rehabilitation support. up 10 58 % or adulls '"ith :,cwrc anti cmhning mental b~nJth 
problems are able. 10 work w~ing the Individual Placc.mem and SupporL appronch. Toerefnl'e 
lh~ Norlhem 1rcloml 1argi:t sl1ould b~ Ul kasl 50% of p1.:ople with mcnwl hcallh J>roblcms ur 
a learning disability should be in fuJI time employment 

6. lf .. mploymcm Advisorb shcluld work wilh c.:ommunhy mcmal health lcmns am.I communily 
learning disahiJity team~ to 1mwide pa1hways 10 employme.01. 

7. European monies have funded a number or suppo11cd emplc)}'ment positions and IJcpann,ents 
should rnuinstre.am this funding. where i1 has been shown to achieve 1>ositi\'C Oulcomes. 

8. PemliLted work. 11Jles for hlcapacity Benet:il and Severe Dis~hlement Allowance should be 
furlher improved • .simplificLI a:nd prumolcd ~ffcctively 10 rcJuc,;c. the barrier from nH,.viut;. 
from benefit to work. Returning 10 work should be on a voluntary b;L,;.i.s and people sltould 
1K1t be disadvanmged if 1hci,· condition changes 11nd prevcnis 1hem from cominued worh.ing. 

9. DSD and hou!-ing pmviders should dc\•clop a how;ing son1egy 10 ensure people with mcntnl 
IJi,jahh problems and foaming disabilili!;S can. whcJC possible. U"e in t.hc. :tcc,;on:uuodmion u( 
their choice. subject 10 normal financial conslraints. 

I 0. Peuplc with mental M:1Jlh rrobl-cm.s or lcnming dL~tbilitics should have the choic1.~ to Jive 
indepe.nd~nlly hut the use or specialised group housing has a role m play. ror example as 
8tcp-<luwn acc,;ommuJa1ion aflcr l~tviug hoi,,piULJ. 
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11 . L)SU should ensure participation or people wilh mental health problems or a le.arning 
di.~ahility in the planning of hou.sing services. 

12. lndcpc1ldCnt a<l\lioe arid a<h1oc~1cy se1vices shOl1l(I be embedded in n.lenta.1 hci11.th and learning 
dis.abili ty services to help suppon and enable people wilh mcntaJ hcahh problems or a 
learning disability to live independentJy with dig.oily and a good quality of l ife. both in and 
o ut of work. 

13. There should be !'-''l.l'lnen;:hip schemes bclwcen Govemmc,n. commercial companies. hocising 
ttssociations and crcdil unions to extend insunmcc <:o,.·cr nnd other financittl prOOucts: and 
t,;en•ices LO financially excluded people with mental health problems or a learning disah-ility. 

14. The Social Security Age1lcy should work wi1h the voluntary secw,· aod other rele:va1H 
orga1l i~ ti(.)ns 10 examine customer scn1icc issues for people with menrn .. l health rirobl ems 
and/or learning disability. 

15. .Social Secul'ity Agency decision-make~. Medic.al Referee staff. front line henefil ~taff and 
th~ Appeals Service (Kl) c.hairpcrsons and 1ribunal members ~hould receiv◊ more in-depth 
menial ht:ahh iuu.l lenmiug llisubili1y awarem:ss mtluing. 

l 6. Finan<.·iaJ insti tutions should review their policies lo Cl\..'iUrc that they trca1 people with mental 
health prohlems or learning disabilities no Je.,..; favourably than they creat others in order LO 

comply wi1h the L)isabili1y Oiscrimim1~io1l Act 1995. 

17. Eductuion and Library Boards should continue lO dc.vtlop their policies and servicC'.s to 
provide support to children with memal heaJth problems or a learning disability lo enable 
tllem to receive the mo:-l appropriate educ.at.ion. 

L8. Education and Hec1Jth and Sod a! Services botlics ~houl(I continue to collnborntc to ensure thtll 
all the needs or children wilh a mental ht:alth problem or a learning disabilily arc met 

19. School,; should be pro-active in identifying pupils with l)l)S.~ible teaming disabilities or mental 
heahh prohlems, and in geuing professional help. \Vhem 1.hai help needs m he provicle:d by 
Health and Socia) Services. a tin,ely response should be J)l'O\lidcd. 

20. Schools and HeaJth and Social Care provide.rs should make arrangemenL..; to ensure that as 
far a.<: po.~sible. a child"s education is not allowed to suffer during an episode or mental heahh 
problems indudiog people wi1h a learning disabil i1y. 

21. The principle of equal access to the fuU life of the school should be pursued by statutory and 
,•oluniary organisalions. 

22. The heallh and social care needs of people with a lt:<11•ning disabi li1y or severe mental health 
probkms r'Cc<I to be idMtWed bo1h at ('lriinary care and secondary care level. 

23. Any :isscssmcm or the needs of people w ith a learning disabiJity or with more complex 
mental health need.~ must include a<:sessment or 1heir ph)1Sical health needs .. 
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24. The Uepartment of Health . .Soc-ial Services and Public Safety should produce a Regional 
Framework for Hcahh lmpr<.wcmen1 of people with a rnemal health ptoblcin or a learni ng 
disabiliLy, providing clc.ar din-.cLion including 1.argcts nnd limCS(·ates. Each HSS Ooard should 
review their Meallh lmprm•emem Plans to ensure tltaL they translate Lhe regional framework 
mu local lt:vd lo supporL irupruved hea.lLh uutcorue~ for pcopk wilh a mental heallh problem 
or a learning disability. 

25. All generictLLly trained het11th nod socin.I services professionMs should n·<:eivc t1wtU'Cnr.ss 
training on mental health and learning disability i~sues. 

26. The limitations posed by existing transport provision have curtailed access to educational. 
employinem and leisure opponunities. A detennincd effort is 1'equircd lO ensure that these 
barriers are removed. There b scope to more actively pr<.lmolc independent travel on public 
transpon and on foot This should he planned with I.he Sl1ppo1t of the family and must feature 
in st.:hoob am.I higher and furlhcr 1..:1.lut.:uLion eMablishmt.:nlS. In i:1ddilion. ,host: t.:•hnrgell wilh 
responsibility for public transport must ensure that the particular need~ of men and women 
with a lcaming disability are incorpora1ed i,1 their stralcgies. 

27. L.ei.~ure and recreation schemes should be promoted and co-ordinated at District Council 
lcvt.:l. An ;,rndil :J:mulll be <.:1Jmn:1issioned of Lc.: isun: am.I 1uc.;n:atio11 facHities. sod clics: anll 
clubs within their area that .serve lhe wider community as well as people with disabilities. 
This Oil'octol')' should be main1.ai,1c<1 by Djslric1 Councils and widely ci1t'.ulated to au ser,•ice
providcrs (including residenlial servkc.s) and fnmily carers. A<Xntrn.1 point should be cre:1ted 
or identified for recruiting volumcer helpers and driver.-.. Different scheme.~ within Di~ttict 
Councils shoulc.l hu"e shcux:J ltl-ttSs to a minibus or pcoplc-t.:arrict'8. Seell ,uouit.:s should be 
available to initiate new schemes. 

28. Now that all services an: cxpccled to h~wc polie.y guidelines in pJacc on sexuality tmd 
personal relaliorishipf.. there needs 10 he a concened effon acro:-.s all servicc.s 10 make 
available opponunilit.:s for education on Lhcse is.sues am.I on sexual heahh. Thib ~hould be 
done with the knowledge and suppon or family carers. but they should not have a sanction 
on 1heir relative's panicipiuion if 1hal is his or her wish. 

29. The isf.ue of bullying that is common I>' reported by self-advocate.~ needs 10 be pmaclively 
ac.lc.l1'Ci>Sed bulb in spi;duJi.:H servkes am.I the; wic.lcr conuuuuity. 

30. The Office of lhc First Minister and Depu1y rirst Minislcr should take a leadership role 
de.vck1pil1,g peoplc·b socitLI networkS wilh central and IOCtLI Government. the v<.llunLruy and 
private sccton:: to het1, reduce $0Cial isolation. 

31. There is a need to gather runher infonnation on the social inclusion needs or people with 
mental health problems or a leaming disability. 

32. The inter-depanmental taskforce needs to address the recommendalions of this rer>ort by 
adc.ln.:ssing the implem..:ntution iss.uc;s induding: un oclion plan. timelablct. l~cl8. 1\:S1Jurt.:t.:s. 
budgets. reseaoch. eva.luatjon and monitoring. 
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