
Amnesty International is a worldwide
voluntary activist movement working
for human rights. It is independent of
any government, political persuasion

or religious creed. It does not support
or oppose any government or political
system, nor does it support or oppose

the views of those whose rights it
seeks to protect. It is concerned solely
with the impartial protection of human

rights. Amnesty International‚s vision
is of a world in which every person

enjoys all the human rights enshrined
in the Universal Declaration of Human
Rights and other international human

rights standards. Amnesty
International undertakes research

and action focused on preventing and
ending grave abuses of the rights to

physical and mental integrity, freedom
of conscience and expression, and

freedom from discrimination

Amnesty International



Acknowledgments

Amnesty International would like to thank
all those who have assisted in preparing

for its 2003 campaign on mental health –
too many to name, but they know who

they are. Amnesty is also grateful to the
almost 40 national stakeholder

organisations that endorsed this campaign.
We are again much indebted to our

advisory group, Edward Boyne, Dr Justin
Brophy, Christina Burke, Dr Harry Kennedy,

Conor Power, and John Saunders. 

Amnesty International is particularly grateful

to Maria Corbett and Stacey Gutkowski

from the Children’s Rights Alliance, and 

Dr Colette Halpin, consultant child and

adolescent psychiatrist, for bringing this

report to completion.

Amnesty International is also obliged to the

Mental Health Services Unit and 

the Child Care Policy Unit in the 

Department of Health and Children 

for their clarifications and comments.

Author: Fiona Crowley, Policy Officer,
Amnesty International (Irish Section)
Seán MacBride House, 
48 Fleet Street, Dublin 2.

Published September 2003



5 Preface

7 Introduction 

10 Chapter 1
International Standards

12 Chapter 2
Mental Health Problems in Childhood
• Nature and prevalence of mental ill health

• Suicide

• Vulnerable groups

• Awareness raising

• Stigma & public attitudes

20 Chapter 3
Mental Health Promotion, Prevention & 
Early Intervention
• Mental health promotion

• Early identification & intervention

• Role of the education system

• Accessiblility and inclusiveness in education

25 Chapter 4
Children’s Mental Health Services
• Introduction 

• Therapies

• Community-based multidisciplinary services

• In-patient services

• Children with intellectual disabilities

• Forensic services

• Family support services

Contents



34 Chapter 5
Children in State Care
• State residential care

• Children in need of special care

• Juvenile offenders

• Non-offending children

42 Chapter 6
Informed Consent & Views of the Child
• Age of consent

• Capacity

• Involuntary admission to in-patient services

• Informed consent to treatment

• Complaints & Advocacy

46 Chapter 7
Government Initiatives & Plans
• National Health Strategy

• Mental Health Act & Commission

• Mental health policy

• Ombudsman for Children

• Disability Bill

• National Anti-poverty Strategy

• National children’s strategy

• Funding

• Human resources

• Research and statistics

• Mental health legislation

59 Conclusion & Recommendations

62 Endnotes



Preface

Ireland ratified the UN Convention on the Rights of the Child in 1992. While
this Convention represents the minimum obligations of States in respect of
their children, it also marked a turning point in global efforts to guarantee
children the right to healthy survival, development, education, healthcare, and
freedom from abuse or exploitation. Significantly, the Convention enshrined
the right of children to participate meaningfully in their futures. No longer
would it be all right to view or treat them as anything less than full and equal
world citizens. What is so unique about this treaty is that over 190 States
have ratified it, and only two have refused to do so – it is the most ratified
human rights treaty to date. This means that unprecedented consensus
exists on the world stage on how we should respect our children.

Many people are surprised at the level of mental health problems that occur
in childhood. Others are shocked at the poverty of government responses. In
ratifying the Convention, Ireland promised before the eyes of its citizens and
the world to do everything in its power to respect the right of its children to
basic mental health services and to dignity. 

Ireland is no less bound by the norms of human rights law than elsewhere in
the world. Amnesty will pursue these obligations with the Irish Government,
and the publication of this report marks the beginning of our campaign focus
on children’s mental health rights. 

Our objectives for our 2003 campaign ‘Mental Illness: The Neglected Quarter’
are to establish general awareness that mental health is a human rights issue,
to place this fact firmly before Government, and to lobby for much needed
reform in Government policy, practice and legislation, in solidarity and
cooperation with national stakeholder organisations. Staff of mental health,
childcare and other services also deserve recognition for the invaluable work
they do in often difficult circumstances.

The message of this report is simple: Ireland is failing its children by
neglecting their mental health services. Is it not time that the Government
did something meaningful about this?

Seán Love
Director, Amnesty International (Irish Section)
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Introduction 

“The lack of attention to the mental health of children and adolescents 
may lead to mental disorders with lifelong consequences, undermines 
compliance with health regimens, and reduces the capacity of societies 
to be safe and productive.”

World Health Organisation1

Amnesty International (Irish Section) launched a campaign on the rights of people with
mental illness in February 2003, with the publication of a report, ‘Mental Illness: the
Neglected Quarter’2, outlining its concern that the Government of the Republic of Ireland
(Ireland) does not comply with its international human rights obligations in provision of
mental health services. That report received the endorsement of almost 40 national
support groups, service users’ advocacy organisations, professional bodies and unions.

In May 2003, Amnesty International published ‘Mental Illness: The Neglected Quarter –
Homelessness’, the first of its three follow-up reports. This highlights the significant
interrelationship between the experiences of homelessness and mental ill health, and that
the slow pace of reform in mental health is disproportionately affecting this vulnerable group.

The purpose of this report on children is to supplement the above reports, many
recommendations in which apply equally to children; and to determine the degree 
to which Irish legislation, policy and practice pertaining to children’s mental health
complies with the requirements of international human rights standards. 

Ireland ratified the UN Convention on the Rights of the Child (CRC) in 1992, and made a
commitment to respect the rights of children under 18 years of age provided therein.
The CRC represents binding minimum standards, not aspirations or high ideals, and
requires special endeavours from Government to prioritise the rights of children. A new
approach to children is now demanded, recognising that children are the subject of
rights and entitlements, and these rights should be safeguarded and mainstreamed in
all national policy and legislation. An holistic approach to the development of the child is
central to the CRC, and its rights provide a framework within which Government
policies and laws can be judged, with the best interests of the child placed centrally. 
In this context, this report looks at children’s mental health in a wider sense than mental
health services, and at the roles of a number of Government departments and agencies. 
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This report aims to assess Ireland’s performance of its obligations under the CRC to provide
a comprehensive regime to promote mental well-being, and identify, treat and protect
children with or at risk of mental ill health. However, many aspects of child development
with relevance to mental health – family environment, poverty and social deprivation,
etc. – are outside the scope of this report. (The Children’s Rights Alliance will submit a
‘shadow report’ to the UN Committee on the Rights of the Child when Ireland sends its
periodic report to the Committee, which will address many of these issues.3) Amnesty
International’s objective is to contribute to meaningful and timely reforms that serve the
best interests of children with or at risk of mental ill health, through promoting equitable
and sufficient provision by Government of mental health, educational and rehabilitative
services, appropriate to the age and circumstances of all children.

Amnesty International’s intention is not to criticise individuals – primary responsibility
for compliance with international human rights standards lies with the Government. 
The ambition behind this campaign and report is to complement the advocacy work of
national bodies, service users and service providers, by promoting general awareness that
mental health is a human rights issue, and placing this fact firmly before Government.
Amnesty International seeks to work in solidarity and cooperation with national
stakeholder organisations for greater political attention to this marginalised area, and to
act as an ally to disability and mental health nongovernmental organisations which are
increasingly vociferous on disability and mental health rights. Radical improvement of
children’s mental health services will take time, and requires the introduction of a range
of legal and procedural reforms, significant expansion of resources to provide these
services, and a shift in the political priority given to mental health generally.

The past few years has seen a heightened impetus at the international level to address
the inequalities experienced by people with mental ill health, and a drive for recognition
of this issue as a human rights one. World Health Day in 2001 was dedicated to mental
health for the first time, with the theme, ‘Stop Exclusion-Dare to Care’. In its 2001 annual
report, the World Health Organisation (WHO), the United Nations’ health agency,
observed that, throughout the world, mental health is neglected, and it made a renewed
call to States to live up to the standards expected of them in their national systems.4

WHO advises nongovernmental organisations to advocate for Government action:
“Advocacy is an important means of raising awareness on mental health issues and
ensuring that mental health is on the national agenda of governments. Advocacy can lead
to improvements in policy, legislation and service development.”5 This is the challenge
that Amnesty International and many national organisations are attempting to meet.
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Amnesty International acknowledges that many children have very good experiences of
Ireland’s mental health services. Others have achieved recovery and realised their
potential even in the face of a less than perfect system; the dedication of the many
thousands of people caring for children with mental ill health throughout the country –
families, service providers and voluntary organisations – is at the heart of this. Amnesty
International also points to welcome Government initiatives throughout this report, such
as funding of support and advocacy groups for families of children with mental illness,
the National Children’s Strategy, the National Educational Psychology Service Agency,
the Ombudsman for Children Act, 2002, and the commitment to revising national
mental health policy.



Chapter 1 International Standards

“Children’s rights and what the world wants for its children, are
articulated most clearly in the Convention on the Rights of the Child. This
Convention and its near-universal acceptance by the community of
nations and the work of the Committee on the Rights of the Child, have
brought into sharp focus for the first time the human rights of children.
…. Children uniquely touch the conscience of the world, and the
Convention has placed children effectively centre-stage in the quest for
the universal application of human rights.” 

Office of the High Commissioner for Human Rights6

Introduction
Ireland, through the ratification of international human rights treaties, has assumed basic
responsibilities towards everyone in its jurisdiction under international law. These exist
in addition to those in Ireland’s domestic law and Constitution and where there is a
conflict, at the international level, international law is superior. Even if international
treaties are not expressly reflected in domestic law, they are binding on states once
ratified. Ultimate responsibility for compliance with international law lies with the
Government, not with individual Government departments, health boards, voluntary
agencies or service providers. Each general international human rights treaty protects
the rights of persons with mental illness, through the principle of non-discrimination. 

The rights and freedoms that are guaranteed the International Covenant on Civil and
Political Rights (ICCPR), International Covenant on Economic, Social and cultural Rights
(ICESCR), and the European Convention for the Protection of Human Rights and
Fundamental Freedoms (ECHR), extend to children without discrimination, including
those with mental ill health. Article 12 of the ICESCR enshrines the right to the highest
attainable standard of mental health for all.

The Convention on the Rights of the Child (CRC) was adopted by the United Nations in
November 1989, and has to date received unprecedented support from the international
community. It establishes standards for the Irish Government’s realisation of children’s civil,
political, economic, social and cultural rights contained in the ICCPR and ICESCR. It requires

m
e

n
ta

l illn
e

s
s

TH
E N

EG
LEC

TED
 Q

U
AR

TER
 

10



m
e

n
ta

l 
il

ln
e

s
s

TH
E 

N
EG

LE
C

TE
D

 Q
U

AR
TE

R
 

11

States Parties (states which have ratified the CRC) to take all appropriate measures to
implement its provisions, monitor the progress of implementation measures, and to report
on progress at periodic intervals to the United Nations Committee on the Rights of the Child
(the UN Committee), which is charged with evaluating State Parties’ compliance. In 1996,
the Irish Government submitted its first compliance report7, and the Committee issued its
conclusions and recommendations in 19988. Ireland’s second and third reports will be submitted
jointly in 2004, and nongovernmental organisations will be invited to submit ‘shadow reports’.

The CRC affirms that children are the subjects of rights and responsibilities, not just objects
of concern or beneficiaries of discretionary State benevolence. Article 4 elaborates Ireland’s
duty to undertake “all appropriate legislative, administrative and other measures” for the
implementation of CRC rights. While there is no hierarchy of human rights – all are
interdependent and of equal importance – the obligation to implement children’s civil
and political rights is absolute, whereas States are required to progressively realise the
implementation of economic, cultural and social rights “to the maximum extent of their
available resources”9. Guidelines issued by the Committee provide guidance on what
States Parties’ reports to it should contain10, and General Comments of the Committee
explain what is expected in particular contexts. 

The 1991 UN Principles for the Protection of Persons with Mental Illness and for the
Improvement of Mental Health Care (the MI Principles)11 elaborate the basic rights and
freedoms of people with mental illness under the ICESCR and ICCPR. Not only do they
apply to children, but “[s]pecial care should be given … to protect the rights of minors”
they contain12. MI Principle 1 enshrines the overarching criterion: “All persons have the
right to the best available mental health care, which shall be part of the health and
social care system.” MI Principle 23 instructs: “States should implement these Principles
through appropriate legislative, judicial, administrative, educational and other measures,
which they shall review periodically.”

The rights in the above treaties are further explained in other secondary UN instruments,
which will not be discussed in this report, such as the Standard Rules on the Equalisation of
Opportunities for Persons with Disabilities13, Declaration on the Rights of Mentally Retarded
Persons14, and Declaration on the Rights of Disabled Persons15. The European Committee
for the Prevention of Torture and Inhuman or Degrading Treatment or Punishment (CPT)
visits States Parties to the ECHR to review their compliance with Article 3 in relation to
those held under any form of detention. The CPT’s third periodic visit to Ireland took
place in 2002, and its report is due shortly.



Chapter 2 Mental Health Problems in Childhood

“Mental illness can be defined as the experiencing of severe and 
distressing psychological symptoms to the extent that normal functioning 
is seriously impaired, and some form of help is usually needed for recovery.
Examples of such symptoms include anxiety, depressed mood, obsessional
thinking, delusions and hallucinations. Help may take the form of 
counselling or psychotherapy, drug treatment and/or lifestyle change.”

Mental Health Ireland16

Nature and prevalence of mental ill health
There is limited public awareness of the nature and prevalence of childhood mental health
problems and illnesses. The growing occurrence of childhood depression and suicide has
been reported in the media, but it still surprises many to discover the extent to which
children experience mental ill health. WHO suggests: “World-wide up to 20% of children
and adolescents suffer from a disabling mental illness17.” It must first be noted that while
the CRC defines children as under 18 years, mental health services in Ireland differentiate
between the under 16 years age group, and those 16 years or over. On the likely incidence
of mental ill health in children under 16 years in Ireland, the Chief Medical Officer of the
Department of Health and Children concludes:

“As regards psychological/psychiatric conditions, while data are not 
comprehensive, some epidemiological studies show that as many as 18 
per cent of the child population under the age of 16 years will experience 
significant mental health problems at some period of their development; 
but a much smaller proportion, of the order of 3-4 per cent, will actually 
suffer from a psychiatric disorder such as anorexia nervosa or a crippling, 
obsessive, compulsive state. Recent data compiled in the USA suggest 
that one in ten children and adolescents have a mental illness serious 
enough to cause some level of impairment in any given year18.” 
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Regarding children between 16 and 18 years, it is suggested: 

“International and Irish epidemiological studies indicate that psychological
disturbances of varying intensity exist in up to 20% of adolescents …
(and) 2% of the total adolescent population has moderate to severe
disabling conditions such as major psychiatric disorders19.”

The range of childhood mental illnesses includes depression20, anxiety disorders, eating
disorders, attention deficit hyperactivity disorders (ADHD/HKD); and more rarely, serious
forms of mental illness begin in childhood such as schizophrenia and bipolar disorder21.
Other behavioural problems and conduct disorders occur in children, often in tandem
with mental health problems, and require specialist regimes. Many adult experiences of
mental illnesses begin in adolescence, and early identification and intervention at this
stage can mitigate later potential impairment.

A better understanding of the nature and prevalence of childhood mental ill health in
Ireland, both of which vary according to social groups and life experiences, would be of
much assistance in planning a responsive service22. While indicators of children’s mental
health needs exist, such as socio-economic deprivation, alcohol consumption, suicide
and parasuicide, one of WHO’s principal recommendations is that states should conduct
more research into biological and psychosocial aspects of mental health, including
epidemiological data collection and evaluation, which is “essential for setting priorities
within … mental health, and for designing and evaluating public health interventions23.” 

Suicide
The UN Committee expressed its concern in 1998 “about the incidence of teenage suicide”
in Ireland24. With increasing awareness of childhood suicide, there is understandable
anxiety within families. While a significant increase in suicide has been recorded in
Ireland in recent years, including among the 15 to 24 year age group25, “the most
dramatic rise in suicide rates (is in) the 18-55 age group27.” Suicide is a multifactorial
concern, involving a complex interrelationship between sociological, psychological and
medical factors; mental health is just one aspect of the complicated picture it represents.
“Depression is one of the most frequently identified variables associated with suicide. In
fact, studies report that between 40-60% of those who die by suicide were depressed27.”
Therefore, promoting mental well-being is a necessary component of a multi-pronged

m
e

n
ta

l 
il

ln
e

s
s

TH
E 

N
EG

LE
C

TE
D

 Q
U

AR
TE

R
 

13



response. WHO advises: “State-of-the-art research indicates that the prevention of
suicide, while feasible, involves a whole series of activities, ranging from the provision
of the best possible conditions for bringing up our children and youth, through the
effective treatment of mental disorders, to the environmental control of risk factors.
Appropriate dissemination of information and awareness-raising are essential elements
in the success of suicide prevention programmes28.” The Final Report of the National
Task Force On Suicide was published in 199829, and a number of Government and
nongovernmental initiatives have responded to its over 80 recommendations30. A National
Suicide Review Group was established in response to the 1998 report, to co-ordinate
research and advise health boards on suicide prevention initiatives, and Suicide Prevention
Officers have been appointed in health boards. A criticism has been raised that the
“report made wide ranging recommendations, but without setting measurable targets31”.
It has also been suggested: “The increasing rate of youth suicide, particularly in young
men, is a major public health problem. Little is known about what lies behind these
stark figures. Research in this area is needed as a matter of urgency, to provide the
background information which is essential before preventative programmes can be
planned or evaluated32.” A subsequent Government report on suicide recommended:
“access to mental health services should be improved by the development of a
community-wide, flexible range of mental health services. … barriers to referral or
access to mental health services should be eliminated33”. Accessible mental health
services of adequate quality for children are therefore of vital importance.

Vulnerable Groups
Special measures must be taken to address the inequality and discrimination experienced
in accessing appropriate services by vulnerable or marginalised groups of children, for
whom mental health indicators are generally worse than the remainder of the child
population. The rights in the CRC and other standards apply equally to these children,
without discrimination of any kind34. The UN Committee has commented on Ireland,
however:

“With respect to the principle of non-discrimination (article 2 of the 
Convention [on the Rights of the Child]) the Committee is concerned by 
the disparities with regard to access to education and health services. 
While recognising the steps already taken, the Committee notes with 
concern the difficulties still faced by children from vulnerable and
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disadvantaged groups, including children belonging to the Traveller 
community, children from poor families and refugee children, as to the 
enjoyment of their fundamental rights, including access to education, 
housing and health services35.” 

• Homelessness
In Amnesty International’s May report36, the correlation between homelessness and
mental ill health is outlined. An Irish nongovernmental organisation, Focus Ireland, has
highlighted the problem of child homelessness in Ireland37, and the particularly high rate
of homelessness experienced by children once they leave state residential care38. The
UN Committee has also voiced particular concern about the incidence of homeless
children in Ireland39. The use of Bed & Breakfast accommodation by the State for homeless
families has been criticised as deleterious to children’s mental health40. Recommendations
made in the Government’s 2002 Homeless Preventative Strategy, intended to prevent
homelessness among persons leaving mental health services, young offenders leaving
custody and young people leaving care must be fully implemented. (The challenges
presented by the high level of child poverty are discussed in Chapter 7.)

• Asylum Seekers & Refugees
Article 22 of the CRC obliges Ireland to “take appropriate measures to ensure that a
child who is seeking refugee status or who is considered a refugee in accordance with
applicable international or domestic law and procedures shall, whether unaccompanied
or accompanied by his or her parents or by any other person, receive appropriate
protection and humanitarian assistance in the enjoyment of applicable rights set forth in
the (CRC) and in other international human rights or humanitarian instruments”.

The unique situation of vulnerability of juvenile asylum seekers and refugees is such that
rigorous attention must be paid to their mental health care. This has been recognised in
a recent inquiry by the Australian Government:

“The experiences of child asylum seekers raise specific mental health 
and development issues. The social conditions that give rise to a child’s 
flight from her or his home country may include experiences of war, 
persecution, death, sexual assault, violence, fear, flight and 
displacement. Many child asylum seekers will have witnessed harm to 
family members or directly suffered abuse or violence prior to or during



flight. A child may also experience the fears and insecurities which 
attach to migrant flight, an uncertain future and exposure to different 
cultures, languages and religions41.” 

Even where they have not experienced such distress directly, if the child’s primary carer
experiences mental health problems, such as stress or trauma, the child may exhibit similar
symptoms. Asylum seekers present as “a highly traumatised population at risk of persisting
emotional disturbance42”, and the United Nations High Commissioner for Refugees (UNHCR)
advises that “the more trauma or stress the parents or care-taker has been subjected
to, the greater the danger that children risk neglect or abuse43”. Hence the mental
health needs of the care-givers must also be addressed as part of the comprehensive
regime to protect the mental health of asylum seeking and refugee children.

The asylum process itself can negatively affect mental health; the impact of the policy
of dispersing asylum seekers throughout Ireland to centres often isolated from the local
community, and with a small financial allowance to supplement full-board accommodation
(Direct Provision), is condemned by the Irish Refugee Council as causing high levels of
stress and stress-related illnesses in children44.

UNHCR instructs that asylum seeking or refugee children who suffer “emotional distress
or mental disorders [should] benefit from culturally appropriate mental health services
and treatment45”. Ireland falls short of this, not alone because of deficiencies in general
child mental health services46, but because of the need for a comprehensive programme
of counselling and mental health services for this vulnerable group. Asylum seeking
children who arrive in Ireland unaccompanied by their parents or an adult guardian, are
at particular risk47.

• Lesbian, Gay and Bisexual Children
A recent Equality Authority report has noted that within the health field, fear of prejudice
and discrimination restrict access to health services for lesbian, gay and bisexual
people, and that their marginalisation “indicates the need for a supportive, appropriate
and accessible health service48”. It suggests:

“Bringing about inclusion requires strategies to move us from the
assumption that a generic service or provision will suit everyone equally
…. These strategies suggest that the public profile of an organisation or 
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service deliverer be examined; likewise its policies and procedures, the 
content and levels of professional development and training that are 
available, and finally, if necessary, the question of specific programmes 
targeting certain groups – in this case lesbian, gay and bisexual people 
– also need to be examined.”

Given the high suicide rate among young people struggling with their sexual orientation
in the United States identified in this report49, it is vital that mental health policy and
services respond to their particular experiences. Research into their mental health needs
and service provision is currently lacking, however. The Equality Authority observes that
the Report of the National Task Force on Suicide “contains no reference or recommendation
on the relationship between sexual orientation and youth suicide”, and concludes: “It is
relevant to explore the relationship between sexual orientation and youth suicide with a view
to alerting professionals of appropriate preventive measures.” It recommends that national
mental health policy should take account of the needs and marginalisation of this group.

• Children who are victims of abuse
Children who are victims of abuse are particularly at risk of mental ill health. While there
are no accurate statistics on the numbers of children who have been victims of physical,
emotional or sexual abuse, of the 8,269 child abuse cases reported during 2002 by
health boards, 3,085 were confirmed (778 were deemed unfounded)50. Of children in
state care during 2000, the primary reasons for admission included emotional abuse
(3.7 per cent), sexual abuse (4.7 per cent) and physical abuse (6.6 per cent)51. 

A lack of assessment facilities, particular in the Dublin area, means distressed children
who may have been sexually abused must reportedly wait up to three months to be
assessed, and after assessment they may wait as long as five months for therapy52. This
delay in the provision of services to distressed children is unacceptable given, especially
the potential negative impact on their mental health and well-being.

Awareness raising 
Awareness raising measures on mental ill health should be targeted at children and their
families. A recent study of children attending co-educational public primary and secondary
schools in Dublin found “a relatively low level of awareness of the role of mental health
professionals in helping individuals with problem behaviour … and there was no evidence
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that older children were more aware than younger children53”. It concluded: “These
findings suggest a need for the development of health promotion and educational
material to inform children about mental health issues and the roles of mental health
professionals. .... If appropriate promotional material is to be developed then we need
to gather information on developmental changes in children’s perceptions of causes and
treatments of common disorders of childhood.”

Early intervention in addressing children’s mental health problems requires awareness
raising on many levels regarding the childhood mental illness:

“In order to facilitate early intervention, we must maximise the ability of 
parents, teachers, carers, health professionals and other key persons to 
identify potential mental health problems at an early stage. This requires 
that awareness is raised among the public and, in particular, among 
parents. … In addition to raising awareness, it is necessary to provide 
training for primary health care and educational professionals to recognise
early signs and symptoms of mental health problems in children54.” 

Article 24(2)(e) of the CRC requires all appropriate measures to “ensure that all segments
of society, in particular parents and children, are informed, have access to education
and are supported in the use of basic knowledge of child health”. Increased awareness
of the prevalence, varieties and causes of childhood mental health problems is therefore
an essential component of State responsibility in safeguarding children’s mental health.

Stigma and public attitudes
WHO observes: “It is now well documented that stigma associated with those who are
mentally ill, and ironically with those providing for the treatment of those with mental
disorders, is evident at all levels of society55.” While many national nongovernmental
organisations have been active in promoting understanding of childhood mental health
problems, a more strategic and mainstreamed approach by Government is needed to counter
the myths and negative stereotypes still existing. WHO advises that stigma can act as a
barrier to the utilisation of services that are available, and recommends: “Well-planned public
awareness and education campaigns can reduce stigma and discrimination, increase the
use of mental health services, and bring mental and physical health care closer to each other56.”
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An Irish voluntary organisation, AWARE, suggests: “a successful suicide prevention
programme is not possible without a change in attitudes to suicide and mental health
problems among the general public and caring professions. A well thought out initiative
… will be poorly received unless an attitudinal change is effected. A fundamental
assessment of public attitudes in these areas needs to be carried out and programmes
developed to encourage more positive approaches57.”
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Chapter 3 Mental Health Promotion, 
Prevention & Early Intervention

“Approaches to the promotion and development of sound mental health 
for children, and the identification and treatment of psychological and 
psychiatric disorders, have been patchy, uncoordinated and 
underresourced.”

Chief Medical Officer
Department of Health and Children58

Mental health promotion 
Comprehensive strategies for the promotion of mental well-being and the prevention of
mental health problems from an early age are essential components of a national mental
health policy, according to WHO59. A national five-year Health Promotion Strategy was
published in 2000, proposing three major strands for the future development of health
promotion: the establishment of a National Health Promotion Forum; the provision of
more comprehensive and reliable data on health indicators; and greater inter-sectoral
and multi-disciplinary approaches. In Ireland, it is suggested: “Mental health promotion
remains the most underdeveloped area of health promotion although there is an increasing
recognition that ‘there is no health without mental health’60.” An all-Ireland mental health
promotion strategy is proposed by the Centre for Cross Border Studies and the Institute
of Public Health in Ireland61. They suggest that “integrated strategies are needed rather
than isolated and once off developments”, but observe “little support and training available
to new projects embarking on cross-border working for the first time”, and “for successful
cross-border collaboration in this area, there needs to be support at a high political level”.

Children’s mental health promotion is largely school based. The Education Act, 1998 places
an obligation on schools to promote the social and personal development of students
and to provide health education for them. At primary and post-primary levels, Social and
Personal Health Education is now part of the curriculum, and has an emotional health
component. An independent audit of its implementation to date would be useful in
identifying any gaps or resource constraints that should be addressed. A Mental Health
Matters resource pack produced by Mental Health Ireland is aimed at 14 to 18 year
olds, and consisting of exercises, information, and support materials for teachers.
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Mental Health Ireland also runs a Public Speaking Project on mental health issues for
senior classes in post-primary schools. 

Early identification & intervention
Adolescence is a time when early intervention can be crucial to the prevention of
impairment in adulthood, but international studies suggest: “Only a tiny proportion
(between 5% and 10% percent) of young people with mental health disorders are in
contact with helping agencies …. Most mental health disorders in adolescents are
unrecognised and untreated. This is due to the complex interplay of many factors
including the difficulties experienced by parents and teachers in distinguishing between
the normal ‘ups and downs’ of adolescent mood and behaviour and mental health
disorders, stigma leading to reluctance to acknowledge the presence of mental health
disorder, and lack of appropriate mental health services for adolescents62.” 

Role of the education system 
All children would benefit from school-based preventive mental health interventions, and
effective and continuous mental health promotion and education in the curricula of all
stages of the education system. Children with mental health problems, particularly
childhood depression, may remain undetected for long periods, and it is children with
learning difficulties or challenging behaviour that are most readily identified. A well-
equipped education system is a useful setting for early identification and interventions
for all children at risk of mental ill health, by enhancing the ability of parents, teachers,
and other key persons to identify and deal appropriately with children’s mental ill health
through training and education, and liaising with mental health services. WHO advises: 

“[T]he importance of schools in the provision of mental health related 
services for children and adolescents is crucial. In some settings schools 
can be a primary venue for the delivery of diagnostic and treatment 
services, and in others the school can serve as a support for getting 
primary treatment elsewhere. Schools in all cases are to be viewed as a 
potential resource for the recognition of children and adolescents in need 
of formal diagnosis and treatment63.” 

The establishment of the National Educational Psychology Service Agency (NEPS) in 1999
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was a welcome development – its work comprises consultation and support for teachers
and parents, project work and promotion of mental health in schools, and limited casework
with individual children. An overall target number of 200 psychologists is planned to be
in place by 2004, of whom approximately 180 would be in NEPS and the remainder
elsewhere in the educational system. At present there are 120 psychologists in the NEPS
service64. The rate of progress of its expansion into primary schools has been criticised
by the Irish National Teachers Organisation (INTO): “It is unacceptable that there are
large parts of the country without a service65.” Schools that do not yet have access to
NEPS must apply for funding under the Scheme for the Commissioning of Private
Assessments (SCPA): “The scheme is an interim measure intended to meet current urgent
needs for psychological advice”, and “is in no way a substitute for a full educational
psychological service of the sort envisaged by NEPS66”. Furthermore, in order for children
to receive individual support from educational psychologists, a school must prioritise the
pupil in question for assessment, and schools have a limited quota of assessments
allocated per year. 

In a 2003 report, the National Crime Council recommends that all young people be able
to avail of NEPS including those in Youthreach or similar centres, and those in detention
centres67. It also recommends that NEPS “continue to prioritise their waiting lists
according to the needs of the individual child and that the service endeavor to provide
support for all children as soon as possible”.

As noted by a Government Working Group on Child and Adolescent Psychiatric Services68,
enhanced cooperation between schools, NEPS and the child and adolescent mental health
services requires formal liaison protocols. The Working Group also pointed out that plans
to establish specialist mental health services for children aged 16 years and over, and
increasing awareness and identification of ADHD/HKD in children, are likely to lead to 
an increase in the demand for NEPS services. These issues underline the urgency of
expanding the services in NEPS.

Accessibility and inclusiveness in education
Unfortunately, low achievement and early school leaving is a common experience for
children with more serious forms of mental illness. While Article 28 of the CRC provides
the right to education, Article 29 outlines that the aim of education should be directed
to “the development of the child’s personality, talents and mental and physical abilities
to their fullest potential.” The UN Committee advises that Article 29(1): 
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“insists upon the need for education to be child-centred, child-friendly 
and empowering; and it highlights the need for educational processes to
be based upon the very principles which are recognised in article 29(1).
The education to which every child has a right is one designed to provide
the child with life skills, to strengthen the child’s capacity to enjoy the 
full range of human rights and to promote a culture which is infused by 
appropriate human rights values. The goal is to empower the child, 
through developing his or her skills, learning and other capacities, human 
dignity, self-esteem and self-confidence69.”

Article 23 draws particular attention to the State’s obligation to assist children with
disabilities: “Recognising the special needs of a disabled child, assistance… shall be
designed to ensure that the disabled child has effective access to and receives
education, … preparation for employment and recreation opportunities in a manner
conducive to the child’s achieving the fullest possible social integration and individual
development, including his or her cultural and spiritual development.”

A recent Irish publication by the National Disability Authority, ‘Encouraging Voices’70,
contains many helpful insights from children and educators with a range of experiences,
both positive and negative, of a variety of schools’ ethos and teaching methods. It
provides an informative account of the benefits of active child participation in developing
and implementing education models, as advocated by the CRC in Article 12. 

The recently published Education for Persons with Disabilities Bill, 2003 contains many
positive elements for children with an “educational disability”, and its Explanatory
Memorandum introduces “the best interests of the child” as an overarching criterion.
However, concerns expressed by the Association of Secondary Teachers in Ireland on a
previously abandoned Education for Persons with Disabilities Bill, 2002 remain of
relevance: “that insufficient attention is paid in the Bill to issues such as the availability
of support services in schools – for example, Learning Support, Resource and other
specialist teachers; Special Needs Assistants and other non-teaching personnel;
counselling services and welfare supports for students with disabilities … and in-
service training for teachers71.” Regarding primary education, the INTO observed in
relation to the 2002 Bill: “Responsibility falls on schools which are all too often left with
the task of trying to implement (Government) policy of inclusion without adequate
resources or support. Current procedures whereby schools are asked to enrol children



with special needs without resources in place to meet their needs must be changed….
Even if children have access to additional help from a resource teacher or special needs
assistant, the child with special needs very often spends the majority of their school
day being taught by the class teacher. The class teacher gets no recognition for this
either in terms of a reduction in class size or extra funding to purchase extra teaching
resources. This system needs radical overhaul. In addition class teachers have very
limited access training in the area of special education72.” These issues must be
resolved and adequate resources be secured if full, equitable and timely implementation
of the 2003 Bill is to be ensured.
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Chapter 4 Children’s Mental Health Services

“In April a 14 year old girl was placed in an acute psychiatric ward for 
adults before being moved to an equally inappropriate remand centre. 
The girl deteriorated, and in August was returned to the psychiatric ward. 
In March a 15 year old girl’s behavioural problems following her 
mother’s death resulted in her being detained for psychiatric and 
psychological assessment. No places were available and she was sent 
to a secure remand centre without the appropriate therapeutic services. 
In the same month 10 seriously disturbed Irish children were sent to 
Britain for treatment because adequate facilities did not exist here.”

Irish Examiner 200073

Introduction
Given the anticipated level of mental illness in children outlined in chapter 2, the provision
of adequate and sufficient children’s mental health services should be a priority. However,
for children who require mental health interventions, services and supports are seriously
out of step with need. There is limited availability of the appropriate range of services –
those in primary care, community care, in-patient centres, day centres, rehabilitation
services and outreach services to provide support in the home and school. A Government
Working Group also pointed to the lack of formal liaison between child and adolescent
psychiatry and other elements of the health service74.

There is a dearth of publicly available Government information and research on the level
and quality of service responses, due in the main to shortcomings in systems of data
collection and information technology – other than regarding children admitted to 
in-patient services, there is no central data collection or reporting system on children’s
uptake of other mental health services at primary care or on an out-patient basis. There
is an urgent need for a centralised information bank, based on nationally accepted and
supported data collection methods. Otherwise, proper analysis of trends and statistics
in the quality or efficiency of service provision cannot be made by the Department of
Health and Children or other interested parties.75
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Therapies 

The 2001 WHO annual report recommends the comprehensive and widespread availability
of “a full range of therapies considered essential to modern psychiatric care: psychotherapy,
psychosocial rehabilitation, and vocational rehabilitation and employment76”. The Irish
College of Psychiatrists agrees: “Psychotherapy and psychological treatments are not
alternative therapies but should be available as part of a comprehensive mental health
service77.” Yet, in primary, community and in-patient care, there is widespread over-
reliance on medication alone as therapy, because the range of other therapies and
therapists is not available. It has been observed that “gaps in the range of services and
professionals providing these services, has resulted in uneven and restricted availability
of psychotherapy and other interventions78”. This is due to a variety of factors, including
“a lack of funding for Consultant Psychotherapy and clinical psychologist posts79” and
insufficient training places for certain professionals. While medication is an essential
component of a treatment range, failure to provide the full choice of treatments is
inconsistent the right of many to the “least restrictive or intrusive treatment” in MI
Principle 9(1). Furthermore, as pointed out in Chapter 6, without the option of other
forms of therapy, consent to treatment cannot be fully informed. 

Community-based multidisciplinary services
A Working Group was established by the Department of Health and Children in 2000 to
review child and adolescent mental health services. It published its first report on services
for children under 16 years in 2001, and observed: “The internationally acknowledged
best practice for the provision of child and adolescent psychiatric services is through the
multi-disciplinary team80.” It recommended a significant expansion of the number of such
teams nationally. It advised that, whereas teams should have a minimum complement
of members, “many of the child psychiatric teams currently in place throughout the
country do not have the full complement of team members”. Psychologists, mental health
social workers and occupational therapists are widely underrepresented on these teams.
Each member of a team supplies a unique and essential service, and incomplete teams
cannot by definition supply a quality service despite their best efforts. In additional to
resource constraints, this is due to the insufficient number of training places to supply
the numbers required. 

Members of these teams, the Working Group suggested, should be permanent with
fulltime commitment to the relevant clinic – but it reported that a large number are still
working part-time or on temporary contracts. It recognised that 30 per cent of the total
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workload of each of the existing multi-disciplinary child and adolescent teams was
concerned with ADHD/HKD, and suggested that, as the condition is increasingly recognised,
the numbers to be referred to the mental health services is likely to increase substantially
in coming years. Progress on its recommendations have not occurred as quickly as had
been hoped. It is reported that over 2000 children are currently on waiting lists for
psychiatric assessment, and that some have to wait for up to a year. A 1997 report by
the Irish College of Psychiatrists (ICP) recommended a minimum of 120 consultant child
psychiatrists for those under 16 years throughout the State81, but there are currently 45.
According to the ICP, progress on the establishment of specialist teams to treat ADHD
recommended by the 2001 report of the Government Working Group “has been slow to
date and it is disappointing that that budgetary restrictions are likely to delay this82”.

The UN Committee on the Rights of the Child has noted “with concern that in implementing
their obligations under the Convention, States Parties have given insufficient attention
to the specificities of adolescents as rights holders and to the promotion of their health
and development83”. While services for children under 16 years also require significant
expansion, commitments made under the 2001 Health Strategy to the development of
mental health services to meet the needs of children aged between 16 and 18 should
be prioritized, particularly in light of their higher needs and the opportunity to reduce
impairment in later adult life. The Irish College of Psychiatrists notes: “Psychiatric disorders
increase in incidence and prevalence during adolescent years. The incidence and
prevalence of deliberate self-harm and attempted suicide also increase with increasing
age throughout the adolescent phase84.” On the basis that 2 per cent of children aged
16 years and over experience “moderate to severe disabling conditions such as major
psychiatric disorders”, a second report of the Government Working Group on services
for children of 16 and 17 years in 2003 concluded that 2,815 persons in Ireland in this
specific target group will require an adolescent psychiatric service at any point in time85.

While the definition of the child in the CRC is a person under 18 years, and children are
entitled to age-appropriate treatment, children aged 16 years or over are currently
treated within the adult mental health services. The 2003 Working Group report
acknowledges that treatment in adult settings is now considered inappropriate for most
under 18s: “Existing adult services are not resourced to deal with adolescents. They
lack appropriate multidisciplinary input which would centre around family, school and
social interventions.” It recommends the recruitment in each health board area of a
nine-member multidisciplinary team headed by a consultant child psychiatrist with a
special interest in the mental illnesses of later adolescence; assertive outreach services
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to provide services in the home, school etc.; day hospital services for those who require
more in depth assessment and a more comprehensive treatment than can be offered in
the general outpatient setting, but do not require in-patient treatment, to include a mix
of occupational therapy, various treatment programmes, such as group therapy, social
skills etc. and an educational focus; rehabilitation services; and step down services such
as community residences for the recovery and early rehabilitation phases of treatment.
Amnesty International welcomes its recommendations, which should be implemented
as a matter of priority.

Many voluntary agencies endeavour to fill gaps in state services with core funding
provided by the State, but funding arrangements can be precariously unresponsive.
Children at Risk in Ireland (CARI) provides therapy to victims of child sexual abuse, and
consultancy services to other State and non-State agencies. It hopes to expand its
services to deal with other forms of trauma where local services are inadequate86.
However, an escalating case load due in part to increased referrals from state services
has not been met with increased State funding. Its Director recently cautioned: “We will
try and put off making cuts in our services for as long as we can but if there is no turn
around in the funding situation we will have to start cutting our services in the autumn87.”

The UN Committee on the Rights of the Child has also expressed concern at the lack of
adequate drug and alcohol abuse programmes for adolescents88. Voluntary agencies
warn: “The abuse of alcohol, heroin, methadone and other drugs by young people, in
both the Dublin area and the rest of Ireland, represents an epidemic that is failing to
respond to existing policies. Furthermore, the reliance on methadone maintenance as a
first treatment option for young opiate abusers is itself a major barrier to recovery.
There is a deplorable lack of drug free treatment options available to young addicted
people and accurate information about the nature and extent of drug abuse in Ireland is
in short supply. … the most pressing area where policy needs to be reversed is the
reliance on methadone maintenance as the first (and in some cases only) treatment
option for young opiate abusers89.” Public mental health services specialising in eating
disorders are also widely unavailable. 

In-patient services
Community-based services should be the option of first recourse under international best
practice and human rights standards. However, children will occasionally require in-patient
treatment when suicidal or otherwise acutely ill. It has been observed: “numerous Health
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Boards have no policy or procedures for children or adolescents who require in-patient
treatment90.” There is a large discrepancy between the actual and required numbers of
appropriate acute psychiatric beds for children. The 2001 Working Group report recommended
that 89 beds were required, 35 for children aged 6 years to 12 years and 54 for adolescents
aged 12 years to 16 years. Currently there are 35 bed places in three children’s centres
for under 16s (Court Hall and Warrenstown House in Dublin, and St. Anne’s Children’s
Centre, Galway). Other than in the Eastern Regional Health Authority and Western Health
Board, in-patient facilities for children under 16 years do not yet exist. While small in
number, children in need of in-patient services outside these areas are admitted to local
adult wards, or are transferred to private hospitals in Dublin (which does not comply to the
right “whenever possible, to be treated near his or her home or the home of his or her
relatives or friends91”). In adult psychiatric inpatient facilities in 2001, there were 25
admissions for persons aged under 16 years92. Furthermore, unlike the available statistics
for children’s centres, there is no indication in the published annual in-patient reports for
adult facilities of the diagnoses of the children; hence it is difficult to assess the appropriate-
ness of their admission. Neither is there mention made of the length of stay of these children.

Others in need of admission remain at home due to long waiting lists throughout much
of the country. The national Waiting Lists Initiative, whereby hospitals must publish
waiting lists, excludes the mental health sector, for which, according to the ICP, there is
no convincing explanation93. Consequently, unlike other health sectors, no figures are
published for waiting times for acute in-patient admissions. This is inconsistent with
requirement to provide “care and treatment in accordance with the same standards 
as other ill persons94”. Nor does it comply with MI Principle 15(2): “Access to a mental
health facility shall be administered in the same way as access to any other facility for
any other illness.”

The 2001 Working Group report observed: “Because of the changing profile of problems
with age, child psychiatry services tend to find that, already, the mid-adolescent age group,
i.e., the 13-15 year-olds have a propensity to take priority over younger clients. This is
primarily due to their high rate of emergency presentations with acute illness and suicide
attempts etc.” It recommended the creation of five new in-patient centres for children
under 16 years95, and funding was to have been provided under the National Development
Plan (2000-2005). A survey conducted by the Irish College of Psychiatrists this year is
expected to establish that “some plans were in place for four of the five centres … but
these were largely limited to architects’ drawings or site shortlists, and in no case was
funding available96”. 
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As noted above, children over the age of 15 years are dealt with by the adult mental health
service – consequently, in-patient facilities do not exist for them within the child and
adolescent service. The result is again, that many children are inappropriately placed in
adult psychiatric units. In adult psychiatric in-patient facilities on one night during 2001,
there were 88 young people aged 16 to 19 years (25 of whom were in private hospitals)97.
(This statistic proves unhelpful in relation to the definition of a child in the CRC. Even the
Minister for Health and Children in response to a Dáil question requesting the number of
children aged 17 years and under admitted to adult psychiatric hospitals and units in general
hospitals in 1998-99 and 2000-01, did not provide figures other than those for the ‘under
16 years of age’ and ‘16 to 19 years age’ groups98.) The 2003 report of the Working Group
observed: “Adult services … are not considered appropriate for the admission of adolescents.
Adult out-patient clinics, day hospitals and mental health centres are generally not appropriate
for adolescents and there tends to be a high number of referrals who do not keep their
clinic appointments.” It also runs contrary to the requirement that “the environment and
living conditions in mental health facilities shall be as close as possible to those of the normal
life of persons of similar age99”. The report recommends specialist in-patient services, and
that acute same day in-patient admission should be available to adolescents who require it.

A further conclusion of the 2003 report of the Group is: “Existing Child and Adolescent
Psychiatric services are currently not in a position to deal with the older adolescent age
group because of the significant increase in major psychiatric illnesses (Schizophrenia,
Manic Depression etc.,) which occurs in this age group.”

Under the CRC, children should be treated in a manner that takes into account the needs
of persons of their age, and should not be detained in adult facilities unless it is considered
in their best interests to do so. That children are, in fact, so placed is a matter of concern
to Amnesty International. The Criminal Law (Insanity) Bill currently under consideration
by the Government will also require the provision of additional facilities for those aged
under 18 years who could be referred under it to “designated centres”. The Mental
Health Commission100 has also pointed to the “need to provide separate facilities for
those aged under 18 who could be committed under the provisions of the Bill. The
placement of those under 18 in centres for adults is at variance with best practice101.” 

Article 24(1) obliges Ireland to provide “facilities for the treatment of illness and rehabilitation
of health” and “strive to ensure that no child is deprived of his or her right of access to
such health care services”. To comply, the Government should prioritise the prompt
development of an adequate number of age-appropriate facilities, since this age group’s
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in-patient needs will continue be accommodated in the adult psychiatric wards until then.
To date, the three children’s in-patient mental health centres have not been the subject
of routine inspection by either the Inspector of Mental Hospitals or the Social Services
Inspectorate, which has been a concern. The remit of the newly appointed Inspectorate
of Mental Health Services, established under the Mental Health Act, 2001, will include
these centres, and is expected to begin these inspections in 2004102. 

The Mental Health Act, 2001, which is not yet in full force, expressly provides for the first
time for the involuntary admission of children. Under section 25, where it appears to a
Health Board that a child, living or found in it’s region, is suffering from a mental disorder
and requires treatment which he or she is unlikely to receive, then the Health Board may
make an application to the District Court for an Order authorising the detention of the child
in an approved centre. While the section does not require detention to be in a children’s
centre, the Mental Health Commission is charged with the approval of centres in which
they may be detained. Amnesty International urges that ‘approved centres’ to which it
is proposed to involuntary admit children should conform with the CRC and other human
rights standards. For those involuntarily admitted to adult wards where it this not in their
best interests, this violates Article 37 of the CRC. The CRC also provides that the living
environment in mental health facilities should be age appropriate and take into account the
developmental needs of minors, for example the provision of a play area, age appropriate
toys, access to schooling and education. Amnesty International urges that centres where
children may legally be involuntarily admitted or detained should not be approved unless
they meet these criteria. This will necessarily entail the rapid expansion and improvement
of in-patient services for children103.

Article 3(3) of the CRC requires States to establish standards for institutions, facilities and
services responsible for the care or protection of children particularly in the areas of
health, safety and the number, qualifications and supervision of staff. All centres providing
in-patient care for children with mental health problems should commit to the principles
of the Charter for Children in Hospital, which includes among other things the principle
that a child has the right not to be admitted to adult wards104.

When the Government furnishes its next report to the UN Committee on the Rights of the
Child105: “Information should … be provided on the steps taken pursuant to article 3,
paragraph 3, to establish appropriate standards for all public and private institutions, services
and facilities responsible for the care and protection of children and to ensure that they
conform with such standards106.”



Children with intellectual disabilities

There is insufficient provision of appropriate specialist services for children with learning
disabilities, some of whom are instead treated within mainstream psychiatric in-patient
facilities. The ICP notes: “Mental Health Services to this group vary in each Health Board
area, e.g. some consultant psychiatrists have responsibility for adolescents although
they are adult psychiatrists who provide a cradle to grave mental health service for
persons with Learning Disability. In other areas this service is provided by consultant
child psychiatrists with special interest in Learning Disability107.” In addition, adolescents
with a learning disability and mental illness are considered by the ICP a distinct group
with special needs that are not being dealt with in an adequate or consistent fashion,
and are sometimes inappropriately dealt with in psychiatric services. Some children
with learning disabilities may be inappropriately placed in mental health in-patient
facilities in the absence of high-support community residential facilities. A specialist
service for these children is badly needed.

Forensic services
For children with behavioural or conduct disorders, especially for children in criminal
detention, specialist forensic mental health services should be available. However, 
“to date there is no forensic service in Ireland for children under the age of 18. … The
experience is that adolescents who present with criminalised behaviour are referred to
the generic child and adolescent psychiatrists and adult psychiatrists who do not have
the expertise or specialist service to offer. Urgent examination of this issue is required108.”
According to the Irish College of Psychiatrists, components of a forensic psychiatric
service for adolescents should include: adolescent multidisciplinary teams led by a
consultant adolescent psychiatrist with special expertise in forensic psychiatry to consult
to all secure detention facilities for adolescents; a specialist forensic psychiatric team
for adolescents to provide assessments on a nation-wide basis; secure in-patient units
for children and adolescents who experience mental illness and are in need of treatment
in a secure setting.

Family support services
With some notable exceptions, mental health services are often unable to support families
and carers of children with mental ill health. For instance, preliminary findings from a
survey of adult mental health social workers show that “carer/family psychosocial
education, family work and family counselling/therapy and mediation rank high as
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perceived priority areas” but “ score low in terms of actual work currently done109”. A
survey report on families’ views in five European countries, including Ireland, gives
“clear guidance on all the issues which families really want to be addressed110”. 

While of course, Article 3(1) of the CRC provides that “in all actions concerning children
… the best interests of the child shall be a primary consideration”, and notwithstanding
the child’s right to be with his or her family, respite services to relieve the strain on
families or carers can greatly facilitate their ability to provide such care. There are also
demonstrated causal links between parental mental illness and childhood depression111,
so recommendations made by Amnesty International’s in its February report on adult
mental health services are of relevance112. 
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Chapter 5 Children in State Care

State residential centres

Many recent initiatives have responded to the needs of children in, or at risk of entering
state care. A Youth Advocate Programme commenced service provision in partnership
with the Northern Area Health Board and the Western Health Board in September 2002.
The service will be subject to ongoing evaluation as a pilot project and aims to reduce the
number of young people entering out-of-home placement, and reduce the length of stay
of young people in care. 21 Springboard Initiatives have been established through Health
Boards since 1998 working intensively with children, mainly in the 7 to 12 year-old age group
who are at risk of going into care or getting into trouble with their families. The Department
of Health and Children is committed to establishing a further 8 Springboard projects.

Those children living outside a family environment need much stability and support –
otherwise they are at considerable risk of developing or worsening mental health
problems. Article 20 of the CRC states: “A child temporarily or permanently deprived of
his or her family environment, or in whose own best interests cannot be allowed to remain
in that environment, shall be entitled to special protection and assistance provided by
the State.” Article 3 provides: “States Parties shall ensure that the institutions, services
and facilities responsible for the care and protection of children shall conform with the
standards established by the competent authorities, particularly in the areas of safety,
health, in the number and suitability of their staff, as well as competent supervision.” 

A further concern is the particularly high rate of homelessness of children once they leave
state residential care found in a Focus Ireland study113. It found a number of reasons for
this including: lack of family and social support networks; institutionalisation or dependency;
and inability to find or maintain a home due lack of experience or lack of home-making
skills. The known interrelationship between homelessness and mental ill health reinforces
the need for these issues to be addressed while children remain in state residential care.

The Social Services Inspectorate (SSI) was established in 1999 to inspect social services
provided by health boards. The annual report of the SSI for 2002114 recorded 176 children’s
residential centres. It reported an increase from 36 per cent to 44 per cent in the number
of children under the age of twelve in the inspected centres since the previous annual
report. 17 per cent of the children were in their current placement for more than five
years and 42 per cent for between 1 and 5 years. 73 per cent had at least one previous
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placement in state care, and the SSI concluded: “The high level of moves raises questions
about the quality of assessments, the availability of appropriate placements as a first
option, and the resources available to support and sustain placements. The fewer the
moves a young person has in the care system the greater their opportunities to experience
continuity and stability in relationships, education and peer support.” It advised health
boards to “develop services that ensure young children are not placed in residential care
and the number and length of placements is kept to a minimum”.

The SSI found “some children and young people (in the centres) for whom the residential
provision is either not suitable or available and whose needs are not met within current
services”. Centres were commonly described as only accepting planned admissions when
in fact children and young people had been admitted on an unplanned, emergency basis.
Some community care areas had no provision for unplanned admissions to residential care,
clearly unrealistic, the SSI said. It also found “no formal plans were in place to assist half
of the young people over 16 years to prepare for their future … a serious deficit given the
difficulties of this transitional period.” It recommended: “These issues need to be addressed
through the assessments of needs and strategic planning at health board level.” 

Significantly, the SSI noted “the overall warmth and care shown by staff in the majority of
centres”, and observed that standards are improving, and the ability of managers of centres
to access specialist psychological services had improved.In relation to staffing, it found:
“15 out of 22 centres staff were in the centre long enough to provide continuity of care.
In the remaining centres the high turnover of staff and reliance on agency staff offered poor
continuity and consistency for children.” It also expressed concern that “vetting of staff is
unsatisfactory and needs urgent attention”, a concern shared by many other organisations.

The SSI found 29 children cared for on their own, and “there were just a small number
of instances where these special arrangements where one child is cared for by a team
of staff could be justified as being in the best interests of the child”. It found that these
arrangements were often characterised by temporary accommodation, temporary staff,
poor policy development and weak care planning and were in place long after the originally
intended timescale. It concluded: “The increase in special arrangements is a matter of
real concern, especially in view of … the isolation of the child, the loss of the essential
developmental opportunity to mix with peers, particularly if the child is not attending
school outside the centre, and the unnatural balance of one child being cared for by 12
to 15 adults.” It noted that the scarcity of special care units for children “may in part explain
this year’s increase in the number of special arrangements and centres for one child”.
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The quality of placements for children with behavioural problems in care is crucial to their
mental well-being. On the care and management of troubled children, The SSI observed:
“Troubled children need ongoing suitable care arrangements. Boards should plan for a
range of appropriate placements, paying particular attention to the reasons for care
admissions, the impact of disruptions, and the accessibility of specialist psychological
and support services in the first placement.” 

In relation to unaccompanied children seeking asylum in Ireland115, the majority of whom
reside in the care of the East Coast Area Health Board (ECAHB), the SSI report noted:
“The ECAHB acknowledges that the standard of care for this group of young people may
not meet the National Standards for Children’s Residential Centres.” National organisations
have significant concerns about the basic services afforded these vulnerable children:
“Service providers working with unaccompanied minors have expressed their concern
about the level of care being provided to these children in hostel accommodation. The
level of care is below that provided to children in the residential and foster systems.
Hostel accommodation may lack basic supervision and psychosocial supports despite
the fact that these children often have additional psychological and broad social support
needs to deal with the impact of traumatic experiences and with anxiety associated
with the asylum process116.” 

In respect of children from the Travelling community, the SSI report said: “on occasion
inspectors had cause for concern regarding a centre’s approach to promoting traveller
children’s cultural identity. Inspectors found no evidence of active discrimination, but
found staff at a loss to know how best to reflect positive images of traveller culture.
Some boards had a higher percentage of traveller children in their care than others but
had no programme to address any of the issues involved.” Article 20 of the CRC
provides that where a child is temporarily or permanently deprived of his or her family
environment, due regard should paid by the State to the child’s cultural background.

Children in need of special care
In relation to children in detention, the CRC states: “No child shall be deprived of his or her
liberty unlawfully or arbitrarily. The arrest, detention or imprisonment of a child shall …
be used only as a measure of last resort and for the shortest appropriate period of time117.”

“Every child deprived of liberty shall be treated with humanity and
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respect for the inherent dignity of the human person, and in a manner 
which takes into account the needs of persons of his or her age118.” 

Amnesty International has grave concerns in relation to how children with serious
behavioural problems, and those who offend, are dealt with in relation to their mental
health needs. In 1998, the UN Committee on the Rights of the Child expressed concern
at “the treatment (in Ireland) of children deprived of their liberty, particularly in light of
the principles and provisions of the Convention and other relevant international
standards such as the United Nations Standard Minimum Rules for the Administration
of Juvenile Justice (Beijing Rules), the United Nations Guidelines for the Prevention of
Juvenile Delinquency (Riyadh Guidelines) and the United Nations Rules for the
Protection of Juveniles Deprived of their Liberty119”. 

Juvenile offenders
In relation specifically to mental health, MI Principle 20 provides that all persons, including
children, “serving sentences of imprisonment for criminal offences, or who are otherwise
detained in the course of criminal proceedings or investigations against them, and who
are determined to have a mental illness or who it is believed may have such an illness
… should receive the best available mental health care”. Rule 81 of the United Nations
Rules for the Protection of Juveniles Deprived of their Liberty120 provides: “Personnel
should be qualified and include a sufficient number of specialists such as educators,
vocational instructors, counsellors, social workers, psychiatrists and psychologists.”

The Children Act, 2001 will introduce the welcome provision that detention should only
be used as a last resort121. In this respect the Act upholds the CRC requirement that
detention of those under the age of 18 years “shall be used only as a measure of last
resort and for the shortest appropriate period of time”. Concerns have been raised
regarding the safeguards in place under the Act. For instance, under section 150, the
Minister may designate a ‘place of detention’ suitable for the detention of offenders
between the ages of 16 and 18 years of age, but guidelines are needed to govern the
type of accommodation and regime that should pertain. 

In Ireland, an average of 162 children up to the age of 16 are housed in young offender
centres, of whom 24 are in the secure complex, Trinity House, in Dublin. The State has
been criticised for not separating 16 and 17 year olds from adult offenders in the prison
service. The Government's recent decision to close Shanganagh prison, the only open
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prison for 16 to 21 years olds in the country, was much criticised given the absence of
equivalent facilities – the Inspector of Prisons and Places of Detention described this as
“a retrograde step122”. This closure runs contrary to the philosophy of the Children Act,
and commitments made in the National Children's Strategy, in particular, the commitment
to provide an adequate number of specialised juvenile detention places, and to be
supported in the least restrictive environment while having their needs addressed. 

Non-offending children 
The lack of investment in secure health board centres for non-offending children with
behavioural or emotional problems has resulted in their detention in inappropriate places
such as children’s detention centres, adult prisons and adult psychiatric hospitals. A
2002 media report gave this example:

“In the absence of any alternative, A High Court judge has said he must 
direct the continuing detention in St Patrick’s Institution [for Young 
Offenders] for another four weeks of an extremely disturbed teenage 
boy, an alleged victim of sexual abuse, with no criminal convictions. The 
16-year old youth has already been in the prison for some five weeks and 
has been described as a serious suicide risk. … [The judge] was told … 
the Central Mental Hospital could not take him [and] … a consultant 
forensic psychiatrist at the hospital, said its services are already greatly 
strained123.” 

These practices do not comply with Ireland’s duty towards children who are victims of
abuse or violence in Article 39 of the CRC to “take all appropriate measures to promote
physical and psychological recovery and social reintegration of a child victim of: any
form of neglect, exploitation, or abuse …. Such recovery and reintegration shall take
place in an environment which fosters the health, self-respect and dignity of the child.”
The Children’s Rights Alliance has commented: “Primarily due to the failure to provide
appropriate services and facilities to children with severe behavioural problems, Ireland’s
child care and juvenile justice systems are now thoroughly intertwined. The lack of
treatment and secure accommodation for young people with serious emotional and
behavioural problems has led to the use of the High Court as a means of accessing
placements for non-offending youths within the juvenile justice system124.”  
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In 2002, the European Court of Human Rights in DG v Ireland found that the detention in
St. Patrick’s Institution for offenders in 1997 of a 16 year old non-offending child with
serious behavioural problems, who had previously committed offences, was in contravention
of the right to liberty guaranteed under Article 5(1) of the European Convention on
Human Rights. The Court ruled that the Irish State acted unlawfully in failing to provide
the disturbed child with a safe, suitable therapeutic unit.

Two secure Special Care Units have been established to date, but the delay in providing
units prompted a High Court judge to tell State authorities “that their failure to provide
these facilities for the country’s most vulnerable children is tantamount to a scandal125”,
and hold three Government Ministers in contempt of court in 2001. It has also been
reported that the provision of psychiatric and psychological services for the children in
question is ad hoc and inconsistent.

Staff shortages are significantly responsible for difficulties in providing adequate places:
“The widespread and chronic failure to fill vacancies in the social service, particularly in
the Dublin area, has had a crippling impact on efforts to provide non-punitive services to
children with behavioural problems, to children who have committed offences and to
children in and out of care who are at-risk of becoming offenders. Many centres are
operating well below full capacity due to difficulties in recruiting and retaining qualified
and experienced staff126.” Adult psychiatric facilities are also inappropriately used; a
Government Working Group has referred to “the pressure on adult psychiatric units to
accept troubled children who are not suffering from a mental illness”, which, it said,
would be eliminated by the increased availability of high support and special care places127.

“A very disturbed [16-year old] teenage girl who spent 12 weeks in
Mountjoy Women’s Prison in the absence of any suitable place for her 

has now been placed in an adult psychiatric hospital having been
described as ‘psychotic’, the High Court heard yesterday128.” 

“The judge also heard that an extremely disturbed teenage girl remains 
detained in the locked ward of an adult psychiatric hospital while 
construction of a special unit for her, as ordered by the High Court, 
continues129.” 
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Incidents such as these are not uncommon, and violate international human rights standards,
in particular Rule 53 of the United Nations Rules for the Protection of Juveniles Deprived
of their Liberty: “A juvenile who is suffering from mental illness should be treated in a
specialised institution under independent medical management.

Under the Children Act, 2001, it has been recognised that investment in community and
statutory services that offer prevention, early intervention and diversion will be necessary
for the full implementation and effective functioning of the Act. The preventive elements
of the Act should be introduced as a matter of urgency, with investment of resources in
community and statutory services to support these measures. Also, children whose
behaviour puts them at serious risk of harm or injury to themselves may be detained under
the 2001 Act in special care units. There is consequently urgent need for an expansion
in the number of places available in these units before the Act comes into force. 

A recent UK study on boys aged 12-17 years in secure units found that before being
admitted to secure care, the boys had high rates of mental health needs – 22 per cent
had major depression and 17 per cent anxiety disorder130. While admission to secure care
was associated with improvements in aggression, substance misuse, social relationships,
and education; the study found that levels of depression and anxiety were high within 3
months of admission. It found that several children developed mental health problems
after admission – 39% of those experiencing depression had developed the problem since
being admitted. In most of these cases, no appropriate psychiatric or psychological
assessment or treatment had been offered. 

In respect of the operational Special Care Units, the SSI report for 2002 notes that care
planning is weak: “Where there was evidence of a care plan, it often ended at placement
in the SCU rather than using the unit as a ‘calm haven’ to allow the child or young person
reorient themselves to their original plan or goal.” It also states: “in many instances, the
benefits of a SCU placement are diminished by the loss of continuity with a member of
the care staff either on admission to or discharge from the unit.”

Access to specialist mental health services is considered essential for Special Care Units
placements, in particular forensic services – the SSI report advises that they are “important
for the assessment, advice, support and consultation that SCUs need in order to undertake
their day-to-day work with this group of children [and are] also vital to a small number
of children whose placement in detention is specifically to deal with the consequences
of disturbed behaviour.” The SSI noted its serious concern at the difficulties children and
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young people in units had in accessing specialist child and adolescent psychiatric services:
“SCUs find access generally to child and adolescent psychiatric services difficult however
there was a crisis in obtaining such help for the 16 to 18 year olds…. With this age
range inspectors have encountered some extremely vulnerable young people for whom
a delay in access to services has seriously aggravated their difficulties.”.

A Special Residential Services Board to co-ordinate residential services for children
detained in detention schools and in special care units was established under the Children
Act, 2001. A 2003 report of the Government Working Group suggests that the
establishment of consultants and multidisciplinary mental health teams for children aged
16 years and over, currently nonexistent, would provide a consultative service to local
High Support and Special Care Units131. This gives greater urgency to the recommendations
in that report. It also cautions: “The role of psychiatry in the high support child care
setting is a consultative one. Psychiatrists do not provide in-patient treatment to patients
in the high support/special care units because such units are not appropriate therapeutic
environments for in-patient care. Therefore, if a resident of a special care unit develops
a severe mental illness, admission to an acute psychiatric unit may be required131.” In
this context, the rapid development of in-patient adolescent facilities proposed by the
Working Group is all the more vital.
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Chapter 6 Informed Consent & Views of the Child

Age of consent

The UN Committee on the Rights of the Child said in its 1998 report: “In relation to the
definition of the child … the Committee is concerned at the various low age-limits set
in the domestic legislation of (Ireland).” 

Where children over 16 years are classified as adults under the still operational Mental
Treatment Act, 1945, this has been rectified in the Mental Health Act, 2001, which defines
children as under 18 years. This conforms with the definitions in the Child Care Act, 1991
and the CRC. In Irish domestic civil and criminal law, consent to medical treatment is
required, without which, many forms of mental health treatment would be regarded as
trespass to the person in civil law, and assault in criminal law. Section 23 of the Non-
fatal Offences Against the Person Act, 1997, provides that a child of 16 years can consent
to medical treatment without parental input. It is considered that “psychiatric treatment
– involving drug therapy clearly falls within the category of ‘medical treatment’” in this
section132. However, the small number of children under 18 years involuntarily detained
under the Mental Health Act, 2001 appear to have that right removed. These conflicting
definitions are a matter that needs to be resolved by the legislature.

Capacity
Even where the definition of a child is correctly set at under 18 years, to comply with the
CRC, legislation on consent to treatment should include provisions to encourage taking
into consideration children’s views in consent issues, depending on their age and
maturity. A significant number of children, especially teenagers, have sufficient maturity
and understanding to be able to consent or refuse consent. Article 12 of the CRC
provides for “the child who is capable of forming his or her own views, the right to
express those views freely in all matters affecting the child, the views of the child being
given due weight in accordance with the age and maturity of the child”. 

A 1993 report of a Government appointed tribunal of enquiry noted “the very high emphasis
on the rights of the Family in the Irish constitution may be interpreted as giving a higher
value to the rights of parents than to the rights of children” and recommended a
constitutional amendment to expressly provide for an overt declaration of the rights of
children133. It has been suggested that “there has never been a national debate or national
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forum to debate the issue of the place of children's rights in our society134”. Incorporation
of the CRC into domestic law would not only be a very useful exercise in this context, but
under Article 4 of the CRC, the State is obliged to undertake all legislative, administrative
and other measures necessary for the implementation of the rights outlined in the CRC.
Following its review of Ireland's performance in implementing the Convention, the UN
Committee has called on Ireland to fully incorporate the CRC into domestic law.  

Involuntary admission to in-patient services
In the Mental Health Act, other than where a health board is involved, the voluntary
admission of children appears to lie solely with parents, or a person acting in loco
parentis. It therefore seems possible for children to be admitted and detained against
their will, despite being competent to make their own decisions. 

Section 25 provides circumstances where a Health Board may make an application to
the District Court for an order to refer a child to an in-patient facility. The ICP suggests:
“It would be important that there be accurate definition of ‘who’ in a Health Board is in
a position to make this application135.” 

Amnesty International is concerned that children are denied the protection afforded to
adults under the 2001 Act. Under section 25(3) and (4) there is provision for children to
be admitted on the application of a Health Board to an approved centre by order of the
Court without any examination by a Consultant Psychiatrist, where the parents or guardians
refuse consent to such examination or cannot be found. The ICP states: “We view this
as a possible serious infringement of children’s civil liberties.  In these circumstances, …
the provisions of the Child Care Act 1991, Section 13, subsection 7, should be invoked
in the first instance rather than the Mental Health legislation, where there has been no
medical examination136.”  

Article 25 of the CRC provides “the right of a child who has been placed by the competent
authorities for the purposes of care, protection or treatment of his or her physical or
mental health, to a periodic review of the treatment provided to the child and all other
circumstances relevant to his or her placement”. While a court order under section
25(1) will be for a period of 21 days and may be renewed by the court, review of the
detention by Mental Health Review Tribunals established under the Act will not be
available to children; neither is the right to change to voluntary status following a period
of involuntary admission. 
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Involuntary admission should only occur where less restrictive measures are inappropriate
– Article 37 of the CRC provides that detention should be an option of last resort. This
implies that community-based alternatives must be available and accessible for an
involuntary admission to any in-patient facility to be justifiable. 

Informed consent to treatment
MI Principle 11 stipulates that except in specified circumstances137, no treatment shall
be given to a patient without his or her informed consent, and provides that informed
consent to treatment is contingent on the availability of a range of treatment options,
and giving and receiving of advice and information about the proposed treatment:

“Informed consent is consent obtained freely, without threats or improper
inducements, after appropriate disclosure to the patient of adequate and 
understandable information in a form and language understood by the 
patient on: 

(a) The diagnostic assessment;
(b) The purpose, method, likely duration and expected benefit of 
the proposed treatment;
(c) Alternative modes of treatment, including those less intrusive;
(d) Possible pain or discomfort, risks and side-effects of the 
proposed treatment.”

Where “a personal representative (is) empowered by law to consent to treatment for
the patient138; … treatment may be given to such a patient without his or her informed
consent if the personal representative, having been given the information described …
above, consents on the patient’s behalf139”.  

It is clear then, that, in order for a child, or where a child is incapable of consenting, their
personal representative, to give informed consent to a course of treatment, quite exacting
standards in relation to the provision of information are demanded of the service provider.
Failure by the State to ensure that proper guidelines and monitoring procedures are in place
in relation to these component requirements of informed consent to psychiatric treatment
and are being adhered to, amounts to a failure to comply with these principles. Furthermore,
“[c]onsent cannot be lawful if … alternatives to proposed treatment are not offered for
consideration140.”
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Complaints and advocacy

The 2001 Act is deficient in not establishing an effective complaints procedure with respect
to services provided under the Act, as well as mental health service provision generally.
Building an advocacy and complaints process into legislation is important to ensure that
individual children and children’s issues and concerns are not neglected, particularly
during the process of implementing the Act. MI Principle 21 provides the right of every
child with mental illness or being treated within the mental health services “to make a
complaint through procedures as specified by domestic law”. Ireland is obliged to “ensure
that appropriate mechanisms are in force … for the submission, investigation and resolution
of complaints141”. An independent and effective health complaints system is required.

The right to complain entails the need to access information about rights and responsibilities.
MI Principle 12(1) states: “A patient in a mental health facility shall be informed as soon
as possible after admission, in a form and a language which the patient understands, of
all his or her rights in accordance with these Principles and under domestic law, which
information shall include an explanation of those rights and how to exercise them.”
Children should have access to a personal advocate to adequately represent their interests,
especially when admitted to mental health facilities, and throughout the course of such
admission. A personal advocate would, in many instances, be a family member. However
where there is potential for real conflict of interest, or where the child’s parents are
unavailable, there should be legal provision for the appointment of an independent advocate.

The MI Principles reinforce the need for comprehensive advocacy services for children:
“Special care should be given within the purposes of these Principles and within the
context of domestic law relating to the protection of minors to protect the rights of
minors, including, if necessary, the appointment of a personal representative other than
a family member142.” “If and for so long as a patient is unable to understand such
information, the rights of the patient shall be communicated to the personal representative,
if any and if appropriate, and to the person or persons best able to represent the patient’s
interests and willing to do so143.” “A patient who has the necessary capacity has the
right to nominate a person who should be informed on his or her behalf, as well as a
person to represent his or her interests to the authorities of the facility144.”
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Chapter 7 Government Initiatives & Plans

“there are … huge costs of failing children. Governments are fully aware 
from research findings that what happens to children in the early years,
within the family and within other forms of care, significantly determines 
their positive or negative growth and development. This, in turn, 
determines their cost or contribution to society spread over the rest of 
their lives. As a consequence, the economic motive joins the moral and 
the social in providing cogent reasons for all governments to accord 
children a high priority and careful attention. These may seem obvious 
points which derive from common sense. But they need to be convincing
particularly with regard to governments if we are to promote child
-centred societies.” 

UN High Commissioner for Human Rights145

National Health Strategy
In 2001, the National Health Strategy, was published, one of the stated visions of which
is a “health system that is there when you need it, that is fair, and that you can trust146”.
A wide range of goals, objectives, actions and target dates were set out for achievement
over seven to ten years, but few of the 121 Actions refer explicitly to mental health. Action
14 on children’s health promises the expansion of mental health services, the implementation
of the first report of the Government Working Group on Child and Adolescent Psychiatry,
and the development of services for the 16 to 18 year age group, but provides no target
dates. In its 2003 review of the Strategy, the Irish College of Psychiatrists (ICP) commented
in respect of the stated initiatives for delivery of the mental-health-specific components
of the Strategy: “Little of this has been delivered. In fact, few of the actions points were
specific to the Strategy, and many of them had already been in progress prior to the
Strategy’s publication and were independent of the development of the Strategy147.” It
observes that two of the main action points, suicide prevention and the establishment
of the Mental Health Commission, were already in train before the Strategy, and concludes:
“It is clear that none of the actions listed in the Health Strategy for Mental Health have
been implemented to date. Progress has only been made on those items that were
independent of the Strategy and that were well under way prior to its publication.”



While expectation might have been that relevant non-specific actions would equally
benefit mental health, this has not been the experience. The ICP points to a number of
examples where “psychiatry does not appear to fall under the remit of fairness or equity
as espoused by the Strategy”. Published waiting lists for in-patient services figures only
relate to ’procedures’, hence, the ICP advises, “they specifically exclude psychiatry”.
The Waiting List Initiative, designed to reduce waiting lists for public hospital services,
consequently does not benefit mental health services; so when waiting times exceed
regulations, private mental health services are not supplied under the Treatment
Purchase Fund, and additional temporary staff are not recruited to reduce these waiting
lists as in the sectors covered. 

In 2002, the UN Committee on Economic, Social and Cultural Rights (UN CESCR) noted
“with regret that a human rights framework encompassing, inter alia, the principles of
non-discrimination and equal access to health facilities and services was not embodied
in the recently published National Health Strategy, as outlined in paragraph 54 of the
Committee’s General Comment No 14 on the right to health148”. It recommended that
the Irish Government “revisit the recently published National Health Strategy with a
view to embracing a human rights framework in that strategy, in line with the principles
of non-discrimination and equal access to health facilities and services”.

Mental Health Act & Commission
The Mental Health Commission was established in April 2002 as an independent statutory
agency under the Mental Health Act, 2001149. Its statutory functions are to: appoint an
Inspector of Mental Health Services; put in place arrangements for an independent review
by a Mental Health Tribunal of decisions to admit or detain a patient on an involuntary
basis and decisions to extend the duration of such detentions;143 and prepare codes of
practice and guidelines for those working in the mental health services. The Commission
will also be the registration authority for ‘approved centres’ – all in-patient facilities where
people may legally be involuntarily admitted or detained. The Commission has mentioned
its particular concern about inadequate services for children and adolescents, and it
“recognises that it has a major responsibility in the role of advocacy”.144 The Act will
require substantial funding: “There is an urgent need to provide the resources and
structures needed to implement the new Act. …. Certainly, there is little point in having
an elegant legislative framework if the resources are not in place to provide high quality
mental health care to all152.” 
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Mental Health Policy

It has been suggested that the “absence of an up-to-date mental health national strategy”
is seen as a “significant cause of the current inequities in clinical resource distribution, and
limited availability of specialist services153”. Work is to begin this year on a new national
policy framework, promised under the 2001 National Health Strategy, to update current
mental health policy, Planning for the Future (1984). Together with its national partner
organisations, Amnesty International submitted to the Department of Health and Children
a joint position statement seeking an informed review of the existing services, with the
full participation of stakeholder organisations in an open, transparent and accountable
process, as a necessary part of this policy update. In August 2003, an announcement
was made by the Department of the establishment of an Expert Group on Mental
Health Policy to prepare this new national policy framework. Amnesty International
welcomed the commitment that the process will involve wide consultation with
interested parties, and will take account of “innovative developments in the care and
treatment of mental illness and the views of those who use the services, as well as
those who work within them154”. Of particular relevance to children are the
commitments to explore measures to reduce stigma, and specialised mental health
services for children/adolescents. The particular needs of vulnerable children, such as
those referred to in Chapter 2, should be addressed in this policy.

After almost two decades in existence, ‘Planning for the Future’ has not led to an adequate,
comprehensive or equitably resourced service. Mental health service users and providers
are still struggling with an outdated, fragmented, and severely under-resourced system.
It is clear that when this new policy emerges, detailed programmes of action for its
implementation must follow from Government, with clear timeframes and dedicated
resources. 

Amnesty International recommends that the values and principles of mental health policy
should reflect the civil, political, economic, social and cultural human rights obligations
binding on the Irish Government under international law. The World Health Organisation
will shortly publish its ‘Mental Health Policy and Service Guidance Package’, at the heart
of which is a human rights focus, and which Amnesty International has promoted to the
Irish Government as a solid basis for Ireland’s policy update155. Interdepartmental
responsibility should be reflected in mental health policy according to this WHO Guidance
Package, and it advises: “it is necessary for (the) ministry of health to convince other
policy-makers and planners, e.g. the executive branch of government, the ministry of
finance and other ministries, the judiciary, the legislature and political parties, to focus
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on and invest in mental health156”. A ‘Child and Adolescent Mental Health’ module of
this Guidance Package will be of particular assistance.

The CRC is also considered by WHO to be a useful tool in mental health service planning:

“Increasing awareness about the support for appropriate care for mental
disorders engendered in the UN Convention on the Rights of the Child is
key to program and policy development in many countries. The Convention
can also be used to support the modification of existing systems and
for improving access to appropriate care. The UN Convention supports
the important role of the child in the family context and of access to
education, rehabilitation and a wholesome community life157.”

To comply with the CRC, consultation with children and children’s representative
organisations is essential during this process. This is also the first goal of the National
Children’s Strategy described below: that children will have a voice in matters which
affect them and their views will be given due weight in accordance with their age and
maturity. Several recent Irish studies are of assistance in this regard, including ‘Hearing
Young Voices’158, which recommends that all agencies whose work impacts on children
should be aware of the need to consult with children. The WHO Guidance Package also
advises: “It is important to engage in serious consultation with consumer and family
organisations in the development of policy and the delivery of services.”

Ombudsman for Children
In 1998, the UN Committee on the Rights of the Child remained “concerned about the
lack of an independent monitoring mechanism such as an Ombudsperson or a Child
Rights Commissioner accessible to children for dealing with complaints of violations of
their rights and to provide remedies for such violations159”. An Ombudsman for Children
Act, 2002 was subsequently passed, but the delay by the Irish Government in appointing
an Ombudsman seven years after it was first promised has been criticised by children’s
organisations. Amnesty International understands that arrangements are being made for
the recruitment process to be commenced, and the views of children will be included in
the selection process; and urges the Government to make this appointment a priority
and to fully resource the office.



Disability Bill

The Department of Justice, Equality and Law Reform published a Disability Bill in 2001160

to address inequalities experienced by people with disabilities, but it lacked a human
rights based approach. It was heavily criticised for this by the UN Committee on Economic,
Social Rights (CESCR), and for “the fact that it contained a clause purporting to remove
the rights of people with disabilities to seek judicial redress if any of the Bill’s provisions
were not carried out161”. The Irish Department of Finance had successfully prevailed on
the government to introduce this clause stating: 

“The Department of Finance cannot accept these recommendations which
imply the underpinning by law of access to and provision of services for 
people with disabilities as a right. This right, if given a statutory basis, 
would be prohibitively expensive for the Exchequer and could lead to 
requests from other persons seeking access to health and other services 
without regard to the eventual cost of providing these services162.”

Amnesty International considers these sentiments unacceptable, and the fact that the
Irish Government yielded to this view, in marked contrast to its international obligations
outlined above, is of considerable concern. The Bill was abandoned in 2002, and another
is currently in preparation, with a new consultation process completed. What sort of
legislative proposal will emerge from this process is quite uncertain in relation to its
respect for human rights standards, but clearly, any revived Bill must not again seek to
qualify equal rights for people with disabilities. Amnesty International made a submission
to the Department of Justice, Equality and Law Reform in April 2003 urging that the
emergent Disability Bill should adopt a rights-based, judiciable approach as advocated
by the CESCR in 2002. 

National Anti-Poverty Strategy
Socio-economic deprivation levels are considered a solid indicator of mental health needs.
Article 27 of the CRC provides “the right of every child to a standard of living adequate
for the child’s physical, mental, spiritual, moral and social development” and the duty of
the State to “take appropriate measures to assist parents and others responsible for the
child to implement this right and … in case of need provide material assistance and
support programmes, particularly with regard to nutrition, clothing and housing”. In Ireland
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however: “Economic progress has had little impact on the incidence of relative child income
poverty figures, with nearly 250,000 or 24% of all Irish children still living in relative poverty163.”

A report on family policy commissioned by the Irish Government concluded that addressing
child poverty is one of the four areas where “public investment … will be highly cost
effective in terms of promoting the relational and economic well-being of families164”. It noted:

“So decisive is the impact of poverty during the early years of childhood 
development that State intervention to compensate for these negative 
impacts later in life … are immeasurably less cost effective than 
interventions during the early years of the child’s life. This is something 
that should be borne in mind in view of the well documented prevalence 
of child poverty in Ireland. Second, early interventions in the lives of 
children and their families are known to be cost effective but only if they 
are high in quality and well targeted.”

In 2002, the CESCR expressed concern that the Irish Government, “despite the Committee’s
recommendation in 1999 …, has still not adopted a human rights-based approach to
the National Anti-Poverty Strategy (NAPS)”, and urged it to integrate economic, social
and cultural rights165. The Government is soon to publish a second National Action Plan
against Poverty and Social Exclusion (NAPincl) Ireland – 2003-2005. The Irish Human
Rights Commission has expressed its concern “about the ways in which the State upholds
its obligations with regard to (economic, social and cultural) rights” and suggests:
“Central to these (areas of concern) is the adoption of a human rights framework for
the Government’s National Anti-Poverty Strategy166.”

The Children’s Rights Alliance also suggests: “A strong rights based focus in the NAPincl
would advance Ireland’s implementation of its international commitment to economic
and social rights. It may also begin to redress the lack of reference to rights in the Health
Strategy, the treatment of rights as a subset of services in NAPS, the statements by the
Minister for Justice rejecting socio-economic rights, the failure to incorporate treaties and
conventions into domestic law and the mixed signals given regarding disability rights167.”
It further recommends that NAPincl “must comprise a fully-resourced, timetabled, sustained
and comprehensive programme of action that can address the multi-dimensional nature
of child poverty”.
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National Children’s Strategy

The National Children’s Strategy ‘Our Children – Their Lives’ was launched in 2000, and
reflects the holistic approach to child development required by the CRC. It is a 10-year
plan of action, which calls on Irish statutory agencies, the voluntary sector and local
communities to work together to improve the quality of all children’s lives. Its three
National Goals are: Children will have a voice in matters which affect them and their views
will be given due weight in accordance with their age and maturity, Children’s lives will
be better understood; their lives will benefit from evaluation, research and information on
their needs, rights and effectiveness of service; and Children will receive quality supports
and services to promote all aspects of their development. The National Children’s Office is
to lead and oversee implementation of the National Children’s Strategy, including progressing
actions under the three National Goals. In relation to mental health, the Children’s Rights
Alliance urges: “Commitments in the National Children’s Strategy, including the expansion
of family support and community-based early intervention services, and the introduction
of more structured programmes for identification, assessment and treatment of children
with emotional and behavioural problems, should be implemented as quickly as possible168.”

Funding
The ICESCR and the CRC do not require full realisation of the standards therein immediately
upon ratification, but require progressive realisation to the maximum of available resources.
The purpose of Ireland’s 2004 report to the Committee on the Rights of the Child is to
assess progress in implementing its provisions since its first review in 1998. In 2002,
the CESCR, noted “the favourable economic conditions prevailing in the State party and
observes no insurmountable factors or difficulties preventing the State party from
effectively implementing the (ICESCR)169”. 

WHO advises that funding allocation should form part of a national mental health policy:
“Mental health financing is a powerful tool with which policy-makers can develop and
shape quality mental health systems. Without adequate financing, mental health policies
and plans remain in the realm of rhetoric and good intentions170.” 

A 2002 study points to the fact that Ireland is becoming a less equal society: “The
persistence, even the deepening of poverty and inequality in Ireland, indicates that the gains
from Ireland’s economic growth have been unevenly shared171.” It refers to the
Government’s low-tax, low-spend model of economic development, and divergence
from European social norms. It observes “dismal health and social indicators, the
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widening levels of inequality (and) extraordinary low levels of investment in public services”.
Even where there have been considerable increases in health budgets in recent years –
as was pointed out in Amnesty International’s February report172, revenue funding of the
mental health programme remains out of step with other medical programmes. In 1990,
mental health spending accounted for 10.6 per cent per cent of total health non-capital
expenditure; by 2002, it was just 7 per cent. While fiscal measures are the preserve of
Government, international human rights standards advise that financial provision in the
mental health sector should at least achieve parity with other health sectors. Many
nongovernmental and professional organisations protest current funding. The Mental
Health Commission has also expressed its view that increased funding is essential to
service development173.

In the mental health sector there is “a five-fold difference in funding between health board
areas174”; and a 2003 study by the Irish Psychiatric Association found that areas of greatest
socio-economic deprivation receive fewest resources175. It has also been observed that
regional budgets promised to the mental health services have been eroded in times of
competing needs from other health sectors. Amnesty International welcomes the
Government’s recently announced plans to reform the health services, and to achieve clear
accountability, standardisation and improved planning and delivery of services176. The
Reform Programme recognises that “significant demographic and social changes over the
… are not reflected in the way in which resources have been allocated in the system” and
promises that “funding will be determined in a manner that captures these changes in
society”. Amnesty International urges that this programme for reform ensures equity for
mental health services, and that ring-fencing and other measures to protect mental health
budgets at central and regional levels will be introduced, as advised by WHO in its ‘Mental
Health Policy and Service Guidance Package’. WHO advises that “allocation of funds must
be tied to policy and planning priorities”, and: “Without adequate financing, plans remain
in the realm of rhetoric and good intentions177.” Stated Government commitments to equity
in mental health service provision for children will require immediate and adequate
funding if they are to be meaningful. 

It has been noted that “in spite of this decrease in (mental health) funding, services have
continued to develop and innovate, due in no small part to the dedication of the people
who work in the mental health services”, but “the decrease … coupled with continued
demands to provide high quality services, can demoralise staff178”. This financial shortfall
has certainly impeded the potential rate of progress in Irish mental health policy
implementation and service development. 
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It must be recognised that investment in the future of children has enormous benefits
for society. In immediate economic terms, it leads to increased resources as carers are
entering the workforce. Also, mental health problems in children are associated with
educational disadvantage, disability, offending and antisocial behaviour, placing extra
demands on social services, schools and the juvenile justice system. Untreated mental
health problems create distress not only in childhood but pass into adulthood, potentially
affecting the mental health of next generation of children. The United Nations advises
that “the healthy development and active participation of children are uniquely crucial to
the optimum development of any society”, and “children are more affected by the
action – or inaction – of government than any other group179”.

The 2001 Health Strategy acknowledges that “[t]he debate about health spending must
recognise the social and economic value which accrues from investment”, and the
proper context for such a debate is “one which views health spending as an investment
delivering benefits as well as accruing costs”.173

The implementation of the Mental Health Act, 2001 will require substantial extra resources.
Adequate resources must also be afforded to the Mental Health Commission in the
performance of its considerable remit. In addition, resources will be required at local
Health Board level to ensure full compliance with the regulations and statutory obligations
under the Mental Health Act, and with codes of conduct and guidelines to be issued by
the Commission. “For the smooth and effective functioning of the new Act, there will need
to be a considerable amount of resources allocated to a number of areas. They include
financial resources to ensure systems are put in place, resources for training of staff,
medical, nursing and administrative, and resources in terms of manpower and time180.”
Furthermore, the new policy framework described above must be quickly followed by
programmes of action, to which sufficient and guaranteed resources will be attached.

Human Resources
Amnesty International recognises that a significant difficulty facing Government is that
of accessing and maintaining mental health staff, which is a universal problem: 

“In developed countries there are problems of maldistribution, a declining
enrolment in child psychiatry training programs, and a recent reduction 
in those working in community settings. In the developing world there is 
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an almost universal lack of enough trained individuals to staff even basic
child and adolescent mental health treatment facilities and certainly not 
enough to implement a full continuum of care as conventionally defined181.”

WHO suggests: “Creative training programs for a broad range of previously trained
pediatricians and adult psychiatrists can add to the pool of child mental health trained
individuals at one end of the spectrum, but there is also the need to train larger numbers
of primary care workers, religious personnel, school personnel, and community workers
in basic child mental health diagnosis and treatment methods182.”

Research and Statistics
A systematic mechanism for monitoring children’s mental health needs and Government
responses is crucial to the process of monitoring and evaluating the progressive realisation
of the rights set out in the CRC. Without sufficient collection of data, which is disaggregated,
it is impossible to evaluate and monitor the extent to which Ireland has implemented
the provisions of the CRC. While local services and individual regions produce statistics,
the lack of a comprehensive national database and centralised systems and methods
for data collection means that analyses of needs and responses are hampered. A National
Longitudinal Study of Children, a Children’s Research Programme, and the development
and publication of child well-being indicators committed to under the National Children’s
Strategy should also be directed to this end.

Regular and consistent data collection and research is essential for other reasons – mainly
in planning policies and responses, but also to assist in international efforts to effectively
plan children’s mental health initiatives. Under Article 24(4) of the CRC, Ireland undertook
to “promote, in the spirit of international cooperation, the exchange of appropriate
information in the field of preventive health care and of medical, psychological and
functional treatment of disabled children … with the aim of enabling States Parties to
improve their capabilities and skills and to widen their experience in these areas”. WHO
has also requested states to improve their research into mental health to facilitate the
evolution of international and regional understanding of mental illness and its treatment. 

The waiting lists for mental health services, an indicator of responsiveness, are largely
unknown due to current structures: “To be placed on such a waiting list a patient must
first be seen by a consultant in outpatients. No waiting list figures are published to
cover the period a patient has to wait form the time of the GP referral to the outpatient
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clinic appointment. Therefore, in psychiatry, no (waiting list) figures are published for
outpatient waiting lists, admission to acute beds, for elective admissions, for day
hospital places, for referral for psychological assessment and treatment, for social work
interventions or for hostel placement183.”

The UN Committee on the Rights of the Child voiced general concern in its 1998 report
about “certain lacunae in the statistical and other information collected by (Ireland),
including with respect to the selection and development of indicators to monitor the
implementation of the principles and provisions of the Convention184”. When Ireland
reports to the Committee in 2004, it must cite: “measures taken to ensure the systematic
gathering of data on children and their fundamental rights and to assess existing trends
at the national, regional and local levels, and where appropriate at the federal and
provincial levels, as well as the steps taken to develop mechanisms for the identification
and gathering of appropriate indicators, statistics, relevant research and other relevant
information as a basis for policy-making in the field of children’s rights…185.”

Research into the mental health needs of children is particularly poor186.

“The absence of epidemiological information relating to children’s mental
health on a national basis is a significant limitation in our current system.
No routine information system captures information on children’s mental
health problems, with the exception of the national psychiatric in-patient
reporting system, which provides information on children admitted to 
psychiatric hospitals. However, since mental health problems in children
rarely require admission, this source of information is of limited value. A 
highly developed information system is required, in order to underpin 
approaches to quality assurance and evaluation of mental health 
prevention and treatment services, to monitor trends in incidence, and 
to identify risk factors and risk groups187.”

The lack of centrally published statistics hampers service planning – for instance a
Government Working Group noted: “great difficulty in establishing the number of 16-18
year olds currently attending the adult services. Figures are available … on the number
of admissions to adult in-patient facilities. There is however, a lack of information
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relating to the number of referrals and non-attendees to out patient clinics. This lack of
information made it difficult … to establish how many … are currently in receipt of
psychiatric service input188.”

As pointed out in Chapter 4, information on the level and quality of service provision is
inadequate – other than regarding those admitted to in-patient services, there is no
central data collection or reporting system on children’s uptake of other mental health
services at primary care or on an out-patient basis. Statistics for certain categories of
service users, such as those admitted to adult in-patient facilities, do not distinguish
those under 18 years. Statistics and research should be also disaggregated not alone
by age and gender, but also geographic origin, ethnic group, etc., so that the need for
positive actions in respect of marginalized groups can be best assessed, for instance in
view of the “right to treatment suited to (a child’s) cultural background189”. The UN
Committee recommends: “the system of data collection and development of indicators
be adjusted to include all children up to the age of 18, with a view to incorporating all
the areas covered by the Convention … with specific emphasis on vulnerable children
and children in especially difficult circumstances. Adequate disaggregated data should
be gathered and analysed in order to monitor and assess progress achieved in the
realisation of children's rights and to help define policies to be adopted to strengthen
the implementation of the provisions of the Convention190.” These improvements would
also assist in better international and European understanding and evaluation of mental
health patterns, and the effectiveness of responses.

(The first step under the second national goal of the National Children’s Strategy was
the development of the Children’s Research Programme, under which are awarded
National Children’s Strategy Research Awards. The purpose of these research awards 
is to develop research capacity in relation to children and to support research directly
related to the National Children’s Strategy. A National Longitudinal Study of children
growing up in Ireland is also planned.)

Mental Health Legislation
While the Mental Health Act, 2001 is welcome, Irish legislation should reflect the full
range of international human rights standards applicable to the right to the best available
mental health care. A planned action in the 2001 Health Strategy to the introduction
by the Department of Health and children of new legislation “to provide for clear statutory
provisions on entitlement” to health and personal social services”. A Bill was to have

m
e

n
ta

l 
il

ln
e

s
s

TH
E 

N
EG

LE
C

TE
D

 Q
U

AR
TE

R
 

57



been published in 2002, but has not yet been. Whether this Bill, the Mental Health Act,
or a separate piece of legislation should deliver this is a matter for the legislature. WHO
advises that ensuring legislative provision is also an essential component of a mental
health policy: “Mental health legislation should codify and consolidate the fundamental
principles, values, goals, and objectives of mental health policy. Such legislation is
essential to guarantee that the dignity of patients is preserved and that their fundamental
rights are protected191.”
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Conclusion & Recommendations

In its 2001 report, ‘Mental Health: New Understanding, New Hope’, WHO advised States
to take serious and meaningful action on the neglected area of mental health. For instance,
it recommended that the mental health of the population should be monitored, and more
research into biological and psychosocial aspects of mental health was needed192. It laid
down ‘Three Scenarios for Action’ for states according to their needs and resources.
Scenario C is aimed at industrialised countries with a relatively high level of resources,
and proposals include improvement in the management of mental disorders in primary
health care, individualised care in the community for people with serious mental disorders,
community care facilities offering 100 per cent coverage, development of advanced
mental health monitoring systems, provision of special facilities in schools and the
workplace, and launch of education and awareness campaigns to educate the public
about mental illness. Unfortunately, in two years of relative prosperity, insufficient action
has been taken by the Irish Government on its key recommendations, particularly in
respect of children. 

The provision of child mental health services is inadequate, and those available are
severely under-resourced in staff, funding and available therapies; adult psychiatric
services and facilities are used inappropriately to treat children; and children with
behavioural problems and mental health needs are detained in prisons and places of
detention without having those needs addressed, contrary to international human rights
law. Service planning is hampered by a lack of systems for the collection of data and
research on the needs of and provision for children. Geographical inequities exist in the
distribution of services; and while funding is generally disproportionately low, in less
affluent regions, services are more under-resourced.

In 2001, the World Health Ministers acknowledged that “mental health care has simply
not received until now the level of visibility, commitment and resources that is warranted
by the magnitude of the mental health burden193”. This is equally the case in Ireland, and
it should strive for full compliance with the CRC, as part of its duty on the world stage:
“International cooperation and solidarity should be promoted to support the implementation
of the Convention (on the Rights of the Child) and the rights of the child should be a
priority in the United Nations system-wide action on human rights194.”
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Recommendations

Amnesty International urges the Irish Government to address the following:

• Establish systems and procedures for the collection and compilation of detailed
and disaggregated data and conduct regular research into all areas of children’s
mental health needs and levels of service provision, an essential prerequisite for
the development of a quality service. This should be periodically followed up to
assess the impact of service developments. 

• In the planned review of mental health policy, undertake meaningful consultation
with children and their representative organisation, and ensure that emergent
policy on children’s services meets international human rights standards and best
practice in line with WHO guidelines, and promptly implement its outcome.

• Increase revenue and capital funding in children’s mental health services, to
ensure equitable financial provision for this priority area; and ensure adequate
resources for the functioning of the Mental Health Commission.

• Adequately fund the development of innovative community based early
intervention services and structured programmes for the identification,
assessment and treatment of children with emotional and behavioural
problems, as promised in the National Children’s Strategy.

• Take immediate steps to ensure the prompt delivery of sufficient and
geographically equitable age-appropriate in-patient facilities for all children, in
particular those aged 16 years and over, and ensure that children are not placed
in adult facilities unless it is considered in their best interests to so place them. 

• End the practice of placing non-offending children in facilities for offenders;
children with severe emotional or behavioural problems should not be placed in
facilities for offenders, whether juvenile justice institutions or the adult prison system.

• Implement the preventive elements of the Children Act 2001 promptly, and
prioritise investment of resources in community and statutory services to
support these measures.
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• Recruit and retain suitable, qualified and experienced staff for children’s services,
ensure that all staff who work with children are vetted, have received formal
training adequate for their posts, and are fully trained in children’s rights.

• Develop a national mental health promotion strategy, involving the views and
responsive to the experiences of children and young people.

• Introduce a public education and awareness programme emphasising the rights
of, and promoting an attitude of dignity and respect towards children with
mental ill health. 

• Enact rights-based mental health legislation giving full effect to Ireland’s
international human rights obligations.

• Introduce an effective statutory complaints procedure, and a comprehensive
system of personal advocacy to ensure that children with mental illness are
assisted in exercising the full range of their rights.

• Provide all necessary resources and services necessary for the full
implementation of the Education for Persons with Disabilities Bill, 2002, and
expand the National Educational Psychology Service.

• Incorporate the UN Convention on the Rights of the Child into national
legislation.
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