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Preamble
Under the Review of Public Administration (RPA), the Mental Health Commission for Northern Ireland (MHC) will be dissolved on 1 April 2009. Its functions will transfer to the Regulation and Quality Improvement Authority (RQIA).

In line with Clause 25 of the Health and Social Care (Reform) Bill (Northern Ireland) 2009, any reference to the MHC will become the RQIA.

In recognition of the implications of the pending transfer, the MHC approached the RQIA in early 2008/2009 to advise them of the ongoing EQIA and to agree a joint approach to final decision-making (stage 6 of the EQIA) to ensure RQIA co-ownership of the commitments resulting from the EQIA and the future delivery of action points.

Many action points take into consideration work that has already been initiated in the context of the preparations for the transfer and thus build on the work ongoing by the RQIA.

Key Abbreviations Used

BME
black and minority ethnic

ECHR
European Convention on Human Rights

EQIA
Equality Impact Assessment

LGB
lesbian, gay and bisexual

MHA
Mental Health Act (1983)

MHC
Mental Health Commission for Northern Ireland

MHO
Mental Health (Northern Ireland) Order (1986)

RPA
Review of Public Administration

RQIA
Regulation and Quality Improvement Authority

Section 75
Section 75 of the Northern Ireland Act (1998)

UNCRC
United Nations Convention on the Rights of the Child
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Executive Summary
Under the Review of Public Administration (RPA), the Mental Health Commission for Northern Ireland (MHC) will be dissolved on 1 April 2009. Its functions will transfer to the Regulation and Quality Improvement Authority (RQIA).

In line with Clause 25 of the Health and Social Care (Reform) Bill (Northern Ireland) 2009, any reference to the MHC will become the RQIA.

In recognition of the implications of the pending transfer, the MHC approached the RQIA in early 2008/2009 to advise them of the ongoing EQIA and to agree a joint approach to final decision-making (stage 6 of the EQIA) to ensure RQIA co-ownership of the commitments resulting from the EQIA and the future delivery of action points.

Many action points take into consideration work that has already been initiated in the context of the preparations for the transfer and thus build on the work ongoing by the RQIA.

1
Background
1.1
The Organisation
The Mental Health Commission was established in 1986. It was set up under the provisions of the Mental Health (Northern Ireland) Order, 1986. The Commission is an independent body, responsible for keeping under review, the care and treatment of individuals in Northern Ireland with a learning disability or mental health needs. The Commission also has a duty to monitor the operation of the 1986 Order.

1.2
The Policy
This EQIA concentrates on the work of the Commission in relation to those with mental health needs. It attempts to investigate access to services of the Mental Health Commission from an equality perspective. The scope of the EQIA specifically encompasses four aspects of the Commission’s work:

· the review of hospitals and community facilities

· the review of improper detentions

· the review of drug treatment plans

· the review of untoward events.

The Review of Hospitals and Community Facilities

The Commission undertakes both announced and unannounced visits to psychiatric hospitals and community facilities in Northern Ireland. The purpose of the visit is to appraise the key aspects of care that patients receive; to meet with those patients, or their relatives, who have requested an interview; and to see patients who have been detained for three months or more as well as speaking with senior personnel who are involved in their care.

The Review of Improper Detentions

The Commission reviews the legality of the detentions under the Order. The process of detaining an individual is tightly prescribed by legislation and thus involves clear documentation. The Commission undertakes to scrutinise this documentation to ensure that the process, as defined by legislation, is complied with. Any forms which have been completed inappropriately and thus calling the legality of the detention into question, are highlighted.

The Review of Drug Treatment Plans

Another function of the Commission is to scrutinise the drug treatment plans of all patients detained for three months or longer. The Commission assesses these forms for clinical acceptability, and evidence of consent. In non-consenting treatments such as electro-convulsive therapy, it also examines treatment forms for evidence of a second opinion. 

The Review of Untoward Events

The Commission also has a duty to enquire into all untoward events and complaints reported to them, specifically reviewing any cases where there may have been deficient or ill treatment. Whilst priority is given to the local resolution of conflicts, the Commission may investigate all those complaints that have not been resolved locally. The Commission also has a duty to review all serious untoward events, which may include suicide, suspected suicide and sudden death, allegations of physical/sexual abuse and misappropriation of patients’ possessions. 

1.3
Screening
The policies were screened for equality implications as required by Section 75 and Schedule 9 of the Northern Ireland Act 1998. The purpose of screening, as stipulated by the Equality Commission guidance, is to identify those policies, which are likely to have a significant impact on equality of opportunity. Once they are identified the greatest resources can then be devoted to them. 

Following a re-screening exercise of its policies in 2004, the Commission revised its decision not to conduct any Equality Impact Assessments (EQIAs).

2
Data Collection and Consultation
The assessment faced two fundamental challenges, both originating from the fact that the Commission’s activities in relation to the four areas under scrutiny are highly specialised.

(1) Research on the needs or experiences of individuals from groups under Section 75 with regards to the Commission’s services is virtually non-existent. Secondary sources, in short, provide hardly any data from which immediate conclusions as to the equality impacts of the Commission’s work in relation to people with mental health problems can be drawn.

(2) The lack of data that can be drawn upon from secondary sources is to a large degree reflected in the data collected through the engagement with voluntary sector organisations. With a couple of notable exceptions, few representatives had had any direct contact with and experience of the Commission’s services. Many representatives thus felt unable to comment directly on current practice by the Commission and any resulting equality implications.

Both circumstances called for a wider approach to the data collection for the EQIA. It was decided that, in addition to eliciting any views from those who had a detailed knowledge and experience of the Commission, data would be collected on:

(1) the needs of people from Section 75 groups with regards to mental health services and

(2) the experience of mental health services by members of Section 75 groups.

The data was collected with a view to generating conclusions as to key areas for consideration by the Commission.

The most fundamental challenge, however, resulted from the fact that the potential users of the Commission’s services would encounter the Commission at a time of their lives in which they experience an acute period of crisis. Their vulnerability raises ethical as well as practical issues about any direct engagement for the purpose of this EQIA. The Commission recognises, on the other hand, that the experience of the individual is ultimately key to the undertaking. It therefore sought to bridge the gap by approaching advocacy networks in order to draw on the experience of advocates for people with mental health problems.

Eventually, data for the EQIA was gathered from several sources in the following ways:

· qualitative data from a roundtable discussion with voluntary sector organisations

· qualitative data from a range of one-to-one interviews

· qualitative and quantitative data from secondary sources (i.e. a review of existing research in the field)

· qualitative data from a focus group with MHC staff.

The consultation period lasted from 18 April until 31 July 2008. A total of 10 organisations submitted a response in writing. A further nine individuals participated in a roundtable discussion held in June 2008. Three children/young people from the Youth Panel of the Northern Ireland Commissioner for Children and Young People (NICCY) likewise provided input.

3
Summary Assessment of Main Findings
In recent years, the Bamford Review of Mental Health and Learning Disability and individual pieces of research, many conducted on behalf of voluntary sector organisations, have begun to address a long-standing gap in relation to research specific to Northern Ireland. Overall, it is acknowledged that the quality of the data collected in the course of the assessment varies. At times, issues emerge from only one source. In other cases, evidence is anecdotal. Moreover, without conducting further original research one cannot ultimately be certain that issues identified by research conducted in England and beyond hold for Northern Ireland.
These caveats need to be taken on board but rather than dismissing the findings as ‘unreliable’ from a scientific point of view, Equality Commission guidance urges that each issue needs to be examined on its own merit. Ultimately, the assessment should be seen as an opportunity to put provisions in place that will contribute to safeguard from negative impacts arising.

The assessment has raised a number of issues pertaining to the potential for differential and adverse impact regarding the Commission’s services for people with mental health problems in relation to each of the nine groups (gender, age, marital status, religion, political opinion, dependents, sexual orientation, ethnicity and disability). They are based on differences in needs, access to and the experience of mental health services by individual groups under Section 75.

The groups that appear to be affected most by the policies are based on gender, age and disability. In the following, these findings are discussed in relation to their relevance across the four areas of work of the Commission:

· the review of hospital and community facilities

· the review of improper detentions

· the review of drug treatment plans

· the review of complaints and untoward events.

The findings in turn will form the backbone for the final conclusions: the proposed action points by the Mental Health Commission. First, however, identified barriers to accessing the Commission’s services are discussed.

3.1
Identified Barriers to Accessing the Commission and its Services
Voluntary sector representatives raised a number of issues that are seen to pose barriers for users and carers accessing the Commission’s services in general, regardless of their background:

· Evidence suggests that there is a lack of clarity surrounding the Commission, its existence, role and remit vis-à-vis service providers and other regulatory bodies such as the Mental Health Review Tribunal and the Regulation and Quality Improvement Authority. This is mostly ascribed to a lack of information available and a wider proactive dissemination of information more generally.

· The interviews and roundtable discussion also point to basic communication needs of particular groups of users and carers. There are indications that the needs of members of black and minority ethnic (BME) groups as well as people with a disability are not being met, due to a lack of information in alternative formats such as translations or audio and pictorial formats.

· There are moreover indications that the current profile of Commissioners as predominantly coming from white backgrounds and lacking in members from younger age groups causes concerns regarding perceptions of their approachability by some groups of service users.

3.2
Review of Hospital and Community Facilities
A key function of the Commission is to review the quality of treatment and care that individuals receive in the hospital and community facilities. There are indications to suggest that (1) needs in relation to mental health services are group-specific and (2) access to and the experience of mental health services results in a number of differential impacts across all of the nine groups. 

The data points to concerns regarding a lack of information provided to patients in writing on their treatment and care, the Commission and access to advocacy services. This conclusion is corroborated by the fact that the Commission itself frequently receives complaints by service users regarding a lack of information provided by Health and Social Care Trusts (HSCT).

The findings moreover indicate that a number of groups might be subject to negative and discriminatory attitudes from staff. This appeared to be a particularly salient issue, affecting in a disproportionate way:

· women (when negative attitudes towards certain disorders such as self-harming are displayed as they are a predominantly female feature),

· older individuals (due to ageist attitudes),

· members of BME groups (due to racism),

· those of a minority religion (e.g. religious discrimination),

· as well as lesbian, gay and bisexual individuals (due to homophobia).

There are also indications that available services may not be meeting the needs of individuals from certain groups. The variety of sources (the Bamford Review, the NICCY, academic literature, interviews, and the comments provided by consultees) revealed the following concerns:

· a potential lack of privacy in hospital settings, affecting in particular women (especially those who have been a victim of physical and sexual abuse) as well as children/young people with disabilities and lesbian, gay and bisexual individuals, combined with a lack of choice for single sex wards; a lack of appropriate consideration for issues around confidentiality, causing distress at times for people from BME backgrounds and their families and carers as well as for lesbian, gay and bisexual people

it should be noted that in many cases a lack of privacy afforded to patients is rooted in a lack of appropriate accommodation; moreover, it should be borne in mind that the level of privacy also depends on a person’s level of need – specific criteria are used to distinguish the level of observation an individual is placed under

· dietary requirements may remain unmet, affecting in particular people from minority ethnic backgrounds as well as minority religions

· the admission of children to adult wards and a potential lack of sufficient support for young people moving from children to adult services during the transition period

· a potential lack of sufficient information and support for patients with dependents, in particular for maintaining relationships with their dependants during the period of detention, leading to an increased anxiety about their inability to fulfil their role as a carer

· few facilities have appropriate environments for visiting of dependent children

however, this should be seen in the context of the need to consider the best interest of children; some hospitals in fact have a policy in place that children are not to be admitted on to the ward as visitors on their own

· concerns have also been raised regarding the lack of assessment of children of people with mental health needs given the indications that children of psychiatric inpatients are at a higher risk of psychiatric disturbance themselves

· a potential lack of access to community networks / additional support by voluntary sector organisations, affecting in particular people from BME backgrounds

· a potential lack of access to religious places of worship for some minority religions, combined with an overall lack of understanding of minority religions

on the other hand access to religious services appears less of an issue in relation to majority religions as ministers and priests would visit facilities.

The Commission would argue that accommodation appears to account for a number of the potential inequalities that have been identified. Facilities vary substantially between hospitals resulting in geographical inequalities – accordingly, specific needs are more likely to be met in certain hospitals than in others. While this points to key issues to be taken into account for any new builds, it also means that addressing these matters in existing facilities would require substantial resources. Nevertheless, the onus is on Trusts to identify alternative mechanisms/approaches to minimise any adverse impacts.

For this reason, the MHC pays particular attention to issues relating to accommodation and the environment during its visits.

Finally, it should be noted, however, that evidence of good practice also exists, indicating that cultural needs are being identified and accommodated in certain parts of the service. This predominantly affects individuals from various religious (e.g. staff liaising with appropriate chaplains) and political affiliations (e.g. staff facilitating attendance at commemorative events).

3.3
Review of Improper Detentions
The Commission also undertakes to monitor all forms relating to a detention to ensure that there are no improper detentions. The sources suggest imbalances across two of the groups (ethnicity and sexual orientation) with regards to detentions.

Particular attention is drawn to the diagnostic process in relation to ethnicity. Evidence in the literature shows that people from BME groups are substantially more likely to be detained. It has been argued that doctors involved in the assessment of a patient often lack in understanding of the cultural and religious context in which symptoms are presented. Likewise, cultural stereotypes have been thought to play an important role.

While, at present, it is likely that the share of patients from BME backgrounds is still substantially smaller in Northern Ireland than in England and – as mentioned before – without conducting further original research one cannot ultimately be certain that issues identified by research conducted in England and beyond hold for Northern Ireland, it is important to take note of these findings given the recent rise in the migrant population. Important lessons can thus be learned to help organisations and staff prepare for the future.

With regards to gender it becomes clear that in Northern Ireland, more men are involuntarily detained than women. While, in relation to England, it has been suggested that gender-based interpretation of behaviour may play a role, it would appear that more research is needed before more definite conclusions are drawn.

The findings also indicate that lesbian, gay and bisexual (LGB) individuals do not appear to have equality of opportunity regarding the initial admission for assessment, based on the fact that same-sex partners are not recognised until other avenues have been exhausted.

3.4
Review of Drug Treatment Plans
Another function of the Commission is to review the drug treatment plans of all patients detained for three months or longer. The findings from a range of sources (the Bamford Review, NICCY, academic literature, interviews and consultation comments) provide indications of a number of differential impacts across five of the groups (gender, age, ethnicity, disability, and dependents).

· Some of the literature indicates that certain groups may be likely to experience differences regarding the diagnosis of mental illness and the subsequent treatment given. This appears to be a particularly important issue affecting gender (e.g. depression is more likely to be diagnosed in females than in males) as well as those with a disability.

· Both the literature and interviewees/consultees argue that a limited understanding of certain disorders by health care professionals has important implications for older individuals (e.g. dementia) as well as those with a physical, sensory, hidden or learning disability.

· The literature suggests that the side effects of some medications may place certain groups at a disadvantage, which also appears to be an important issue for older individuals (e.g. medication can be affected by hormonal changes in older men) and those with dependents (e.g. the effects of drugs on the foetus of women with mental illness). Moreover, women are likely to experience more side effects as they are prescribed more drugs than their male counterparts.

· The literature reveals that people from BME groups are likely to be adversely impacted by treatment patterns in practice. They are more likely to receive stronger types of treatment (medication and ECT) as well as stronger dosages. Likewise, they are particularly affected by the lack of access to talking therapies and complementary therapies.

· Data from both the literature and interviewees suggests that certain groups may not be given appropriate information on their treatment. This seems to be important for older individuals and people with a disability (e.g. their level of capacity is often assumed rather than assessed and consent may not always be actively sought) as well as people from BME backgrounds, due to a lack of information materials in translation and under-use of interpreters. Consultees likewise pointed to the need to ensure availability of sign language interpreters.

3.5
Review of Untoward Events and Complaints
The Commission has a responsibility to review all untoward events and complaints. The data suggests that various groups have particular needs which are relevant to the Commission’s role. This affects in particular gender, age, disability, marital status and sexual orientation.

· The literature points to instances of abuse by patients on patients or by staff on patients (as well as by patients on staff), which is an important issue affecting women in a disproportionate way (e.g. women are subject to sexual and/or physical abuse).

The literature also points to differential levels of risk with regards to suicide on the basis of:

· gender (e.g. suicide is higher in males), 

· age (e.g. young and old men are at increased risk of suicide), 

· marital status (e.g. single men are more likely to commit suicide) and

· sexual orientation (e.g. LGB individuals are more likely to attempt suicide).

A final point that emerged from the findings is in relation to complaints. The interviews suggest that some groups have greater needs for support in raising a complaint. This appears to be an important issue particularly for older individuals and children/young people as well as members of BME groups and those with a disability placing them at a disadvantage (e.g. they would be more reluctant to voice concerns and are not given sufficient support in raising complaints). A lack of information in translation and in accessible formats on the right to raise a complaint and on how to do so constitute further concerns.

4
Action Points
Taking on board these issues actions in the following areas have been agreed with the RQIA.

(1) Communication

The Commission implemented a communication strategy in 2006 with limited effect. This earlier work has been built on in the context of the transfer of functions through the development of a communication plan in conjunction with the RQIA, which extends beyond 1 April 2009.

The plan aims at raising the profile of the organisation and explaining its remit (including in relation to complaints) amongst users, carers, the voluntary sector, members of the general public as well as other public bodies.

The RQIA will ensure that

· all information materials will be subjected to a readability test (such as plain English); materials will also be produced in translation and accessible formats including child friendly information

· it seeks to engage with voluntary sector organisations and any other interested parties to facilitate their input in the production of information materials.

Moreover, the RQIA has updated its website to incorporate information on the transfer of functions. It is intended that the website design will attain AA standard under W3C shortly.

RQIA will explore the potential for carrying out “open sessions” for service users and their carers in the premises of selected voluntary sector organisations.

(2) Training and Development Opportunities for Commissioners and staff

The RQIA will ensure that staff and reviewers continue to receive focused training on the needs of individual Section 75 groups.

(3) Appointment of Commissioners

The RQIA commits itself to surveying all staff and reviewers to collect data on their equality profile in the future.

With the transfer of functions, the appointment process for Commissioners, which was carried out by the Appointments Unit under public appointment guidelines, will be replaced by an open, competitive recruitment process conducted by the RQIA itself for all those involved in the delivery of the functions.

The RQIA will explore further opportunities for encouraging individuals from under-represented groups, advocates, parents and carers, and lay people to apply, in recognition also of its duties under the Disability Discrimination Order 2006.

(4) Review of Hospital and Community Facilities

The Commission/RQIA will review the existing checklist for visits to hospital and community facilities in order to scrutinise the extent to which the needs of particular groups under Section 75 are met in the provision of treatment and care.

· training

The Commission/RQIA will seek assurance from service providers (the HSCTs) that staff receive training on the needs of individual Section 75 groups. Particular attention will be given to the training Part II and Part IV doctors receive to inform the diagnosis of patients from minority groupings. Likewise, the Commission/RQIA will seek evidence what types of attitudinal training (such as on anti-racism and anti-homophobia) is delivered. It will recommend that training should be designed and delivered by people from particular Section 75 groups and should have an equality and human rights rather than a needs based approach. In relation to staff working with children and young people, the MHC will seek information whether they have received training on the United Nations Convention on the Rights of the Child (UNCRC) and the European Convention on Human Rights (ECHR) and if they are adequately trained in child and adolescent mental health service provision.

The Commission/RQIA recognise the constraints posed by labour market conditions in Northern Ireland i.e. the difficulty to recruit specialist psychiatrists. In light of this, Trusts will be encouraged to facilitate the development of specialist knowledge, for instance in the form of specialist staff in wards which can be called upon in particularly complex cases (e.g. Alzheimer’s Disease; Autistic Spectrum Disorders; Eating Disorders).

· policies

The Commission/RQIA will monitor to what extent service providers have appropriate equality policies in place.

· promotion of diversity

The Commission/RQIA will seek evidence regarding efforts by service providers to promote diversity (through the prominent display of posters, leaflets etc.) in care settings.

· provisions of single sex wards and provisions for privacy

The Commission/RQIA will seek information as to the provisions hospitals have in place in relation to privacy and confidentiality.

· support for people with dependants

The Commission/RQIA will draw attention to the ways in which patients are supported in maintaining relationships with their dependents. The Commission would hold that any monitoring of the assessment of children of psychiatric inpatients would fall outside its remit.

· admission of children to adult wards

The Commission/RQIA will continue to seek information from Trusts in all cases in which children are admitted to adult wards whether a formal risk assessment has taken place, whether they have been separated, and whether appropriate education, play, and visiting facilities are available. 

· access to advocacy services

The Commission/RQIA will pay particular attention to the Trust policy and practices on offering advocacy services to all patients. This will include seeking information on the level of advocacy provision for specific groups under Section 75, such as children and young people and those with a disability. In its interviews with patients, the Commission/RQIA will seek information of the experience of such services by patients.

· access to external support services

The Commission/RQIA will seek information on the extent to which patients are being facilitated in accessing external support services, such as opportunities for linking in with community networks in the case of people from BME backgrounds and those with a disability.

· support in meeting particular needs

The Commission/RQIA will seek information on the Trusts’ arrangements and practices for meeting the communication requirements of people with a disability and those from minority ethnic backgrounds.

Further attention will be given to the extent to which individuals are assisted through arrangements for prayer and worship as well as arrangements for alternative diets.

· the role of the family/carer

While pointing to the need to critically review the appropriateness of family involvement in treatment and recovery, the Commission/RQIA will emphasise the benefits of consulting with the family/carer when diagnosing, deciding on treatment and after care in cases where it is deemed appropriate.

The Commission/RQIA will require service providers to ensure that visits are announced to patients and carers verbally in addition to paper notices.

The Commission/RQIA will also seek to engage with service providers to explore the scope for developing a joint orientation pack for new/returning patients and their carers. This should be available in alternative formats and could contain relevant and up-to-date information on a range of issues such as:

· legal rights

· the role of the Commission/RQIA

· the role of the Mental Health Review Tribunal

· external support services 

· voluntary organisations

· how to raise complaints

· support services available.

The Commission and subsequently the RQIA will wish to seek assurances in their reviews that such information has been provided by the Trust accordingly alongside information on treatment and care.

In order to identify what the Commission/RQIA could do in its role to encourage the development of support measures by Trusts to safeguard female patients against the risk of physical or sexual abuse within a care setting, the Commission/RQIA will engage with the women’s sector.

The Commission/RQIA will likewise emphasise the need to improve services for LGB people, including access to community networks specific to their needs.

(5) Review of Drug Treatment Plans

Since the consultation on this EQIA, the DHSSPS has published two key documents: ‘Delivering the Bamford Vision – The Response of NI Executive to the Bamford Review’ (in June 2008) and ‘Legislative Framework for Mental Capacity and Mental Health Legislation in NI’ (in January 2009).

The documents contain proposals for (1) introducing new legislation on mental capacity and (2) modernising the 1986 Order or, if appropriate, drafting a new Bill. Both are to be enacted in 2011. 

The Government proposals demonstrate a move towards a more holistic and multidisciplinary approach to treatment and care. Likewise, they contain proposals for a partnership approach including, where possible, agreeing interventions with the individual and the statutory recognition of the views of carers in cases where an individual has been assessed as lacking mental capacity. In addition, they contain a commitment to enhancing advocacy services.

In light of these recent developments, the Commission will encourage the RQIA to actively pursue discussions with the DHSSPS how its review of treatment plans can best support these new principles and commitments and to advise them of information collated and comments received in the course of this EQIA that are relevant to treatment plans.

The Commission/RQIA will emphasise the importance to Trusts of consulting with families/carers regarding side effects from medication and taking cultural background into account at diagnosis stage.

The Commission/RQIA will also seek to require Trusts to demonstrate that they have provided core information on treatment to patients in writing and alternative formats.

(6) Review of Improper Detentions

The Commission acknowledges the concerns expressed by voluntary sector groups in the context of this EQIA regarding the lack of acknowledgement of the role of same-sex partners in the admission process. The RQIA supports more detailed consideration of this matter by the DHSSPS in the development of new legislation and will advise the Department of the views raised in the course of engagement with Section 75 groups.

The Commission/RQIA will seek assurance from Trusts that they have facilitated the use of interpreters in the assessment process, where relevant.

With regards to the admission of children and young people to adult wards, the Commission/RQIA will seek confirmation that the doctor responsible for carrying out the assessment is trained in child and adolescent mental health and children’s rights.

(7) Review of Untoward Events and Complaints

The Commission/RQIA will seek to engage with voluntary sector organisations and the Councils with a view to designing specific support measures for young people, older people as well as people from BME backgrounds and people with a disability in raising a complaint (e.g. by developing tailored information materials).

The Commission/RQIA will publish details of the categories of untoward events and complaints relating to children and young people.

(8) Monitoring

Finally, the Commission and subsequently the RQIA will engage with service providers to explore the scope for expanding the collection of monitoring data in relation to the nine groups in order to alert staff involved in the treatment and care of specific needs and to enable monitoring of equality of opportunity and outcome for groups under Section 75.

5
Monitoring
After completion of the EQIA, a delivery plan will be drawn up to implement specific action points emanating from the assessment, including a timeframe. The delivery will be monitored on an ongoing basis and the organisation’s Annual Review of Progress will contain a report on the implementation of the EQIA.

The Commission/RQIA will seek to involve Section 75 groups and past service users in the design of the delivery plan and in monitoring the delivery itself.

The organisation will seek to expand its quantitative monitoring systems to include the electronic capture of data in relation to both patients (via the Trusts) and staff and reviewers themselves. 

The Mental Health Commission and the RQIA commit themselves to revising the policies if the monitoring results highlight any differential and adverse impact.

1
BACKGROUND

1.1
Organisational background

Established in 1986 under the provisions of the Mental Health (Northern Ireland) Order, 1986, the aim and remit of the Mental Health Commission (MHC) is to keep under review the care and treatment of persons with a learning disability or mental health needs. They also have a duty to monitor the operation of the Order.

The Commission is distinct from the Department of Health, Social Services and Public Safety (DHSSPS), Boards, as the commissioners of services, and the Trusts who deliver the services on the ground.

The Commission currently consists of a Chairperson and 15 Commissioners who have experience in psychiatry, psychology, social work, nursing, occupational therapy, and law. Others are lay members who, in many cases, bring a service user or carer perspective to the work. The gender split is currently nine males and seven females. The Commission is supported by a team of 8 administrative staff. 

The annual budget of the Mental Health Commission in 08/09 was approximately £600k. Some 75% of annual expenditure is related to staff and Commissioners’ costs as well as accommodation.
The Commissioners are appointed by the Department to work on a sessional basis. Located at the Commission’s headquarters, the Commissioners are contracted to undertake work for a certain number of sessions per year on behalf of the Commission. 

The Commission has a number of specific duties and powers, as specified by the Order. These entail:

· To bring forward matters concerning the welfare of a patient to the attention of the appropriate authority

· To investigate any case where there seems to be:

· Ill-treatment and/or deficiency in the care/treatment of a patient

· Evidence of an improper detention in hospital or receipt into guardianship

· Actual and/or potential loss and/or damage to a patient’s property

· To visit and interview in private, patients detained in hospital under the Order, including those who are absent or conditionally discharged.

It should be noted that while the Order specifies a range of duties and powers for the Commission, it does not provide it with the authority to impose any sanctions on service providers. This poses fundamental constraints as to the extent to which the Commission can act as an enforcement body.

1.2
Equality Impact Assessments

Section 75 of the Northern Ireland Act 1998 has placed the following statutory requirements on each public authority:

1. A public authority shall in carrying out its functions relating to Northern Ireland have due regard to the need to promote equality of opportunity –

(a) Between persons of different religious belief, political opinion, racial groups, age, marital status or sexual orientation;

(b) Between men and women generally;

(c) Between persons with a disability and persons without; and

(d) Between persons with dependants and persons without.

2. Without prejudice to its obligations under subsection (1), a public authority shall in carrying out its functions relating to Northern Ireland have regard to the desirability of promoting good relations between persons of different religious belief, political opinion or racial group.

A fundamental and practical aspect of the statutory equality duties is that it requires public authorities to assess the impact of their policies on the promotion of equality of opportunity and good relations. The initial process of assessing the equality implications of a policy or procedure is called screening. 

Those policies assessed as having significant equality implications must then be considered for an equality impact assessment (EQIA).

An EQIA is a thorough and systematic analysis of a policy. The aim of the assessment is to determine whether or not the policy in question has a negative impact on individuals or groups as defined under one or more of the nine equality categories. The stages of an EQIA are explained in Appendix 1.

1.3
The policies subjected to equality impact assessment

Within the Strategic Plan 2004-2009, the Commission defined itself as “an independent advocate and watchdog” whose aim is to “safeguard the interests and promote the well-being” of individuals with a learning disability or mental health needs. However, as Section 75 highlights, such individuals have diverse identities, which suggests that their well-being may need to be safeguarded, protected or promoted in different ways.

This EQIA focuses on the work of the Commission solely in relation to people with mental health needs. It seeks to assess the access to Commission services from an equality perspective. The need for carrying out a separate EQIA focusing on the work of the Commission in relation to people with a learning disability has been identified. Likewise, the Commission’s role in appointing Part II and Part IV doctors is outside the remit of this EQIA but has been lined up for re-screening.

The scope of the EQIA encompasses four particular areas of work of the Commission, which have been prioritised in the Commission’s strategic plan 2004-2009. These are:

· the review of hospitals and community facilities
· the review of improper detentions
· the review of drug treatment plans for all patients detained for three months or longer
· the review of complaints and all untoward events.
It is important to note that the precise meaning of ‘access to services’ provided by the MHC differs from one service to the next. On the one hand, for example, ‘access’ pertains to the extent that patients and carers are aware of the opportunity to meet with the Commission, whilst on the other ‘access’ refers to the Commission’s decision to investigate further a particular complaint by a patient or carer.

(1) Hospital and community facilities

The Commission plays an important role in assessing the care and treatment that patients receive within hospitals and community facilities.

To this end, multidisciplinary teams of Commission members are required to undertake announced and unannounced visits to psychiatric hospitals annually. The purpose of the visit is three-fold:

· review the key aspects of care that patients receive and ensure that their medication is regularly reviewed 

· meet, in private, with those patients or their relatives who have requested an interview with the Commission

· see patients who have been detained for three months or longer and speak with senior personnel involved in their care.

During this visit they also collect information on a wide range of issues:

· the profile of hospital staff (e.g. its occupational/professional make up, the skill mix)
· the training of hospital staff

· the promotion and use of advocacy services

· examples of good practice or innovation in service provision

· the hospital’s infrastructure and its usage (e.g. the total number of beds; the number of acute and specialty beds; occupancy rates)
· the quality of the environment (e.g. the general cleanliness of wards)
· the Trust’s policies including their policies on the management of violence and aggression including seclusion policies.

In addition, the Commission must also ensure that all hospitals have taken the necessary steps to make sure that all curtain rails are compliant with safety standards. 

Finally, the Commission also keeps under review the care and treatment of patients in the community. 

Within six weeks following each hospital visit, the Commission produces a report. Issues are then reviewed with the Trust who is required to provide updates subsequently. Items of urgency are reported immediately.

(2) The review of improper detentions

The process of admitting an individual to hospital for assessment with the possibility of detention has important human rights implications. Since it is a fundamental intervention into the life of an individual, the process for admitting a patient and – as a possible result – for detaining her/him is tightly prescribed by the legislation. The process has to be clearly documented by a series of forms the content of which is also defined by legislation.

The function of the Commission is to review the legality of detentions made under the Order to ensure that individuals are not improperly detained in hospital or received into guardianship.

The Commission undertakes to scrutinise these forms to determine whether or not Trusts have complied with the Order. By custom and practice all forms are routinely examined. In cases where the forms have been inappropriately completed, it is the Commission’s responsibility to highlight these, as they call the legality of the detention into question. However, it is important to note that the Commission does not have the power to challenge the basis of an initial admission for assessment or a detention nor does the Commission have the authority to discharge a person from detention if a detention is unlawful. The latter are matters for consideration by the Mental Health Review Tribunal.

The Commission assists patients who raise concerns regarding their detention with the MHC directly by advising them of the role of the Tribunal and/or by passing their correspondence on to the Tribunal. In other cases, in which the MHC has concerns about a detention (e.g. in cases when there has been a lack of if an individual has been detained for a considerable time without access to an independent review), the Commission refers cases to the Tribunal without initiation by the patient.
(3) The review of drug treatment plans

The Commission is also required to review the treatment of patients that have been detained under the Mental Health Order for three months or longer. Specifically, it is their role to ensure that the drug treatment plans for patients detained longer than three months are acceptable and that consent and, where appropriate, second opinions have been obtained. 

The continued administration of medication requires a patient to consent to the treatment. If the patient is either unwilling or unable to give consent, the method of treatment can only proceed if a second doctor approves it.

The Commission also fulfils a key statutory function in relation to non-consenting treatments such as surgical operations or electro-convulsive therapy (ECT). Non-consenting treatment refers to treatment that can be given to detained patients with or without their consent. In these cases, a second opinion is always required and it is the Commission’s duty to ensure that this has been obtained. 

As before, the procedures to be followed are clearly defined through legislation, which involves the documentation of the treatment on a series of forms. The Commission must scrutinise these forms and highlight any cases where they have been completed inappropriately. 

(4) Untoward events and complaints

A further important function of the Commission is to review all serious untoward events involving people with mental health needs. 

Cases of untoward events may include:

· the property of a patient being exposed to loss or damage allegations of physical or sexual abuse to patients by staff

· allegations of physical or sexual abuse from a patient against another patient

· physical assault on staff by patients

· inappropriate relationship with patients

· suicide/suspected suicide or sudden death.

Finally, the Commission must also enquire into any cases where there may have been ill treatment or a deficiency in care and treatment. Whilst priority is given to the local resolution of complaints (i.e. the matter is raised by the patient and/or their carers and subsequently resolved on site with health and social care staff), the Commission will step in and investigate all complaints that have not been locally resolved. 

1.4
Screening

The policies relating to access to the Commission’s services for people with mental health problems were screened for equality implications as required by Section 75 and Schedule 9 of the Northern Ireland Act 1998. According to guidance issued by the Equality Commission, the function of screening is to identify those policies, which are likely to have a significant effect on equality, so that future resources can be devoted to them. 

The Commission’s initial screening exercise led to a decision not to conduct any EQIAs. However, following a re-screening exercise of its policies in 2004, the Commission revised its decision. 

2
DATA COLLECTION AND CONSULTATION

Data Collection

Any attempt to assess the equality implications of MHC services for people with mental health problems is an intricate undertaking.

The assessment faced two fundamental challenges, both originating from the fact that the Commission’s activities in relation to the four areas under scrutiny are highly specialised.

(1) Research on the needs or experiences of individuals from groups under Section 75 with regards to the Commission’s services is virtually non-existent. Secondary sources, in short, provide hardly any data from which immediate conclusions as to the equality impacts of the Commission’s work in relation to people with mental health problems can be drawn.

(2) The lack of data that can be drawn upon from secondary sources is to a large degree reflected in the data collected through the engagement with voluntary sector organisations. With a couple of notable exceptions, few representatives had had any direct contact with and experience of the Commission’s services. Many representatives thus felt unable to comment directly on current practice by the Commission and any resulting equality implications.

Both circumstances called for a wider approach to the data collection. It was decided that, in addition to eliciting any views from those who had a detailed knowledge and experience of the Commission, data would be collected on:

(1) the needs of people from Section 75 groups with regards to mental health services and

(2) the experience of mental health services by members of Section 75 groups.

The data was collected with a view to generating conclusions as to key areas for consideration by the Commission. 

The most fundamental challenge, however, resulted from the fact that the potential users of the Commission’s services would encounter the Commission at a time of their lives in which they experience an acute period of crisis. Their vulnerability raises ethical as well as practical issues about any direct engagement for the purpose of this EQIA. The Commission recognises, on the other hand, that the experience of the individual is ultimately key to the undertaking. It therefore sought to bridge the gap by approaching advocacy networks in order to draw on the experience of advocates for people with mental health problems.

Eventually, data for the EQIA was gathered from several sources in the following ways:

· qualitative data from a roundtable discussion with voluntary sector organisations

· qualitative data from a range of one-to-one interviews

· qualitative and quantitative data from secondary sources (i.e. a review of existing research in the field)

· qualitative data from a focus group with MHC staff.

Appendix 2 provides an overview of data sources for each part of the assessment.

1. Roundtable Discussion with representatives from voluntary sector organisations

Some 90 organisations from the voluntary sector representing the interests of people from a range of Section 75 groups were invited to attend a roundtable discussion. Six individuals eventually participated. One of the attendants was a service user, the organisations represented were Rethink, the Shout Project, LAIS, Mencap, and the Northwest Forum of People with Disabilities.

The discussion sought to gain insight into the needs of individuals/groups and potential barriers regarding their access to the Commission’s services.

2. One-to-one interviews with representatives from voluntary sector organisations (including mental health advocacy organisations)

Following the roundtable discussion, 27 voluntary sector organisations providing advocacy services and/or representing the needs of Section 75 groups (focusing in particular on age, ethnicity, sexual orientation, disability, gender, and carers) in total were contacted regarding the possibility of engaging in a one-to-one discussion. The discussion sought to gather information in relation to the equality implications of the Commission’s policies underscoring the four themes noted earlier. 

Nine organisations eventually agreed to be interviewed. These were: Age Concern, Alzheimer’s Society, Belfast Carers, Bryson House, CAUSE, Indian Community Centre, Multicultural Resource Centre, Northern Ireland Association for Mental Health, and Autism NI.

In recognition of the highly specialised nature of the Commission’s services and the fact that many interviewees did not feel in a position to comment on the Commission’s current practice, the interviews sought to unearth information on (1) key concerns regarding the particular needs of Section 75 groups in relation to treatment and care and (2) key considerations and suggestions for action by the Commission.

3. Review of Secondary Sources (both qualitative and quantitative)

The EQIA also reviewed publications in relation to mental health issues.

For many years, few studies and little information regarding the experiences of individuals suffering from mental illness in Northern Ireland was available. While the Bamford Review on Mental Health and Learning Disability (Northern Ireland) has produced important data specific to Northern Ireland, the majority of information available in relation to mental health issues still stems from research conducted predominantly in the UK.

A range of secondary sources (both qualitative and quantitative research reports) were reviewed in relation to: 

· the profile of people with mental health needs

· the mental health needs of Section 75 groups

· access to and the experience of mental health services by Section 75 groups.

From the literature, however, it emerged that whilst some groups have received much attention, the research on others is virtually non-existent.

A further line of investigation sought to gather quantitative information regarding the profiles and number of patients detained by psychiatric hospitals as well as a profile of the types of problems experienced. 

4. Focus Group with MHC Staff

A focus group was convened with staff working in the Commission’s secretariat in order to explore their views and experiences in providing services to people from various Section 75 groups and to reflect on ways in which their ability to meet particular needs could be strengthened.

A final point noteworthy of attention is that whilst both quantitative and qualitative data were collected throughout the course of the EQIA, the majority of the data was qualitative in nature.

Consultation

The draft EQIA report was published for consultation on 18 April 2008. A range of dissemination methods were used:

· an ad was placed in the Belfast Telegraph, the Irish News and the Newsletter on 18 April 2008 to announce the beginning of the consultation period;

· an email was sent to over 250 consultees (see Appendix x) on the same day, comprised of a consultation announcement and details on how to access the summary and the full report as well as contact details for the MHC;

· the same was sent by post to 30 further consultees (see Appendix 7) who do not have access to the internet or email.

In June 2008, the MHC held a consultation roundtable in which nine individuals participated.

The consultation period initially lasted until 4 July 2008. It was extended until the end of July 2008. Two weeks before the end of consultation, a reminder email along with a pro forma was sent to all organisations on the consultation list, inviting responses to a set of focused questions.

A total of ten responses were received in writing. All comments received are listed in Appendices 3 and 4 together with the response by the MHC.

Three children/young people from the Youth Panel of the Northern Ireland Commissioner for Children and Young People (NICCY) likewise provided input.

3
KEY FINDINGS

In the following section, the key findings of the research are outlined. In a first step, identified barriers to accessing the Commission and its services are described, as they emerged from discussions with voluntary sector organisations.

The remainder of the chapter reflects the attempt to learn from issues highlighted in the literature and by representatives from voluntary sector organisations in relation to the needs of Section 75 groups with regards to mental health services as well as their experiences in accessing such services. Their relevance is discussed in relation to the four areas of work of the Commission. At the end of each sub-section, a series of conclusions with regards to the Commission’s role are drawn.

3.1
Identified Barriers to Accessing the Commission and its Services

Discussions with representatives from voluntary sector organisations highlighted a number of fundamental barriers when accessing the Commission and its services. They were echoed by consultees and the Bamford Review. These issues are relevant to all Section 75 groups. 

· lack of awareness

Representatives noted that both service users and voluntary sector organizations are largely unaware of the existence of the Commission including their activities, their role and in some cases the Order itself. A large majority of representatives, in particular those outside the field of mental health, had never had any direct contact with the Commission. A representative from CAUSE stated that the Commission is difficult to access. Others still remained unsure as to particular aspects of its function. The discussions also indicated that there is a clear lack of understanding as to how the role of the Commission fits in with other statutory bodies. Particular confusion was noted between the role of the Mental Health Commission and the Mental Health Review Tribunal.

Representatives suggested that the Commission should raise awareness through general PR campaigns, posters and leaflets.

A representative from RETHINK also iterated that the Commission itself should be responsible for putting up their own posters when publicising visits.

Representatives from NIAMH and RETHINK specifically recommended that the Commission should link in with advocacy groups. These could potentially play a fundamental role in making patients aware of the Commission. Alternatively, it was suggested that the Commission could write to the advocate on site, prior to the visit, enquiring if there are any patients they think they should speak with.

Conversely, a representative from the Belfast Carer’s Association stipulated that the Commission could hold an “open session” in the Association’s premises, where general information on the Commission’s role could be communicated to carers. Indeed, a representative from CAUSE commended the public meetings that the Commission previously held.

· the Commissioners
Discussions highlighted further barriers at work which relate back to Commissioners themselves. 

A number of representatives suggested that many individuals might perceive the Commissioners as daunting. Individuals appear to be in awe of the Commissioners and because they perceive them to be in a position of power, they would be less likely to question them. Some representatives also referred to a ‘fear factor’: concerns that a general reluctance to engage with Commissioners may be compounded by perceptions that they are part of the system which exerts power over them in the first place. In other words, Commissioners would at times be experienced as intimidating. Specific reference was made to their formal attire (‘shirt and tie’), which may unintentionally serve to enhance this perception, as well as the formal title of individuals acting on behalf of the organisation (i.e. ‘Commissioners’).

Some representatives likewise commented on the profile of Commissioners (as coming from white majority backgrounds), which was seen to create particular difficulties for some patients to approach and open up to them, for people from ethnic minorities specifically.

To minimise this ‘power dimension’ it was suggested that advocates should be involved.

Representatives from Bryson House and CAUSE both thought it was important for service users to sit on the Commission, whilst a representative from the Multicultural Resource Centre suggested that particular efforts should be undertaken to recruit people from minority ethnic backgrounds as Commissioners.

Also the Bamford Review of Mental Health and Learning Disability (Northern Ireland) (2006b) recommends that all staff should receive training on human rights and equality issues in relation to people with mental health problems and this could be reasonably argued that it should extend to the Commissioners themselves.

· the quality of information provided to patients
A representative from NIAMH noted that generally very little information on the Commission and its visits was available on the wards. Moreover, what information existed was not particularly clear. 

A representative from the Multicultural Resource Centre pointed out that certain words, which hold negative connotations such as mental illness, could be a barrier for people from ethnic minority backgrounds. In a similar vein, a representative from the Belfast Carer’s Association stated that any information employing scientific and technical jargon would be off-putting to patients. Representatives also identified a need to take issues of different literacy levels into account.

It was thought that the Commission should employ user-friendly language. It was thought to be important that the information is simple and bite-sized. It was also suggested that the Commission should have information available in alternative formats, such as Braille, Makaton, and in audio and visual format (e.g. videos).

The Northern Ireland Commissioner for Children and Young People (NICCY, 2008) remarks that generally children do not have adequate access to information in child-friendly formats. It is important for the Commission to provide information in such formats to make the service accessible to children and young people.

Moreover, it was thought that the Commission should place information on a website as well as in waiting rooms, within health centres and accident and emergency, or leave information with voluntary organisations to distribute.

A representative from CAUSE also stated that the Commission should update interested parties via emails and develop a cohesive forum that interested parties could tap into.

Given these findings, it would appear important for the Commission to:

· raise awareness of the organization through general PR campaigns (leaflets, posters, media coverage)

· consider holding “open sessions” in cooperation with voluntary sector organisations to explain what they can and cannot do for users and their carers

· establish closer links with advocacy groups

· involve advocates whenever they interact with service users

· seek to dress in an informal manner when visiting wards

· place information in a wider circle of locations extending beyond the hospital setting

· set up an informative and accessible website

· subject all information the Commission produces to a readability test (such as by the plain English campaign) to ensure the language used is jargon-free and the information provided is bite-sized 

· produce information in a wide variety of accessible formats including Braille, Makaton, audio and visual format

· seek to encourage service users to serve as Commissioners

· seek to encourage individuals from underrepresented groups such as ethnic minorities or LGB backgrounds to serve as Commissioners.

3.2 Review of Hospital and Community Facilities

In 2007/2008, the MHC recorded more than 1300 cases of compulsory admissions to hospital for assessment in Northern Ireland. The table below illustrates the decline in the number of admissions over recent years:

	
	02/03
	03/04
	04/05
	05/06
	06/07
	07/08

	Admissions
	1658
	1498
	1455
	1379
	1328
	1357

	Detentions
	854
	777
	822
	763
	764
	735

	Detentions as % of admissions
	51.51%
	51.57%
	56.50%
	55.33%
	57.34%
	54.16


The data is based on forms submitted by Trusts to the MHC. The DHSSPS likewise publishes hospital statistics on an annual basis. The Commission does not receive any information on voluntary admissions.

Some 87.5% of applications for admissions in 2007/2008 were completed by approved social workers, 11.6% by a nearest relative whose share has decreased sharply over recent years.

In total, 16 hospital facilities across Northern Ireland provide care to patients admitted under the Order. During 2007/2008, the Commission conducted 30 visits – 22 to hospitals and 8 to community facilities. Of the hospital visits 13 were announced, 9 unannounced. The visiting programme is determined by a rolling schedule of planned visits, supplemented by those generated as a result of referrals from the UTEC (Untoward Events and Complaints) Committee or as a result of issues stemming from a previous visit.

A multi-disciplinary team of Commissioners undertakes these visits. The aim is to applaud good practice, ensure high standards of care, identify any risks and trends, and make recommendations. Reports are produced from each visit and issues are reviewed with the Trust.

In 2007/2008 two specific equality issues featured in the context of the Commission’s visiting programme. In one case, the MHC was made aware that the needs of a patient with a physical disability in relation to reasonable adjustments to bathroom facilities remained unmet. Likewise, inequalities emerged in relation to access to shower facilities on the basis of gender.

Beyond these two particular issues, the recommendations emanating from the MHC reports covered areas such as:
· Recruitment of staff in disciplines such as nursing, occupational therapy, social work and medical personnel

· All policies to have issue and review dates 

· Provision of recreational material for patients

· Access to Internet

· The use of untrained agency staff

· Risk assessing ligature points

· Improvements to washing and showering provision

· Improved availability of beds for acutely ill patients

· Patients staying in Psychiatric Intensive Care Units longer than necessary

· Provision of an annual physical examination for patients

· Provision of approved training for staff in IATU.

As the discussion below will underline, one of the issues identified – the lack of provision of recreational materials for patients – is likely to have particular implications for at least two of the Section 75 groups: people with a disability and young people.

Overall, however, the list of recommendations and the overview of issues on which information is routinely collected (see Section 1.3) bring to light that the review methodology currently does not explicitly incorporate the particular needs of any of the Section 75 groups. Therefore, reviews do not directly reveal potential adverse impacts on patients beyond the particular issues highlighted by the cases cited earlier.

In the following, therefore, issues raised in the literature and by representatives from voluntary sector organisations in relation to the needs of Section 75 groups with regards to mental health services as well as their experiences in accessing such services are reviewed to inform a review of the methodology.

Gender

The Bamford Review (2006b) makes the point that the hospital environment should be designed so that it delivers “a relaxed, secure and non-stigmatising atmosphere” (p. 54). Provisions should be made for the gender and cultural needs of patients in particular.

Secondary sources indicate that staff may exhibit negative and discriminatory attitudes regarding the treatment of certain disorders. For instance, an investigation of Ashworth Hospital by the Department of Health (1992 cited in Bartlett & Hassell, 2001) illustrated that self-harming behaviour was met with derogatory comments from staff. Given that self-harming is a predominantly female feature (similar to eating disorders, Ramsay et al., 2001), negative staff attitudes towards this disorder affect women in a disproportionate way.

There is likewise evidence from England to suggest that available services are not meeting the needs of some women. For example, some hospital services are not equipped to provide sufficient privacy on the wards for female patients (The Mental Health Act Commission, 1999 cited in Bartlett & Hassell, 2001). Indeed, few facilities offer adequate women only areas or single sex wards, creating particular difficulties for those women who have experienced physical or sexual abuse, including domestic violence (Ramsay et al., 2001).

It has been suggested therefore that women only areas such as sleeping areas, bathrooms or lounges (Bartlett & Hassell, 2001) should be put in place. 

Given these particular needs of patients on the basis of their gender, as they are identified by the research, a number of conclusions can be drawn with regards to the review role of the Commission. In order to ensure that the needs of these groups are met it would appear particularly important that the Commission in their review of hospitals and community facilities seeks information on:
· the types of training that staff receive with regards to gender-specific disorders and negative and stereotyping attitudes

· the provisions that hospitals have made in relation to privacy and safety, in particular for women with a history of suffering physical abuse including domestic violence.

Age

A number of issues emerged from both the literature and discussions with voluntary sector organizations which indicate that there may be age-related inequalities regarding mental health services.  

Older People: 
There are strong age differences in prevalence rates of some major psychiatric disorders (George, 1990). Older individuals are at greatest risk from the dementias, which are virtually non-existent in those under 45 years (George et al., 1988 cited in George, 1990). On the other hand, the lowest rates of neurotic disorders (i.e. emotional distress) were found among people aged 65-69 years and 70-74 years (Samaritans, 2004) whilst the highest were found among people aged 40-54 years. Amongst these, depression remains an exception as it displays a rise in older populations with 15% of people over 65 years suffering from depression and 5% suffering from severe depression (The Mental Health Foundation, 1999). It thus emerges that mental health needs are age-dependant.

Evidence suggests that older people are less likely to seek help from mental health professionals for mental illnesses (George, 1990). The Equality and Human Rights Team (2005) identified a number of concerns, including a low uptake of psychosexual services by older people as well as concerns that older individuals are not being supported to disclose sexual abuse.

During the discussions a representative from Age Concern suggested that ageist attitudes and assumptions constitute a key barrier for meeting the needs of older people. Indeed, the representative argued that ageist attitudes are very prevalent (see also DHSSPS 2005).

There is also some evidence to suggest that separate services for older people means that people receive a poorer service after the age of 65 (Healthcare Commission, 2006).

Younger People:
Younger adults on the other hand, are at high risk for most other disorders, including anxiety, substance abuse and personality disorders (George, 1990). In Northern Ireland children and young people experience higher levels of poverty, mental ill-health, abuse, suicide and substance abuse (NICCY, 2004; O’Rawe, 2003). They also experience on average twice the number of negative life events and have higher stress scored than peers in other countries (O’Rawe, 2003). In a report published by the DHSSPS, the Chief Medical Officer (1999) estimated that over 20% of young people are suffering from significant mental health problems by the time they turn eighteen years old. The risk of developing mental health problems will be increased in those in substitute care (Bamford Review of Mental Health and Learning Disability (Northern Ireland) (2006a).

Furthermore, evidence suggests that children of disturbed psychiatric inpatients are at a higher risk of psychiatric disturbance. Cowling Luk, Mileshkin & Birleson (2004) estimated this to be at 2.5 times the norm.

Cowling et al. (2004) suggests that children should be assessed at the time of the patient’s referral to identify problems and target early intervention (The Royal College of Psychiatrists, 2002).

Furthermore, it appears that young people moving from children to adult mental health services may find it difficult to cope with the transition and lack skilled support (DHSSPS, 2005). 

The Equality and Human Rights Team (2005) suggests that the possibility of developing services that are tailored to the needs of younger people must be explored. They may find it difficult participating in generic treatment groups. A child/adolescent centred approach is needed where they can feel comfortable (YoungMinds cited in DHSSPS, 2005).

An associated issue is the admission of children and young people to adult wards and being managed by staff with minimal or no training in paediatrics or CAMH (NICCY, 2004). The Bamford Review of Mental Health and Learning Disability (Northern Ireland) (2006b) states that this is both a human rights and equality issue, referring to both the Human Rights Act 1998 and the UN Convention on the Rights of the Child. In 2001-2002 there were 130 such admissions, a figure proportionately five times higher than in England and Wales (O’Rawe, 2003). This flies in the face of contemporary practice which recognises crucial physiological and psychological differences between treatments for children and adults. The practice also has serious child protection issues (NICCY, 2004).  The Review (2005b & 2006a) is concerned about this practice – describing it as unsatisfactory – and states that although such wards can provide a temporary place of safety and care, admission should only be on a short-term basis. One of the things particularly adversely affected by admission to an adult ward is access to education and therefore the right to an education. 

However, the Bamford Review (2006a & 2005b) does not advocate a complete ban on such admissions especially in the light of the current lack of adolescent facilities. This is because such a policy may result in depriving a seriously ill child or young person of the care they need if there is no age appropriate facility available at that time. Until there are more age-appropriate facilities the Review recommends that local flexible arrangements should be agreed to admit older adolescents to adult inpatient facilities where necessary. Also the Review recommends that the preference of a young person over the age of sixteen should be respected and considered where appropriate, for example, to be admitted to a local adult psychiatric inpatient facility versus a more geographically distant young persons facility. 

The Mental Health Act Commission for England and Wales has adopted a rapid response approach with Commissioners visiting any children and young people admitted to adult wards within seven days of being notified of the admission under the Mental Health Act (O’Rawe, 2003). This has a galvanizing effect of action as many have been re-housed in more appropriate care settings before the Commissioners could arrange a visit. It is important for those working with children and young people that they are trained on how to effectively engage with them (NICCY 2004). O’Rawe argues that if the Commission were to implement this policy some Commissioners would need training in CAMH otherwise the children and young people would be disadvantaged. The Commission’s advisory service would also need to develop competencies for dealing with issues relating to children and young people. This would need to be supported by a reviewed statement of strategic intent and values that provide the framework for determining the Commission’s plans and priorities especially the need to maintain, develop and modify the Commission’s visiting programme and other patient supporting activities in the light of the circumstances and needs of children and young people with mental ill-health. This raises resource issues but O’Rawe argues that these would be fully justified under the equality duty.

O’Rawe recommends that when the RQIA takes over the Commission’s functions it will need to focus on the needs of children and young people in its new arrangements and enhance the current role and this must include children with multiple identities such as those from a BME background (O’Rawe 2003). 

O’Rawe (2003) argues that the age and ethnicity of children and young people admitted to adult wards should be monitored to ensure compliance with national and international standards and to address long-standing oversights.

The Bamford Review also expresses concern about the educational rights of detained children and young people more generally (2006b). The concern surrounds whether there are adequate resources to meet educational needs as well as the needs of this group more generally. This is also an issue flagged by O’Rawe (2003) who states that the absence of dedicated education provision at both regional adolescent inpatient units is a continuing problem and has its roots in an impasse between the health and education sectors. The measures adopted by the different boards for the provision of education to inpatients falls way below that provided for healthy children and young people and those who have a physical illness.

Age also appears to play a role in modulating gender differences in the prevalence of some disorders. For example, in regard to schizophrenia, men show their peak in their early twenties, but women show their peak in their late twenties (Hafner et al., 1989, 1993a cited in Rossler et al., 2005). Gender differences between boys (who are more likely to experience a mental health problem) and girls also appears to be modulated by age (ONS, 2004; Samaritans, 2004).

With regards to meeting the mental health needs of particular age groups, the literature argues that some staff feel ill equipped and under-resourced (DHSSPS, 2005). In Northern Ireland, the current level of child and adolescent mental health service provision is deemed to be inadequate, characterised by long waiting lists and gaps in service provision (DHSSPS, 2005). For instance the DHSSPS (2005) highlighted a lack of specialist services for: children and adolescents with eating disorders, serious psychiatric problems and learning disabilities. The Department also pointed to insufficient emergency provision. During the roundtable discussions, a representative from RETHINK stated the Commission should ensure that their visits to hospital and community facilities are not limited to adult mental health services. 

The literature suggests that mental health services should be resourced with staff who have specialist knowledge in areas such as eating disorders and self-harm, since these tend to be age-specific (YoungMinds, cited DHSSPS, 2005). The use of unqualified staff raises concerns about child protection and the protection of the rights of vulnerable children in inpatients units. One example raised in a NICCY (2004) report was of staff not trained to deal with mental health issues responding inappropriately to an instance of self-harm. This further shows the need to improve the professional development of staff.

Information provided needs to be child-friendly as children and young people do not currently have adequate access to information presented in this way and they should be able to confidently discuss it with staff (NICCY 2004). This should also include information about complaints procedures and remedies for violations of children’s rights. Children in care or custody are often not aware of complaints procedures and have little confidence in them. This can be due to a lack of information, the accessibility/format in which the information is provided, literacy issues and fear of reprisals and therefore they may need additional assistance in this respect (NICCY 2004 & 2008). There is also significant concern surrounding the use of physical restraint on children and young people (NICCY, 2004). This issue has also been flagged as an area of concern by the UN Committee of the Rights of the Child (CRC/C/15 ADD188, 2002).

Members of NICCY’s Youth Panel underlined the need for providing information to young people, stating that they will “feel more comfortable about things if they have been given information or talked to by someone” and that “leaflets should be child friendly and at a level they can understand”. Likewise, they pointed to the separation of young people from adults as helping them “to feel safe and comfortable”. It was suggested that Commissioners specifically enquire about this in their interviews with them. In addition, young people thought that the hygiene of the hospital would be very important and it definitely being a smoke-free area. It was moreover suggested that particular attention is paid to whether staff is friendly, whether visiting hours may be too strict, whether the hospital is easy to get around with sign posts to certain wards and, more generally, whether children have the same rights and opportunities as adults. They also endorsed the need for an advocate to be available “for help and support of the child”. 
The representative from Age Concern raised a number of suggestions as to how equality of opportunity could best be promoted:

· Training

It was suggested that staff should be trained on the needs of all Section 75 groups, including different age groups. The representative also argued that it should be the Commission’s responsibility to assess whether staff have or have not been trained. 
· All inclusive activities

It was also thought that a range of activities should be offered to patients in care settings. Herein, care should be taken that the programme of activities on offer, meet the needs of all age groups. The representative called on the Commission to examine the range and level of activities within care settings. 
· Patient input into policies

The representative stipulated that when the Commission is looking at policies and how they are delivered, they should assess if patients and frontline staff had been given an opportunity to provide an input into the formulation and evaluation of policies.

· Information

Finally, the representative noted that when detained individuals are given information, they and their families should be advised of their right to meet with the Commission. They also stated the Commission should ensure that hospitals display notices about support services offered by voluntary organisations outside the hospital. 

This section highlighted a number of needs of patients on the basis of their age. A number of conclusions can be drawn with regards to the review role of the Commission. In particular it would appear important that the Commission seeks to collect and assess information on:
· training for staff on Section 75 groups

· the extent to which a hospital has access to specialist staff 

· any systems which have been installed to monitor whether children have been assessed at the time of their parent’s referral 

· the extent to which hospitals promote all-inclusive activities – this could be defined according to a list of suitable activities that would be included and monitored in their review

· developing an “orientation pack” which contains all the information that individuals need to know and ensure that staff provide this to patients/carers 

Marital Status

Simon (2002) points to a number of reports (e.g. Waite & Gallagher, 2000) which provide evidence that marriage is associated with enhanced mental health. It seems that married people have a slightly smaller risk to psychiatric disorders than the non-married (Myers et al., 1984; Blazer et al., 1985 both cited in George, 1990). 

In addition, findings indicate that the association between the length of stay in a psychiatric hospital and marital status is considerable (Gove, 1972). Individuals who are married tend to have a shorter stay in hospital than those that are unmarried (Kramer, 1967 cited in Gove, 1972). Furthermore, gender appears to influence these differences. Typically, married women tend to be resident longer than married men. While this would suggests that gender interacts with a person’s marital status to predict length of stay in a psychiatric hospital it must be borne in mind that the data is dated. 

On the other hand, research also underlines the effect that mental health problems can have on relationships, which may ultimately manifest itself in a change of a person’s marital status. Evidence points to the recognition, for instance, that whilst individuals may enter a hospital married, they may leave divorced (Gove, 1972). Indeed, gross associations between psychiatric disorder and divorce have been found (Kessler, Walters & Forthofer, 1998). No definite conclusions can be drawn, however, as to the causality.

Notably, however, the literature does not reveal any information as to the particular experiences of mental health services by patients of different marital status e.g. whether or not services are responsive to the particular needs of a single person. Thus, for instance, no data could be gathered whether or not the observed tendency for single and divorced people to be detained for longer than their married counterparts may in part point to an unmet need for support in the care setting.

Dependents

Evidence suggests that people with dependent children are more prone to mental illness than their counterparts (DHSSPS, 2004). The DHSSPS (2004) state that this may be attributable either to the strain of caring for or to a number of other factors such as socio-economic status, poor housing and low income. Although it is unclear as to the specific proportion of adults with mental health problems who are parents (The Royal College of Psychiatrists, 2002), their psychiatric morbidity is estimated at 16% (Green, 2002).

Furthermore, there are indications that the potential for psychological disturbance amongst people with dependents is compounded by gender. For instance, Joseph, Joshi, Lewin & Abrams (1999) reported evidence that, among severely mentally ill and hospitalised women, motherhood is common. Hatfield et al., (1997 cited in Howard, 2000) also found that out of 551 Mental Health Act assessments involving parents with children, 72% were women.

It is therefore likely that a significant share of patients in mental health hospitals have dependent children and that many of these will be female (see also Howard et al. 2001).

Howard (2000) states that routine data, identifying whether clients have parental responsibilities or children at home, how many children they have and who has parental responsibility for them should be collected and recorded on file.

Those with severe psychiatric disorder are often considered unable to care for their child (Howard, 2000) and thus lose custody of their children. In fact, women with a severe mental illness are more likely to lose custody of their children than women without mental illness (Miller & Finnerty, 1996 cited Joseph et al., 1999). Similarly, having a child in care has been found to be associated with detention under the Mental Health Act for women (Howard et al., 2001). Howard et al. (2001) argues that women may therefore refuse voluntary admission for fear of losing their children. 

Case law provides evidence that children are often removed without their parent’s consent and at times for longer than is necessary (Priors, 2003). This can leave the patient feeling confused about the status of their children who are placed outside their home, as well as their ability to obtain custody or maintain contact with their children (Sands et al., 2004), which in turn is likely to compound the stress they experience. 

To address this issue, the Royal College of Psychiatrists (2002) has recommended that patients should be fully debriefed as to what is happening with their children, given that research indicates that patients do have a desire for support in developing their parenting skills and in successfully maintaining some form of relationship with their children during their detention as well as learning how to cope with the temporary or permanent loss of their children (Joseph et al., 1999; Nicholson et al. 1998, 1999).

Furthermore, despite the importance of baby bonding in the early years, few hospitals have any mother and baby units (Howard, 2000). It has also been noted that few facilities have the appropriate environment for visiting. Likewise, few institutions have arrangements in place for providing help with childcare on discharge, even though the stress of childcare may lead to a relapse (Howard, 2000). Furthermore, if and when a relapse occurs (Howard et al., 2001), it can be difficult for women to agree to psychiatric admissions due to difficulties in making satisfactory arrangements for childcare.

It has therefore been suggested that units could be set up to which parents can be admitted with their children if it is in the family’s best interest (Howard, 2000). It has also been argued that more provisions for children visiting parents in psychiatric units should be put in place (Royal College of Psychiatrists, 2002). Consultees underlined their belief that all hospitals should have appropriate environments for the visits of dependent children. Likewise, other ways of maintaining contact should be supported including the use of phone calls, letters and pictures where appropriate. Furthermore, should a patient relapse and require further hospital treatment, there should be plans that record the details of childcare arrangements made (Howard, 2000). 

Psychiatric patients who have children often suffer from a lack of social support (Stanley & Penhale, 1999; cited Sheehan & Levine, 2005). It has been argued that hospital administrators and staff frequently ignore their role as parents (Ramsay et al., 2001), failing to recognise that being a mother is a positive aspect of the identity of the severe mentally ill parent who takes great pride and meaning from being a mother (Sands et al., 2004). 

The Royal College of Psychiatrists (2002) recommends that staff discuss with patients their role as parents. Advice on parenting could be provided through posters, leaflets, telephone services, individual or group sessions to reduce feelings of social isolation (Howard, 2000). In a sample predominantly comprised of African American women, Sands et al. (2004) highlighted the need for parenting classes, parent assistants and clinical work to empower women to look after their children. The literature also suggests that the needs of older patients who are carers may not be addressed nor sufficiently funded (The Equality and Human Rights Team, 2005). 

Interestingly, no information could be gleaned from the literature with regards to the needs of patients who are carers of elderly dependants. It is reasonable to assume, however, that a lack of alternative care provisions is likely to increase the anxiety and stress they experience in a similar way as in the case of carers of young dependants.

However, the literature also refers to evidence of good practice. Some services such as psychosexual services provide support for childcare and flexible appointments e.g. location of appointment (Equality and Human Rights Team, 2005) which suggests that staff are largely aware of the needs of patients with children. 

In sum, therefore, a number of important needs in relation to patients with dependents were identified by the research. Given these needs, several conclusions can be drawn with regards to the review role of the Commission. It would seem particularly important that the Commission collects information from the Trusts in order to assess in what ways and to what extent the organisation ensures that:
· monitoring requirements are expanded to include details of any dependents

· staff have provided adequate information on an ongoing basis to patients with young dependents as to the care of their children during the course of their detention

· staff have given direct assistance to parents in maintaining contact with their children or facilitated access to support services that can help them in doing so 

· staff have assisted patients in making satisfactory childcare arrangements should a relapse occur 

· the needs of older carers and carers of elderly dependents are identified with regards to care arrangements.

In addition, it may seem appropriate for the Commission to consider developing a database of “good practice” (for instance on hospitals which have developed linkages with organisations who can provide support for maintaining contact with children) to enable shared learning.

Beyond patients themselves, much emphasis was placed by consultees on the needs of carers of detained patients. The need for greater support and advice for partners and families of people with mental health needs was emphasised time and again.

Sexual Orientation

The literature suggests that experiences of homophobia and exclusion within the family is likely to create particular mental health problems (Bartlett, Warner & King, 2002). Indeed, Jorm et al., (2002) point to a number of studies which show that individuals from a lesbian, gay and bisexual (LGB) background have a higher prevalence of anxiety, mood and substance abuse disorders. Moreover, those of a bisexual orientation appear to face even greater mental health problems than those of a homosexual orientation (Jorm et al., 2002). Similarly, Quiery (2007) reports that young lesbian and bisexual women have a 50% chance of being diagnosed with a mental health condition at the age of sixteen.

A US study reported that from a sample of around 2,000 women over half had had thoughts of suicide, with 18% attempting, 37% had experienced physical abuse as a child or an adult, 32% had been raped or sexually attacked and 19% had been in an incestuous relationship whilst growing up. Around 75% of the sample had received counselling at some time due to sadness and depression (Bradford, Ryan & Rothblum ed., 1994). Worryingly, Cork Lesbian Health Research (Community Consultants, 2006) reported that lesbians in Cork have a higher incidence of self-harm than those in the American study. Another US study showed that lesbians or women who have sex with other women are more likely to admit to being depressed and to be taking anti-depressants. The main causes noted were stress from isolation and ascription of inferior status, and lack of support from family and friends (Safren & Heimberg, 1999).

The research indicates that individuals from an LGB background are at a greater risk of developing mental health problems attributed to stigmatisation and the high rates of exposure to discriminatory behaviours (Gilman et al., 2001 et al., 2003; Golding, 1997; McFarlane 1988). The stress that lesbian and bisexual women may face can lead to mental health symptoms such as depression, anxiety or various forms of acting out especially during the early stages of identity formation (Ross, Paulsen & Stalstrom, 1988). Indeed, they may experience abuse and assault due to their sexual orientation (Lesbian Advocacy Services Initiative; LASI, 2002; DHSSPS, 2005). Although lesbians who ‘come out’ report greater satisfaction in their work and social lives and ‘coming out’ itself can lead to greater acceptance, it can also lead to becoming a target for violence. This can help explain why there is a greater prevalence of depression and mental ill-health among lesbian women and indeed homosexual individuals more generally (Ellis & Riggle 1995; Griffith & Hebl, 2002). This is further compounded in the case of people from ethnic minorities and people with a disability (Breitenbach, 2004). The data suggests that it is reasonable to assume that a sizeable number of patients in hospital and community facilities are from LGB backgrounds. 

The Bamford Review of Mental Health and Learning Disability (Northern Ireland) (2006a) cites SHOUT Report 16 which provides some figures for young people identifying as being from a LGB background. The findings show that 24% of respondents have been on medication for depression, 29% have attempted suicide and 26% have self-harmed. A recent report by Quiery (2007) confirms this with similar figures showing that young lesbian and bisexual women are up to 2-3 times more likely to have attempted suicide than a heterosexual counterpart and have higher instances of self-harm.

The research also points to concerns as to discrimination and homophobia amongst mental health professionals (Cochran, 2001; King & McKeown, 2003; King et al., 2003; Golding, 1997; McFarlane 1988). Indeed one report has noted that lesbian and bisexual women are reluctant to disclose their sexual orientation for fear of discrimination by health professionals (Quiery, 2007). This report also mentions the fact that lesbian and bisexual women may even be reluctant to seek care due to the negative experiences created by some health professionals. Health care providers need to be aware of the health hazard posed by ‘lesbophobia’ – the socialisation of heterosexuals against lesbians and the concomitant conditioning of lesbian and bisexual women against themselves (Quiery, 2007). MIND (2003; 2005) found that up to 36% of gay men, 26% of bisexual men, 42% of lesbians and 61% of bisexual women experience mixed or negative reactions from mental health professionals. Lyndsay Man (1994 cited in MIND, 2005) found that counsellors working with lesbian and gay clients had not received any training in counselling these individuals.

During the roundtable discussions, a representative from LASI therefore stated that all staff should be trained in LGB issues.

It comes as little surprise, therefore, that research in the US has found that individuals from LGB backgrounds are more likely to be dissatisfied with mental health services they receive (Avery, Hellman & Sudderth 2001). This appears to be further compounded by three factors: gender, race and lifestyle. LGB individuals living alone and from ethnic minority backgrounds were particularly dissatisfied with existing services (Avery et al., 2002). In addition, LGB women appear more likely to express dissatisfaction than their heterosexual counterparts (Avery et al., 2001).

Indeed, evidence from MIND (1997 cited in DHSSPS, 2005) suggests that mental health services may actually undermine the mental health of LGB people. MIND (2005) detect a tendency by some staff to pathologise the mental health of LGB individuals (MIND, 1997 cited in DHSSPS, 2005). In addition, Bartlett et al. (2002) state that LGB users might encounter homophobia not only in other staff but also in other patients. 

MIND (2003, 2005) propose a number of measures as to how the barriers experienced by LGB people with regards to mental health services might be alleviated:

· services should be targeted at specific groups of LGB people

· positive images of the diversity of people in health care settings should be promoted

· mental health professionals should be better trained regarding the needs of the LGB community.

The literature suggests that Trust policies often fail to include specific references to homophobic bullying and discrimination. It also highlights concerns regarding breaches of confidentiality. Moreover it has been suggested that those who are still closeted experience isolation and a lack of support. Indeed, the evidence from the literature suggests that access to support services is limited or virtually non-existent.

The literature moreover suggests that age comes into play as an additional factor. The Equality and Human Rights Team (2005) found that amongst older service users, very few individuals would disclose their sexual orientation. Moreover, staff awareness was found to be inadequate. This would suggest that the older people from LGB backgrounds would face particular barriers with regards to their needs not being addressed.

Similarly, it has been raised that additional work is needed to address the needs of young people from LGB backgrounds with regards to mental health as well as forensic services. During the roundtable discussions a representative from LASI stated that research ought to be commissioned to assess the needs of the younger populations.

It has been emphasised that more discussion needs to take place with LGB groups as to how these needs can be met. However, the Equality and Human Rights Team (2005) also acknowledges good practice, pointing to staff in psychosexual units who appear well aware of the issues.

There are also indications that individuals from LGB backgrounds suffer a lack of privacy on open wards (Bartlett et al. 2002; LASI, 2005) during periods of hospitalisation, which again compounds the stress they experience. The importance of issues pertaining to privacy and confidentiality was underlined during the roundtable discussion. It was thought that the Commission should alert the Trusts to these issues and recommend reviews of policies with this in mind. 

Given these particular needs of patients on the basis of their sexual orientation, it would appear particularly important for the Commission to consider:

· including in their review of policies, seeking further information on Trust policies on discrimination and homophobia 

· seeking information as to the extent to which hospitals and community facilities (a) display posters which highlight that discrimination and homophobia will not be tolerated and (b) actively promote diversity by providing positive images in prominent areas

· seeking information on the extent that staff receive adequate training regarding the needs of LGB patients as well as attitude training

· seeking information on the extent to which hospitals facilitate greater privacy for same sex partners in particular.

Religion

Both the literature and discussions highlighted particular barriers that individuals of different religious faiths might encounter. A number of potential suggestions as to how to alleviate this differential impact in the care setting also emerged.

The 2001 Northern Ireland Health and Well-being Survey of the general population found that a larger proportion of Catholics than Protestants obtained high GHQ (General Health Questionnaire) scores indicative of potential psychological disturbance. This may suggest the potential for a greater need in relation to mental health services in general. On the other hand, these differences may also be the consequence of higher levels of experienced stress during the Troubles. This in turn would indicate that the potential for a greater need in relation to general mental health services may not be due to religious affiliation per se.

There is some evidence emerging from existing research that religion and religious practice, on the other hand, may play an important role for some individuals in recovering from mental health problems. High levels of religious commitment have been found to correlate with a shorter length of stay in a psychiatric hospital (Baetz, Larson, Marcoux, Bown & Griffen, 2002 cited in, Patel & Cabrera-Abreu, 2002).  However the Bamford Review of Mental Health and Learning Disability (Northern Ireland) (2005b) states that it is a common experience of users that their religious and spiritual needs are inadequately met.

Several issues emerged in both the literature and the discussions:

· Privacy

Concern has been raised in the literature in relation to people suffering from addictions. It is suggested that individuals from backgrounds with a strict commitment to abstinence have particular needs in relation to (a) the disclosure of information to their family and (b) support from their family (The Equality and Human Rights Team, 2005). 

Other sources acknowledge that women from ethnic minority groups may find themselves in close proximity with men when they are detained, which for some might violate their religious beliefs (Bartlett & Hassell, 2001). Representatives also noted that this can transpire to doctors. A representative from the Multicultural Resource Centre thus stated that patients from ethnic minorities and minority faiths should be examined by same-sex doctors or nurses or at least given the choice. A representative from RETHINK stated that most female patients regardless of their religion prefer to be seen by a female doctor/psychiatrist.

· Diet Concerns

Discussions highlighted that some religions have special dietary requirements. This is underlined within the literature (Holder 2000, cited in DHSSPS, 2005). Representatives suggested that hospital staff should enquire with the patient or their family about the kind of diet they require. 

· Staff knowledge and understanding of minority religions

Discussions also highlighted concerns that many doctors may have limited knowledge and understanding of minority religions, which may act as a barrier (Indian Community Centre). Indeed, it is argued that the majority of religious discrimination emanates from staff attitudes and behaviours (Weller et al., 2001, cited DHSSPS, 2005). 

A representative from the Indian Community Centre stated that people from different religious backgrounds vary tremendously in the way they express themselves. It was thought that this can lead to behaviours being misinterpreted, resulting in misdiagnosis. It was thus suggested that care and attention must be paid to an individual’s religious backgrounds and beliefs in the course of treatments and interviews.

To meet this need, staff education and awareness programmes which look at the needs of different faith groups should be emphasised to help staff become more sensitive to them (Bamford Review of Mental Health and Learning Disability (Northern Ireland), 2006b; DHSSPS, 2005). 

· Place to pray/worship 

Information from the discussions revealed that individuals should have a place to pray/worship if it is important to them (Indian Community Centre). Evidence from The Equality and Human Rights Team (2005) suggests, however, that staff would usually make appropriate arrangements, liaise with appropriate chaplains and respond to requests for attendance at different places of worship.

· Access to community networks

It emerged from the discussions that having access to the community might be important, for both staff and service users, especially regarding religious issues. A representative from the Indian Community Centre thought that it is vital for service providers to collect data on the religion of people entering the hospital to ensure that their needs are met. However, although other representatives concurred with this approach, they also highlighted inherent difficulties. A representative from the Multicultural Resource Centre, indicated that some individuals from particular faiths might not want information pertaining to their religious background recorded, as they fear it will identify them. They therefore suggested that any information should be gathered on an optional basis.

Given these particular needs of patients on the basis of their religion, it would appear particularly important for the Commission to seek information on the extent to which Trusts:

· ensure that hospital services promote access to voluntary organizations that can be of benefit to both service users and staff. 

· ensure that staff receive training in relation to the needs of minority religions
It would also seem key to:

· engage with Trusts to explore ways in which religious affiliation could be monitored and how current monitoring forms could be expanded to assess “needs for alternative diets”

· develop a database of best practice that other institutions could learn from.
Political Opinion

The Equality and Human Rights Team (2005) highlighted that members of some political groupings may be cautious about accessing certain mental health services, depending for example, on their location. With reference to Older People’s Mental Health Services, concerns have been raised that this may be a particularly salient issue for victims of the “troubles” and their families (The Equality and Human Rights Teams, 2005). 

It has also been suggested that members of the security forces for example, might have issues surrounding confidentiality and anonymity with respect to their occupation (The Equality and Human Rights Teams, 2005). 
At the same time, however, the Equality and Human Rights Team (2005) suggest that staff are aware that some individuals may have particular needs. Good practice is also evident within Forensic Mental Health Teams as they appear to accommodate different cultural needs, such as attendance at commemorative events (The Equality and Human Rights Team, 2005). 

The research did not reveal any further particular information as to the experience of mental health services by patients of different political affiliations.

It would mainly appear important, therefore, that the Commission in their reviews of hospital and community settings draws attention to the issue of confidentiality around certain occupations.

Disability

Physical Disability
Children with physical disabilities are twice as likely to suffer from emotional problems and generally have a higher risk of developing mental health problems (Royal College of Psychiatrists, 2004; Davies, Heyman & Goodman, 2003). Three-quarters of people meeting the Disability Discrimination Act definition of disability had more than one impairment and a mental health condition (Grewal et al., 2002). At the same time, it has been argued that health professionals do not always fully recognise the mental health needs of patients with a physical impairment. The Bamford Review of Mental Health and Learning Disability (Northern Ireland) (2005b) makes this point in relation to deafness arguing that mental health workers and professionals clearly need training in the ”psychological, sociological and psychiatric aspects of deafness” (p. 114). The Review further states that Deaf Awareness Training, access to communication support, especially interpreters, should be an essential feature of working with the Deaf Community.

The Review (2005b) also focuses on assessment for the admission of deaf people and stresses the need for protocols to be developed for the provision of interpreters and social workers with deaf people alongside the approved social worker. Appropriate support should be made available within twenty-four hours.

Communication impairments can often be confused with cognitive impairments (Morris, 2004). This in turn can influence the interactions between health care professionals and service users. Furthermore, professionals’ reactions to physical disability (e.g. disgust at incontinence) can interfere with their ability to recognise mental health needs (Morris, 2004). Likewise, disabled people are vulnerable to harassment when they are receiving care in an institutionalised setting (Disability Rights Commission, 2006a).

Learning Disability
Individuals with a learning disability are more prone to mental illness – by about 40% – and have a higher rate of psychiatric disorders than the general population (Emerson, 2002; Royal College of Psychiatrists, 2003). Prevalence rates are 3-4 times higher for those with significant learning disabilities (Department of Health & Department for Education and Skills (2004). This applies especially to young people if they have suffered emotional, sexual or physical abuse and have been subjected to bullying or racism (Royal College of Psychiatrists, 2003; Foundation for People with Learning Disabilities, 2003a and b). Young people with disabilities are far more likely to develop conditions such as depression and anxiety which often go unrecognised and untreated (Foundation for People with Learning Disabilities, 2005). Young people with learning disabilities can also develop mental health problems due to physical ill health or problems with hearing or sight which make communication difficult (Foundation for People with Learning Disabilities, 2003b). They also have fewer friends than other children in Britain and are more likely to suffer abuse and be involved in serious accidents (Emerson & Hatton, 2007). 

Mansell (1993 cited MIND, 2003) estimates that up to half of the population with a learning disability also have mental health needs. This can be compared with Emerson and Hatton (2007) who claim that over a third (36%) of adolescents and young people with a learning disability in Britain also have a ‘diagnosable psychiatric condition’ (p. iii). They are over six times more likely to have a diagnosable psychiatric condition than other children and adolescents in Britain; 33 times more likely to have autistic spectrum disorder; eight times more likely to have ADHD; six times more likely to have a conduct disorder; four times more likely to have an emotional disorder; and 1.7 times more likely to have a depressive disorder.

However, it is argued that the number of counsellors and self-help groups experienced in working with individuals with a learning disability is insufficient (Mencap, 2005). Within Northern Ireland staff in learning disability services have very little to no training in mental health services (Royal College of Psychiatrists, 2003). Interestingly, however, this is somewhat contradicted by the more recent Bamford Review which states that in Northern Ireland there is expertise in assessing and treating mental ill-health in people with learning disabilities, especially in the three specialist hospitals where a number of professionals can work in a multi-disciplinary environment. The report also notes, however, that there has been a limited development of this approach in community settings (Bamford Review of Mental Health and Learning Disability Northern Ireland, 2005a).

The Bamford Review (2005a) also expressed concern regarding the relevance of current training and qualifications for those involved in supporting individuals with learning disabilities. The Review recommends that all generically trained health and social service professionals should at the very minimum receive awareness raising training on learning disability. Above this minimum collaborative working is also advocated which would include training, practical support and information sharing between staff in learning disability services and those in other sectors of the health service.

Individuals with both a learning disability and a psychiatric disorder (i.e. dual-diagnosed individuals) are most at risk of institutional admission (Emerson, 1995 cited in Royal College of Psychiatrists, 2003). Unfortunately, there is a lack of hospitals which cater for dual diagnosed individuals (Mencap, 2005). Mencap argues that mainstream psychiatric wards are often unwilling or unable to cater for individuals with a learning disability (Mencap, 2005). Indeed, whilst some places have psychiatric wards/beds allocated for people with a learning disability (i.e. dual-diagnosed individuals), many parts of the country do not (Mencap, 2005).

For many individuals with learning disabilities, the quality of their lives is dependent on the quality of the care that they receive (DH, 1999 cited MIND, 2003). However, hospitals vary in the quality of care that is offered (Mencap, 2005). Mainstream psychiatric services typically lack the expertise, training and skills for assessment and treatment of a heterogeneous (including dual-diagnosed individuals) group of people (Royal College of Psychiatrists, 2003). Indeed, whilst there may be Registered Learning Disability Nurses (RNLD) on the ward there are insufficient numbers of them and they are not necessarily trained in mental health (Mencap, 2005). It is argued that the needs of these individuals therefore remain unmet. There is also an issue regarding difficulties in recognising specific mental illnesses in persons with a learning disability leading to an underreporting of mental health problems (Bamford Review of Mental Health and Learning Disability (Northern Ireland), 2005a). Quality of life is also dependent on their environment which should be quiet, peaceful and safe (Foundation for People with Learning Disabilities, 2004). The preference for single sex wards is also highlighted.

The literature calls on Trusts providing psychiatry of learning disability services to ensure that guidelines regarding staffing levels are implemented. According to the Royal College of Psychiatrists (2003) this should be one full time consultant psychiatrist in learning disability per 80,000 populations. It is argued that health professionals should be trained to work with people with learning disabilities and understand their needs (DHSSPS, 2005; Lindsey, 2002).

Concerns regarding instances of discrimination amongst some staff in relation to those with disabilities are also raised in the literature, albeit in other national contexts. The Canadian Mental Health Association (CMHA; 1998) identified a number of concerns specific to stigma and misunderstanding. They stated that there are negative attitudes towards individuals with a developmental delay and to those with a mental illness. People with a learning disability and mental health problems are thus seen to face particular problems in relation to the stigma attached to both (Morris, 2004).

Furthermore, whilst most areas of the UK have specialist mental health services for adults with a learning disability, there are no equivalent specialist mental health services for children and adolescents (Lindsey, 2002), in particular those presenting with more complex and severe mental health problems (Lindsey, 2002).

The literature also points to questions about the transition from child and adolescent to adult mental health services for people with learning disabilities and they can often fall into a “gap” between both services and do not receive any care. The biggest issue noted is often attitudinal – that transition is seen as an event rather than a process (DfES, DH, 2008). Timing should be dependent on developmental readiness and the health of the individual and the capabilities of adult carers. Chronic illness and its treatment can cause physical and psychological delays in maturation and therefore it is recommended that child and adolescent mental health services should be prepared to provide care until the young person concerned has completed the developmental stages of adolescence. This is important because staff in adult mental health services may treat such adolescents as grown adults forgetting that they may be immature or vulnerable due to having grappled with ill health and disability throughout their lives. Also, continuity of care is very important for people with learning disabilities.

The literature also points to a lack of interagency communication. According to the Royal College of Psychiatrists (2003), collaboration appears to be limited and few attempts have been made to negotiate service issues between mental health and learning disability providers.

Discussions with voluntary sector organisations stated that a lack of activities and mental stimulation in care settings could constitute a further barrier for meeting the needs of individuals with a disability (see also Foundation for People with Learning Disabilities, 2004). The representative stated that this could reinforce depression and other mental health issues in individuals with learning disabilities. Consultees commented that the lack of privacy in hospital settings likewise has the potential to adversely impact on children/young people with disabilities.

A number of suggestions as to how the Mental Health Commission can best promote equality of opportunity for individuals with and without a disability also emerged from the discussions:

· Policies

Autism NI stated that Trusts should have a policy in place to ensure that staff receive training on autistic spectrum disorders on a mandatory basis, since a large number of people with these disorders are sectioned because their behaviour is seen to be threatening. 

· Hospital staff

The representative stated that staff should take particular efforts to listen to what the parents, spouse, partner or carers have to say to inform the treatment and care of a patient with autistic spectrum disorders.

· Visits

Bryson House stated that when the Commission is undertaking un/announced visits, they should try to see as many patients as possible and allocate sufficient time to visits. The Commission should ensure that when they see patients they do so without the presence of staff if at all possible. The Commission should engage with users, staff, family and friends and carers. The representative suggested that the visits could be extended over a week, arguing that the Commission’s emphasis should be on the quality of visits as opposed to their quantity.

· User Involvement 

The representative also stated that the Commission should seek to engage with those who have been through the system. It was suggested that an independent person could be brought in to consult with users when staff are not present to ensure their needs are being met. 

This section highlighted a number of needs of patients on the basis of their disability. In conclusion, it would appear particularly important for the Commission to seek information on the extent to which:

· staff receive training on the needs of people with learning disabilities

· Trusts proactively seek to identify dual-diagnosed individuals within the hospitals and verify that all suitable mainstream avenues were exhausted before their admittance to hospital

· hospitals are signposting to other support services – the availability leaflets and posters on the wards regarding support services

The Commission could moreover collect qualitative information from users, staff, family etc and include this within their review of hospital and community facilities.

Ethnicity

Secondary sources indicate that prevalence rates of mental disorders vary substantially by ethnic group. It is important to note that differences emerge not only between whites on the one hand and members of black and minority ethnic (BME) groups on the other. The literature stresses substantial variation also between individual BME groups.

Existing research draws much attention to the fact that people from African Caribbean backgrounds are far more likely to be diagnosed with schizophrenia, about 3 to 5 times in fact (Mental Health Foundation 1999; Bahl and Bhugra 1999; Bahl 1999; Thornicroft 1999; Mclean et al. 2003). The divergence of prevalence rates is even more pronounced when the factor age is taken into consideration: younger African Caribbean males are up to 14 times more likely to be diagnosed with schizophrenia than their white counterparts.

On the other hand, lower rates of minor psychiatric disorders are reported for people from African Caribbean backgrounds than for other ethnic groups (Mental Health Foundation 1999). Similarly, they were found to suffer less from mental health problems associated with alcohol abuse (Cochrane 1999), which has in parts been ascribed to a greater religious observance. Alcohol related problems, however, feature more prominently amongst people from some Asian backgrounds. Herein, the gender of an individual plays an important role: Indian men display particularly high rates of mental health problems associated with alcohol abuse.

The Mental Health Foundation (1997, 1999) notes lower prevalence rates of mental illness for people from Chinese backgrounds than other ethnic groups. The Foundation argues that while some commentators have ascribed this to stronger community networks and support mechanisms, serious concerns must be raised as to the presentation of individuals with mental health problems to the health service. It is thought that instances of mental ill health are significantly under-recorded, in parts due to the greater stigma attached to it within the Chinese culture(s) and the resulting reluctance to seek help from the statutory sector (Yeung 2004, 2005).

This argument was clearly endorsed by discussions with voluntary sector organisations.

The Bamford Review of Mental Health and Learning Disability (Northern Ireland) (2005b) states that people from BME backgrounds will have differential needs related to their cultural uniqueness, minority position and often their status as a recent immigrant. Their background will affect the expression and perception of their mental illness as well as their coping mechanisms and that of their family and cultural group. People from BME backgrounds are especially vulnerable to stigmatisation, racial stereotyping, discrimination and social isolation which will have an effect on their mental health.

The literature as well as the discussions also highlighted concerns with regards to the cultural competence of staff. Health and care professionals are often seen to lack in understanding of the particular social and cultural background of people from BME backgrounds. The key factors here are personal attitudes, professional skills and competencies and an awareness and appraisal of cultural norms. More needs to be done to increase the sensitivity of staff to these differences which suggests an area of professional development for mental health professionals (Bamford Review of Mental Health and Learning Disability (Northern Ireland), 2005b & 2006b; Mental Health Foundation 1997). Moreover, too little effort is arguably made to engage with carers of BME patients.

These concerns also become manifest in lower rates of satisfaction with mental health services recorded in ethnic minority patients (Mclean et al. 2003) and perceptions of an utter lack of power once a patient is detained (Bahl 1999). Sashidhran (1999) argues that issues of dominance, coercion and control are experienced more acutely by black patients in institutional settings throughout practices and procedures (including diagnosis, hospital admission and treatment).

Such perceptions are compounded by any experience of outright discrimination and institutional racism in care settings, which in turn means that some patients from BME backgrounds find their beliefs, values and experiences treated as inferior or in fact deviant from the ‘mainstream’ (Lloyd and St. Louis 1999).

On a related theme, a project has also flagged a ‘circle of fear’ existing between BME service users – specifically those from African and Caribbean backgrounds – and mental health staff (The Sainsbury Centre for Mental Health, 2002). It is argued that people from these groups seek help late due to fears that mental health services will harm them. Furthermore, mental health staff are afraid to openly discuss issues surrounding race and culture and have a disproportionate fear of potential violence from black service users. This fear may affect risk assessments and decisions on treatment (see below regarding treatment plans) and the use of more coercive responses. This leads to a vicious circle whereby users are less likely to seek help thus increasing their chances of experiencing a personal crisis and therefore exhibiting disturbed behaviour which in turn feeds staff fears and so on.

A representative from the Multicultural Resource Centre stated that Trusts should therefore have anti-racism policies in place that both staff and patients are made aware of. It was also thought that posters, which reinforce that racism will not be tolerated, should be prominently displayed. In a similar vein, the literature calls for training to be delivered to staff to foster cultural awareness and competence (Yeung 2004, 2005). It is also suggested that staff are provided with resource packs and contact details for voluntary sector organisations which represent individual ethnic groupings.

Inequalities stemming from a lack of cultural competencies and individual instances of outright discrimination by staff are exacerbated by the fundamental problem of language barriers. Both the literature and discussions with Section 75 groups emphasised the need for improving communication and information including involving interpreters and translators in the provision of services (Bamford Review of Mental Health and Learning Disability Northern Ireland 2005b).

Various voluntary sector organisations questioned to what extent the current ethnic profile of staff is conducive to meeting the needs of patients from BME backgrounds. A representative from the Multicultural Resource Centre stated that staff, including the Commissioners, are from a white male majority background, which can be a barrier in itself. Indeed, a representative from the Indian Community Centre stated that individuals might feel uneasy when opening up to a stranger.

Consequently, it was suggested that service providers increase their efforts in attracting individuals from ethnic minorities into mental health care professions and posts, a call echoed in the literature (La Grenade 1999; Bamford Review of Mental Health and Learning Disability (Northern Ireland), 2006b).

The literature also points to the importance of access to support services and networks to complement services provided in the hospital setting. The particular importance of access to opportunities for practicing religion has been noted as well as access to church-based networks (Bhui and Bhugra 1999, La Grenade 1999).

Finally, representatives from voluntary sector organisations also stressed that individuals from ethnic minorities may not have any next of kin, family or social support and are therefore completely reliant on the care and advice of mental health professionals. A representative from the Indian Community Centre stated that where necessary an advocate should be involved, preferably from their own cultural background. Advocacy services should be appropriate and sensitive to the needs of people from BME backgrounds (Bamford Review of Mental Health and Learning Disability (Northern Ireland) 2005b).

It would follow that, in order to safeguard the interest and promote the well-being of individuals from BME backgrounds, it would be crucial for the Commission to seek information on the extent to which:

· staff receive training in both cultural competence and anti-racism

· staff are provided with information resources and access to community networks

· written information materials are provided to patients in translation and interpreters are accessed

· patients are provided with access to community support networks

· Trusts monitor the ethnic make up of their staff.

Finally, the findings give further weight to the earlier call for the Commission itself to encourage members of BME groups to serve as Commissioners.

3.3
Review of Improper Detentions

As previously stated, another function of the Commission is to review cases for potential improper detention by monitoring all forms relating to a detention.

In 2007/2008, the MHC detected 19 cases or 2.6% of improper detentions, a marked decline from 52 cases or 6% of detentions in 2002/2003.

In most cases, the check of the relevant forms submitted to the MHC showed that either the date had been entered incorrectly or that the full name of the patient had been spelled incorrectly. In some cases, a wrong name for the patient had been entered. Upon further scrutiny the Commission established that these mistakes were likewise due to carelessness on the side of staff completing the forms rather than constituting cases of mistaken identities.

A third type of improper detentions were due to the timelimits specified by the legislation not being adhered to. Again, the further analysis showed, however, that these were due to wrong counting mechanisms rather than substantial delays in the assessment of patients.

The gender balance of all cases of improper detentions– the only Section 75 category that is recorded on the forms – is fairly even: 9 individuals were male, 10 female, which does not suggest any differential impacts arising in this respect. Moreover, it may be concluded that people from BME backgrounds may be more likely to be represented amongst those patients improperly detained on the basis that their names are misspellt.

The following section offers several findings, indicative of differential needs and experiences across various groups. Several suggestions emerging from the sources as to how any identified barriers might be overcome are likewise listed.

Gender

The literature revealed a number of gender differences, which may have implications for the review of improper detentions.

The literature suggest that there appear to be gender differences in the use of the Mental Health Act (MHA) in England (Ramsay et al., 2001). For instance, under part II of the MHA, the number of males and females likely to be detained are comparable (Bartlett & Hassell, 2001). However, women are more likely to be voluntarily detained whilst men are more likely to be involuntarily detained.

It has been suggested that this may be due to a differential, gender-based interpretation of behaviour rather than differences in behaviour itself. Bartlett & Hassell (2001) argue that the behaviour of men and women is interpreted differently by forensic professionals. For instance, when a label of ‘psychopathic disorder’ is applied to women it usually refers to anti-social behaviour that needs to be treated but in men needs to be punished (Bland et al., 1999 cited in Bartlett & Hassell, 2001).

Moreover, while the total number of patients being detained under the MHA has increased, this has been at a much slower rate in women than in men (Ramsay et al., 2001; Thompson, Shaw, Harrison, Verne, Ho & Gunnell 2004). Similarly, with regards to Northern Ireland evidence emerges that, since 1981, the occupancy rates for males have been rising at a faster rate than for females (Prior & Hayes, 2001). Indeed, more men were involuntarily detained than females in Northern Ireland in 2003 NI Psychiatric Census, (2003).

The research moreover reveals that young men but less so young women are becoming increasingly prominent in mental health facilities. In the older age cohorts, however, the number of female patients is increasing while the number of men is decreasing (Prior & Hayes, 2001). Gender differences, therefore, are age-dependant.

The only suggestion to emerge from the literature with regards to detentions was that staff should talk more to patients, to reduce the fear and anxiety that accompany hospitalisation (Johansson & Lundeman, 2002). It is emphasised that staff should promote the positive side to care for all individuals, which will help individuals to feel valued and cared for. It would also help foster a realisation that the treatment is for their benefit. They suggest that this might be achieved through posters, leaflets, giving patients (where appropriate) permission to go out and being clear in the utility and purpose of coercion used in their treatment.

The findings from the literature would indicate a need for collecting more information to allow taking a closer look at the basis of an admission. To this end, it may be important for the Commission to consider demanding further information to be recorded on the forms, given the prevalent practice of recording an absolute minimum of information on prescribed forms. 

Age

The literature suggests that age modulates the gender differences observed between men and women regarding mental health bed occupancy. For instance, occupancy rates for women aged 65 years and over have increased but decreased for men (Prior & Hayes, 2001). Conversely, they have dramatically decreased in women aged 15-24 years but increased in their male counterparts (Prior & Hayes, 2001). 

Furthermore, George (1990) highlights that some researchers argue that the criteria for diagnosing psychiatric disorders may not be age-fair, i.e. not be valid for older individuals (George, 1990). Hence, the degree to which the diagnosis of older patients, which in turn forms the basis for any decisions on their detention, takes sufficient account of the age of the patient may be questionable.

A representative from Age Concern stipulated that the Commission should therefore ensure that the people who deliver the care and are responsible for making decisions around detentions have the appropriate specialist knowledge and understanding of older people and the specific issues involved in diagnosing psychiatric disorders. 

Given these needs, it would appear advisable for the Commission to seek information on :

· whether the criteria used for diagnosing disorders are age fair and appropriate for the patient considering her/his age

· the extent to which doctors responsible for carrying out assessments are trained to take on board older people’s needs.  

Again, this will only be possible if service providers are required to elaborate on their diagnosis in the forms.

Sexual Orientation

In relation to England, the literature argues that the prevalent practice of overlooking partners when the Mental Health Act is used appears to have particular adverse impacts for people from LGB backgrounds (Bartlett et al., 2002). This raises issues around the appropriateness of the key role assigned to families in initiating a detention of these individuals, particularly if there is evidence of familial rejection. 

Furthermore, it is argued that LGB partners are not treated on an equal basis when patients are detained. This can be seen in the recording of “next of kin” in the patient notes, which denies the fact that (same-sex) partners may in fact be the more important person to be involved.

Bartlett et al. (2002) therefore argue that same-sex relationships should be treated in the same way as heterosexual relationships for the receipt of mental health services. Where applicable, partners should be consulted.

With these needs in mind, the Commission might find it particularly important to lobby for similar changes to the Mental Health Order which would acknowledge the role of partners, same sex partners in particular, in the detention of patients. 

This is echoed in the Bamford Review of Mental Health and Learning Disability (Northern Ireland) (2006b) which states that the role of the nearest relative should be discontinued and that authorities should instead provide information to and consult with a person named by the patient. It must be stated that the Bamford Review‘s recommendation is aimed more generally at all admissions rather than only at individuals from LGB backgrounds.

Disability

Research in Canada indicates that diagnosing mental illness in people with a developmental delay poses particular challenges and that such disabilities are often misdiagnosed or, if diagnosed, not treated appropriately (CMHA; 2005). There it is argued that clinicians are given limited training and are not experienced enough to make accurate diagnoses. For instance, up to 30% of individuals with learning disability can have physical problems, the discomfort of which can in turn present as behavioural problems and lead to misdiagnosis (Lindsey, 2002). 

There is further evidence that some neurological conditions have been misdiagnosed as mental illness (Morris, 2004), which has serious ramifications in relation to improper detentions. For example, Shulman argues that (Shulman et al., 1995 cited in Morris, 2004) Niemann-Pick disease (i.e. a group of diseases affecting a person’s metabolism) has been diagnosed as schizophrenia. 

Representatives identified a number of further problematic issues:

· lack of appropriate accommodation 

A representative from Autism NI highlighted that some individuals reside in secure environments simply because there is nowhere else to release them. The representative argued that this could exacerbate problems since individuals with autism are very vulnerable to peer pressure. They can thus end up learning destructive behaviours, which feeds into the cycle of their own unusual presentation. The representative stated that the Commission should ensure that Trusts have a policy in place which requires staff to obtain information on an individual’s developmental history. Moreover, the Commission should scrutinise the extent to which Trusts implement a separate programme of care for individuals with autism (Autism NI).

Supplementing this information, it was thought that the needs of vulnerable people (e.g. those with limited speech) should be taken on board and met (e.g. by bringing in interpreters). Furthermore, the individual should be allowed to involve an advocate of their choice.

In light of these findings, it appears paramount that the forms provide evidence that doctors have considered the developmental history and any needs based on a patient’s disability. It would moreover be important for the Commission to seek information on the extent to which:

· the Trust has developed and implemented alternative programmes of care for different illnesses
· the Trust has developed a requisite induction programme that staff must complete when a new/returning patient is brought in. This might include a section where the staff member notes whether or not an interpreter was necessary and if so that they were used and that the individual was given the choice as to determining an advocate.
Ethnicity

Research in England has found that people from some BME groups, African Caribbean and Asian in particular, are significantly more likely to be compulsorily admitted to psychiatric hospitals, stay longer and be detained under the Mental Health Act (Mclean et al. 2003; Bahl 1999; Thornicroft 1999; Department of Health, 2007) than their white counterparts. For example, in England black people (Caribbean, African and black/white mixed heritage) are three times as likely than average to be admitted to a psychiatric hospital and eight times more likely to be in high security hospitals. In Scotland in 2001, people of African origin made up one-third of ethnic minorities being compulsorily detained despite their share of the total ethnic minority population being only some 10% (Healthcare Commission, 2006; Disability Rights Commission, 2005).

Various authors have questioned whether this can be ascribed to genuine differences in morbidity, suggesting instead that the interpretation of an individual’s behaviour in the course of a diagnosis by health professionals plays a key role. Bahl (1999) argues that doctors involved in the assessment of a patient often lack in understanding of the cultural and religious context in which symptoms are presented. In a similar vein, Mclean et al. (2003) maintain that cultural stereotypes may influence the way patients are viewed by health and social care professionals, leading to African Caribbean patients being more likely to be viewed as ‘dangerous, threatening or irrational’.

Similarly, interviewees in the Northern Ireland context pointed to cultural differences in the way that individuals express themselves and subsequently, the manner in which their behaviour is interpreted. The example given referred to an individual that is depressed who may be perceived by staff to be uncooperative. Cultural differences can therefore have implications in relation to a detention.

Representatives from the Multicultural Resource Centre and the Indian Community Centre stipulated that staff should receive cultural awareness training so that they do not misinterpret a person’s behaviour or make assumptions about their needs or experiences. It was recommended that service providers liaise with voluntary sector organisations to arrange training for doctors and nurses where necessary.

The findings suggest that there may be a need for doctors to be required to demonstrate in what ways she/he has taken account of the ethnic identity of the patient in the diagnosis.

Moreover it would appear important for the Commission to seek information on the extent to which Part II and Part IV doctors have received specialist training with regards to the diagnosis of ethnic minority patients.

3.4
Review of Drug Treatment Plans

A further function of the Commission pertains to the review of all drug treatment plans for patients detained longer than three months.

As will become clear in the following section, there are obvious linkages with issues raised in the previous discussion of the Commission’s review of improper detentions, stemming mainly from equality issues pertaining to the diagnosis of patients.

In 2007/2008 the Commission reviewed a total of 384 treatment plans. Seven of these (1.9%) were queried with the relevant Trust’s Responsible Medical Officer, which constitutes a substantial decrease over recent years (2002/2003: 4.4%). The queries related to the use of a particular drug or its dosage. These cases were thereafter found to be acceptable to the members of the Commission’s Medical Panel.

As in relation to improper detentions, the gender balance of the queried reports was fairly even (4 female, 3 male). No further Section 75 data is recorded on the treatment plans by Trusts.

The Bamford Review of Mental Health and Learning Disability (Northern Ireland) (2006b) draws particular attention to the issue of advocacy, which is of relevance to the Commission’s work in relation to treatment plans and beyond. It states that advocacy services are poorly distributed in Northern Ireland. A conflict of interest also exists because health and social care staff often act as advocates and therefore more independent advocacy services are required (see also NICCY 2004).

The Review makes it clear that people with mental health problems should be able to choose whether they want advocacy, and if so they should be able to choose the model of advocacy that best meets their needs. Particular consideration should be given to “the principles, procedures and models of advocacy available to individuals who may not be able to exercise this choice” (p. 43). The Review also makes it clear that advocacy services should reflect the diversity of service users in their make-up. 

The Bamford Review also identified barriers to patients exercising their rights (2006b). Assumptions are routinely made about patients’ capacity, often out of ignorance, prejudice or a lack of information and understanding of their condition. Likewise, patients may need extra support to be fully aware of their rights and this is hampered by the fact that they are often not published in accessible formats. This gives staff in the mental health services and inter alia the Commissioners a key role in helping patients to be fully aware of their rights. 

Furthermore, the Bamford Review (2005b) states that the choice of treatment should be made jointly by the clinician, the patient and, where appropriate, the patient’s advocate or carer. Therefore information needs to be provided in an accessible format and/or conveyed in an accessible way to service users and their carers and/or advocates. The comments in the ‘Experts by Experience’ section in the same report demonstrate that there is much work to be done. It states that negotiation and participation of patients in treatment plans is rarely encouraged or facilitated. 

This connects to a more general point about information for mental health service users. The Bamford Review (2005b) makes the point that access to information is often problematic and information is not conveyed in a clear and simple manner to users and their family and friends. This causes distress and therefore greater effort should be made to provide accessible information about services, choice of services and specific interventions and crisis arrangements. Again comments by the experts by experience back this up as they note that information about medication is often in an inappropriate manner or deliberately withheld. This, couple to the fact that there is little effort made at engaging patients in treatment plans, leaves them ”feeling at best disempowered and at worst resentful” (p. 224).

Involuntary admission procedures need to be clearly explained to the patient as well as family and friends and all those involved should identify themselves.

This links to another concern of the ‘Experts by Experience’ – the issue of consent. For consent to be freely given there needs to be full information and no intimidation if patients refuse a treatment. In a MIND survey only eight respondents had access to an independent advocate before making a decision about their treatment and 73% could not remember being given any information about potential side effects (Pedlar, 2001). The experience of peer advocates suggests that alternatives to ECT are rarely offered.

Gender

The literature highlights a number of gender differences, including the diagnosis, presentation, treatment and outcome of mental illness that may have implications for the Commission’s work.

The literature suggests that gender differences may exist in the diagnosis of mental illness (Ramsay et al., 2001), which may subsequently influence the type of treatment that is offered. For instance, doctors are more likely to diagnose depression in women than in men (MIND, 2005). 

Variations in the presentation of mental illness suggest that there may also be differences in response to drug treatments. Such variations may be attributable to hormonal differences and changes (Ramsay et al., 2001; Romans, 2000). Moreover, Goldstein et al. (2002 cited in Rossler et al., 2005) found that men need higher doses of anti-psychotic drugs.

Romans (2000) states that women are prescribed more and thus take more drugs than men and are likely to experience more side effects therefore. Riecher-Rossler (2003 cited Rossler et al., 2005) found that certain anti-psychotic drugs could result in gender-specific side-effects and, vice versa, that their effectiveness is influenced by the gender of the patient. Indeed, during discussions, a representative from RETHINK stated that anti-psychotic medication could have more physical side-effects for females than for males. The literature reveals that complex issues also need to be considered when prescribing drugs during pregnancy and lactation (Romans, 2000).

In relation to males, the literature suggests that the higher likelihood of a concurrent use of alcohol or other substances needs to be taken into consideration due to their impact on the effectiveness of the medication (Rossler et al., 2005).

It would follow that it may be key for the Commission to require doctors prescribing medication to explore and note the potential for side-effects on the patient’s treatment plan.

Furthermore, it would appear important that the Commission seeks information on training plans to establish whether or not staff receive awareness training to address negative and stereotyping attitudes that may influence the diagnosis of a patient.

Age

The collected data suggests that age differences may have an important impact on the treatment plans of detained patients.

It has been argued that mental illness has been regarded as an inevitable consequence of ageing (NHSSB 2002 cited in DHSSPS 2005). Similarly, is the Mental Health Foundation points to a limited understanding of dementia, resulting in delays in its diagnosis and a failure to provide adequate and timely treatment (The Mental Health Foundation, 1999). Livingston, Manela & Katona (1997, cited in The Mental Health Foundation, 1999), for example found that 90% of older people who presented to health and social services were not treated with the appropriate drugs.

Anti-depressant medication is the most commonly prescribed medication in older populations but their effects can be compounded by age-related changes, which can in turn lead to a medication accumulating in the body (MIND, 2005). Older men for example, experience hormonal, physiological and chemical changes (‘male menopause’), which can affect their mental health (MIND, 2005) and subsequent treatment. Usually this begins between 40-55 years but it can start as early as 35 or as late as 65 years (MIND, 2005). 

Representatives also raised concerns with regards to the issue of consent to treatment. A representative from Age Concern stated that there is an assumption that older people do not have the capacity to understand and therefore are not provided with any information on the treatment. Age Concern argued that hence consent is often assumed by professionals rather than actively provided by patients. This has important implications since individuals may then be given treatment that they have not consented to.

As regards alleviating these perceived differential impacts, the representative from Age Concern provided a number of suggestions:

· capacity

It was argued that particular efforts should be undertaken to thoroughly assess a patient’s capacity to consent. The Commission should ensure that an in-depth assessment has been carried out.  

· advocacy services

The representative stated that in cases where patients may lack in the capacity to consent, independent advocates could be involved to ensure that patients and carers understand so as to facilitate informed consent. During the discussions, a representative from Mencap also stated that there is a need for “an independent voice” on issues regarding consent as opposed to taking only the doctor’s views into consideration.

· complementary treatments

It was suggested that the use of complementary therapies should be explored in conjunction with their medication.

· unannounced inspections of medications

Finally, the representative also stated that unannounced inspections should be carried out to review medication regimes and treatment cards to ensure that medication is not used as a restraint.

Given these perceived needs, it would seem crucial that the Commission considers:

· requiring doctors prescribing the medication to record that they have considered the potential for side-effects due to hormonal changes and 

· requiring doctors to record their assessment of the capacity of the patient and indicating the outcome 

· seeking assurance that the hospitals involve an advocate in cases of incapacity and that this is noted on the treatment plan

· requiring doctors to provide information on the extent to which complementary therapies were offered

· conducting unannounced inspections of medicines cabinets.

For child and adolescent patients the Bamford Review of Mental Health and Learning Disability (Northern Ireland) (2006a) recognises the importance of using carers’ expertise in shaping individual treatment plans against the fact that some participants in the Review felt that they were not consulted or listened to during their treatment or the treatment of their children. Many also feel that they are not provided with enough information about the range of services available for their child (NICCY, 2008). Mental health professionals are also concerned at the lack of consultation and participation of children in their assessment and treatment and there is evidence to show that children with disabilities have not been offered support in expressing their views (NICCY 2004 & 2008). It is also important to recognise the legal persona of the child or young person so as not to undermine their protection and thereby reducing them to objects of intervention (O’Rawe, 2003). NICCY (2004) notes that the education curricula of health professionals often does not include children’s rights, or at best covers them in an inadequate fashion.

It is argued in the literature that information and advocacy services for children and young people are very underdeveloped in Northern Ireland. For example, about one-quarter of the Trusts purchase advocacy services from third parties such as Bryson House or the Cedar Foundation but the majority of these services are for those over the age of 16 and are not available for children (NICCY, 2008). Children younger than ten years old are usually content with their family acting as advocates (NICCY, 2008). Children with educational difficulties, those from a BME background, including from the Traveller Community, those with complex needs and those in psychiatric care all face significant gaps in provision of advocacy services. Specific independent advocacy services are needed to plug these gaps and children may need additional support in order to access advocacy services (NICCY 2004 & 2008).

Dependents

Growing concerns over the side effects of treatments may also have ramifications for people with dependants. Research undertaken in Australia points to concerns that such side effects could have damaging consequences, interfering with the parent’s ability to carry through agreements about the child and their care, for instance on discharge (Sheehan & Levine, 2005). It has been argued that this has left child protection services there apprehensive over the consequences of parental mental illness (Sheehan & Levine, 2005). 

Researchers have also raised concerns over the effects of both prescribed and illicit drugs on the foetus of women with mental illness (Cohen et al., 1989, cited in Howard, 2000). They also note that reducing medication could lead to a relapse (Howard, 2000), which in turn could create additional problems in terms of making satisfactory child care arrangements (Howard et al., 2001). 

It may be concluded that these findings underline the need for the Commission to require the prescribing doctor to record the way in which she/he has considered the potential for side-effects and possible levels of their severity.

Disability

The literature argues that the most frequent form of treatment is medication with a full range of psychiatric drugs used even though psychosocial models are well developed (Royal College of Psychiatrists, 2002; MIND 2005). Most often, major tranquillisers are used to treat challenging behaviour. Furthermore it is argued that they are at times used excessively and with complete disregard for their appropriateness. Indeed, some representatives voiced concerns that medication can be used as a ‘chemical straightjacket’ with individuals being given high doses of medication to calm them down. A representative from Autism NI stated that there is a need to monitor the suitability and the side-effects of medication. The literature also points to the need for providing information to the young person and their parents as to why a certain medication is being prescribed and its side-effects (Foundation for People with Learning Disabilities, 2006). A representative from the Alzheimer’s Society stated that the Commission should talk to carers to ensure that patients are not being over-medicated, as they will be able to comment on changes in their behaviour. The representative also stated that Commission should inform carers to be wary of potential over-medication and to ask for reviews of treatment plans when in doubt. 

Research indicates that any practices of over-medication will have a particularly negative impact on people with a learning disability, given that their behaviour is more likely to be interpreted as challenging. Qureshi (1994 cited in Morris, 2004) has moreover argued that their particular communication needs largely remain unmet in an institutional setting, which in turn can cause them to react in unorthodox ways. As a result, they are often prescribed anti-psychotic drugs to deal with the behaviour with little recognition of the fact that this may be a reaction to the situation that they find themselves in.

Moreover, an inherent assumption that individuals with learning disabilities will not benefit from “talking therapies” has been noted (Foundation for People with Learning Disabilities, 2005; Mencap, 2005). The Bamford Review of Mental Health and Learning Disability (Northern Ireland) (2005b) also states that individuals should have access to a range of therapeutic resources based on need. This, of course, applied not only to individuals with learning disabilities but also more broadly to all patients. Research has shown the relatively poor development of therapeutic treatments in Northern Ireland as well as deficiencies in social provision (McGlennon et al., 2003; MHA Village, 2000;). The Bamford Review asserts that access to such treatments must be improved.
It is thought, however, that many people with a mild learning disability can benefit from psychological treatments (Mencap, 2005). Mencap argues that they should thus be made available to people with disabilities. In addition, other forms of treatment should be offered such as occupational, art therapy, relaxation training, and social skills training as these are thought to particularly benefit people with a learning disability (MIND, 2005).

Those who seek talking-treatments may experience increased distress if they are turned away. The literature also indicates that not all counsellors will be trained to meet the needs of people with a learning disability (Morris, 2004; MIND 2005).

There is also a call (Foundation for People with Learning Disabilities, 2006) for assessments to be carried out by observing families in familiar settings rather than always in clinical environments.
Representatives identified a number of further barriers that disabled patients may experience. A number of suggestions as to how these barriers might best be relieved are also noted:  

· communication
From the discussions it was noted that there are communication problems inherently connected with some disabilities. It was stated that doctors frequently tend to be unaware of these impairments, which create particular difficulties for any face-to-face communication. This in turn would have serious implications for any attempt to ensure informed consent by patients. Providing advocacy for patients with limited communication methods requires the building up of a trusting relationship, therefore it is a long-term commitment to advocate on their behalf (NICCY, 2008). There is also research to show that the parents of children with disabilities may not be the best advocates for their children (NICCY, 2008).

The representative from the Alzheimer’s Society stated that since short term memory is often affected first in the progression of the illness, individuals in the early stages of dementia would need to be reminded on a regular basis what their medication is for as the individual would lack the capacity to remember details on a longer-term basis.

· lack of information

A representative from Bryson House stated that individuals are not given sufficient and/or appropriate information as to why they are on certain medications. 

It was thought that individuals should therefore be informed and given constant reminders as to what their medication is for. They suggested that an independent advocate may be brought in for this purpose.

· staff knowledge, diagnosis and treatment

A representative from Autism NI stated that there is a lack of education on autistic spectrum disorders and that staff knowledge is actually very poor. It was noted that Asperger’s Syndrome is not readily recognisable resulting in problems for diagnosing individuals. Indeed, instances were referred to where the behaviour of individuals with Asperger’s Syndrome was misinterpreted and inappropriate treatment and medication were given as a result. 
A representative from the Alzheimer’s Society stated that not all individuals suffering from the dementias will have equality of opportunity regarding anti-dementia drugs. 

The representative from Autism NI stated that it would be important for Trusts to have a policy in place which states that when a person is diagnosed with autistic spectrum disorder, they need to see a psychiatrist with a proven track record in the disorder.

The Alzheimer’s Society stated that this is also an issue for the dementias and Alzheimer’s and staff should thus receive training on these disorders. Furthermore, it was argued that where advanced statements (i.e. a statement of the treatment an individual wishes to receive, made prior to the individual’s loss of capacity) exist care should be taken that they are enforced.

A consultee from Disability Action underlined general concerns with regards to a limited understanding that mental healthcare professionals are perceived to have of physical, sensory, hidden, and learning disabilities.

· complementary therapies & activities

A representative from the Alzheimer’s Society stated that some staff may be set in their ways and not open to alternative therapies, which may be complementary to the medication. 

The representative stated that potentially useful complementary therapies could be promoted to staff through information sheets or through information on how to access the websites of voluntary organisations so that individuals are enabled to make their own informed decision. 

Bryson House also stated that complementary therapies should be explored further. It was maintained that if the person is capable, they should be asked if they would like complementary therapies and they should be involved in as far as possible in their own treatment plans. The representative suggested that there is a specific need for stimulation and activities that promote mental welfare such as aromatherapy or art therapy. The representative also suggested that posts, which deal with diversional work therapies, could be created. 

· champions

The Autism NI representative suggested that a psychiatrist in each Trust or Board who has an interest in autism should be appointed to champion their needs.

· Information

Autism NI also suggested that when communicating information to patients, it should be in a written or pictorial format. A consultee from Disability Action likewise pointed to the need to ensure availability of sign language interpreters.

It would appear significant that the Commission, in light of these findings: 

· requires doctors to demonstrate in treatment plans that they have considered the particular side-effects of the medication given to individuals with a disability

· requires doctors to record that “talking therapies” and other alternative therapies (e.g. occupational; art; relaxation therapies or social skills training), if appropriate, were considered and offered to the patient with a disability

· raises with Trusts the need to define core competencies that consultants and other health professional have to possess when working with individuals with learning disabilities

· promotes as good practice that a psychiatrist in hospitals acquires expertise in autism to champion the needs of individuals

· requires hospitals to demonstrate that they provide core information on treatment to patients in written and alternative formats for individuals with a disability and employ sign language interpreters as necessary

· requires hospitals to ensure that patients are given constant reminders as to what their medication is for.

Ethnicity

The literature as well as the discussions with voluntary sector groups highlighted a number of issues which indicate that members of BME groups may be treated differently in a mental health care setting. Again, this is in parts closely linked to differences in diagnosis as noted in the previous section.

Research (La Grenade 1999; Bhui and Bhugra 1999; Mental Health Foundation 1999; Bahl 1999; Healthcare Commission, 2005) has found that people from African Caribbean backgrounds are more likely to receive stronger forms of treatment (i.e. physical treatment such as medication and ECT) than other therapies. The ‘circle of fear’ noted above in relation to the review of hospital and community facilities can also skew risk assessments and treatment plans towards a reliance on medication as well as responses based on restraint or coercion. Access to psychotherapies and counselling has been noted as particularly poor.

Bhui and Bhugra (1999) and Mclean et al. (2003) moreover cite clinical evidence which indicates that some ethnic minorities receive higher dosages of drugs and ECT. At the same time, they note that little research has been carried out as to the pharmacological issues involved i.e. whether there is an actual need for higher dosages to be prescribed.

This practice contrasts sharply with the particular needs of patients from BME backgrounds. As Sashidharan (1999) vividly illustrates physical approaches to treatment tend to be perceived by people from ethnic minority backgrounds to be rooted in Western traditions and hence are experienced as inappropriate and not conducive to meeting their needs. It is argued that holistic and non-medical approaches to treating mental health problems are even more important for patients from BME backgrounds (Bhugra 1999; Mental Health Foundation 1999).

This argument was endorsed by representatives from the Multicultural Resource Centre who stated that staff need to be aware and recognise that medication may not be the primary treatment method within every culture and should therefore be open to alternative methods. Interviewees stated that alternative therapies should be made available.

A representative from the Indian Community Centre moreover underlined the importance of communication in relation to treatment: it should be discussed with both the patient and the family. Herein, service providers should pay particular heed to addressing any language barriers. They also suggested that trained interpreters should be used at all times. Indeed, a representative from the Multicultural Resource Centre stipulated that it should form part of a policy: staff must use a trained interpreter when interacting with individuals whose first language is not English.

Interviewees stated that information on medication and its purpose should be written down and given to the patient or if they are too ill, to their next of kin/carer, so that they can refer back to it. This information should be available in different languages and different formats.
It may be concluded that it is important for the Commission to:

· pay particular attention to information on the dosages used in the treatment of BME patients and seek information on the rationale provided by doctors

· require doctors to evidence what efforts they undertook to obtain informed consent from BME patients (involving the use of interpreters)

· require doctors to evidence that appropriate information on the treatment has been provided to the patient (including the provision of translated materials).

3.5
Review of Untoward Events and Complaints

Another responsibility of the Commission is to review all untoward events – such as allegations of physical/sexual abuse, suicide and suspected suicide – as well as complaints.

In 2007/2008, 189 new cases of untoward events were brought to the Commission’s attention, which constitutes a slight increase in comparison to the previous year.

Unannounced visits to eight facilities were arranged at the request of the Commission because of concerns raised. One of the emerging issues had clear Section 75 implications: the Commission’s concern about the number of admissions of children to adult wards. 

The Commission recognises that on occasion there may be no alternative but to admit a child to an adult ward given the availability of beds for under 18 year olds. The Commission will always seek assurance that the DHSSPS guidelines have been applied in every instance.

The Commission likewise became aware of a number of instances, when acute beds for patients requiring admission to a facility have not been available locally or indeed elsewhere in Northern Ireland. The Commission is of the view that no patient requiring admission should ever be turned away and each facility must have in place contingency plans to manage occasions when beds are not immediately available. The Commission has expressed its concern to the DHSSPS on this matter.

The Commission reviews all complaints it receives about the provision of services by Trusts. During 2007/2008, these amounted to 10 cases. The nature of complaints varies substantially from practical issues such as a lack of access to personal funds and toiletry to the basis of detentions. The review process assesses the urgency of the case and the threat to the well-being of the patient involved. On this basis, the Commission decides on the course of action to be taken. Accordingly, some cases are referred back to the Trusts for local resolution. In other cases, they are referred back to the Trust while the Commission retains a monitoring role. In yet other cases, the MHC becomes directly involved.

The Commission assists patients who raise concerns regarding their detention with the MHC directly by advising them of the role of the Mental Health Review Tribunal in relation to challenges to the basis of a detention and/or by passing their correspondence on to the Tribunal. In other cases, in which the MHC has concerns about a detention (e.g. if an individual has been detained for a considerable time without access to an independent review), the Commission refers cases to the Tribunal without initiation by the patient.

Gender

The literature highlights a number of gender-based differences across the experience of untoward events and complaints.

Women can be subject to sexual and physical abuse in psychiatric wards, particularly if they are sharing wards with men who have a history of violence towards women (Bartlett & Hassell, 2001). Indeed, Cutting & Henderson (2002) provide several reports of sexual harassment including assault and rape by male on female patients. The National Patient Safety Agency recorded 19 alleged rapes and a number of other sexual assaults between November 2003 and the end of September 2005 in England and Wales (National Patient Safety Agency, 2006).

This would further endorse the call for women only areas such as sleeping areas, bathrooms or lounges to be put in place (Bartlett & Hassell, 2001). At the same time, the literature acknowledges that progress towards reducing the number of mixed hospitals/wards is also being made with the development of single sex wards and that provisions are being taken to provide safe environments (Bartlett & Hassell, 2001). 

However, a representative from NIAMH, whilst acknowledging the need for privacy, stated that according to his experience as an advocate individuals do not want to be completely segregated, that it would not ‘feel normal’ to them. The representative argued that what is important is that individuals are given the choice as to their own room or a same-sex shared room and that there is a communal area for patients to meet.

Gender differences also emerge in the presentation of untoward events such as suicide. For instance, studies consistently find that suicide is higher for men (George, 1990). Indeed, Ray, Borten & Colyer (cited in The Mental Health Foundation, 1999) stated that 75% of all suicides in the UK are by men. Northern Ireland reveals comparable figures in detained patients, with 69% of suicides by males.

The literature suggests that staff should promote access to confidential support services through telephone help lines (Men’s Health Forum, 2004 cited in DHSSPS, 2004), leaflets and posters.

The gender of an individual also appears to be an important factor in the way she/he attempts suicide. Young females are more likely to overdose to attempt suicide (Samaritans, 1998 cited in The Mental Health Foundation, 1999) whilst the most common method identified in males as hanging.

Neither the literature nor the discussions with voluntary sector organisations provided any indications of particular needs, based on the gender of a patient, in relation to complaints. With regards to untoward events, the needs identified in the literature permit several conclusions to be drawn in relation to the review role of the Commission: 

It would appear particularly important that the Commission considers seeking information on:

· what practices the hospitals have in place to promote privacy and safety 

· the extent to which hospitals are being proactive in their attempts to reduce suicide, in particular the degree to which patients are provided with access to other confidential support services through telephone help lines, leaflets and posters 

· the extent to which staff have been appropriately trained in risk management

Age

The evidence suggests that suicide accounts for a significant proportion of deaths in young and old men. Older men, particularly individuals aged 85 years and above (George, 1990), display some of the highest suicide rates in the UK (MIND, 2005). In 1995 in the UK 17% of all suicides were by people aged 65 plus (The Samaritans, 1998 cited in The Mental Health Foundation, 1999; Mental Health Foundation, 2003).

However, suicide is most common in those under 30 years of age (Harris & Barraclough, 1997 cited in the Samaritans 2004). It accounts for 20% of deaths in young people (Samaritans, 1998 cited the Mental Health Foundation, 1999; Mental Health Foundation, 2003).

This points to the fact that patients in specific age cohorts are at a particularly high risk of attempting suicide in a hospital setting.

A further issue raised during the discussions is that older individuals may not receive sufficient support in raising complaints. It was suggested that older individuals would be less likely to voice a complaint for fear of reprisal or not being taken seriously. 

A representative from Age Concern stated that they felt the Commission should ensure that people are aware of their right to complain and they should be supportive of the complainant. A representative from CAUSE stated that patients could feel vulnerable and critical if asked to comment on the staff or the facilities as they were dependent on them.

In a similar way, members of NICCY’s Youth Panel suggested that if the complaint or incident related to staff or another patient all involved should be asked as well as other patients/staff and advised the Commission to “make sure they know you’re taking their complaint seriously”. If patients are required to provide any information in writing, it was argued that the Commission should “make it simple to fill out and do”. During the course of any investigation, it was thought “important to keep in contact with the person who made the complaint to remind them that they have not been forgotten about and the problem is being dealt with”.

The findings thus highlight a number of age-related needs of individuals in relation to untoward events and complaints. It also emerges that age closely interacts with gender to predict risk of suicidal behaviour.

With regards to complaints, it might be important for the Commission to:

· specifically target older people in their efforts to promote awareness of their right to raise a complaint

· seek information in order to establish that they are in fact not subjected to any form of victimisation if they raise a complaint

· engage with voluntary agencies to establish how individuals should be made aware of their rights to complain and further ways of supporting them.

Marital Status

The literature points to a number of differences with regards to suicidal behaviour on the basis of a person’s marital status.

The review suggests that married men are less likely to commit suicide (Charlton et al., 1992 cited in MIND, in 2005). Indeed, the DHSSPS (2004) state that the largest proportion of suicide is in single males (36%), closely followed by married males (31%). Interestingly, divorced females displayed the lowest suicide rate (2%; DHSSPS, 2004). This has been linked to the fact that in the majority of cases it is the female partner who initiates a divorce.

These findings would suggest that marital status is likewise an important factor in predicting suicidal behaviour. The close interaction between marital status and the gender of a patient in relation to risk likewise becomes evident.

No evidence emerged from the collected data regarding differential needs or experiences on the basis of a patient’s marital status with regards to complaints. Nor does the literature or discussions with voluntary sector organisations highlight any suggestions how services could be adapted to meet the particular needs of any of the groups with regards to preventing untoward events. 

Nonetheless, the findings imply that it might be particularly important for the Commission to consider asking the Trusts to monitor a patient’s marital status. 
Sexual Orientation

LGB people have higher rates of suicide and attempted suicide than the general population (MIND, 2004; Jorm, Korten, Rodgers, Jacomb & Christensen 2002). Furthermore, it was found that the homosexual group scored worse mental health on the measure of suicidality than bisexual individuals. The literature provides evidence that suicide is a particularly prominent issue among young, gay men (Breitenbach, 2004).

Given this issue, it would appear significant for the Commission to seek information on the extent to which access to specialised counselling services is provided for LGB patients.

The research did not unearth any information with regards to any particular needs of patients from LGB backgrounds in relation to raising complaints.

Disability

The literature points to a number of differences across the experience of untoward events and complaints for people with a disability. 

Research in Canada established that people with disabilities are four times more likely to experience abuse, neglect or exploitation and sexual abuse is an area of particular risk (Canadian Mental Health Association, 1998). In relation to the UK, Morris (2004) also cites a number of studies which highlight higher levels of physical and sexual abuse and neglect among disabled children than among non-disabled children. She also points to evidence that indicates that disabled adults, particularly disabled women, are more vulnerable to abuse (Morris, 2004). This would suggest that people with a disability may also be more likely to experience violence in a hospital setting.

A representative from the Alzheimer’s Society underlined this concern, stating that there are reports of unacceptable force being used on patients by staff. The representative suggested that the Commission should carry out regular inspections of the behaviour of staff.

Representatives mentioned a number of suggestions as to how potential inequalities might best be alleviated, in relation to the review of complaints:

A representative from Bryson House stated that staff should be trained on how to identify when an individual is making a legitimate complaint and just venting frustration. Furthermore, the representative suggested keeping a service user focus in the process of dealing with a complaint. It was thought that the Commission should attempt to collect as much information as possible. 

A representative from Autism NI also stressed the importance of providing patients with appropriate information on how to raise complaints. Basic information on (a) the right to raise any issues and (b) how to do so should be placed in prominent areas to make individuals aware.

The representative from Autism NI also suggested that advocates could be involved in helping to raise issues/complaints. The representative stated that voluntary agencies ought to link up with hospitals and work together with staff. A representative from CAUSE, although agreeing with this, stated that the advocate should be independent and not employed by the Trusts.

There is also an issue regarding visits by the Commissioners. It has been noted in the literature that service users are often reluctant to complain or make their true feelings known to inspectors (Disability Rights Commission, 2006b). The main reason for this is a fear of being singled out as a troublemaker due to the fact that staff are often around when inspections are carried out.

Given the needs that emerged from the literature in relation to individuals with a disability, it may be important for the Commission in its review role of untoward events and complaints to examine:

· whether or not staff have received conflict-resolution training

· the extent to which Trusts have awareness raising measures in place to advise patients of their right to raise a complaint

· whether or not the Trust complaints policy outlines how it will support the individual to bring a complaint (e.g. interpreter support etc.)

· the degree to which information is provided in formats accessible to people with a disability.

Finally, it would appear significant that the Commission itself collects Section 75 data in relation to the complainants. The focus group discussions with the Commission’s administration staff also identified further training requirements at their end in terms of communicating with people with mental health needs and dealing with ‘difficult’ people in their role as a first port of call.

Ethnicity

The earlier discussion highlighted the importance of language barriers that people from BME groups may face in their interaction with service providers. It would follow that particular barriers also apply with regards to raising a complaint. This may be compounded by cultural differences such as a greater reluctance to express concerns or dissatisfaction, or different ways of doing so.

For both reasons, it would appear particularly important that advocates and interpreters are involved in supporting patients from BME groups in raising complaints. Again, it likewise seems important for the Commission to ensure that service providers issue information to patients in accessible formats about the right to express concerns and how to go about doing so.

Naturally, this would also necessitate a review of the Commission’s own information materials with regards to complaints.

It may moreover be significant for the Commission to engage even more closely with an individual complainant from a BME background to establish how she/he can best be supported.

4
CONCLUSIONS

4.1 Summary Assessment of Main Findings

In recent years, the Bamford Review of Mental Health and Learning Disability and individual pieces of research, many conducted on behalf of voluntary sector organisations, have begun to address a long-standing gap in relation to research specific to Northern Ireland. Overall, it is acknowledged that the quality of the data collected in the course of the assessment varies. At times, issues emerge from only one source. In other cases, evidence is anecdotal. Moreover, without conducting further original research one cannot ultimately be certain that issues identified by research conducted in England and beyond hold for Northern Ireland.
These caveats need to be taken on board but rather than dismissing the findings as ‘unreliable’ from a scientific point of view, Equality Commission guidance urges that each issue needs to be examined on its own merit. Ultimately, the assessment should be seen as an opportunity to put provisions in place that will contribute to safeguard from negative impacts arising.

The assessment has raised a number of issues pertaining to the potential for differential and adverse impact regarding the Commission’s services for people with mental health problems in relation to each of the nine groups (gender, age, marital status, religion, political opinion, dependents, sexual orientation, ethnicity and disability). They are based on differences in needs, access to and the experience of mental health services by individual groups under Section 75.

The groups that appear to be affected most by the policies are based on gender, age and disability. In the following, these findings are discussed in relation to their relevance across the four areas of work of the Commission:

· the review of hospital and community facilities

· the review of improper detentions

· the review of drug treatment plans

· the review of complaints and untoward events.

The findings in turn will form the backbone for the final conclusions: the proposed action points by the Mental Health Commission. First, however, identified barriers to accessing the Commission’s services are discussed.

4.1.1
Identified Barriers to Accessing the Commission and its Services
Voluntary sector representatives raised a number of issues that are seen to pose barriers for users and carers accessing the Commission’s services in general, regardless of their background:

· Evidence suggests that there is a lack of clarity surrounding the Commission, its existence, role and remit vis-à-vis service providers and other regulatory bodies such as the Mental Health Review Tribunal and the Regulation and Quality Improvement Authority. This is mostly ascribed to a lack of information available and a wider proactive dissemination of information more generally.

· The interviews and roundtable discussion also point to basic communication needs of particular groups of users and carers. There are indications that the needs of members of black and minority ethnic (BME) groups as well as people with a disability are not being met, due to a lack of information in alternative formats such as translations or audio and pictorial formats.

· There are moreover indications that the current profile of Commissioners as predominantly coming from white backgrounds and lacking in members from younger age groups causes concerns regarding perceptions of their approachability by some groups of service users.

4.1.2
Review of Hospital and Community Facilities
A key function of the Commission is to review the quality of treatment and care that individuals receive in the hospital and community facilities. There are indications to suggest that (1) needs in relation to mental health services are group-specific and (2) access to and the experience of mental health services results in a number of differential impacts across all of the nine groups. 

The data points to concerns regarding a lack of information provided to patients in writing on their treatment and care, the Commission and access to advocacy services. This conclusion is corroborated by the fact that the Commission itself frequently receives complaints by service users regarding a lack of information provided by Health and Social Care Trusts (HSCT).

The findings moreover indicate that a number of groups might be subject to negative and discriminatory attitudes from staff. This appeared to be a particularly salient issue, affecting in a disproportionate way:

· women (when negative attitudes towards certain disorders such as self-harming are displayed as they are a predominantly female feature),

· older individuals (due to ageist attitudes),

· members of BME groups (due to racism),

· those of a minority religion (e.g. religious discrimination),

· as well as lesbian, gay and bisexual individuals (due to homophobia).

There are also indications that available services may not be meeting the needs of individuals from certain groups. The variety of sources (the Bamford Review, the NICCY, academic literature, interviews, and the comments provided by consultees) revealed the following concerns:

· a potential lack of privacy in hospital settings, affecting in particular women (especially those who have been a victim of physical and sexual abuse) as well as children/young people with disabilities and lesbian, gay and bisexual individuals, combined with a lack of choice for single sex wards; a lack of appropriate consideration for issues around confidentiality, causing distress at times for people from BME backgrounds and their families and carers as well as for lesbian, gay and bisexual people

it should be noted that in many cases a lack of privacy afforded to patients is rooted in a lack of appropriate accommodation; moreover, it should be borne in mind that the level of privacy also depends on a person’s level of need – specific criteria are used to distinguish the level of observation an individual is placed under

· dietary requirements may remain unmet, affecting in particular people from minority ethnic backgrounds as well as minority religions

· the admission of children to adult wards and a potential lack of sufficient support for young people moving from children to adult services during the transition period

· a potential lack of sufficient information and support for patients with dependents, in particular for maintaining relationships with their dependants during the period of detention, leading to an increased anxiety about their inability to fulfil their role as a carer

· few facilities have appropriate environments for visiting of dependent children

however, this should be seen in the context of the need to consider the best interest of children; some hospitals in fact have a policy in place that children are not to be admitted on to the ward as visitors on their own

· concerns have also been raised regarding the lack of assessment of children of people with mental health needs given the indications that children of psychiatric inpatients are at a higher risk of psychiatric disturbance themselves

· a potential lack of access to community networks / additional support by voluntary sector organisations, affecting in particular people from BME backgrounds

· a potential lack of access to religious places of worship for some minority religions, combined with an overall lack of understanding of minority religions

on the other hand access to religious services appears less of an issue in relation to majority religions as ministers and priests would visit facilities.

The Commission would argue that accommodation appears to account for a number of the potential inequalities that have been identified. Facilities vary substantially between hospitals resulting in geographical inequalities – accordingly, specific needs are more likely to be met in certain hospitals than in others. While this points to key issues to be taken into account for any new builds, it also means that addressing these matters in existing facilities would require substantial resources. Nevertheless, the onus is on Trusts to identify alternative mechanisms/approaches to minimise any adverse impacts.

For this reason, the MHC pays particular attention to issues relating to accommodation and the environment during its visits.

Finally, it should be noted, however, that evidence of good practice also exists, indicating that cultural needs are being identified and accommodated in certain parts of the service. This predominantly affects individuals from various religious (e.g. staff liaising with appropriate chaplains) and political affiliations (e.g. staff facilitating attendance at commemorative events).

4.1.3
Review of Improper Detentions
The Commission also undertakes to monitor all forms relating to a detention to ensure that there are no improper detentions. The sources suggest imbalances across two of the groups (ethnicity and sexual orientation) with regards to detentions.

Particular attention is drawn to the diagnostic process in relation to ethnicity. Evidence in the literature shows that people from BME groups are substantially more likely to be detained. It has been argued that doctors involved in the assessment of a patient often lack in understanding of the cultural and religious context in which symptoms are presented. Likewise, cultural stereotypes have been thought to play an important role.

While, at present, it is likely that the share of patients from BME backgrounds is still substantially smaller in Northern Ireland than in England and – as mentioned before – without conducting further original research one cannot ultimately be certain that issues identified by research conducted in England and beyond hold for Northern Ireland, it is important to take note of these findings given the recent rise in the migrant population. Important lessons can thus be learned to help organisations and staff prepare for the future.

With regards to gender it becomes clear that in Northern Ireland, more men are involuntarily detained than women. While, in relation to England, it has been suggested that gender-based interpretation of behaviour may play a role, it would appear that more research is needed before more definite conclusions are drawn.

The findings also indicate that lesbian, gay and bisexual (LGB) individuals do not appear to have equality of opportunity regarding the initial admission for assessment, based on the fact that same-sex partners are not recognised until other avenues have been exhausted.

4.1.4
Review of Drug Treatment Plans
Another function of the Commission is to review the drug treatment plans of all patients detained for three months or longer. The findings from a range of sources (the Bamford Review, NICCY, academic literature, interviews and consultation comments) provide indications of a number of differential impacts across five of the groups (gender, age, ethnicity, disability, and dependents).

· Some of the literature indicates that certain groups may be likely to experience differences regarding the diagnosis of mental illness and the subsequent treatment given. This appears to be a particularly important issue affecting gender (e.g. depression is more likely to be diagnosed in females than in males) as well as those with a disability.

· Both the literature and interviewees/consultees argue that a limited understanding of certain disorders by health care professionals has important implications for older individuals (e.g. dementia) as well as those with a physical, sensory, hidden or learning disability.

· The literature suggests that the side effects of some medications may place certain groups at a disadvantage, which also appears to be an important issue for older individuals (e.g. medication can be affected by hormonal changes in older men) and those with dependents (e.g. the effects of drugs on the foetus of women with mental illness). Moreover, women are likely to experience more side effects as they are prescribed more drugs than their male counterparts.

· The literature reveals that people from BME groups are likely to be adversely impacted by treatment patterns in practice. They are more likely to receive stronger types of treatment (medication and ECT) as well as stronger dosages. Likewise, they are particularly affected by the lack of access to talking therapies and complementary therapies.

· Data from both the literature and interviewees suggests that certain groups may not be given appropriate information on their treatment. This seems to be important for older individuals and people with a disability (e.g. their level of capacity is often assumed rather than assessed and consent may not always be actively sought) as well as people from BME backgrounds, due to a lack of information materials in translation and under-use of interpreters. Consultees likewise pointed to the need to ensure availability of sign language interpreters.

4.1.5
Review of Untoward Events and Complaints
The Commission has a responsibility to review all untoward events and complaints. The data suggests that various groups have particular needs which are relevant to the Commission’s role. This affects in particular gender, age, disability, marital status and sexual orientation.

· The literature points to instances of abuse by patients on patients or by staff on patients (as well as by patients on staff), which is an important issue affecting women in a disproportionate way (e.g. women are subject to sexual and/or physical abuse).

The literature also points to differential levels of risk with regards to suicide on the basis of:

· gender (e.g. suicide is higher in males), 

· age (e.g. young and old men are at increased risk of suicide), 

· marital status (e.g. single men are more likely to commit suicide) and

· sexual orientation (e.g. LGB individuals are more likely to attempt suicide).

A final point that emerged from the findings is in relation to complaints. The interviews suggest that some groups have greater needs for support in raising a complaint. This appears to be an important issue particularly for older individuals and children/young people as well as members of BME groups and those with a disability placing them at a disadvantage (e.g. they would be more reluctant to voice concerns and are not given sufficient support in raising complaints). A lack of information in translation and in accessible formats on the right to raise a complaint and on how to do so constitute further concerns.

4.2
Action Points
Taking on board these issues actions in the following areas have been agreed with the RQIA.

(1) Communication

The Commission implemented a communication strategy in 2006 with limited effect. This earlier work has been built on in the context of the transfer of functions through the development of a communication plan in conjunction with the RQIA, which extends beyond 1 April 2009.

The plan aims at raising the profile of the organisation and explaining its remit (including in relation to complaints) amongst users, carers, the voluntary sector, members of the general public as well as other public bodies.

The RQIA will ensure that

· all information materials will be subjected to a readability test (such as plain English); materials will also be produced in translation and accessible formats including child friendly information

· it seeks to engage with voluntary sector organisations and any other interested parties to facilitate their input in the production of information materials.

Moreover, the RQIA has updated its website to incorporate information on the transfer of functions. It is intended that the website design will attain AA standard under W3C shortly.

RQIA will explore the potential for carrying out “open sessions” for service users and their carers in the premises of selected voluntary sector organisations.

(2) Training and Development Opportunities for Commissioners and staff

The RQIA will ensure that staff and reviewers continue to receive focused training on the needs of individual Section 75 groups.

(3) Appointment of Commissioners

The RQIA commits itself to surveying all staff and reviewers to collect data on their equality profile in the future.

With the transfer of functions, the appointment process for Commissioners, which was carried out by the Appointments Unit under public appointment guidelines, will be replaced by an open, competitive recruitment process conducted by the RQIA itself for all those involved in the delivery of the functions.

The RQIA will explore further opportunities for encouraging individuals from under-represented groups, advocates, parents and carers, and lay people to apply, in recognition also of its duties under the Disability Discrimination Order 2006.

(4) Review of Hospital and Community Facilities

The Commission/RQIA will review the existing checklist for visits to hospital and community facilities in order to scrutinise the extent to which the needs of particular groups under Section 75 are met in the provision of treatment and care.

· training

The Commission/RQIA will seek assurance from service providers (the HSCTs) that staff receive training on the needs of individual Section 75 groups. Particular attention will be given to the training Part II and Part IV doctors receive to inform the diagnosis of patients from minority groupings. Likewise, the Commission/RQIA will seek evidence what types of attitudinal training (such as on anti-racism and anti-homophobia) is delivered. It will recommend that training should be designed and delivered by people from particular Section 75 groups and should have an equality and human rights rather than a needs based approach. In relation to staff working with children and young people, the MHC will seek information whether they have received training on the United Nations Convention on the Rights of the Child (UNCRC) and the European Convention on Human Rights (ECHR) and if they are adequately trained in child and adolescent mental health service provision.

The Commission/RQIA recognise the constraints posed by labour market conditions in Northern Ireland i.e. the difficulty to recruit specialist psychiatrists. In light of this, Trusts will be encouraged to facilitate the development of specialist knowledge, for instance in the form of specialist staff in wards which can be called upon in particularly complex cases (e.g. Alzheimer’s Disease; Autistic Spectrum Disorders; Eating Disorders).

· policies

The Commission/RQIA will monitor to what extent service providers have appropriate equality policies in place.

· promotion of diversity

The Commission/RQIA will seek evidence regarding efforts by service providers to promote diversity (through the prominent display of posters, leaflets etc.) in care settings.

· provisions of single sex wards and provisions for privacy

The Commission/RQIA will seek information as to the provisions hospitals have in place in relation to privacy and confidentiality.

· support for people with dependants

The Commission/RQIA will draw attention to the ways in which patients are supported in maintaining relationships with their dependents. The Commission would hold that any monitoring of the assessment of children of psychiatric inpatients would fall outside its remit.

· admission of children to adult wards

The Commission/RQIA will continue to seek information from Trusts in all cases in which children are admitted to adult wards whether a formal risk assessment has taken place, whether they have been separated, and whether appropriate education, play, and visiting facilities are available. 

· access to advocacy services

The Commission/RQIA will pay particular attention to the Trust policy and practices on offering advocacy services to all patients. This will include seeking information on the level of advocacy provision for specific groups under Section 75, such as children and young people and those with a disability. In its interviews with patients, the Commission/RQIA will seek information of the experience of such services by patients.

· access to external support services

The Commission/RQIA will seek information on the extent to which patients are being facilitated in accessing external support services, such as opportunities for linking in with community networks in the case of people from BME backgrounds and those with a disability.

· support in meeting particular needs

The Commission/RQIA will seek information on the Trusts’ arrangements and practices for meeting the communication requirements of people with a disability and those from minority ethnic backgrounds.

Further attention will be given to the extent to which individuals are assisted through arrangements for prayer and worship as well as arrangements for alternative diets.

· the role of the family/carer

While pointing to the need to critically review the appropriateness of family involvement in treatment and recovery, the Commission/RQIA will emphasise the benefits of consulting with the family/carer when diagnosing, deciding on treatment and after care in cases where it is deemed appropriate.

The Commission/RQIA will require service providers to ensure that visits are announced to patients and carers verbally in addition to paper notices.

The Commission/RQIA will also seek to engage with service providers to explore the scope for developing a joint orientation pack for new/returning patients and their carers. This should be available in alternative formats and could contain relevant and up-to-date information on a range of issues such as:

· legal rights

· the role of the Commission/RQIA

· the role of the Mental Health Review Tribunal

· external support services 

· voluntary organisations

· how to raise complaints

· support services available.

The Commission and subsequently the RQIA will wish to seek assurances in their reviews that such information has been provided by the Trust accordingly alongside information on treatment and care.

In order to identify what the Commission/RQIA could do in its role to encourage the development of support measures by Trusts to safeguard female patients against the risk of physical or sexual abuse within a care setting, the Commission/RQIA will engage with the women’s sector.

The Commission/RQIA will likewise emphasise the need to improve services for LGB people, including access to community networks specific to their needs.

(5) Review of Drug Treatment Plans

Since the consultation on this EQIA, the DHSSPS has published two key documents: ‘Delivering the Bamford Vision – The Response of NI Executive to the Bamford Review’ (in June 2008) and ‘Legislative Framework for Mental Capacity and Mental Health Legislation in NI’ (in January 2009).

The documents contain proposals for (1) introducing new legislation on mental capacity and (2) modernising the 1986 Order or, if appropriate, drafting a new Bill. Both are to be enacted in 2011. 

The Government proposals demonstrate a move towards a more holistic and multidisciplinary approach to treatment and care. Likewise, they contain proposals for a partnership approach including, where possible, agreeing interventions with the individual and the statutory recognition of the views of carers in cases where an individual has been assessed as lacking mental capacity. In addition, they contain a commitment to enhancing advocacy services.

In light of these recent developments, the Commission will encourage the RQIA to actively pursue discussions with the DHSSPS how its review of treatment plans can best support these new principles and commitments and to advise them of information collated and comments received in the course of this EQIA that are relevant to treatment plans.

The Commission/RQIA will emphasise the importance to Trusts of consulting with families/carers regarding side effects from medication and taking cultural background into account at diagnosis stage.

The Commission/RQIA will also seek to require Trusts to demonstrate that they have provided core information on treatment to patients in writing and alternative formats.

(6) Review of Improper Detentions

The Commission acknowledges the concerns expressed by voluntary sector groups in the context of this EQIA regarding the lack of acknowledgement of the role of same-sex partners in the admission process. The RQIA supports more detailed consideration of this matter by the DHSSPS in the development of new legislation and will advise the Department of the views raised in the course of engagement with Section 75 groups.

The Commission/RQIA will seek assurance from Trusts that they have facilitated the use of interpreters in the assessment process, where relevant.

With regards to the admission of children and young people to adult wards, the Commission/RQIA will seek confirmation that the doctor responsible for carrying out the assessment is trained in child and adolescent mental health and children’s rights.

(7) Review of Untoward Events and Complaints

The Commission/RQIA will seek to engage with voluntary sector organisations and the Councils with a view to designing specific support measures for young people, older people as well as people from BME backgrounds and people with a disability in raising a complaint (e.g. by developing tailored information materials).

The Commission/RQIA will publish details of the categories of untoward events and complaints relating to children and young people.

(8) Monitoring

Finally, the Commission and subsequently the RQIA will engage with service providers to explore the scope for expanding the collection of monitoring data in relation to the nine groups in order to alert staff involved in the treatment and care of specific needs and to enable monitoring of equality of opportunity and outcome for groups under Section 75.

4.3
Monitoring
After completion of the EQIA, a delivery plan will be drawn up to implement specific action points emanating from the assessment, including a timeframe. The delivery will be monitored on an ongoing basis and the organisation’s Annual Review of Progress will contain a report on the implementation of the EQIA.

The Commission/RQIA will seek to involve Section 75 groups and past service users in the design of the delivery plan and in monitoring the delivery itself.

The organisation will seek to expand its quantitative monitoring systems to include the electronic capture of data in relation to both patients (via the Trusts) and staff and reviewers themselves. 

The Mental Health Commission and the RQIA commit themselves to revising the policies if the monitoring results highlight any differential and adverse impact.

Appendix 1: The Steps of an EQIA
What is an Equality Impact Assessment? (EQIA)

An EQIA is “a thorough and systematic analysis of a policy, whether the policy is written or unwritten, formal or informal, and irrespective of the scope of the policy or the size of the public authority.”

The Steps of an EQIA

What is it we are actually looking at? (‘Aims of Policy’)
The first part of an EQIA involves thoroughly understanding the policy to be assessed; what context it is set in; who is responsible for what; what links there are with other organisations or individuals in implementing the policy etc.

How can we tell what is happening on the ground? (‘Consideration of Data’)
This involves reviewing what data is available in-house or elsewhere and identifying what data needs to be newly collected. ‘Data’ means both statistics and the views, experiences and suggestions of those affected by the policy. ‘Collecting new data’ means going out and doing a survey and also talking to people who are affected by a policy or those who are involved in implementing the policy, for example in delivering a service.

So are there any problems for any of the groups? (‘Assessment of Impacts’)
All relevant data that has been identified (whether collected from available sources or newly gathered) is brought together and analysed. Conclusions are drawn as to the impact of the policy on the nine groups.

What can be done to make things fairer? (‘Consideration of Measures’)
Now the findings are related back to action: proposals are what can be done to address any inequalities/ unfairness that the analysis of the data has revealed.

Are we getting the right picture and are we thinking of doing the right thing? (‘Formal Consultation’)
The findings and the proposed actions are brought back to the public at this stage, usually on the basis of a draft report. Now it’s time to find out what people think about the analysis and proposals!

With what people have told us – what are we going to do? (‘Decision by Public Authority’)
After the wider public has had a chance to comment on the analysis and proposals it’s time for the organisation to take final decisions and commit themselves to action points.

This is what we have found out and this is what we will do (‘Publication of Results of EQIA’)
These decisions and commitments are published in a final report alongside the findings from the analysis of collected data and the comments raised by the wider public during formal consultation.

Keeping a close eye on what is happening (‘Monitoring of Adverse Impacts’)
An EQIA is not a one off. It’s important to keep a close eye on what difference the changes to the policy actually make.

Appendix 2: Summary of data sources

	Policy Area
	Section 75 Group
	Data Sources

	(1) Review of Hospitals and Community Facilities
	age
	literature; interviews; roundtable discussion

	
	gender
	literature

	
	marital status
	literature

	
	with/without dependents
	literature

	
	sexual orientation
	literature; roundtable discussion

	
	religion
	literature; interviews; roundtable discussion

	
	political opinion
	literature

	
	disability
	literature; interviews

	
	ethnicity
	literature; interviews

	(2) Review of Improper Detentions
	age
	literature; interviews; 

	
	gender
	literature

	
	sexual orientation
	literature

	
	disability
	literature; interviews

	
	ethnicity
	literature; interviews; 

	(3) Review of Treatment plans
	gender
	literature;  roundtable discussion

	
	age
	literature; interviews

	
	dependents
	literature

	
	disability
	literature; interviews 

	
	ethnicity
	literature; interviews 

	(4) Review of Untoward Events and Complaints
	gender
	literature; interviews

	
	age
	literature; interviews

	
	marital status
	literature

	
	sexual orientation
	literature

	
	disability
	literature; interviews

	
	ethnicity
	literature; interviews


Appendix 3: Comments provided at consultation roundtable in June 2008 and responses by the MHC

The Public Profile of MHC, Representativeness and Training for Commissioners

	Comments
	Response by MHC

	The need to increase public awareness of MHC and its duties.

	Suggestions:

	· Review equality profile of Commission
	See updated section on action points.

	· Seek to influence appointment of under represented groups and advocates to the Commission by engaging with appointing bodies
	See section on action points.

	· Improve accessibility of website, in particular to meet the needs of people with a disability.
	See updated section on action points.

	Comments
	Response by MHC

	The need for training to increase awareness of Section 75 groups for all MHC commissioners and staff.

	Participants questioned what training the commissioners received, in particular focused training on the needs/experience of individual Section 75 groups. 

MHC representatives explained that the majority of commissioners are professionals in the field, many of which are currently working in the Trusts. Participants argued that the make up of the Commission reflected the medical model rather than the social model. Moreover, concerns were raised regarding the conflict of interest this might present, i.e., psychiatrists reviewing the work of fellow psychiatrists.

MHC representatives recognised the inherent potential for a conflict of interest while maintaining that professional expertise was essential. In addition, they argued that the following safeguards are in place to manage the potential conflict:

1. The MHC contains 6 lay people, some of whom are former service users or carers.

2. Commissioners who are psychiatrists do not cover their own areas.

3. The commissioners must justify actions to the rest of the commission particularly lay representatives.

	Suggestions:

	· Raise public profile of MHC.
	See section on action points.

	· Lobby to increase number of lay people.
	See updated section on action points.

	· Deliver training to increase awareness of needs of Section 75 groups for all commissioners.
	See section on action points.


The Role of the Family

	Comments
	Response by MHC

	The need to involve the family in treatment and recovery where appropriate care and support is likely to be given within the family.

The need to ensure privacy in respect to family where the family is likely to be unsupportive to meeting the needs of the individual.

	Many participants cited a link between isolation and mental illness. Many comments were made and examples given supporting the idea that family/peer support is a key factor between recovery and relapse.  

One participant expressed her frustration at being excluded from decisions on her son’s treatment after he reached 18, where previously she had always been consulted. She argued that staff at times tended to hide behind the argument of ‘confidentiality’.

The participants discussed examples of how fraught family relationships can be a contributing factor to mental illness and the risks involved when returning individuals in these cases to the care of their family. Those from a LGB background, those from a family adhering to strict religious/traditional codes and where abuse, especially sexual, has been involved, were seen to be in a particularly high risk group.

	Suggestions:

	· Emphasise the benefits of consulting with the family when diagnosing, deciding on treatment and after care.

· Point to the need to critically review the appropriateness of family involvement in treatment and recovery.
	See updated section on action points.



	· Lobby for more support to be provided for those caring in family setting, e.g., training, mentoring, advice, respite.
	The Commission will alert the DHSSPS to this issue.


Communicating with Patients and Carers

	Comments
	Response by MHC

	The need for improving communication support for patients.

	Several consultees raised their concerns regarding a lack of communication support for patients. It was argued that while the provision of written information was valuable, face-to-face communication between staff and the patient was even more important. This would have particular implications for people with disabilities The key role of interpreters and advocates was underlined.

	Suggestions:

	· Press for the need to provide advocates and interpreters for patients.
	See updated section on action points.

	Comments
	Response by MHC

	The need for greater communication and consultation by service providers with the patient (and/or family where appropriate) when looking at treatment options.

	Many participants raised concerns regarding the effectiveness of the medical model which was seen to dominate the treatment of mental illness.  While acknowledging the important role of medication, many supported the idea of a more patient-centred approach to treatment and the increase in options of alternative treatments: talking therapies, peer support, encouraging exercise and social involvement, creating therapeutic climates both within and outside facilities.

	Suggestions:

	· Lobby for the development of a more ‘person-centred’ approach to treatment.
	The Commission will make Trusts and the DHSSPS aware of this comment.

	· Emphasise importance to Trusts of consulting with families/carers regarding side effects from medication and taking cultural background into account at diagnosis stage.
	See updated action point.



	· Emphasise the need to improve services for LGB people, including access to community networks specific to their needs.
	The Commission will make Trusts and the DHSSPS aware of this comment.



	· Require service providers to ensure that visits are announced to patients and carers verbally in addition to paper notices.
	See updated section on action points.




Other

	Comments
	Response by MHC

	The need to address mental health service provision for refugees, asylum seekers and undocumented migrants.

	This was an area of great concerns and many examples were given of individuals in this situation. 

Participants emphasised the particular needs of refugees and asylum seekers, arguing that they remain largely unmet.

In some cases an attempt to access mental health services will result in deportation. It was thought that undocumented immigrants would therefore be particularly vulnerable.

Consultees referred to startling statistics which point to the high proportion of members of the Chinese community estimated to be suffering from mental illness (3 in 4).  ue to a culture of under-presenting coupled with barriers for presenting for those with a lack of immigration status it was argued that official figures under-estimate the scale of actual need.

	Suggestions:

	· Lobby for proper mental health service provision to be available to those without immigration status and for emotional outreach work to be expanded to refugees and asylum seekers.
	The Commission commits itself to alerting the DHSSPS to these concerns.

	Comments
	Response by MHC

	The need to consider issues relating to religion and politics in relation to patients.

	Participants pointed to a lack of appropriate religious spaces in hospital settings for those from other world religious groupings.

Others emphasised that the needs of those with no religious belief should also be respected. An example was given of an individual having an unwanted visit from a religious representative foisted on her.

With regards to the needs of individuals arising from their political opinions it was argued that both the needs of (former) members of the security forces and those of paramilitary organisations should be considered.

	Suggestions:

	· Raise awareness in relation to the need of patients in regards to religious representatives visiting facilities and to the needs of patients who are former members of paramilitary organisations.
	The Commission commits itself to alerting the Trusts and DHSSPS to these concerns.

	General concerns raised regarding the effect of the transfer of MHC’s functions to RQIA on mental health services in NI.

	Consultees expressed concerns regarding the risk of losing the focus on safeguarding the interests of individuals, given that the remit of the RQIA relates to monitoring organisations.

Participants also expressed frustration at the failure of the Department to fully explore the equality implications of the transfer of functions to RQIA, combined with a lack of provision of resources to the voluntary sector to engage in the process in a meaningful way.

MHC has made certain recommendations to RQIA regarding the transfer including ensuring allocating sufficient resources to continue the work that has been planned.


Appendix 4: Comments received in writing and responses by the MHC

	1) Consultee: NICVA (Jonny Currie)

	Comments
	Response by MHC

	General

	Public bodies must respond to need for change identified by Bamford Review
	MHC endorses this comment; please also see new cross-references to recommendations by Bamford Review throughout the report.

	Communication

	Welcomes implementation of communication strategy, esp. engagement w/NGOs to facilitate their input in the production of info materials
	MHC notes comment

	Training & development of Commissioners and staff

	Welcomes commitment to ensure focused training on needs of individual S75 groups
	MHC notes comment

	Appointment of Commissioners

	Welcomes commitment to encourage individuals from under-represented groups to serve as Commissioners
	MHC notes comment

	Review of hospital and community facilities

	Welcomes commitment from Commission to seek assurance that staff receive training on needs of individual S75 groups
	MHC notes comment

	Welcomes commitment from Commission to seek info on extent to which service providers are linking in with community networks in the case of people from BME backgrounds
	MHC notes comment

	Review of untoward events and complaints

	Welcomes commitment to design specific support measures for older people, people from BME, and people w/ a disability in raising a complaint
	MHC notes comment

	

	2) Equality Commission (Paul Noonan)

	Comments
	Response by MHC

	General

	Notes commitment to undertake further EQIA on access to services for people with learning disabilities
	MHC notes comment; please also see new section (‘Preamble’) with background information on the transfer of functions to the RQIA

	Aims of the Policy
	

	Review function is focal point of policy being assessed
	MHC notes comment

	Consideration of Available Data and Research
	

	Comprehensive range of qualitative and quantitative data considered; welcomes steps taken to engage w/groups representing and advocating and to review secondary sources
	MHC notes comment

	EQIA would benefit from summary of data gathered (e.g. in table format)
	see new Appendix 2

	Presentation of quantitative data from DHSSPS annual psychiatric census would help to further inform the reader
	see additional quantitative information inserted into Section 3.2, based on MHC statistics (these provide more detailed information than the DHSSPS data)

	Assessment of Impacts
	

	Distinction between access to mental health services by S75 groups and access to MHC services
	MHC notes comment

	Assessment would benefit from inclusion of further details in respect of access to MHC services per se, in addition to focus on the access needs of S75 groups to mental health services generally
	Further information has been included in each of the sections relating to a specific function.

	Review of Hospital & Community Facilities
	

	Data should be presented on how the MHC currently implements its policy (include info on number of reviews, key findings on reviews and any adverse impacts identified through the review mechanism)
	see additional information inserted into Section 3.2

	Review of Improper Detentions
	

	data should be included on MHC’s review mechanism, number of cases where an improper detention has been identified and details on S75 characteristics of those individuals affected
	please see additional information inserted into Section 3.3


	Review of Treatment Plans
	

	Data should be included on methodology of reviews, outcomes, and impacts on S75 groups
	please see additional information inserted into Section 3.4

	Review of Untoward Events and Complaints
	

	EQIA should focus on number of complaints made to MHC, review process, recommendations made by MHC following reviews and assess impact of policy on ability to access the service
	please see additional information inserted into Section 3.5


	Consideration of Mitigating Measures
	

	Advises of availability of Monitoring Guidance
	the report section has been updated accordingly

	Include information on future monitoring responsibilities under RPA
	the report section has been updated accordingly


	3) Disability Action (Patricia Bray) Note: page numbers refer to the EQIA Draft report summary, April 2008

	Comments
	Response by MHC

	Data Collection
	

	MHC should have consulted with past service users. (Page 6)
	The MHC accepts the comment and commits itself – in collaboration with the RQIA – to take measures to invite past service users to become involved in the monitoring process. See updated section on monitoring.

	Summary of Findings
	

	MHC must commission quantitative and qualitative research and establish monitoring and evaluation systems. (Page 7)
	see updated commitments in relation to monitoring under ‘action points’; while the RQIA has not commissioned any research in this field to date it is the organisation’s intention to review and address gaps in information needs

	Review of Hospital and Community Facilities
	

	Would advise that lack of privacy in hospital settings has potential to also adversely impact on children/young people with disabilities. (Page 9)
	The comment has been incorporated into section 4.1 accordingly.

	Statement of ‘limited’ scope to address inequalities in existing accommodation excludes rather than encourages proactive measures to ensure equality of service delivery. (Page 11)
	The statement seeks to acknowledge that any actions to address deficiencies in relation to the building infrastructure have substantial resource implications, in contrast to many of the other measures. See amended text.

	Seeks clarity on mechanism in hospital and community facilities for communication requirements of people with a learning disability. (Pages 9-10)
	please see new action point

	Review of Treatment Plans
	

	People w/ a primary disability are also likely to experience differences regarding diagnosis. (Bullet 1, Page 12)
	The comment has been incorporated into the report accordingly.

	Mental healthcare professionals have limited understanding of physical/sensory/hidden/learning disabilities. (Bullet 2, Page 12)
	The comment has been incorporated into the report accordingly.

	Seeks clarity on availability of sign language interpreters. (Bullet 1, Page 13)
	The comment has been incorporated into the report accordingly.

	Review of Untoward Events and Complaints
	

	Add people w/disabilities to list of groups w/particular requirements regarding complaints.
	The comment has been incorporated into the report accordingly.

	Complaints procedure should outline how it will support the individual to bring the complaint (e.g. interpreter support etc.) (Page 13)
	See respective action point.

	Proposed Action Points
	

	Website should be designed to W3C at least AA preferably AAA standard. (Page 14)
	The comment has been incorporated into the report accordingly.

	Would remind MHC of DDO 2006 duties to influence and encourage participation (re. appointment of Commissioners).  (Appointment of Commissioners, page 15)
	The comment has been incorporated into the report accordingly.

	MHC must seek evidence of Disability Awareness Training.  (Review of Hospital and Community Facilities, page 15)
	Evidence of training will be sought in relation to all Section 75 groups.

	Monitoring
	

	Monitoring anti-discrimination legislation means focus only on avoidance of discrimination rather than promoting equality.  (Policies, page 18)
	The respective action point has been amended accordingly.

	General
	

	Recommends design of delivery plan including timeframe in cooperation w/S75 groups
	The respective action point has been amended accordingly.


	4) Mencap (Paschal McKeown)
	

	Comments
	Response by MHC

	Evidence Base

	Paper does not refer to range of reports produced by Bamford Review, findings and recommendations of many of the reports (on Learning disability, human rights and equality of opportunity, child and adolescent mental health, adult mental health, forensic) have a relevance to the matters
	The report has been enhanced accordingly.

	Paper should also examine reports produced by Disability Rights Commission and Foundation for Learning Disability
	The MHC has reviewed relevant publications by the two organisations. The report has been updated accordingly.

	Paper should refer to increased prevalence of mental ill-health in people w/ a learning disability and difficulties in recognising that a person with a learning disability has a specific mental health difficulty and consider impacts arising from different assessment and treatment experiences of people w/ a learning disability when using learning disability mental health services or mainstream mental health services
	Section 3.2 of the report has been updated accordingly.

	Community and Hospital Based Services

	Establish if there were different experiences arising from accessing MHC services if the person was in a community or hospital setting, lack of information about experiences which related to a community setting (particularly in light of move of assessment and treatment services to community rather than hospital settings)
	The Commission acknowledges that issues pertinent to the provision of services in a community setting need further examination and commits itself to doing so in a separate equality proofing exercise.

	People w/a learning disability experience particular issues in relation to some of the impacts identified e.g. lack of privacy, transition of children with a learning disability to adult services, lack of access to community based support/networks
	These points have been noted and the relevant sections updated accordingly.

	MHC should establish whether any information that is provided to patients on treatment and care is in a format accessible to the individual concerned
	The suggestion has been incorporated into the report accordingly; see updated section on action points.

	Despite restricting impact of accommodation, services must identify alternative mechanisms/approaches to minimise adverse impacts
	The comment has been incorporated in Section 4.1 accordingly.

	Fundamental Barriers to Accessing the Commission and its Services
	

	MHC should also consider specific barriers experienced by children and young people in accessing the Commission’s services
	The suggestion has been incorporated into Section 3.1 accordingly.

	Action Points
	

	Training about learning disability (or any of the S75 groups) should be designed and delivered by people with a learning disability and should have an equality and human rights rather than a needs based approach
	The suggestion has been incorporated into the action points accordingly.

	Suggest MHC uses a range of approaches to enhance direct engagement with people with a learning disability and their families who use services and facilities
	This recommendation will be taken into account as future mechanisms of continued engagement with users and carers are considered by the RQIA.

	Review criteria/application & selection processes for Commissioners so that they do not unnecessarily exclude or disadvantage people with a learning disability or their families
	See response above to similar comment raised by Disability Action.

	Consider range of approaches to encourage participation by people with a learning disability (see DDO commitments) facilitating understanding of role and tasks of a Commissioner
	See response above to similar comment raised by Disability Action.

	Examine Bamford Review recommendations about workforce requirements (need to improve knowledge and skills of staff in mainstream MH services of learning disability and links between learning disability and other health services dealing with complex needs e.g. dementia)
	The recommendations have been reviewed and incorporated into Section 3.1 and 3.2 accordingly.

	MHC should monitor not only anti-discrimination but also positive promotion policies are in place
	See response above to similar comment raised by Disability Action.

	MHC should consider specific needs of children/young people with a learning disability when reviewing treatment plans and draw attention to Bamford recommendations in this field
	The recommendations have been reviewed and incorporated into Section 3.4 accordingly.

	MHC should adopt Bamford conclusions in relation to advocacy
	The recommendations have been reviewed and incorporated into Section 3.4 accordingly.


	5) British Association of Social Workers (Eithne Darragh)

	Comments
	Response by MHC

	Communication

	Welcomes plans to raise the Commission’s profile, esp. throughout inpatient and community mental health facilities.
	MHC notes comment

	Welcomes the introduction of orientation pack for inpatients.
	MHC notes comment

	Review of Improper Detentions
	

	Commends work on monitoring Mental Health Order forms and asks the Commission to consider expanding their monitoring role to include the use of police powers under the order
	The transfer of health care functions from the Prison Service to Health and Social Care organisations in April 2007 means that the MHC has recently adopted a review role for care provided in prison settings.

	Review of Treatment Plans
	

	Welcomes expanding the review of treatment plans.
	MHC notes comment

	Welcomes introducing a requirement on hospitals to demonstrate the provision of information on treatment.
	MHC notes comment

	Service User Involvement
	

	Supports plan to encourage individuals from under-represented groups to serve as Commissioners and recommends the inclusion of more service users.
	MHC notes comment

	Local Research
	

	Acknowledges lack of local research on these issues and welcomes plans to monitor Section 75 categories.
	MHC notes comment

	Recommends further consideration of how stigma and discrimination can be identified and tackled locally - but acknowledges this may go beyond scope of report.
	MHC will advise DHSSPS of the respective suggestion


	6)Southern Health and Social Services Council (Stella Cunningham)

	Comments
	Response by MHC

	Communication
	

	Need for clarification of its remit / role in relation to the Health and Personal Social Services (HPSS) Complaints Procedure and the assistance it can offer to complainants. The Commission must explain how its role in relation to complaints differs from other organisations that provide information and advocacy services.
	Further information has been incorporated into the report in the section on untoward events and complaints as well as the action points. 

	Welcomes the proposed communication strategy but feels it should encompass public bodies as well as the NGOs and service users. 
	The suggestion has been incorporated into Section 4.1 accordingly.

	Review of Hospital & Community Services: Training

	Welcome the emphasis on training for medical staff, believing it well has the potential to have a major impact on treatment and care given the vulnerability of service users.
	MHC notes comment

	Review of Hospital & Community Services: Support in Meeting Particular Needs

	Welcome the idea of an orientation pack
	MHC notes comment

	Review of Untoward Events and Complaints

	Would welcome the opportunity to engage with the Commission re: support measures.
	The MHC commits itself to involving the Councils in this process alongside the voluntary sector; see updated action points.


	7) Irish Congress of Trade Unions, Northern Ireland (Pauline Buchanan)

	Comments
	Response by MHC

	Communication

	Welcomes an improvement of communication of information.
	MHC notes comment

	Recommends all information be formatted to the highest quality, e.g., produced in Braille, audio, translated into different languages, and requests that ICTU NI be included in the formation of these materials.
	See updated section/action point in the report.

	Welcomes the development of the website to meet the needs of users and carers.
	MHC notes comment

	Encourages the MHC to develop a higher profile in the work place – not only in encouraging patients back into the workplace but also increasing awareness of employers and co-workers on mental health issues.  
	The remit of the Commission is defined by the Mental Health Order, under which it was set up. It will, however, alert the DHSSPS to the suggestion in relation to mental health promotion in the workplace.

	Training & Development of Commissioners and Staff

	Welcomes commitment to ensure focused training on needs of individual S75 groups
	MHC notes comment

	Appointment of Commissioners
	

	Recommends seeking to actively encourage participation from under represented groups to serve as Commissioners in addition to the Commission’s proposed commitment to encourage individuals from under-represented groups.
	See response above to similar comment raised by Disability Action.

	Review of hospital and community facilities
	

	Recommends strengthening the checklist for visits of hospital and community facilities, paying particular attention to the issues of lack of privacy, lack of single sex wards, accommodation in general in dealing with confidential issues and in religious needs.
	See updated action points.

	The role of the family
	

	Welcomes the Commission’s commitment to building better community relationships between itself, patients and community groups.
	MHC notes comment

	Recommends that all facilities should have appropriate environments for the visits of dependent children.
	The suggestion has been incorporated into the report.

	Recommends the provision of greater attention, support and advice for the partners and families of people with mental health needs, including maintaining support relationships.
	Sections 3.2 and 3.4 have been updated to reflect the importance placed on carers’ issues by consultees.

	Recommends the Commission ensure the responsibility for the assessment of the dependent children of service users is delegated to appropriate community psychiatric staff.
	MHC will alert Trusts and DHSSPS to this recommendation.

	Review of Improper Detentions
	

	Welcomes the Commission’s commitment to monitor detentions to ensure there are no improper detentions.
	MHC notes comment

	Suggests that processes be put in place that any basis for detention is dealt with by better training in both diagnosis and in cultural understanding, in order to combat imbalances in age, ethnicity and sexual orientation relating to detention.
	The Commission agrees – see respective action point regarding review of training provision to Part 2 and 4 doctors.

	Welcomes the Commission’s commitment to use interpreters in hospitals.
	MHC notes comment

	Welcomes action to lobby for changes in Mental Health Order in relation to the current lack of acknowledgement of same sex couples.
	MHC notes comment

	Review of Treatment Plans
	

	Welcomes the recommendations on treatment plans and are particularly pleased to see the proposals regarding the use of complimentary therapies.   
	MHC notes comment

	Recommends that more and better information on treatment must be given to patients.
	MHC notes comment

	Review of Untoward Events and Complaints
	

	Welcomes the Commission’s commitment to develop tailored information materials on making a complaint and the inclusion of the voluntary section in doing so.  
	MHC notes comment


	8) Omagh District Council (Daniel McSorley)

	Comments
	Response by MHC

	General

	Supports proposed actions suggested by the Mental Health Commission.
	MHC notes comment

	Communication
	

	Supports the proposal to implement a communication strategy, particularly the aim of ensuring up-to-date information on the Commission as well as the availability of information in accessible formats
	MHC notes comment

	Monitoring
	

	The Council welcomes the Commission’s recommendation to undertake more extensive Section 75 monitoring of service providers.
	MHC notes comment


	9) Women’s Support Network (Fiona O’Connell)

	Comments
	Response by MHC

	General

	Welcomes the EQIA as a step towards respecting equality in access to mental health care.  However, WSN believes that the EQIA should expressly identify relevant sources of these principles in Human Rights Law.
	Though Human Rights are as such beyond the remit of EQIAs as defined by Equality Commission guidance under Section 75, specific references to the Human Rights Act 1998 and the UN Convention on the Rights of the Child have now been incorporated into the report.

	WSN contends there should be explicit reference to ECHR and Human Rights standards in the EQIA.
	see above



	Mental Health Commissioners

	Notes that there is no reference to the gender profile of Commissioners in the document and would request a full breakdown of Commissioners profiles in order to ascertain if women are adequately represented.
	Section 1.1 has been updated accordingly (current gender split: 9 males – 7 females).

	WSN urges MHC to consider how it will ensure that the Commission will be representative of communities and in particular women. 
	See updated action point.

	Data Collection

	WSN welcomes the section on data collection as it indicates MHC is aware of the lack of data in this area and appreciates the need to be proactive in obtaining useful data.
	MHC notes comment

	WSN would ask MHC to clarify if women’s groups were contacted to participate as they do not appear to be represented in the roundtable discussions
	Five women’s groups were invited to the consultation roundtable.

	Review of Hospital and Community facilities

	WSN welcomes MHC commitment to seek assurances from service providers that staff will receive training on the needs of section 75 groups, monitor extent of anti-discrimination policies and seek evidence that service providers are promoting diversity.
	MHC notes comment

	WSN however would ask MHC to detail in their EQIA what functions they have.  
	Additional information has been incorporated into the report.

	WSN notes with some surprise that there is no specific reference to victims of domestic violence given its prevalence and the impact domestic violence can have on mental health
	The report has been updated to include explicit reference to domestic violence in the context of the needs of female patients – while recognising that victims of domestic violence may also be male.

	WSN notes that the Commission has made a commitment to seek information as to the provisions hospitals have in place in relation to privacy. WSN would ask MHC to set out its functions/actions to be taken, as the EQIA states that MHC has no powers to sanction service providers.
	MHC powers in this context are limited to bringing the issue to the attention of the Trusts and DHSSPS and to monitor the implementation of its recommendations.

	Review of Improper Detentions

	WSN welcomes the thorough literature review on gender under key findings on review of improper detentions
	MHC notes comment

	WSN would ask if MHC has figures on improper detentions in NI, particularly statistics relating to improper detention of women and would suggest it would be beneficial to have such data contained in the EQIA.
	Section 3.3 has been updated accordingly.

	Review of Untoward Events and Complaints

	As there is no proposed action point to deal with the issue of women patients being disproportionately affected by physical or sexual abuse when detained, WSN would therefore recommend that there is engagement with the Women’s sector with a view to designing support measures in this area.
	The Commission commits itself to engaging with interested parties to this end; see updated action points.



	10) Children’s Law Centre (Natalie Whelehan)

	Comments
	Response by MHC

	General

	Are concerned about the transferral of the Commission’s services to RQIA and does not believe this agency is sufficiently independent to comply with the recommendations from the Bamford review.
	The MHC will alert DHSSPS to this comment.

	Consultation

	Welcomes the publication of this EQIA, particularly the identification of younger people as one of the groups most likely to suffer differential and adverse impact as a result of the operation of the Commission’s services.
	MHC notes the comment

	CLC notes that despite the statutory obligation to directly consult with individuals likely to be impacted under a policy under Section 75, there has been no direct consultation with children and young people as part of the consultation exercise.

Feel that due to section 75 obligations the Commission are under, failure to produce and disseminate child accessible documentation will amount to a breach of the CSA’s approved Equality Scheme.

Request a child accessible version of the consultation document
	As part of the data collection, the MHC sent out an invitation to organisations representing the interest of children and young people to attend a roundtable discussion. In response to a request by the NI Youth Forum (a youth-led organisation) the MHC produced the invitation, which included a brief summary of the purpose of the roundtable and the issues to be discussed, in a language accessible to ‘young people’. However, the Youth Forum did not take up the invitation to engage with the Commission in this context (for which there may of course be a number of reasons) nor was any further response received.
The MHC accepts that this approach should have been replicated at the stage of formal consultation. In recognition of the gap, it conducted an additional exercise, engaging directly with members of the NICCY Youth Panel. In this context, dedicated information on the EQIA was produced in a format and language accessible for children/young people.

	Request MHC respond with details of the system which they intend to use to analyse responses to this consultation process including the weight which will be attributed to both individual and organisational responses.  
	As this table demonstrates, the MHC addresses each comment on an individual and equal basis, regardless of its source. No weighting is carried out.

	International Human Rights Standards

	Notes disappointment regarding the lack of emphasis on children and young people within this EQIA, despite available and well-documented evidence of high levels of mental ill health among this group coupled with a lack of adequate resources allocated to this area of health.
	MHC notes the comment and welcomes the identification of additional sources of information by CLC. Following the consultation, these have been reviewed accordingly and included in the report.


	To ensure compliance with human rights obligations, it is essential the UNCRC underpins all policies which relate to access of the Commission’s services for children and young people with mental health needs.
	In recognition of the growing importance of the human rights agenda the MHC and RQIA – along with its partners across the HSC in NI – have introduced a human rights section to the screening template for all policies/decisions. The template will be reviewed on a regular basis. In this context, the MHC will advise regional partners of the consultation comment in relation to the UNCRC.
Moreover, the RQIA is in the process of recruiting a Human Rights Manager to develop a human rights framework across the organisation, within which the mainstreaming of human rights considerations in decision-making will play a key role.

	Organisational Background

	CLC do not believe that RQIA is sufficiently independent to comply w/Bamford recommendations and that MHC should remain independent of Government

Commission should be strengthened to impose sanctions on service providers where necessary
	While this is a matter for the DHSSPS, the MHC commits itself to alerting the Department to all consultation comments received.

	Data Collection

	The Commission states that,
“Research on the needs or experiences of individuals from groups under Section 75 with regards to the Commission’s services is virtually non-existent.”
(…) The fact that such data is, by the Commission’s own admission, ‘virtually non-existent’ eight and a half years after being designated as a public body raises serious concerns about the Commission’s commitment to equality of opportunity and the ability of the Commission to carry out monitoring, review and revision of the policies to which this EQIA refers.
Suggest the Commission consider mirroring practices in English Mental Health Commission to assist in future data collection, namely carrying out interviewing detainees, creating a service user reference panel consisting of around 25 current or recent detainees. These measures should be representative of children and young people.
	The literature review conducted in the course of the EQIA revealed that the agenda in the wider research arena had been dominated by other interests and that little attention had been devoted by academics to the services of organisations with a ‘watchdog’ brief vis-à-vis those of service providers (such as the Trusts). Hence relevant secondary sources are virtually non-existent, which is important to note. The data collected in the context of the EQIA thus constituted the attempt by the MHC to start filling some of the gaps identified, for instance by engaging with groups such as CAUSE, a peer-led charity in Northern Ireland directed and staffed by past and present carers, as well as advocacy groups, such as NIAMH and Bryson House.
While these provided first indications of key concerns, the MHC recognises that more direct engagement is needed to ensure its services meet the needs of target groups.
To this end, RQIA is in the process of devising a strategy for public participation in its work, which will include their functions in relation to detained patients. The strategy is being developed in close cooperation with a wide range of stakeholders. Discussions around appropriate structures and processes for engagement play a vital role herein.

	Recommends the Commission prioritise setting up systems for disaggregated data collection in line with its international and section 75 obligations to ensure that monitoring, review and remedial action can take place on all its policies.
	The Commission would argue that progress in relation to data collection on patients is essential first and foremost at Trust level as they are the primary point of contact between the service and the patient. Patients being repeatedly asked to provide data on their Section 75 background must be avoided at all costs. It is for this reason, that the MHC has included an action point regarding monitoring in relation to Trusts in this EQIA.
The MHC will also continue to push the monitoring agenda in any regional fora it is represented on.

	Fundamental Barriers to Accessing the Commission and its Services

	Support suggestions put forward to raise awareness of the Commission and its functions, although feel they could be better targeted at children and young people.

Recommends the Commission work with children and young people to produce child friendly information which meets their needs and be made widely available including sending it to children’s charities and parents groups.
	MHC notes the comments and commits itself – in collaboration with the RQIA – to mainstreaming the production and dissemination of child accessible documentation (with the involvement of children and young people) in its awareness raising measures; see updated action point.



	Also, parents of children and young people who are service users should be encouraged to serve as Commissioners.
	See updated action point.

	Ensure advocates for children have appropriate training and knowledge.
	MHC notes the comment and will alert service providers to this recommendation.

	Review of Hospital and Community Facilities

	Stress the urgent need for a substantial increase in provisions and resources allocated to CAMHS to address the extremely high level of existing and unmet need, particularly given the economic and human costs of suicide and self-harm in Northern Ireland.
	MHC notes the comment and will alert service providers to this recommendation.

	It is not entirely clear what the Commission does with the information it gathers
	Further explanations have been added to the respective section.

	Recommend the Commission collect information on whether staff working with children and young people have received training on the UNCRC, ECHR and if they are adequately trained in child and adolescent mental health service provision.
	An additional commitment has been incorporated into the report to this effect.

	The issue of children and adolescents being placed on adult psychiatric wards and managed by staff with minimal or no training in their mental health needs or in paediatrics is one the Commission should actively highlight and monitor on an ongoing basis.
	The MHC is devoting significant attention to this issue. It is repeatedly highlighted to the Trusts and DHSSPS in the context of hospital visit reports. Moreover, the Commission conducts unannounced visits when it receives information that a child/young person has been admitted to an adult ward. In all such cases, the Commission interviews the respective child/young person during the visit to gain direct insight into her/his health and state of well-being.

	Recommends the Commission look specifically at the level of advocacy provision currently available to children and young people, as research has identified a dearth in this area.

Recommend all children and young people who are admitted to a psychiatric facility be appointed an independent advocate; the Commission should use the information they are gathering to highlight the issue.
	MHC commits itself to including prompt on its review checklist and to lobbying the DHSSPS for introducing a requirement for the provision of independent advocacy services for children and young people; see updated action point.

	Recommend the Commission interview children and young people to find out more about their experience of advocacy services in hospitals.
	MHC commits itself to including prompt in its interviews with detained children/young people; see above.


	Recommends the total number of beds and occupancy rates for children should be published and monitored.
	MHC commits itself to requesting data from Trusts and publishing it on an annual basis.


	Recommends the Commission carry out monitoring in relation to service provision when there is full occupancy in child and adolescent inpatient facilities and, as part of this monitoring, carry out direct consultation with children and young people who were unable to access inpatient facilities in Northern Ireland.
	see above;
MHC interviews all children/young people experiencing this situation.


	Recommends the Commission collect information on the reasons why children under the age of 18 years have been admitted to adult wards, whether formal risk assessment has taken place, whether they have been separated, and whether appropriate play and visiting facilities are available.
	MHC commits itself to including issues on its review checklist; see updated action points.


	Recommends the Commission examine the extent and quality of education being provided to children in psychiatric facilities and whether this constitutes an effective education.
	See updated action point.

	All information should be anonymised and be made publicly available.
	MHC commits itself to continue publishing information on an annual basis.


	Review of Improper Detentions

	Recommend the Commission consider widening their scope of their review of improper detentions beyond the examination of related forms.

Currently, forms may not provide enough detail to determine whether a detention is improper.
	The MHC would point to the need to distinguish between its functions and those of the Mental Health Review Tribunal. It should also be noted that ownership of the forms rests with the DHSSPS. The Commission commits itself, however, to bringing the issue to the attention of the Department.

	Recommend the Commission safeguard against improper detentions, where access to a tribunal is delayed in order to have the decision to detain reviewed or rights breached in another way. Recommend the Commission require confirmation that young people detained be informed of their legal rights both written and orally and that any information relating to detention be produced in a variety of child-accessible formats, including consideration for illiterate, children, those with a learning disability, and those with English as a second language.
	The MHC commits itself to raising the issue of potential delays in access to the review tribunal with the Department.
MHC will seek assurances from Trusts regarding information provided to patients – see updated section on action points

	Asks the Commission to consider whether it is possible that referrals to the Mental Health Review Tribunal are rare due to the limited scope of their current procedures for reviewing improper detentions.
	The Commission would argue that its role in reviewing detentions is specified by the legislation. It relates primarily to the process of detention whereas it is the Mental Health Review Tribunal whose function is to scrutinise the decision itself. The distinction between these two roles is important. The Commission assists patients who raise concerns regarding their detention with the MHC directly by advising them of the role of the Tribunal and/or by passing their correspondence on to the Tribunal. In other cases, in which the MHC has concerns about a detention (e.g. in cases when an individual has been detained for a considerable time without access to an independent review), the Commission refers cases to the Tribunal without initiation by the patient.

	Agree with the Commission’s suggestion that criteria used for diagnosing psychiatric illness in younger people may not be valid to the same extent for older people.
	MHC notes the comment.

	Support the action of demanding more detailed information to be recorded on detention forms in relation to clinical descriptions to allow closer scrutiny of the basis of an admission.
	MHC notes the comment.

	Recommend the Commission seek confirmation that the doctor responsible for carrying out the assessment is trained in child and adolescent mental health and children’s rights.
	A new action point has been included to this end.

	Review of Treatment Plans

	Agree with the Commission’s proposal to require hospitals to demonstrate that they have provided core information on treatment to patients in writing and alternative formats.
	MHC notes the comment.

	Agree with suggestion to require doctors to record their assessment of the capacity of the patient to consent. This should also be the case in all instances involving children/young people given the evolving nature of capacity for young people and the implications for their recovery.
	MHC notes the comment.

	Recommend that patients be given a copy of the treatment plans submitted where possible.
	The MHC commits itself to advising the DHSSPS of this recommendation. See also updated action points for additional information re. treatment plans.

	Recommend patients should be given the opportunity to comment on their treatment plans and commits should be submitted to the Commission, to be considered alongside the review of the plans.
	see above



	Recommend the Commission conduct unannounced inspections and discuss with patients the extent of their involvement in and understanding of their treatment plans.
	During unannounced visits, treatment plans are discussed with patients amongst other issues.


	Review of Untoward Events and Complaints

	Recommend that the Commission publish details of the categories of untoward events and complaints relating to children and young people and whether they were upheld or not.
	MHC commits itself to including data in its annual publications; see updated action points.



	CLC urge the Commission where there are proportionally fewer complaints relating to children and young people, to carry out a full investigation, taking remedial action to ensure that the complaints procedure is accessible to and being utilised by children and young people. 
	MHC commits itself to monitoring the take up and bringing any differential impacts to the attention of Trusts.


	Children and young people likewise have greater needs for support in raising a complaint. Would recommend the Commission engage with both children and young people themselves and children’s sector representatives to develop sufficient support measures in order to raise a complaint.
	MHC commits itself to this approach. See updated action points.



Appendix 5: List of consultees

	Organisation

	Action Cancer

	Action for Dysphasic Adults

	Action Mental Health

	ADOPT

	Advice NI

	Age Concern

	Age Sector Platform

	Alliance Party of Northern Ireland

	Al-Nisa Womens Group

	Alzheimer's Society

	An Munia Tober

	Ark Housing

	Armagh Travellers Support Group

	Arthritis Care

	Aware Defeat Depression

	Ballymena Community Forum

	Banbridge Youth Arts & Information Centre

	Bangladesh Welfare Association

	Barnardos

	Belfast Carers Centre

	Belfast Hebrew Congregation

	Belfast Islamic Centre

	Belfast Jewish Community

	Belfast Metropolitan College

	Belfast Regeneration Office

	Belfast Trust

	BIH Housing Association

	Black Youth Network

	BMER Family Support Service Barnardos

	British Association of Social Workers (NI Office)

	British Deaf Association (NI)

	British Dental Association (NI) Branch

	British Dietetic Association

	British Medical Association

	Brook Northern Ireland Advisory Centre

	Bryson House

	CAP

	Carers Northern Ireland

	Carrickfergus Borough Council

	Castlereagh Borough Council

	CAUSE

	Centre for Voluntary Action Studies 

	CFNI

	Chartered Society of Physiotherapy

	Chest, Heart and Stroke Association

	Childline NI

	Children in Northern Ireland

	Children's Law Centre NI

	Chinese Welfare Association

	Choice Housing Association

	Church of Ireland

	Citizens Advice Bureau

	Coalition on Sexual Orientation

	Colin Glen Trust

	Committee on the Administration of Justice

	Community NI

	Community Practitioners & Health Visitors Association

	Community Relations Council

	Community Work Education & Training Network

	Contact A Family

	Cookstown District Council

	Council for Ethnic Equality

	Council for the Homeless

	Craigavon Asian Women's & Children's Association

	Craigavon Borough Council

	Craigavon Travellers' Support Committee

	Craigavon Vietnamese Group

	Crossroads Caring For Carers

	CRUSE

	Cystic Fibrosis Trust

	DARD Equality Branch

	Department of Culture, Arts and Leisure

	Derry City Council

	Derry Travellers' Support Group

	Derry Well Woman

	DHSSPS

	Diabetes UK

	Disability Action

	Division of Clinical Psychology

	Down & Connor Family Ministry

	Down District Council

	Down's Syndrome Association

	DSD housing division 

	Dungannon & South Tyrone Borough Council

	DUP

	Early Years Organisation

	EGSA

	EHSSB

	EHSSC

	Employer's Forum on Disability

	Equality Commission for Northern Ireland

	Extern 

	Extra Care

	FACE - Inclusion Matters (formly phab

	Falls Community Council

	Family Planning Association NI

	Fermanagh District Council

	Filor Housing Association

	Fire Authority for Northern Ireland

	First Key

	Fold Housing Association

	Forum For Action On Substance Abuse

	Foyle Down's Syndrome Trust

	Foyle Friend

	Gingerbread NI

	Glen Road Heights Women’s Group

	Glencraig Camphill Community

	Headway

	Health Action Zone

	Help the Aged

	Homeless Support Unit

	ICO NI

	Include Youth

	Independent Health Care Providers

	Indian Community Centre

	Insititute of Governance, QUB

	Integrated Services for Children and Young People

	Japan Society of NI

	Karen Mortlock Trust

	La Societa Italiana Irlanda Del Nord

	Larne Borough Council

	Latinoamerica Unida

	Law Society NI

	Lesbian Advocacy Services Initiative

	Lesbian Line

	Lisburn City Council

	Magherafelt District Council

	Magherafelt Womens Group

	Mandarin Speakers Association

	MENCAP

	Mental Health Review Tribunal

	Methodist Church in Ireland

	Mind Yourself

	Mir Galleries Persian Cultural Centre

	Moyle District Council

	Multicultural Forum (Coleraine)

	Multi-Cultural Resource Centre

	Multiple Sclerosis Society

	Muscular Dystrophy Group

	N.I Association For Mental Health

	Nederlandse Vereniging in Noord Ireland

	Newry & Mourne District Council

	Newry & Mourne Senior Citizens' Forum

	Newry & Mourne Women

	Newry Interagency Consortium for Travellers

	Newtonabbey Borough Council

	Newtownabbey Senior Citizen's Forum

	NHSSC

	NI Blood Transfusion Service

	NI Committee of Irish Congress of Trade Unions

	NI Council for the Homeless

	NI Fire & Rescue Service Board 

	NI Guardian ad Litem Services Agency

	NI Housing Executive

	NI Local Government Association

	NI Medical and Dental Training Agency

	NI Practice & Education Council for Nursing and Midwifery

	NI Regional Medical Physics Agency

	NI Social Care Council

	NI Youth Forum

	NIACAB

	NIACRO

	NIAPN

	NICCY

	NICEM

	NICVA

	NIHRC

	NIPSA

	NIPSA

	North Down Borough Council

	North West Community Network

	North West Ethnic Communities Association

	North West Forum of People with Disabilities

	Northern Area Children and Young People's Committee

	Northern HSS Board

	Northern HSS Trust

	Northern Ireland African Cultural Centre

	Northern Ireland Anti-Poverty Network

	Northern Ireland Council for Ethnic Minorities

	Northern Ireland Council for Voluntary Action

	Northern Ireland Deaf Youth Association

	Northern Ireland Environmental Link

	Northern Ireland Filipino Community in Action

	Northern Ireland Gay Rights Association

	Northern Ireland Muslim Family Association

	Northern Ireland Office

	Northern Ireland Pakistani Cultural Association

	Northern Ireland Volunteer Development Agency

	NSPCC

	NUS-USI Northern Ireland Student Centre

	Oi-Kwan Chinese Women's Group

	Oi-Yin Bangor Women's Group

	Omagh District Council

	Omagh Ethnic Minority Group

	Omagh Women's Area Network

	Orchardville Society

	Pakistani Community Welfare Association

	Parents Advice Centre

	Parents and Professionals and Autism

	Playboard

	Police Service of Northern Ireland

	Polish Association NI

	Praxis

	Presbyterian Church in Ireland

	Press for Change

	Princes Trust

	Probation Board NI

	Prospects for People with Learning Disabilities

	Queer Space

	RCN

	Regional Health and Social Services Interpreting Service 

	Regulation & Quality Improvement Authority

	Relatives Association

	Rethink

	RNIB

	RNID

	Royal College of GPs

	Royal College of Midwives

	Rural Development Council

	Sai Pak Community Group

	Salvation Army

	Samaritans Belfast

	SARN

	Save the Children

	Scouting Association NI

	SDLP

	SEELB

	Sense NI

	SEUPB

	Shelter

	SHSSC

	Sikh Community Project

	Sikh Women and Childrens Association

	Simon Community

	Sinn Fein

	South Eastern Trust

	South West Belfast Community Forum

	Southeastern Trust

	Southern Health and Social Services Board

	Southern Trust

	Sperrin Lakeland Senior Citizens' Consortium

	STEP (South Tyrone Empowerment Prog.)

	Strabane District Council

	Strategy and Equality Unit

	Sustainable Northern Ireland Programme

	The Cedar Foundation

	The Guide Dogs for the Blind Association

	The HIV Support Centre

	The Northern Ireland Ambulance Services HSS Trust

	The Nothern Ireland Prison Service

	The Women's Centre

	Threshold

	Tiny Life

	Training for Women Network

	Triangle Housing Association Ltd

	Ulster People's College

	Ulster Quaker Service Committee

	Ulster Unionist Party

	Ulster University

	Ulster-Scots Heritage Council

	Unison

	UNISON Trade Union

	UU

	Victim Support

	Vietnamese Association

	Voice of Young People in Care

	Voluntary Service Bureau

	Wah Hep Chinese Community Association

	WAVE

	West Belfast Partnership

	Western Area Children and Young People's Committee

	Western Equality & Human Rights Office

	Western HSS Board

	Women Of The World 

	Women's Aid Federation NI

	Women's Information Group

	Women's Resource and Development Agency

	Womens Support Network

	Workers Educational Association

	Young Carers' Project

	Youth Action NI

	Youthnet
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