
Public Consultation on the Development of National Standards for Child and Adolescent Mental Health Services
Which of the following best describes you? 
Other (Statutory Body: National Disability Authority)
QUESTIONS 
1. What values and principles should guide how children and young people are supported by CAMHS? 
The National Disability Authority (NDA) welcomes the opportunity to contribute to this consultation process and welcomes the proposed development of national standards for Child and Adolescent Mental Health Services (CAMHS). 
In articulating the values and principles that should guide how children and young people are supported by CAMHS, the NDA recognises the strong foundations that are already in place – in particular the values and principles articulated in: 
· Sharing the Vision: a Mental Health Policy for Everyone 2020 – 2030 and its accompanying Implementation Plan 2025 – 2027. These documents encapsulate the core values of respect, compassion, equity and hope, and the four principles to guide service delivery – recovery orientated; trauma informed; a human rights approach in which services users and their families, carers and supporters should lead in their care; and valuing and learning, including reflective practice. 
· Pathways to Wellbeing: National Mental Health Promotion Plan 2024 – 2030, which amongst other elements emphasises evidence-based and evidence-informed actions; a whole-system approach; a life-course approach; and recognises the inter-connectedness of living circumstances, housing, education and employment opportunities as part of a determinants of mental health approach. 
· The Mental Health Commission (MHC)’s established commitment to a human rights model for mental health, in line with the UN Convention on the Rights of Persons with Disabilities, as outlined in the Guidance for Irish Mental Health Services on the Adoption and Implementation of a Human Rights-Based Approach to Care and Treatment.  
· The Draft Overarching Standards for the Care and Support of Children using Health and Social Care Services 2021, developed jointly by MHC and the Health Information and Quality Authority (HIQA), are underpinned by four principles: a children’s rights-based approach; safety and wellbeing; responsiveness; and accountability.  
· Transforming Youth Mental Health Services in Ireland: a New Model, where the Specialist Group highlights the following guiding principles which should underpin implementation of its recommendations: child and young-person centred; prevention and early intervention; accessible; integrated care.  
Building on these, the NDA advises in developing CAMHS standards that due consideration be given to enshrining the following:
· An explicit alignment with the values, principles and commitments in the National Human Rights Strategy for Disabled People 2025 – 2030 (NHRSDP), including a human rights and social model for framing disability as articulated in the UN Convention on the Rights of Persons with Disabilities (UNCRPD). The NDA and the UNCRPD define long-term mental health difficulties as a type of disability. The NHRSDP affirms UNCRPD Article 25, which recognises that disabled people have the right to the enjoyment of the highest attainable standard of health without discrimination on the basis of disability. It sets out an ambition for disabled people to be empowered and informed and to have a say about measures and supports that would enhance their mental, physical and social health and wellbeing. It recognises the importance of having a particular focus on access to integrated and inclusive wellness and health services, early intervention and on improving quality of life and better health outcomes for people using these services.  
· The mainstreaming of a Universal Design (UD) approach, embedding UD principles in the development of standards and delivery of services at each stage. See further elaboration on Universal Design considerations under Question 3. 
· A recognition of intersectionality, and of the impact on mental health outcomes of intersecting needs, including those arising from disability, as well as the additional barriers that children and young people with intersecting needs can experience accessing and engaging with services. See further on intersectionality under Question 8. 
2. What do you think are the most important things the standards should cover to make services better for children and young people?
The NDA advises firstly that the Mental Health Commission give due consideration to how the standards can operationalise the National Human Rights Strategy for Disabled People 2025 – 2030 (NHRSDP), which mandates a mainstreamed, whole of government approach to the realisation of disability rights.
Disabled people are disproportionately affected by mental ill health. Long-term mental health difficulties are recognised as a disability, and disabled people can also experience concurrent mental health difficulties, including difficulties arising from the impairment or the barriers they face. According to 2022 Census data, almost 270,000 people reported experiencing a psychological or emotional condition or mental health issue. This amounted to 24% of all people who reported experiencing at least one long-lasting condition or difficulty. Just under 40% of those reporting a psychological or emotional condition or mental health issue also experienced a difficulty with learning, remembering or concentrating. The NDA’s 2017 National Survey of Public Attitudes to Disability in Ireland found that a higher proportion of people with a disability felt downhearted and depressed than people without a disability (18% v 4%). People with disabilities had a statistically significantly lower mean satisfaction with life score (7.3) and a lower mean happiness score (7.4) compared to people without disabilities (8.0 and 8.2 respectively). 
Of particular relevance to the development of standards for CAMHS are Pillar 4 (Wellbeing and Health) commitments in the NHRSDP, including those relating to staff training, intersectionality and ‘Single Point of Access’, as follows: 
· Commitment 14, relates to the provision of a more accessible and inclusive mainstream health service for disabled people, and commits to appropriate disability equality training for health workers, and the centrality of UD in how services and supports are delivered. An identified priority action is to develop a comprehensive disability competency training framework for all staff across the health and social care sector. Note that the NDA will soon be launching their training on disability equality for public sector workers. 
· Commitment 17, relates to ensuring that all disabled children and young people are supported to access the mental health services they need, and commits to developing and delivering a ‘Single Point of Access’ (SPoA) approach to Primary Care, Disability Services and CAMHS. 
· Commitment 18, relates to achieving a quality, accessible, equitable and timely service for all disabled children and their families based on their needs, ensuring better integration of primary care, CAMHS and Children’s Disability Network Teams, informed by a review of the implementation of the National Access Policy for Children with Disabilities and Developmental Delay (NAP) and its associated Joint Working Protocol (JWP). 
Sharing the Vision prioritises the implementation of the SPoA model, and the HSE Child and Youth Mental Health Office Action Plan 2024 – 2027 has a key aim of improving accessibility and integration by delivering on this SPoA commitment.
The NDA has observed through its ongoing review of Children’s Disability Network Teams (CDNTs) (findings pending) that challenges with integration between services, particularly in cases of co-morbidity or dual diagnosis, such as where a child has autism and a mental health concern, are significant. This has included reported cases where referrals to CAMHS for children with moderate to severe mental health difficulties have been rejected due to a child’s autism diagnosis or because the child is waiting for a diagnosis. 
A key standard, and also linked to values, should be that where a child is deemed not eligible for admission to CAMHS, CAMHS must have a responsibility to work collaboratively with Primary Care and CDNTs to identify the appropriate pathway to support that child to receive the care they need. It is unsatisfactory if, for example, a child is refused CAMHS admission and told to go back to the referring GP, as the care pathway is unclear. A GP refers a child when they identify a need and feel that the issue is beyond their skillset, so if a child is then sent back to the GP, that GP has limited tools at their disposal to support the child and the child’s needs may not be met. Additionally, this may require CAMHS to widen its admission criteria to support children whose needs cannot be met elsewhere. 
In this regard, the NDA acknowledges Action 9 on Integrated Care in the HSE Child and Youth Mental Health Office Action Plan 2024 – 2027 (link above), which commits to supporting children and young people with co-existing neurodevelopmental and mental health needs, by advancing integration between HSE Disabilities, Primary Care and with Voluntary and Community services to ensure neurodiverse children and young people have access to appropriate mental health care and supports when needed.
The NDA recommends that practical delivery of the SPoA commitments as part of an integrated whole of child approach, including improved access for children and young people with neurodevelopmental and mental health needs, should be central to the CAMHS standards. The standards should be informed by the findings from the review of the NAP and JWP, and should prioritise a coordinated, flexible, needs-led response.
Further, the NDA advises that the standards should commit to an evidence-informed and learning agenda and should provide for robust testing, review and consultation mechanisms, including a particular emphasis on the lived experience of disabled children and their families. This approach would support service quality, identify barriers early and foster continuous improvement. In this regard, the NDA emphasises the following: 
· Embedding clear learning and testing principles and procedures in the CAMHS standards. This includes the systematic use of usability testing, accessibility testing and user research methods to ensure services are effective for the full diversity of children and young people. 
· Drawing on the forthcoming draft European standard for Non-Digital Information formats currently under development by CEN-CELENEC with NDA support. CAMHS should integrate structured cycles of prototyping, user testing with diverse participants (including young people with disabilities) and regular evaluation of non-digital information formats. The draft standards will be available for public consultation by end of December 2025.
· Quality data and feedback mechanisms should follow Universal Design principles, ensuring children and young people with cognitive, sensory or communication differences can participate meaningfully.
3. How can the standards help ensure CAMHS are easy to find and accessible to children and young people who need them?
Universal Design (UD) should be embedded as a core requirement within CAMHS standards, not only for communications but across the full service pathway. UD promotes services that can be accessed, understood and used by children and young people with diverse needs, psychologies, communication styles, cultural backgrounds and disabilities. Recommended approaches to apply to the development of CAMHS standards include: 
· EN17161:2019 (Design for All) to guide holistic, organisation-wide decision making around accessibility and inclusion.
· Customer Communications Toolkit for Services to the Public – a Universal Design Approach developed by the Centre for Excellence in Universal Design (CEUD) at the NDA and the Department of Public Expenditure NDP Delivery and Reform to ensure that all information, consent materials, appointment systems and feedback channels are accessible, understandable and usable.
· The HSE’s Plain Language Guidelines.  
· The Code of Practice on Accessible Information and Services, developed by the NDA at the request of the Minister for Justice, Equality and Law Reform and designed to guide public bodies in meeting their statutory obligations under the Disability Act 2005.  
· Inclusive wayfinding and service navigation approaches recognising that anxiety, cognitive load and emotional distress can significantly affect a young person’s ability to engage.
· Multimodal information provision (visual, auditory, digital, paper, Easy Read, plain English, for example) to support different processing needs.
UD should also guide staff training, particularly in communication support, trauma-informed practice and accommodating varied sensory, cognitive or psychosocial needs. Applying UD consistently helps ensure CAMHS do not unintentionally exclude children who may already face barriers due to disability, culture, language or complex family situations. 
The NDA also highlights the HSE’s National Guidelines on Accessible Health and Social Care Services which provide practical guidance to all health and social care staff about how they can provide accessible services. The guidelines outline how to deliver disability-friendly services, how to make premises accessible, how to accommodate additional needs of people with disabilities, and how to communicate with people with disabilities in ways that are appropriate to their needs.
Finally, the NDA highlights the recent launch of the Real Time Text (RTT) service in Ireland (ComReg, July 2025) is an example of universal communication technology that supports real-time, text-based conversations between service users and staff. It also enables people who are Deaf, hard of hearing or have speech communication disabilities to engage directly with health and support services without relying just on voice calls or intermediaries. In line with UD standards, CAMHS standards could encourage the adoption of communication options such as RTT, instant messaging and accessible digital contact points as part of a universally designed service provision. It could ensure that children and young people can contact, receive information from and engage with CAMHS in ways that best suit their needs. Integrating universal and multi-channel communication also aligns with the NDA’s Customer Communications Toolkit – A Universal Design Approach (cited above).

4. How can the standards help ensure that CAMHS give children and young people the support they need?
The National Disability Authority endorses the planned development of standards as a key step towards eventual regulation of CAMHS services, as recommended in the Independent Review of Provision of CAMHS in the State. A set of harmonised standards is key to supporting service improvement commitments and presents an opportunity to embed a rights-based, child-centred, accessible, integrated and whole-of-child approach to mental health that aligns with best practice.  The standards should provide a foundation for a harmonised approach across the state, for staff training and support, for accountability to service users and for monitoring purposes. The NDA suggests that the development of standards should be an iterative and ‘living’ process, that builds in testing and review functions (see Question 2 and 9) and that Universal Design principles inform their design and delivery (see Question 3).  
5. How can the standards help young people transition from CAMHS to adult services when they need them after they reach 18?
The research conducted by the Health Information and Quality Authority and the Mental Health Commission – Key Considerations to Inform the National Policy Framework for Children and Young People 2023 – 2028 – highlighted that the risk of children not receiving timely, appropriate and joined-up care is exacerbated when children with continuing care and support needs are transitioning from children’s services to adult services. That report found that while there are pockets of good practice, adequate preparation and planning for transition to adult services has not been widespread. 
Recognising this reality, under Sharing the Vision, a Youth Mental Health Transitions Specialist Group was established, which produced two key reports as follows (links to both reports are embedded in the newly published CAMHS Operational Guideline 2025, p.8):
1) A Youth Mental Health Enhanced Transition Plan to support individuals transitioning from CAMHS at age 18. This report outlines detailed recommendations to support improved transition planning, emphasising continuity of care and co-production of transitional care plans, while also making recommendations on staff engagement, training and support, and leadership. This report recommends that moving from CAMHS to adult services be treated as a continuation of care rather than a new referral.
2) Transforming Youth Mental Health Services in Ireland: a New Model, which includes a set of key recommendations relating to the development of a new specialist mental health service for young people between 15 – 25 years. 
The NDA advises that consideration be given to how CAMHS standards can align with and support implementation of the recommendations in these two reports, with transitions underpinned by Universal Design, accessibility and co-creation principles, a child/youth -centred approach and a seamless approach to transition.

6. What should the standards say about how children, young people and their families are involved in decisions about their mental health care?
The NDA welcomes this emphasis on the voices of children, young people and their families, and notes that ensuring meaningful participation of children and young people, including provision of additional supports to ensure participation of those with a disability, is an obligation on the state as set out in the UN Convention on the Rights of the Child (UNCRC) and the UN Convention on the Rights of Persons with Disabilities (UNCRPD).
The Independent Review of the provision of CAMHS in the State by the inspector of Mental Health Services made key recommendations on this issue:  
· Each young person and their family should be offered the opportunity to provide feedback on their experience in CAMHS. This information should be collected using standardised templates and used to improve quality of services both within the individual CAMHS Teams and across each CHO
· The HSE must make information about help and treatment for all levels of mental illness, widely available to the public, more coherent and more user friendly
· Young people and parents must be involved at every level of CAMHS service planning
The NDA notes that strong Government commitments have been made to strengthen practice in this area. One of the intended outcomes of Sharing the Vision is increased participation of service users, families, carers and supporters in the design of mental health services. Its 2025 – 2027 Implementation Plan commits to a co-production model: to “implement, deliver and evaluate supports, systems and services, where service users, carers and professionals work in an equal and reciprocal relationship”.
Meanwhile, Action 12 of the HSE’s Child and Youth Mental Health Office Action Plan 2024 – 2027 commits to involving children, young people, families and their supporting networks through collaboration and co-production, ensuring that service improvement programmes are implemented in a way that best considers their views. Specifically, it commits to developing a sustainable engagement framework, advocacy and an independent advisory panel to ensure service user participation and involvement.
The NDA expects that CAMHS standards will align with and benefit from these strands of work and advises that the standards should mirror the commitments to a co-production model. 
The NDA would hope to see a child-rights and disability-rights framing in the standards, underpinned by the UNCRC and UNCRPD, and an understanding of participation in decision-making as defined by the Committee on the Rights of the Child: an “ongoing processes, which include information-sharing and dialogue between children and adults based on mutual respect, and in which children can learn how their views and those of adults are taken into account and shape the outcome of such processes.” The standards should recognise and address the specific barriers to participation that disabled children, young people and their families can experience, and should provide clear guidance on how inclusion can be supported in practice – including disability-appropriate adaptation and assistance, as required, and support for a range of forms of communication. 
The NDA highlights the Participation Framework: National Framework for Children and Young People’s Participation in Decision-Making as a key resource with practical guidance for service providers, rooted in the Lundy Model’s four elements (space, voice, audience and influence). 
Finally, as the Participation Framework outlines, meaningful and sustained participation by children and young people in decision-making requires strong organisational commitment, including organisational buy-in; training and capacity building for decision-makers; resources (financial, human, time) and monitoring and feedback mechanisms. The standards should speak to these elements also to support implementation in practice.
7. What should the standards say about how young people, mainly aged 16 and over, are involved in decisions about their mental health care, consent and their capacity to make choices? 
The National Disability Authority broadly endorses the HSE’s National Consent Policy 2022, as amended (2024) – which states (in summary) that: 
· The consent to medical treatment of a young person (16 or 17 years) who has decision-making capacity is sufficient (except where Section 3 of the Mental Health Act 2001 relating to involuntary admission applies).
· The general principles for valid consent, as outlined in the Policy for adults, apply to young people (16 or 17 years). 
· The functional approach to assessment of capacity to consent, which is informed by the Assisted Decision Making (Capacity) Act 2015, as amended, applies to young people (16 or 17 years) in the same way as to adults. 
· If a young person is found to lack capacity to consent on the basis of a functional assessment, their parent(s) / legal guardian(s) may be given consent on their behalf until they reach the age of 18 years.
· Refusal of treatment by a young person (16 of 17 years) – unlike with adults – is legally differentiated from consent to treatment and a Court can overturn this refusal if considered to be in the young person’s best interests. However, the Policy emphasises that the views of a young person should be treated with respect and places strict parameters around the circumstances in which a medical intervention can be provided against the wishes of a young person with capacity. 
· The Policy recognises that disabled people may require extra support to ensure that their right to express their views on all matters affecting them is respected. It states that there should be recognition of, and respect for, non-verbal forms of communication and provides guidance on measures to facilitate communication in line with a person’s needs. Forthcoming guidance from the NDA for the public sector on minimally speaking and non-speaking individuals will provide further support to healthcare staff and service users on this issue.

The NDA notes, with regards to the legislative basis for the above, that:
· The HSE’s policy position that 16 is the age of consent for medical treatment, while a reasonable interpretation of the relevant legislation (Section 23 of the Non-Fatal Offences Against the Person Act 1997), it is not the only possible interpretation of the provision, and it has not been definitively established in the Irish Courts. It is nonetheless long-established practice with the Medical Council. It also aligns with the HSE’s recently updated National Policy for Consent in Health and Social Care Research, which was amended to state that young people (16 and 17 years) can consent to participate in health or social care research and to having their data processed for same.  
· The current provisions of Part 4 of the Mental Health Bill 2024, if enacted, would overhaul the legislative framework with regard to consent to mental health interventions by introducing a presumption of capacity for this age group to make decisions about their admission, care and treatment. As currently drafted, this includes recognising the capacity of young people (16 and 17 years) to consent to and refuse (subject to certain conditions) mental health treatment. As noted above, the HSE Consent Policy currently differentiates between capacity for this age group to consent to and to refuse, and these provisions would have to be reviewed in light of any legislative changes in this area.
· The Assisted Decision Making (Capacity) Act (as amended) 2015 (ADMCA), which informs the HSE’s Consent Policy in cases where a person’s capacity to consent is in question, only applies in law to adults (18 years). This creates a grey area and potential barrier to the realisation of their rights for young people (16 & 17 years), who are deemed entitled to the presumption of capacity in the HSE Consent Policy (underpinned by the Mental Health Bill 2024, if enacted into law) but who do not benefit from the supported decision-making provisions available to adults under the ADMCA in cases where their capacity to consent is in question. The NDA notes that the Mental Health Bill 2024 aligns with the relevant provisions of the ADMCA for adults, but not for young people. The NDA therefore advises that consideration be afforded to providing legislative certainty regarding the decision-making supports available to young people in light of the evolving understanding of their autonomy in medical contexts.

8. How can the standards help make CAMHS welcoming and inclusive for children and young people from different backgrounds, cultures and communities, including those from minority groups and those with disabilities? 
In addition to the points raised in response to other questions, most notably the importance of mainstreaming Universal Design principles, the NDA highlights the importance of prioritising the following: 
· An explicit commitment to an inclusive, accessible, understandable, usable and intersectional approach, as articulated in the HSE’s Child and Youth Mental Health Office Action Plan 2024 – 2027 and in the National Human Rights Strategy for Disabled People. The standards should provide for a diverse range of identities and factors of potential vulnerability or exclusion and should recognise the impact these intersecting identities can have on mental health, as well as on a user’s access to and engagement with services. This includes physical, sensory, intellectual and mental health impairments; age; gender; LGBTQI+ identities; cultural and linguistic diversity; Traveller and Roma identities; socio-economic factors; young carers; children in care; those who are homeless; those who have issues with substance misuse; those in contact with the criminal justice system; those who have experienced abuse; and asylum seeker, refugee or migrant families, etc. This also includes dual diagnoses, a reported barrier to access to CAMHS currently, as outlined in Question 3. 
· Comprehensive training for all staff on disability equality, universal design and intersectionality, as well as on skills to support inclusive communication – i.e. Hanen (training focused on how to enable communication in an inclusive framework), Lámh (a manual sign system used by children and adults with intellectual disabilities and communication needs in Ireland) and Irish Sign Language, where relevant and appropriate.
The NDA notes that work is ongoing on the development of an Inclusion Health Framework that aims to prevent and address the health and social inequalities experienced by groups of people due to poverty, social exclusion and multi-morbidity. The CAMHS standards should align with this body of work as it develops.   
9. How should the standards be designed so they stay useful over time, don’t become outdated and do not limit how services grow and improve?
The NDA advises that CAMHS standards should be designed as “living standards”, with built-in mechanisms for regular review, co-creation and continuous quality improvements. Many EU and international standards follow scheduled revision cycles (e.g. every 3-5 years) as seen in CEN-CENELEC Guide 6 and the ongoing review cycle of EN17161 (Design for All). Embedding similar expectations will help ensure that CAMHS remain relevant and aligned with evolving evidence, service models and children’s mental health needs. 
To support this, standards may include:
a) A structured review cycle specifying timelines (e.g. mandatory review every 3-5 years or earlier where significant legislative or clinical developments occur)
b) A requirement to involve children and young people (including disabled voices), parents, carers, mental health and medical specialists and Disabled Persons’ Organisations (DPOs) in reviews, consistent with obligations under the UNCRPD and in line with the NDA’s guidelines on meaningful engagement with disabled people in decision-making (see Participation Matters: Guidelines on Implementing the Obligation to Meaningfully Engage with Disabled People in Public Decision-Making)
c) A testing and evaluation element where services trial aspects of the standards, gather data on effectiveness and feed insights into the next revision. This approach mirrors the iterative practice found in human-centred and Universal Design methodologies
d) Ongoing feedback, complaints and monitoring mechanisms designed using Universal Design principles so that all children and young people can meaningfully contribute
Incorporating such features as the above could support CAMHS standards to remain dynamic, evidence-based and responsive, ensuring they do not become outdated. 
10. How should the standards be designed so they are practical, easy to use, and drive ongoing service improvement in real-life situations?
The NDA recommends that CAMHS standards include a clear implementation model. Standards should be accompanied by guidance, templates and examples, enabling CAMHS teams to operationalise them consistently across settings. 
Standards should also require regular review cycles that include service users, frontline staff, Disabled Persons’ Organisations (DPOs) and mental health professionals. CAMHS should adopt prototyping, user testing and service evaluations to understand how the standards work in actual practice (see also Question 9).
Feedback loops would enable children, young people and families in accessible and safe ways to share their insights. These feedback loops should be designed using Universal Design principles. The NDA also highlights the importance of meaningful inclusion, as described in Participation Matters: Guidelines on Implementing the Obligation to Meaningfully Engage with Disabled People in Public Decision-Making. This is helpful for ensuring standards reflect real barriers and lived experiences.  
Standards should also link to quantifiable and transparent metrics. For example, accessibility of online appointment materials, communication quality, waiting time transparency and other touchpoints within a user journey).  
11. Which organisations, individuals, or communities should we invite to help develop the standards to ensure diverse voices are heard?
The National Disability Authority endorses this ambition to have accessible and inclusive consultation in the development of these standards and notes that meaningful participation of disabled people and their representative organisations, particularly Disabled Persons’ Organisations (DPOs), is a requirement in line with the Government’s obligations under the UN Convention on the Rights of Persons with Disabilities. Reflecting the perspectives of disabled people and DPOs will also add enormous value to the process and the developed standards. The NDA notes, however, that there is currently no mental health-focused DPO in Ireland and there is no children’s DPO. Additional efforts may therefore be required to ensure that the consultation process creates space for people with lived experience of mental health, disabled children and young people, and their families, engaging with CAMHS.
As noted elsewhere, planning for meaningful inclusion in this process should be informed by Participation Matters: Guidelines on Implementing the Obligation to Meaningfully Engage with Disabled People in Public Decision-Making. This resource provides practical guidance to public officials to address barriers to full and effective participation that disabled people, and their organisations, may face in the consultation process. Rooted in a universal design approach to public consultation, using these guidelines to inform the design of the consultation process will help ensure inclusion not only of disabled people but of a range of diverse voices. 
In addition, Hub na nÓg, the national centre of excellence and coordination in children and young people’s participation in decision making, have just launched an eLearning course in Children and Young People’s Participation in Decision-Making that may be helpful. Also instructive is the DPO Network’s recently launched Blueprint for Co-creation
Note: Questions 12, 13, 14 and 15 are for people with lived experience

16. What are the key areas that the Code of Practice on assessment of the capacity of a child aged 16 years or older to consent to admission, care and treatment should cover?
As outlined in Question 7, the NDA endorses the HSE’s position that young people (16 & 17 years) are presumed to have the capacity to consent to medical treatment and notes that the Mental Health Bill 2024, currently in the second stage in the Seanad, introduces a presumption of capacity for this age group to make decisions about their admission, care and treatment, including the capacity to both consent to and refuse (subject to certain conditions) mental health treatment. 
The NDA also endorses the HSE’s position that a functional capacity assessment is appropriate where capacity to consent is in question for this age group. As such, the NDA takes the view that the Decision Support Service’s existing Code of Practice for Supporting Decision Making and Assessing Capacity provides relevant guidance on preparing for, undertaking and managing outcomes from an assessment.
This Code of Practice was drafted, however, in line with the Assisted Decision Making (Capacity) Act 2015, as amended – and as such was developed with a view to supporting adults (18+ years). The document would benefit from a review with an age-appropriate lens, informed by meaningful consultation with 16- and 17-year-olds, including those with disabilities, to consider its fit to the needs of young people. 
The NDA further notes that there are currently two key areas of divergence between the situation for adults and young people: 1) where a young person is assessed not to have capacity (in which case parental / guardian rights continue to apply until 18 years), and 2) where a young person refuses treatment, in which case such refusal can be overruled by the Court in very limited circumstances (although the NDA notes that the Mental Health Bill 2024, if enacted into legislation, would introduce new legislative provisions in this area). An adapted Code of Practice that caters for these scenarios, and is responsive to the evolving legislative landscape, is advisable. 

17. What are the key areas that the Code of Practice on admission with parental consent of a child aged 16 years or older lacking necessary capacity should cover?
The NDA firstly welcomes the fact that, after significant delays, the Mental Health Bill 2024 was presented to the Seanad by Deputy Butler in September 2025 following its passage through the Dáil. If enacted into legislation, this Bill would bring about significant amendments to the Mental Health Act 2001 with regards to voluntary and involuntary admissions, including by aligning the legislation more closely with key provisions of the Assisted Decision Making (Capacity) Act 2015, as amended, and the Bill includes a new standalone Part (Part 4) on the care and treatment of children. 
Noting that, if enacted, this Bill would bring about a significant overhaul of the legislation in this area, the NDA advises that the Code of Practice should build in a mechanism for regular review – to test its application in practice and ensure its provisions are informed by the lived experiences of affected children and their families, but also to ensure flexibility to adapt to the changing legislative landscape. 
The NDA also advises that due consideration be given to how the Code of Practice can reflect evolving understanding of capacity to consent, as embodied in the Assisted Decision Making (Capacity) Act 2015, as amended – in particular, by:
· Recognising and providing for the fact that capacity can change over time, so a person lacking capacity at one point may have capacity at a later stage
· Recognising and providing for the fact that the lack of capacity to consent to admission does not mean that a child or young person lacks capacity to consent to other aspects of their treatment or care and support needs during transition
· Recognising, as outlined in the Mental Health Bill 2024, that the best interests and welfare of the child shall be the primary consideration
· Recognising, as outlined in the HSE Consent Policy, that even where a young person is lacking necessary capacity, they have a right to be heard. This requires that they must be allowed to express their views and that these views are given due weight in accordance with their age and maturity. This means that they should be given age-appropriate information and should be encouraged to be involved in any decisions made.
 
18. What are the key areas that the Code of Practice on criteria for involuntary admission of a child to a registered acute mental health centre should cover?
The National Disability Authority advises that the Code of Practice on criteria for involuntary admission of a child reflect the importance of ensuring that children are supported in age-appropriate facilities. The NDA recognises the complexities in this area, and that the amendments to the Mental Health Act 2001 are still pending. The NDA also recognises, based on the National Psychiatric Inpatient Reporting System, that there has been a welcome year-on-year improvement in the numbers of children who have been admitted to adult in-patient facilities, reducing from 20 in 2022 to 5 in 2024, and a reported 2 in the first half of 2025 (as per Deputy Butler’s statement to the Seanad in September 2025). 
Nonetheless, the UN Committee on the Rights of the Child in its Concluding Observations on the Combined Fifth and Sixth Period Reports of Ireland, has expressed serious concerns about the placement of children with mental health issues in adult psychiatric wards and urged the government to include an explicit prohibition of the practice in its amendments to the Mental Health Act. The NDA notes, however, that there is currently no such provision in the Mental Health Bill.

