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K AT E L AT IMER

Mental Health (Care and Treatment) (Scotland) Act 2003:
impact on child and adolescent in-patient services

SUMMARY

This article examines the recommen-
dations inThe Mental Health (Care
andTreatment) (Scotland) Act 2003

that are related to child and adoles-
cent psychiatric services. Statistics
relating to the first 6 months of the
Act are included to indicate how it is

being implemented and enable con-
clusions to be reached on how theAct
is working in practice at this early
stage.

In recent years there have been a number of reports

looking at ways of improving mental health services for

children and adolescents. In 2001, the Scottish Executive

set out its plans for improving children’s services and

promoting collaboration in its report For Scotland’s

Children (Scottish Executive, 2001). This was followed in

2003 by the SNAP (Scottish Needs Assessment

Programme) report on child and adolescent health (Public

Health Institute of Scotland, 2003). It looked at the

planning and delivery of services. Following the SNAP

report, the Scottish Executive (2003), in conjunction with

the Child Health Support Group, produced Children and

Young People’s Mental Health: A Framework for Promo-

tion, Prevention and Care. As part of this framework, a

commitment was made to increase adolescent in-patient

beds as well as the development of community services in

order to reduce the number of admissions of children and

young people to adult beds by 50% by 2009. The

framework was launched in October 2005 and at the

same time the Mental Health (Care and Treatment)

(Scotland) Act 2003 was implemented.

The Mental Health (Care and Treatment)
(Scotland) Act 2003
The Act applies to people with a ‘mental disorder’. This
term is used to cover mental health problems, personality
disorders and learning disabilities. The Act contains a
number of recommendations surrounding the care and
treatment of children and adolescents with mental disor-
ders being treated in hospital. This provides added legal
weight to the need to improve services in Scotland.

One of the important changes from the old 1984
Scottish Mental Health Act is that the new Act is based
on a set of ten guiding principles that should be consid-
ered by anyone using the new Act. These are:

1. non-discrimination
2. equality
3. respect for diversity
4. reciprocity
5. informal care
6. participation
7. respect for carers
8. least restrictive alternative
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9. benefit
10. child welfare.

The principle of child welfare requires that any func-
tions under the Act in relation to a child (defined as a
person under 18 years) with a mental disorder should
always be carried out in a manner that best secures the
welfare of the child. The code of practice suggests that it
is necessary to take into account:

. the wishes and feelings of the child and the views of
any carers;

. the carer’s needs and circumstances which are
relevant to the discharge of any function;

. the importance of providing any carer with informa-
tion as might assist them to care for the individual;

. where the child is or has been subject to compulsory
powers, the importance of providing appropriate
services to that child;

. the importance of the functionbeingdischarged in the
manner that appears to involve the minimum restric-
tion on the freedom of the child as is necessary in the
circumstances.

Number of children and adolescents
detained
The Mental Welfare Commission (2006a) has published
statistics for the first 6 months of the new Act. These
show that 29 under-18-year-olds were placed on
emergency detention certificates. An emergency deten-
tion lasts for 72 h. Any registered medical practitioner
may grant an emergency detention. The individual has no
formal right of appeal against the granting of an emer-
gency detention. The 29 under-18-year-olds detained
accounted for about 3% of all emergency detentions. The
majority of the emergency detention certificates were for
adolescents in the 16 to 17-year-old age range (86%).
Forty-two under-18s were placed on short-term deten-
tion certificates. A short-term detention lasts for 28 days
and may only be granted by an approved medical practi-
tioner. Both the individual and the individual’s named
person have a right to appeal against the short-term
detention. Again, the under-18-year-olds accounted for
about 3% of all short-term detention certificates. A
comparison with the last 6 months of the old Act
showed that 39 under-18s were placed on an emergency
detention during the period April-December 2005.
However, this was out of a much higher total and so only
accounted for 1% of all emergency detentions granted.
Short-term detentions show that 28 under-18s were
detained - around 2% of the total detentions. Unfortu-
nately, there is not yet information on longer-term
detentions. Compulsory treatment orders can be applied
for by a mental health officer. The application consists of
two mental health reports prepared by medical practi-
tioners, the mental health officer’s report and a proposed
care plan. If the tribunal grants the compulsory treatment
order it lasts for 6 months.

Children at risk
The Mental Health (Care and Treatment) (Scotland) Act
2003 does not cover children at risk. If there are concerns
about the safety of a child then the Children (Scotland)
Act 1995 must be used. Unlike the Mental Health (Care
and Treatment) (Scotland) Act 2003, the Children
(Scotland) Act 1995 defines a child as being under 16. The
Children (Scotland) Act 1995 covers laws relating to
children, to the adoption of children and to young
persons who as children have been looked after by a
local authority. The Children (Scotland) Act 1995 can be
used to enable local authorities to apply for a Child
Protection Order or Child Assessment Order. Also, any
person with concerns about a child can refer the matter
to a children’s reporter enabling the concerns to be
investigated.

The Protection of Children (Scotland) Act 2003 also
has a role in looking after children at risk. The Act requires
Scottish Ministers to keep a list of individuals whom they
consider to be unsuitable to work with children; to
prohibit individuals included in the list, and individuals
who are similarly regarded in other jurisdictions, from
doing certain work relating to children; to make further
provision in relation to that list and for connected
purposes.

Neither of the above two Acts make direct provision
for the care and treatment of children suffering from
mental illness unlike the Mental Health (Care and
Treatment) (Scotland) Act 2003.

Health board provision for young people
There are a number of safeguards that have been brought
into the new Mental Health (Care and Treatment)
(Scotland) Act 2003 to protect the rights of mental
health service users. Some of these safeguards will
benefit all service users and not just people who are
being treated under the Act. One of these safeguards is
that health boards will have to provide services for
children and young people (aged under 18) that are
appropriate for their particular needs. The Act
recommends that it is best practice to admit a child to a
unit specialising in child and adolescent psychiatry. The
Act also highlights the fact that educational authorities
have a duty to make arrangements for the education of
pupils unable to attend school either because they are
subject to the measures authorised by the Act, or in
consequence of their mental disorder.

Guidelines for the admission of young
people to adult mental health wards
Unfortunately at present, because of a lack of resources,
it may not always be possible to admit a detained child to
a specialist child and adolescent unit. In these cases the
Act recommends that any risks to the child need to be
identified and a plan put in place to minimise them. For
example, it may be that the child requires a single room
or special monitoring arrangements. The code of practice
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for the Act states that particular consideration should be
given to the likely impact on the child of the behaviour of
other patients on the ward and the need to protect such
children from exposure to distressing experiences. Other
ward policies, such as visiting, may also need to be
modified. The code also recommends that nursing staff
with experience of working with children should be
available to provide direct input to the care of the child,
and to give support and guidance to ward staff.

In the event of a child patient being admitted to an
adult ward, it is considered best practice for the hospital
managers to notify the Mental Welfare Commission to
enable them to monitor the general provision of age
appropriate services under the Act. In January 2006, the
Mental Welfare Commission brought out guidelines on
the admission of young people to general adult wards.
The guidelines that the Commission (2006b) expects to
be adhered to are as follows.

1. The particular needs of each young person be central to
decisions about admission andmanagement.The needs
of families and carers must also be taken into account.

2. Every effort be made to provide for age-appropriate
specialist care.This should include a child and adolescent
psychiatrist taking consultant responsibility where at all
possible; nursing staff with experience of working with
young people being available to provide input to ward
staff; and access being available to other local child and
adolescent services.

3. There must be attention to the needs of young people in
terms of their protection and welfare within a ward
environment that is designed for adults.The Commission
notes that this is especially important in an admission to
an intensive psychiatric care unit andmust include an
awareness of the young person’s potential physical,
emotional and sexual vulnerability.

4. There should be access to appropriate therapeutic and
recreational activities as well as an awareness of educa-
tional needs.

5. Staff need to be aware of the legal context of a young
person’s admission and treatment.

6. If possible, a particular wardbe identified within an adult
in-patient service to receive young people’s admissions.
This allows a particular group of medical and nursing
staff to become more familiar with the needs of young
people.

Figures for under-18s admitted to psychiatric
in-patient services
As discussed above, it is considered best practice to
inform the Mental Welfare Commission when young
people are admitted to non-specialist facilities. Figures
have now been produced showing that in the first 6
months of the new Act there were 69 cases of young
people being admitted to non-specialist facilities (Mental
Welfare Commission, 2006b). The Commission received
information about 59 of these cases. This shows that the
guidelines are not being followed in all cases.

. 34%of the cases hada consultant that was a childand
adolescent specialist.

. 34% had nursing staff with experience of young
people working directly with them.

. 64% had nursing staff with experience of working
with young people able to provide advice to ward
staff.

. 42% had access to other age-appropriate therapeutic
input.

. 59% had access to age-appropriate recreational
activities.

. 29% had a discussion about their educational needs.

It should be noted that the available statistics
contain some uncertainty as detailed information has not
been provided in 14% of cases. However, it is clear that
the resultant uncertainty because of this relatively small
omission cannot account for the large figure of
underachievement.

Conclusion
The Mental Health (Care and Treatment) (Scotland) Act
2003, in conjunction with some Scottish Executive
reviews, has resulted in the introduction of a number of
recommendations intended to improve the standard of
child and adolescent psychiatric care in Scotland. Data
gathered indicates that there is still much room for
improvement. Many, and in some cases the majority of,
individuals are clearly still not receiving age-appropriate
services as required under the new Act.

Government proposals to increase beds in specific
child and adolescent units will help to improve the situa-
tion in the longer term. However, there is an urgent need
to ensure that the principles of the new Act and the
Mental Welfare Commission guidelines are acknowledged
and acted upon by all relevant personnel involved in the
care of child and adolescent in-patients.
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