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Introduction

The right to community-based mental health services, expressly recognised in Article 19 of the United Nations 
Convention on the Rights of People with Disabilities (CRPD), has significant implications for the organisation of 
mental health services. It implies that (a) all persons with disabilities have the right to live in the community, 
choose their place of residence and have access to residential and domiciliary services as well as other 
community services; (b) States should facilitate the inclusion and full participation in the community of 
persons with disabilities; and (c) community services and facilities for the general population should also be 
available for people with disabilities. 

Yet, despite all the progress made in the last few decades to improve the situation for those with mental 
illness, provision of supported and independent community accommodation has remained inadequate.

Since 1984, the process of “deinstitutionalisation” in Ireland has led to developing supported 
accommodation services to enable people with mental health problems to live in the community instead 
of large psychiatric hospitals. A range of provisions were developed, including residential facilities that are 
staffed 24 hours a day. It was anticipated that once the housing needs of the cohort of former long stay 
hospital service users has been catered for, the requirement for the current level of 24-hour high support 
accommodation would decrease. This has not been the case. 

In 2005, there were 127, 24-hour supervised residences. In 2018, 13 years later, 118 of these residences 
remained. The policy of housing people with mental illness in such facilities has continued, with the number 
of people residing in them remaining relatively stable over many years, currently just over 1,200. A Vision 
for Change outlines a requirement of approximately 30 places per 100,000 population. It stated that these 
residences should have a maximum of ten places to foster a non-institutional environment. In 2019, this 
is not considered in line with best practice. The HSE’s own report – Time to Move on from Congregated 
Settings A Strategy for Community Inclusion Report of the Working Group on Congregated Settings (June 
2011) – states that community houses for people with disabilities should have no more than four residents 
with their own rooms. However, many larger mental health community residences have multi-bed rooms, 
often with no privacy between beds. There is a move towards providing single room accommodation within 
the residences but this is in the early stages and on an ad hoc basis across different HSE areas.

These residences accommodate people who have not received appropriate rehabilitation services at the 
appropriate time early in their treatment and who have now been “re-institutionalised” in these settings. Of 
serious concern is that people who have not had extended periods in hospital and who have rehabilitation 
and accommodation needs are being admitted to 24-hour supervised residential units, often without a 
rehabilitation service. 

We have not seen a significant reduction in community residences, nor have we seen a significant increase 
in fully-staffed rehabilitation teams. Thus, this has left a sizeable cohort of approximately 1,200 people in 
mini-institutions with little prospect of receiving rehabilitation to enable them to move to more independent 
living. 

All the people resident in these residences have enduring mental illness or intellectual disability. They often 
have severe, complex mental health problems, such as schizophrenia, with associated cognitive difficulties 
that impair their organizational skills, motivation and ability to manage activities of daily living. The support 
they need to live successfully in the community is mainly of a practical nature, including assistance to 
manage their medication, personal care, laundry, shopping, cooking and cleaning. Most are unemployed, 
socially isolated, and many do not participate in civil and political processes. They are a vulnerable group 
of people who are at risk of abuse and yet the provision of their care and accommodation is not regulated. 
This is a serious deficiency, leading to the risk of abuse and substandard living conditions and treatment. 
Despite the Mental Health Commission highlighting the lack of regulation for many years, this has not been 
addressed and it remains a critical risk for residents.
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There are two groups of residents living together in 24-hour supervised residences. The first group are 
residents who had been in long-term care in the old large psychiatric hospitals and, during the period of 
deinstitutionalisation, were moved to large community residences and have remained there. People who 
have been discharged from long stay institutions often have clinical, social and behavioural impairments 
associated with long-term hospitalisation. They did not receive a rehabilitation service at the appropriate 
time in their illness and have great difficulties in reaching their potential and functioning without intensive 
support. 

However, it is generally accepted that community-based settings are more humane and offer a 
better quality of life than long-term hospitalisation1. Evidence for an association between supported 
accommodation and improvement in social functioning amongst this group has been mixed, although 
findings suggested a trend toward improvement2. There is a lack of clear evidence for any improvement in 
quality of life over time for this population but most studies reported that it remained stable3 4. One study 
found that moving into ‘inappropriate’ residential settings resulted in a deterioration in quality of life5. 

The second group of residents represents service users of the post-deinstitutionalisation care pathway. 
Generally, they present with complex needs associated with psychotic illness and will have entered the 
supported accommodation system through various pathways (e.g. referred from acute inpatient units, or have 
deteriorated after independent community living). Importantly, as opposed to the deinstitutionalisation group, 
they will generally not present with the clinical, social and behavioural impairments associated with long-term 
hospitalisation and their needs are different. A systemic review of mental health and psychosocial outcomes 
and outcomes found that several studies showed no change in the size of social networks over time6 7 8, while 
others demonstrated a reduction in the frequency of contacts with family and friends, with a parallel increase 
in contacts with fellow residents9. Results of studies looking at quality of life in this group have been mixed. 
Some studies showed a significant improvement in quality of life over time,10 11 while other studies indicated no 
change,12 which suggested a limited, or inconsistent relationship between supported accommodation and this 
outcome. In one study, quality of life was positively associated with specific life skills, including budgeting, self-
care, ability to go out and work performance13 .

1 Lamb HR, Bachrach LL. Some perspectives on deinstitutionalization. Psychiatr Serv. 2001;52:1039–1045.

2 Peter McPherson, Joanna Krotofil, and Helen Killaspy Mental health supported accommodation services: a systematic review of 
mental health and psychosocial outcomes BMC Psychiatry. 2018; 18: 128. 

3 McInerney S J, Finnerty S, Walsh E,  Spelman L, Edgar N E, Hallahan B, McDonald C. Quality of life and social functioning of 
former long-stay psychiatric patients transferred into the community: a 10 year follow up study Social Psychiatry and Psychiatric 
Epidemiology August 2018, Volume 53, Issue 8, pp 795–801

4 Grant JG, Westhues A. Choice and outcome in mental health supported housing. Psychiatr Rehabil J. 2010;33:232–235. doi: 
10.2975/33.3.2010.232.235.

5 Baker F, Douglas C. Housing environments and community adjustment of severely mentally ill persons. Community Ment Health 
J. 1990;26:497–505

6 McPherson P, Krotofil J, Killaspy H. Mental health supported accommodation services: a systematic review of mental health and 
psychosocial outcomes. BMC Psychiatry. 2018 May 15;18(1):128.

7 Duurkoop P, van Dyck R. From a “state mental hospital” to new homes in the city: longitudinal research into the use of intramural 
facilities by long-stay care-dependent psychiatric clients in Amsterdam. Community Ment Health J 2003;39:77

8 Anderson J, Dayson D, Wills W, Gooch C, Margolius O, O’Driscoll C, et al. The TAPS project. 13: clinical and social outcomes of 
long-stay psychiatric patients after one year in the community. Br J Psychiatry Suppl. 1993;19:45–56.

9 Eikelmann B, Reker T. Rehabilitation of the chronically mentally ill in the community: five-year follow-up. [German]Ergebnisse Der 
Extramuralen rehabilitation Chronisch Psychisch Kranker: 5-Jahres-follow-up. Rehabilitation. 1993;32:171–176.

10 Law KKP, Yau SB, Wan DLY, Chan CCH. Relationship between perceived quality of life, social functioning, and life skills 
performance of patients with chronic psychiatric conditions in a long stay care home. Hong Kong. J Psychiatry. 2002;12:2–7

11 Middelboe T. Prospective study of clinical and social outcome of stay in small group homes for people with mental illness.  
Br J Psychiatry. 1997;171:251–255

12 Lora A, Contartese A, Franco M, Lo Maglio MC, Molteni E, Pallavicin A, et al. An observational study of effectiveness in community 
residential facilities. Epidemiol Psichiatr Soc. 2004;13:198–208

13 Middelboe T. Prospective study of clinical and social outcome of stay in small group homes for people with mental illness.  
Br J Psychiatry. 1997;
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In 2007, a systematic literature review was carried out to identify the key components of care for people 
with long-term mental health problems whose severity of needs necessitated their residence in a hospital 
or social care institution. This work was carried out as part of a three year project funded by the European 
Commission, the Development of a European Measure of Best Practice for people with longer term mental 
health problems in institutional care (DEMoBinc) to develop an internationally relevant quality assessment 
toolkit for longer-term psychiatric and social care institutions14. It involved 11 centres across 10 countries 
at different stages of deinstitutionalisation (Bulgaria, Czech Republic, Germany, Greece, Italy, Netherlands, 
Poland, Portugal, Spain, and the UK). It suggested that institutions should, ideally, be community based, 
operate a flexible regime, maintain as low a density of residents as possible and maximise privacy. 

Although 24-hour supervised residence are not regulated, the Inspector of Mental Hospitals can inspect 
them and has done so since 2005. In 2017, we commenced a three-year programme of inspections of 24-
hour supervised residences. This report and the individual reports for each 24-hour supervised residence 
inspected in 2018 are available on our website. 

14 Taylor T.L., Killaspy H., Wright, C., et al. (2009). A systematic review of the international published literature relating to quality of 
institutional care for people with longer term mental health problems. BMC Psychiatry, 9:55.
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In 2018, the second year of our current three-year programme of inspections, we inspected 54, 24-hour 
supervised residences across a number of Community Healthcare Organisations.

Community 
Healthcare 
Organisation (CHO)

Number of 
residences 
inspected in 2018

CHO 1 4

CHO 2 9

CHO 3 4

CHO 4 8

CHO 5 11

CHO 6 0

CHO 7 2

CHO 8 9

CHO 9 7

2018 Inspections of 24-hour Supervised Residences
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Over a number of years, I have expressed concern about the excessive number of beds in 24-hour 
supervised community residents. In 2018, a significant proportion of residences had 10 or more beds (43%). 
This was despite the recommendation of the 2006 national health policy A Vison for Change that these 
residences should have no more than 10 beds.

Number of beds in residence Number of residences Percentage

4 4 7%

5-7 13 24%

8-10 14 26%

11-13 11 20%

14-16 9 17%

16-19 3 6%

Total 54 100%

Percentage or residences with 10 beds or less 57%

Percentage of residences with over 10 beds 43%

The lack of privacy in the residences was of serious concern. We found that 43% of residences did not 
provide single room accommodation for all residents. A startling and disturbing finding was that 91% 
of residences that had shared rooms did not provide any privacy (not even curtains between the beds) 
within the shared bedrooms. This is in clear breach of the right to privacy and is unacceptable in any 
healthcare facility.
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Sleeping accommodation Number Percentage

All single rooms 31 57%

Shared (2 beds) 20 37%

Shared (3 beds) 2 4%

Shared (4 beds) 1 2%

Shared rooms without privacy 21 91%

The condition of the residences was also of concern. While 46% were in good condition and showed evidence 
of ongoing maintenance, 35% required improvement. Nineteen per cent of residences were in such poor 
condition that it showed disrespect for the residents’ dignity.

Good condition 25 46%

Requires improvement 19 35%

Poor conditions 10 19%

Examples from inspection reports:

In CHO 9, a residence: was poorly maintained and neglected in appearance. The garden at the front 
was overgrown, and the windows were observed to be dirty. All residents had their own bedrooms, and 
all rooms were personalised. However, some appeared bare and all bedrooms smelled musty…The 
paintwork in the kitchen, dining room, living room, and bathrooms was in poor condition. The small 
sitting room was comfortable but somewhat dated in appearance. Some furniture was tattered. The fl oor 
in one of the bathrooms was damaged and needed to be renovated or replaced. Staff reported that the 
clothes dryer in the dining room had an issue with venting and caused malodour when in use. There was a 
general air of neglect externally and internally in this residence, which had not been properly maintained 
for many years. Repeated requests for maintenance had not been addressed. It was in need of painting 
and redecoration. 

Another residence in CHO 9 was found to be in good condition: the house had been recently repainted, the 
fl oor in the offi ce had been renewed, a new shed had been purchased for the garden, plumbing works had 
been completed, and a new washing machine had been acquired. Plans for future renovations included 
the installation of a new shower, which was on order, and the purchase of new chairs for the sitting room. 
Staff also wanted to purchase new garden furniture. 

In a residence in CHO 5: One of the residents’ bedrooms was sparsely furnished with no items other than 
a torn mattress on the fl oor and an unused TV behind a screen. 
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There is evidence that rehabilitation and recovery teams, although insuffi cient in number and staffi ng, have 
made progress in providing services to people in the residences. However, there is an insuffi cient number of 
rehabilitation and recovery teams, and a lack of adequate staffi ng of these teams to provide a comprehensive 
service. Assessments are now carried out to assess residents’ needs but many of these needs are unmet due to 
lack of resources. Only 43% of residences provided multidisciplinary individual care plans for their residents. 

Clinical Team responsible Number Percentage

Rehabilitation 33 61%

Intellectual Disability 10 19%

General Adult Sector teams 9 17%

Shared (Rehabilitation and General Adult) 2 4%

Most residences were well located in the community, allowing residents to access to facilities such as coffee 
shops, local bingo, libraries church, hairdressers etc. Apart from the Legion of Mary, which visited some 
residences on a regular basis, there was very little community input to the residences.

No residence was locked and residents were allowed to come and go as they wished. However, few had a 
front door key. Only 22 % of residences provided a key to residents for their bedrooms. Nearly one third of 
residences did not allow residents to access the kitchen, even to make a cup of tea or prepare a snack or 
meal. This severely limited a key component of rehabilitation and recovery. 
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Conclusion

There has been little progress in addressing the rights of people with mental illness who live in 24-hour 
supervised community residences. The number of residents and the number of residences have not 
decreased significantly since 2005. Needs assessments indicate that if the appropriate resources were in 
place, many could move to smaller more independent accommodation but this is not happening, due in part 
to lack of appropriate housing, not enough rehabilitation teams and inadequate staffing of rehabilitation 
teams. There are continuing breaches of human rights:

l the right to privacy 

l the right to a clean well maintained accommodation

l the rights of service users to choose where they would like to live

l the right to independent living with appropriate supports 

l the right to access appropriate care and treatment through access  
to rehabilitation and recovery services.

We will inspect the remaining 24-hour supervised residences in our three-year inspection cycle in 2019. 
This will complete an extensive review of all such residences over a three year period. This will allow us 
to present an overview of the provision of highly supported accommodation for people with severe mental 
illness, looking in detail at residents’ human rights, autonomy, care and treatment and physical condition 
of residences.

There are over 1,300 vulnerable people living in 24-hour supervised residences. I cannot stress enough 
the need for these residences to be regulated to protect the safety of people who live in them. Regulation 
would allow the Mental Health Commission to enforce changes where deficits and risks are found, protect 
the human rights of people living in these residences and help mental health services to provide care and 
treatment in accordance with best practice standards.
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