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INTRODUCTION 

 

1. The Isle of Man Mental Health Review Tribunal (“the Tribunal”) is established 

under the Mental Health Act 1998 (“the Act”) and conducts its business and 

hearings in accordance with the Act, the Mental Health Regulations 2000 (“the 

Regulations”) and the Mental Health Rules 2000 (“the Rules”). 

 

2. The Legislative and Regulatory regime has been in force for 23 years.  Since the 

introduction of the Act, Regulations and Rules there have been changes in 

relation to Human Rights law, the English law upon which the Manx Act, Rules 

and Regulations are based and concepts in relation to Capacity. Manx Law has 

not kept up. The Chairmen felt it would be of assistance to them, the staff who 

clerk for the Tribunal and parties who have to prepare for Tribunal hearings 

(including hospital staff and advocates) and appear before the Tribunal, to 

provide guidance as to best practice to attempt to ensure that Tribunal 

proceedings are conducted in accordance with the overriding objective as 

follows. 

 

THE OVERRIDING OBJECTIVE 

 

3. The Overriding Objective 

 

(1) The overriding objective is to assist the Tribunal to deal with cases justly. 

 

 (2) Dealing with a case justly includes, so far as is practicable — 

 

  (a) ensuring that the parties are on an equal footing; 

 

  (b) saving expense; 

 

  (c) dealing with the case in ways which are proportionate to — 

 

 (i) the importance of the case; 

 

 (ii) the complexity of the issues; and 

   

 (iii) the needs and requirements of each party and in particular   

o the health  and safety of any patient who is before the Tribunal 

o and the safety of third parties; 

 

  (d) ensuring that it is dealt with expeditiously and fairly; and 
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(e) allotting to it an appropriate share of the Tribunal’s resources, while taking 

into account the need to allot resources to other cases. 

 

(3) The Tribunal will attempt to give effect to the overriding objective when it 

exercises any power given to it by the Act, Regulations and Rules. 

 

(4) The parties are required to help the Tribunal to further the overriding 

objective. 

 
4. The Tribunal Service of the Isle of Man, in general, and the Tribunal in particular, 

is committed to value for money, transparency, accountability and to the delivery 
of the highest quality decision making and administration to Tribunal users, 
cooperating with other stakeholders such as Manx Care, and any of its 
employees including Hospital Managers, doctors, nurses and social workers 
(together “Manx Care”), GP’s, Doctors, Nurses, Social Workers (and others 
concerned in the treatment of patients under the Act), patients, Advocates and 
others who may represent or assist patients. 

 
5. In 2017 it was thought appropriate, by the Chairmen after consultation with DHSC 

(as it was then), the Isle of Man Law Society and the High Bailiff (as ex officio 
Chairman of the Tribunal), and other stake holders for guidance and a statement 
of best practice to be issued as to how the Tribunal works and what is expected 
of parties who prepare papers for or appear as witnesses or representatives 
before the Tribunal.  

 
6. These guidance notes are not rules, but are a statement of best practice.  They 

should be observed wherever possible by the Tribunal members, Tribunal staff, 
Manx Care, Witnesses (including Doctors, nurses and social workers) and 
representatives of parties including patients.  The Tribunal, within the Act, 
Regulations and Rules, always has the power to exercise discretion (within the 
wording of the Act, Rules and Regulations) in case of difficulty and upon 
reasoned application or explanation.  The guidance notes do not fetter that 
discretion. 

 
7. The guidance should be read in conjunction with the Act, Regulations and Rules.  

In case of conflict the Act, Regulations and Rules prevail.  
 
8. The guidance contains one general section for all types of application and 

specific sections listing variations, additional requirements or exceptions for 
particular applications or categories of patients. 
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POINTERS ON PROCEDURE 
 

9. This part of the Guidance sets out some common areas of concern and is aimed 
at assisting smooth running of the Tribunal. 

 
10. Treatment suggestions and comments. The Tribunal recognises the fact that 

the decisions of Manx Care as to treatment and discharge are paramount. 
Sometimes on advice from the medically qualified Tribunal member a decision 
will contain commentary about treatment and care. This is the only way the 
Tribunal can communicate with the Department. 

 

11. Such commentary is not intended as criticism, but to highlight alternatives to be 
considered by Manx Care. They should be carefully considered, but clinical 
responsibility for medication, after care, assessment and discharge continues 
with Manx Care. The powers of the Tribunal are only to discharge, adjourn or 
give non-clinical directions requesting information to assist it in its decision 
making. 

 

12. It is the hope of the Tribunal that some of the commentary will help highlight 
issues about the mental health service. Manx Care may then be able to use 
these to help improve service delivery to users.  

 

13. Capacity. The IOM does not have modern capacity legislation in place, but the 
English legislation is the highest persuasive framework as to how capacity should 
be applied to be Human Rights compliant as best practice. 

 

14. Change of holding provision. Previously if a patient was transferred from s.2. to 
s.3, or another holding provision, or being on another holding provision and that 
provision was either renewed or changed, proceedings before the Tribunal were 
vacated. Since April 2021, the Tribunal has adopted the English practice of the 
appeal listing continuing but the Tribunals tests and powers being those under 
the then current holding provision at the date of hearing. So, as an example, a 
patient held on s.2 who appeals and whose appeal is adjourned and who is then 
transferred onto s.3 during the adjournment will have their appeal determined 
under s.3.  This applies to transfers to/from s.7 Guardianship and s.28 
Supervision. 

 

15. Referral under s.76. The Tribunal suggests that when a patient has been held 
for such period that s.76 is engaged the following applies:  

 

 S.2. No referral arises. 

 S.3. No referral arises on an initial s.3, which is for 6 months, either by 
transfer from s.2 or detention straight to s.3. The patient has 6 months in 
which to Appeal. 

 S.3. First Renewal, which is for a second period of 6 months.  Referral should 
be made no sooner than day 28 and no later than day 56 after renewal.  
Attempts should be made to encourage and facilitate the patient to lodge their 
own appeal prior to referral. 
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 S3. Second, or subsequent, Renewals, which are for periods of 12 months at 
a time. Referral should be made no sooner than day 28 and no later than day 
56 of the first 12 month detention and thereafter at intervals of, not less than 
18 nor more than 24 months. Attempts should be made to encourage and 
facilitate the patient to lodge their own appeal in the period of 28 days prior to 
any referral.  

 The same time limits should be observed in respect of Guardianship (s.7) and 
Supervision (s.28) 

 These periods appear slightly at odds with the Act which makes referral 
mandatory after 3 years. However the date is discretionary and can be less 
than 3 years and, as the patient should, in compliance with Capacity good 
practice, be encouraged to appeal, and the legislation does not provide for 
forthwith referral on renewal time is allowed so as to not disempower the 
patient. 

 
16. Multi Agency Referral Forms (MARF). These forms have become more 

commonly used recently, in place of s.132 Place of Safety procedures and forms. 
The tribunal welcomes this. However, as  a s.132 form has to be included in the 
bundle, and the Act is silent about MARF forms, these must be included in the 
bundles as if they were an s.132 form 

 
17. Previous Interaction with Mental Health Service. As well as a list of previous 

detentions under the Act, and voluntary admissions, being included in the reports 
Manx Care should include in the bundle the records and forms of the last 2 such 
admissions and any appeal decisions made within the last 3 years from the date 
of the appeal being lodged.  

 

18. Report writing and appearance at hearing. The Tribunal requests that when 
Manx Care allocates responsibility for the compiling of reports a check is made 
as to availability of the report writer/witness to attend the hearing and shifts are 
changed, where possible, to ensure attendance. The Tribunal appreciates that 
there will be circumstances where, due to pre booked holidays/activities this is 
impossible. In that case the report should be commissioned from another 
appropriately qualified person who is familiar with the patient and  who is 
available for the hearing or jointly compiled and discussed with the person who 
will attend.  

 

19. Appellants under 18. It is vitally important when the patient is under 18 that the 
additional requirements for patients under 18 are fulfilled. It is helpful, if the 
patient has a social worker or family liaison officer from Manx Care or DESC that 
they are informed, if possible, and that they provide a report and attend the 
hearing.   

 

20. Digital Signatures. Unfortunately, we are not yet able to deal with digital 
signatures. The Tribunal requires a hard copy manual signature, under the hand 
of the report writer. 

 

21. Papers to be issued to Manx Care witnesses and to be brought by them to 
the hearing. As witnesses may be questioned from the point of their expertise, 
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about conclusions or recommendations made by other report writers/witnesses, 
all witnesses must have, and bring with them, a full paginated set of the reports 
NOT just their own report. This will be provided through the Mental Health Act 
Office.   
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THE HEARING  
 

22. Hearings normally take place in the Board Room at Manannan Court 
 
23. Hearings may be conducted remotely if circumstances require 

 

24. Hearings normally take place between 10.00 to 13.00 and, if required, 14.00 to 
17.00. 

 

25. One hour is allowed for lunch, normally 13.00 to 14.00 
 

26. If any attendee requires a comfort break they should ask 
 

27. Attendees must turn off all phones and tablets, or if using them set them to 
airplane mode 

 

28. Hearings are recorded for security 

 

29. Hearing Procedure is informal. Tribunal members will have pre-read the papers. 

Witnesses will be asked to identify and confirm any report they have prepared 

and to update. They will then be asked questions by the Tribunal members and 

the Patient or Patient’s representative  

 

30. At the end of the hearing the Tribunal will adjourn and reach a decision, usually 
with an hour.  

 

31. A written judgment will be prepared and circulated in the week after the hearing 
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CONTENTS OF REPORTS AND ANY VARIATIONS OR DEVIATIONS IN 
SPECIFIC CASES 

 
GENERAL IN-PATIENTS 

 
32. Unless one of the additional requirements or exceptions applies, Manx Care 

should send or deliver to the Tribunal the following documents containing the 
specified information in accordance with the paragraphs below: 

 

 Statement of Information about the Patient.  This can be a separate 
document or contained within Manx Care’s report.  

 Responsible Clinician’s Report, including any relevant forensic history. 

 Nursing Report, with the patient’s current nursing plan attached. 

 Social Circumstances Report including details of any Care Pathway 
Approach (“CPA”) and/or Section 115 aftercare plan in full or in draft.  

 
33. In all in-patient cases, except where a patient is detained under Section 2 of the 

Act, Manx Care should send to the Tribunal the required documents containing 
the specified information, so that the Tribunal receives them as soon as 
practicable and in any event within 3 weeks (or such other period as the Tribunal 
shall specify in any particular case) after Manx Care made or received the 
application or reference.  If the patient is a restricted patient, Manx Care must 
also, at the same time, send copies of the documents to the Department of Home 
Affairs. 

 
34. Where a patient is detained under Section 2 of the Act, Manx Care must prepare 

the required documents as soon as practicable after receipt of a copy of the 
application or a request from the Tribunal and in no case later than 12 midday on 
the working day two days before the day appointed for the hearing.  If specified 
information has to be omitted because it is not available, then this should be 
mentioned in the statement or report.  

 
35. These documents must also be made available to the Tribunal panel and the 

patient’s representative (“patient’s representative” means, if unrepresented, the 
patient but if represented by an advocate, or other legal representative, or a 
patient advocacy group, such representative as is notified to the Tribunal or such 
other person nominated by the patient and approved by the Chairman) by the 
Tribunal service as soon as possible after receipt by them.     

 
36. The authors of reports should have personally met and be familiar with the 

patient.  If an existing report becomes out-of-date, or if the status or the 
circumstances of the patient change after the reports have been written but 
before the Tribunal hearing takes place (e.g. if a patient is discharged, or is 
recalled), the author of the report should where time permits send to the Tribunal 
an addendum addressing the up-to-date situation and, where necessary, the new 
applicable statutory criteria.  If time does not permit they should notify the 
Tribunal at the hearing at the start of their evidence. 
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STATEMENT OF INFORMATION ABOUT THE PATIENT –  
MANX CARE’S REPORT 

 
37. The statement provided to the Tribunal must be up-to-date, specifically prepared 

for the Tribunal, be signed and dated, and must include: 
 

a) the patient’s full name, date of birth, and usual place of residence; 
 
b) the full official name of the Hospital and ward where the patient is detained; 
 
c) the patient’s first language/dialect and, if it is not English, whether an 
interpreter is required and, if so, in which language/dialect; 
 
d) if the patient is deaf, or hearing impaired, whether the patient will require the 
services of British Sign Language Interpreters and/or a Relay Interpreter or a 
loop induction system; 
 

e) a chronological table listing: 
 

i. the dates of any previous admissions to, discharge from, or recall to 
hospital, stating whether the admissions were compulsory or voluntary; 

 
ii. the date when the current period of detention in hospital originally 

commenced, stating the nature of the application, order or direction that is 
the authority for the detention of the patient; 

 
iii. the dates of any subsequent renewal of, or change in, the authority for the 

patient’s detention, and any changes in the patient’s status under the Act; 
 

iv. As far as is practicable a summary of the dates and details of any leave of 
absence granted in the previous 2 years and the dates and details of any 
hospital transfers since the patient’s original detention; 

 
v. the date of admission or transfer to the hospital where the patient now is; 

 
vi. the dates and outcomes of any Tribunal hearings Manx Care are aware of; 

 
f) the name of the patient’s Responsible Medical Officer and the date when the 
patient came under the care of that clinician; 
 
g) the name and contact details of the patient’s Care Co-ordinator, Community 
Psychiatric Nurse, Approved Social Worker; 
 
h) the name and contact details of any legal representative believed to be acting 
for the patient; 
 
i) the name and contact details of any patient support representative believed to 
be acting for the patient;  
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j) except in the case of a restricted patient, the name and address of the patient’s 
Nearest Relative or of the person exercising that function, whether the patient 
has made any request that their Nearest Relative should not be consulted or 
should not be kept informed about the patient’s care or treatment and, if so, the 
details of any such request, whether Manx Care believes that the patient has 
capacity to make such a request and the reasons for that belief; 
 
k) the name and address of any other person who plays a significant part in the 
care of the patient but who is not professionally involved; and 

 
l) details of any legal proceedings, where relevant, and known,  or other 
arrangements relating to the patient’s mental Capacity, or their ability to make 
decisions or handle their own affairs. 
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RESPONSIBLE MEDICAL OFFICER’S REPORT 
 
38. The report must be up-to-date, specifically prepared for the Tribunal and have 

numbered paragraphs and pages.  It should be signed and dated.  The name of 
the author, and any counter signatory, the name of the patient, the date of the 
report and the date of the hearing should appear on the front page of the report 
and at its end. The report should be written or counter-signed by the patient’s 
Responsible Medical Officer.  The sources of information for the events and 
incidents described must be made clear.  This report should not be an addendum 
to (or reproduce extensive details from) previous reports, or recite medical 
records, but must briefly describe the patient’s recent relevant medical history 
and current mental health presentation, and must include: 

 
a) whether there are any factors that may affect the patient’s understanding or 
ability to cope with a hearing and whether there are any adjustments that the 
Tribunal may need to consider in order to deal with the case fairly and justly; 
 
b) details of any index offence(s) and other relevant forensic history; 
 
c) a chronology listing the patient’s previous involvement with mental health 
services including any admissions to, discharge from and recall to hospital; 
 
d) reasons for any previous admission or recall to hospital; 
 
e) the circumstances leading up to the patient’s current admission to hospital; 
 
f) whether the patient is now suffering from a mental disorder and, if so, whether 
a diagnosis has been made, what the diagnosis is, and why; 
 
g) whether the patient has a learning disability and, if so, whether that disability is 
associated with abnormally aggressive or seriously irresponsible conduct; 
 
h) depending upon the statutory criteria, whether any mental disorder present is 
of a nature or degree to warrant, or make appropriate, liability to be detained in a 
hospital for assessment and/or medical treatment; 
 
i) details of any appropriate and available medical treatment prescribed, provided, 
offered or planned for the patient’s mental disorder; 
 
j) the strengths or positive factors relating to the patient; 
 
k) a summary of the patient’s current progress, behaviour, capacity and insight; 
 
l) the patient’s understanding of, compliance with, and likely future willingness to 
accept any prescribed medication or comply with any appropriate medical 
treatment for mental disorder that is or might be made available; 
 
m) details of any incidents where the patient has harmed themselves or others, or 
threatened harm, or damaged property, or threatened damage; 
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n) whether (in Section 2 cases) detention in hospital, or (in all other cases) the 
provision of medical treatment in hospital, is justified or necessary in the interests 
of the patient’s health or safety, or for the protection of others; 
o) whether the patient, if discharged from hospital, would be likely to act in a 
manner dangerous to themselves or others; 
 
p) whether, and if so how, any risks could be managed effectively in the 
community, 
including the use of any lawful conditions or recall powers; and 
 
q) any recommendations to the Tribunal, with reasons. 
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NURSING REPORT 
 
39. The report must be up-to-date, specifically prepared for the Tribunal and have 

numbered paragraphs and pages.  It should be signed and dated.  The name of 
the author, and any counter signatory, the name of the patient, the date of the 
report and the date of the hearing should appear on the front page of the report 
and at its end. The sources of information for the events and incidents described 
must be made clear.  This report should not recite the details of medical records, 
or be an addendum to (or reproduce extensive details from) previous reports, 
although the patient’s current nursing plan should be attached.  In relation to the 
patient’s current in-patient episode, the report must briefly describe the patient’s 
current mental health presentation, and must include: 

 
a) whether there are any factors that might affect the patient’s understanding or 
ability to cope with a hearing, and whether there are any adjustments that the 
Tribunal may need to consider in order to deal with the case fairly and justly; 
 
b) the nature of nursing care and medication currently being made available; 
 
c) the level of observation to which the patient is currently subject; 
 
d) whether the patient has contact with relatives, friends or other patients, the 
nature of the interaction, and what community support the patient has; 
 
e) strengths or positive factors relating to the patient; 
 
f) a summary of the patient’s current progress, engagement with nursing staff, 
behaviour, cooperation, activities, self-care and insight; 
 
g) any occasions on which the patient has been absent without leave whilst 
liable to be detained, or occasions when the patient has failed to return as and 
when required, after having been granted leave; 

 
h) the patient’s understanding of, compliance with, and likely future willingness 
to accept any prescribed medication or treatment for mental disorder that is or 
might be made available; 
 
i) details of any incidents in hospital where the patient has harmed themselves 
or others, or threatened harm, or damaged property, or threatened damage; 
 
j) any occasions on which the patient has been secluded or restrained, 
including the reasons why such seclusion or restraint was necessary; 
 
k) whether (in Section 2 cases) detention in hospital, or (in all other cases) the 
provision of medical treatment in hospital, is justified or necessary in the 
interests of the patient’s health or safety, or for the protection of others; 
 
l) whether the patient, if discharged from hospital, would be likely to act in a 
manner dangerous to themselves or others; 
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m) whether, and if so how, any risks could be managed effectively in the 
community, including the use of any lawful conditions or recall powers; and  
 
n) any recommendations to the Tribunal, with reasons 
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SOCIAL CIRCUMSTANCES REPORT 
 
40. The report must be up-to-date, specifically prepared for the Tribunal and have 

numbered paragraphs and pages.  It should be signed and dated.  The name of 
the author, and any counter signatory, the name of the patient, the date of the 
report and the date of the hearing should appear on the front page of the report 
and at its end.  The sources of information for the events and incidents described 
must be made clear.  This report should not be an addendum to (or reproduce 
extensive details from) previous reports, but must briefly describe the patient’s 
recent relevant history and current presentation, and must include: 

 
a) whether there are any factors that might affect the patient’s understanding 
or ability to cope with a hearing, and whether there are any adjustments that 
the Tribunal may need to consider in order to deal with the case fairly and 
justly; 
 
b) details of any index offence(s) and other relevant forensic history; 
 
c) a chronology listing the patient’s previous involvement with mental health 
services including any admissions to, discharge from and recall to hospital; 
 
d) the patient’s home and family circumstances; 
 
e) the housing or accommodation available to the patient if discharged; 
 
f) the patient’s financial position (including benefit entitlements); 
 
g) any available opportunities for employment; 
 
h) the patient’s previous response to community support or aftercare; 
 
i) so far as is known, details of the care pathway and after-care to be made 
available to the patient, together with details of the proposed care plan; 
 
j) the likely adequacy and effectiveness of the proposed care plan, including, 
where appropriate, opinion on motivation or barriers to engagement by patient 
with the proposed care plan; 
 
k) whether there are any issues as to funding the proposed care plan and, if 
so, the date by which those issues will be resolved; 
 
l) the strengths or positive factors relating to the patient; 
 
m) a summary of the patient’s current progress, behaviour, compliance and 
insight; 
 
n) details of any incidents where the patient has harmed themselves or others, 
or threatened harm, or damaged property, or threatened damage; 
 
o) the patient’s views, wishes, beliefs, opinions, hopes and concerns; 



16 | P a g e  
Issue 2 
01Jan2022 

 
p) except in restricted cases, or cases where the Nearest Relative does not 
wish the patient to be told of their views and the Tribunal has ordered non-
disclosure under Rule 12, the views of the patient’s Nearest Relative unless 
(having consulted the patient) it would be inappropriate or impractical to 
consult the Nearest Relative, in which case give reasons for this view and 
describe any attempts to rectify matters;  
 
q) the views of any other person who takes a lead role in the care and support 
of the patient but who is not professionally involved; 
 
r)  the names of any other agencies involved with the patient e.g. probation, 
police, courts, Child and Adolescent Mental Health Services, Drug and 
Alcohol Team, Social Services or Children’s Social Services;   
 
s) whether (in Section 2 cases) detention in hospital, or (in all other cases) the 
provision of medical treatment in hospital, is justified or necessary in the 
interests of the patient’s health or safety, or for the protection of others; 
 
t) whether the patient, if discharged from hospital, would be likely to act in a 
manner dangerous to themselves or others; 
 
u) whether, and if so how, any risks could be managed effectively in the 
community, including the use of any lawful conditions or recall powers; and 
 
v) any recommendations to the Tribunal, with reasons.  
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GUARDIANSHIP PATIENTS 
 
41. Statement of Information  
 

Variations/Additions 
 
a) the Senior (or such other Social Worker as Manx Care shall designate) 
Social Worker shall be responsible for the provision of the Statement of 
Information which would otherwise be prepared by Manx Care. 
 
b) the Statement of Information shall additionally contain -   

 
i. the dates of any previous instances of reception into guardianship; 

 
ii. the date of reception into current guardianship, stating the nature of 

the application, order or direction that constitutes the original 
authority for the guardianship of the patient; 

 
iii. the dates and outcomes of any Tribunal hearings over the last three 

years; and 
 
iv. the name and address of any private guardian or Receiver. 

 
42. Responsible Clinician’s Report – Guardianship Patients 

 
Variations/Additions 
 
a) whether it is necessary for the welfare of the patient, or for the protection of 
others, that the patient should remain under guardianship and, if so, why. 
 

43. Social Circumstances Report – Guardianship Patients 
 

Variations/Additions 
 

a) the views of the guardian; 
 
b) whether it is necessary for the welfare of the patient, or for the protection of 
others, that the patient should remain under guardianship and, if so, why. 
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PATIENTS UNDER THE AGE OF 18 

 
44. All the above requirements in respect of statements and reports apply, as 

appropriate, depending upon the type of case. 
 

VARIATION/ADDITIONS 
 
45. In addition, for all patients under the age of 18, the Social Circumstances Report 

must also state: 
 

a) the names and addresses of any people with parental responsibility, and 
how they acquired parental responsibility; 

 
b) which public bodies either have worked together or need to liaise in 

relation to after-care services that may be provided under Section 115 of 
the Act; 

 
c) the outcome of any liaison that has taken place; 
 
d) if liaison has not taken place, why not – and when liaison will take place; 
 
e) the details of any multi-agency care plan in place or proposed; 
 
f) whether there are any issues as to funding the care plan and, if so, the 
date by which those issues will be resolved; 
 
g) the name and contact details of the patient’s Care Co-ordinator, 
Community Psychiatric Nurse, Social Worker/Approved Mental Health 
Professional or Social Supervisor; 
 
h) whether the patient’s needs have been assessed and proposals made 
under the Children’s Act 2001 or the Chronically Sick and Disabled Persons 
Act 1991 (as amended) and, if not, the reasons why such an assessment has 
not been carried out and whether it is proposed to carry out such an 
assessment; 
 
i) if there has been such an assessment, what needs or requirements 
have been identified and how those needs or requirements will be met; 
 
j) if the patient is subject to or has been the subject of a Care Order or an 
Interim Care Order: 

 

 the date and duration of any such order; 

 the identity of any person(s) with whom parental responsibility is 
shared; 

 whether there are any proceedings which have yet to conclude and, if 
so, the court in which proceedings are taking place and the date of the 
next hearing;  
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 whether there has been any liaison between, on the one hand, social 
workers responsible for mental health services to children and 
adolescents and, on the other hand, those responsible for such 
services to adults; 

 the name and contact details of the social worker who is discharging 
the function of the Nearest Relative under the Act; 

 
k) if the patient is subject to guardianship under Section 7 of the Act, whether 

any orders have been made under the Children and Young Persons Act  
or the Family Law Act 1991 or their equivalents in any part of the British 
Isles in respect of the patient, and what consultation there has been with 
the guardian; 

 
l) if the patient is a Ward of Court, when the patient was made a ward of 

court and what steps have been taken to notify the court that made the 
order of any significant steps taken, or to be taken, in respect of the 
patient;  

 
m) whether any other orders under the Children and Young Persons Act or 

the Family Law Act  are in existence in respect of the patient and, if so, the 
details of those orders, together with the date on which such orders were 
made, and whether they are final or interim orders; 

 
n) if a patient has been or is a looked after child under Section 20 of the 

Children and Young Persons Act,  when the child became looked after, 
why the child became looked after, what steps have been taken to 
discharge any obligations authority under  the Children and Young 
Persons Act.    

 
o) if a patient has been treated as a child in need (which includes a child who 

has a mental disorder) under the Children and Young Persons Act, the 
period or periods for which the child has been so treated, why they were 
considered to be a child in need, what services were or are being made 
available to the child by virtue of that status, and details of any assessment 
of the child; 

 
p) if a patient has been the subject of a secure accommodation order under  

the Children and Young Persons Act, the date on which the order was 
made, the reasons it was made, and the date it expired; and 

 
q) if a patient is a child provided with accommodation under the Children and 

Young Persons Act, what steps have been taken to discharge notification 
responsibilities, and related obligations under the Children and Young 
Persons Act. 
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PREPARATION OF HEARING BUNDLES 
 
46. Manx Care, through the Mental Health Act Office, shall liaise with the clerk to the 

Tribunal and the Tribunal office in the production of the master bundle for any 
hearing. 

 
47. The bundle must be sequentially paginated on every page. 
 
48. It must include, in the following order, copies of: 
 

 The appeal or application. 

 All papers and forms completed relating to the current admission of the 
patient into hospital under the Act. 

 The Statement of Information. 

 The Responsible Clinician’s Report. 

 The Nursing Report.  

 The Social Circumstances Report. 

 Reports that are relevant from other agencies. 

 Copies of relevant correspondence, documents, Orders.   
 

49. In the case of any previous Tribunal hearing on the Isle of Man in the last 3 years, 
for each hearing, separately, copies of: 

50.  

 The appeal or application. 

 All papers and forms completed relating to the admission of the patient into 
hospital under the Act. 

 The Statement of Information. 

 The Responsible Clinician’s Report. 

 The Nursing Report.   

 The Social Circumstances Report. 

 Reports that are relevant from other agencies. 

 Copies of relevant correspondence, Orders or Decisions  


