Access to Mental Health Care

Case of Juan: Infringements and Fulfilments 
Infringements
1. Juan could not access care in right time i.e. early in illness. Timely treatment could have averted separation from wife and children.
2. His family was not part of the care whenever he was admitted in the Hospital. There was no community level programme to educate family by stressing on medication compliance. So, he regularly went off medicines and relapsed into illness, thus necessitating repeated hospital admissions. 
3. The Hospital’s buildings were bitterly cold. The food was inadequate. Juan lost his belongings and could escape many times. These suggest there was not enough security. This probably was due to Hospital’s poor access to funds.
4. Juan missed access to work opportunities because of stigma of being a schizophrenic.

5. He couldn’t afford the bus fare needed to get to the clinic. The geographical distance and economic poverty are barriers to access too.
Fulfilments
1. Juan was taken to the hospital many times over the years. At least the Hospital existed and functioned.
2. Despite low standard of buildings and inadequate food, the treatment was generally good. He liked the doctors. He was not restrained unnecessarily. He always improved with treatment.
3. He got to see a psychiatrist at a psychiatric outpatient unit, where he got free medications and an injection every month. As an out-patient there was continuity of care at a lower cost without disturbing his social network.
4. Later the health service moved to his municipality, where he could get access specialist psychiatric treatment within his community.
5. He now follows up with the primary care doctors at the clinic. He can see a psychologist, if required. The doctors give the same pills and injection (as given by psychiatrist) regularly. Thus they are integrating addressing of his physical health needs in and mental health needs.
Case of Juan: Perspective of International Human Rights Law 
The infringements of Juan’s rights can be recognized in different International Human Rights standards. 
1. In infringement number 1 Juan and his family did not recognize his illness early. His condition therefore worsened. This is because their access to Information has not been addressed in their setting. This goes against the General Comment 14 of the International Covenant on Economic, Social and Cultural Rights (ICESCR). In a way it was an infringement on his Right to Health, which is explained well in Article 25 of the Convention on Rights of People with Disability (CRPD). 
2. Infringement number 2 was also with regards to information and non-availability of health services close to Juan’s community. The proximity of services itself would have engaged his family in the care towards a better outcome. (Article 25, CRPD).
3. Lack of funds for Mental Health, the infringement number 3 is a reality in most countries. In accordance with Article 12 of ICESCR there must be parity in funding for physical and mental health. Inadequate food is in contravention to Article 25f of CRPD.
4. Stigma leading to lack of work opportunities, infringement number 4 exposes the need to have laws in accordance with Article 27 of the CRPD (Work and Employment).

5. Article 25 of CRPD addresses the obligation of States to provide affordable/ free healthcare that too as close to where people live including in rural areas. In Juan’s case lack of this was infringement number 5.
Fortunately few of Juan’s rights were fulfilled, quite unlike many other people in this world.
1. The mere availability of hospital did address Juan’s needs to some extent. If this hospital was not in the scene, the painting of his life would have been in shreds. His right to health was fulfilled, though not to an ideal level. (Article 25a and 25b, CRPD)
2. There is no reason to believe Juan’s human rights were abused in the Hospital. He was straight-jacketed once, which was probably necessary. Otherwise his treatment was good. (Article 25a and 25d, CRPD)
3. Continued Out-patient care during follow-up is good standard care. This fulfils the right to health (Article 25, CRPD). He could continue to live as he pleased with his family. This fulfils his right to live in community. (Article 19, CRPD)
4. When Juan got specialist service access in his own community, that was the fulfilment of Article 25c of CRPD.

5. At last in Juan’s case mental health got integrated with primary health care. The fundamental human right which is indispensible for fulfilment of all other rights was fulfilled. (General Comment 14, ICESCR)

Case of Juan: An Indian Perspective 
Schizophrenia is largely a biological disorder. So, there cannot be much of a difference in clinical presentation. Differences emerge at a national level and at an individual level in the way treatments are given, available social supports in the community, structure of public mental health care system, socio-economic status, level of privatization of healthcare and availability and access to insurance. These factors significantly alter the access to care and thereby the course and outcome of disease.

India is a large, diverse democracy organized in a federal decentralized system of governance. There are differences in geography, socio-economic level, natural resources, development, literacy, traditions, health man-power and Government policy in different parts of India. 
There are hilly areas in India where even general healthcare does not reach the ones in the remote areas. Mental health can only be a distant dream. 3 years ago I was touring in a hilly state of India and found that there is only one psychiatrist in the state. He was always stuck in the large teaching hospital. 
Ignore the few billionaires; India is poor with 420 million people below the poverty line. They can never access private healthcare. The Government run systems are their only refuge. All states do not have infrastructure or man-power to take mental health care to its entire people. A state like Tamil Nadu has made psychiatric services available in all the district headquarter hospitals, whereas one like Orissa has only one psychiatrist in the whole of its western half.
Health is a state subject in India. This brings a lot of variation among the states, in the way services are organized and programmes are implemented. For example Kerala state has integrated mental health into the primary health. Orissa prioritizes malaria to mental health and therefore has no mental health man-power in many of its districts. 
There is a large urban-rural divide in the distribution of mental health resources, both in private and public sectors. Most psychiatrists practice in urban areas. There are very few trained psychiatric nurses in India. Most Government mental health care is focussed on large institutions. These siphon away most money from mental health budget. These institutions are poorly managed with many instances of violation of human rights.
Only 10% of Indians have health insurance. In Tamil Nadu, there is an innovative Chief Minister’s Insurance Scheme which covers for major surgeries for 51 diseases. Unfortunately there is no cover for mental illness.

The Central Government started National Rural Health Mission with a goal to improve the availability of and access to quality health care by people, especially for those residing in rural areas, the poor, women and children. NRHM is also funded heavily. The strategy has changed from solution of vertical programmes to horizontal integration of programmes with inter-sectoral co-ordination. The change in philosophy and clarity in objectives are expected to lead to a great success in future.
What would be the story on an Indian Juan?
An Indian case study would very much read the same except the changed names of Juan and Maria to Janu and Mariamma! 

Janu would have received delayed treatment like Juan. Lack of compliance, relapses, restraint use by families, multiple hospital admissions, poor facilities, lost belongings, and ‘escapes’ would have been common to both. Thankfully they would testify the good attitude of staff and standard medical management. Clincal improvement with better compliance, family’s commitment to care and follow up difficulty because of distance and travel costs are a reality in India too. 
It is less likely that his wife left him, just because he had been violent on her. But, if Janu’s marriage did break, he is less likely to get another Mariamma, for his wife because of stigma. 

It is less likely that Indian psychiatrists discussed his diagnosis with him! Definitely, not before Janu received some insight.

If Janu were an educated man, looking for an executive job, he would not have found one because of stigma. If he were an illiterate man, he would have managed a job on daily wages, in his own village. Few communities practiced reasonable accommodation even before CRPD! 

Primary health centres already exist and it is only a matter of time that primary health physicians would be trained to follow up psychiatric patients like Janu with liaison of psychiatrists. I hope in future, stories of innumerable Janus would end like that of Juan.
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