ASSIGNMENT OF MODULE 5
Juan’s testimony is a typical example of how the patients with schizophrenia struggle with their lifelong illness. Also shows us the poor outcomes of mental health systems over relying on institutionalizations and the excellent results when community care and integration with primary health services is achieved.

SITUATIONS WHERE JUAN’S RIGHTS OF ACCESS TO MENTAL HEALTH CARE WERE INFRINGED

1)
Lack of community based care and treatment at psychiatric hospital

During Juan’s initial years of illness, there was lack of community based mental health services. Article 19 of CRPD emphasizes the right of people with disabilities to community based services and to live independently in the country and also article 3 (CRPD) states autonomy as general principle. Also article 25 CRPD emphasize that services be provided as close as possible to the place of residence.
Juan did not have access to least intrusive service or treatment according to his needs as emphasized by MI principles. Hence, he was repeatedly hospitalized and he did not like the hospital from where he recreantly ran away. Also implementing the least restrictive alternative would have led to more family involvement, decreased abuse and improved outcomes.
The UN declaration of human rights and ICESCR (general comment 14) emphasize that public funded health services be available and geographically accessible

2)
Lack of community outreach mental health team and community assisted treatment
Opening of health centres in community and integration with primary health care improved Juan’s life. But there has been complete lack of community outreach mental health team and community assisted treatment. These services ensure early intervention in community, ensure compliance of treatment, delivery rehabilitation services and ensure better integration in community and access to services as emphasized by article 19b and 25c and MI principles.
3)
Unavailability of employment, job retention and return to work programmes
Juan due to his mental illness missed on better work opportunities and also his jobs didn’t last long or pay well. Under article 27 CRPD, state is under the obligation to provide the person with disability the right to opportunity to gain work and to promote job retention and return to work programmes.
4)
Unavailability of rehabilitation services and psychosocial interventions
Juan could not do jobs that did not pay well and did not last long as the state did not provide rehabilitation services as required by article 26 & 27 CRPD.
5)
Poor quality of mental health services in psychiatry hospital
Juan reports incident where he was put into straight jacket and thrown on floor. Such practices reflect poor quality of mental health care available as there are medications and other interventions available to help agitated patients. The hospital did not provide services of the quality and standard as obligated by article 25 CRPD. Also the psychiatric hospital building was bitterly old and Juan was denied access to food, which is contravention of UN declaration of human rights and article 25 F CRPD. Also, the facility and care was unacceptable, disrespectful of medical ethics and of poor quality (UN declaration of Human Rights and ICESCR General Comment 14).
6)
Economic inaccessibility of psychiatric hospital
Juan reports instances where he could not avail services because he could not afford bus fairs. ICESCR general comment 14 emphasizes that services be made available and must be geographically and economically accessible.
SITUATIONS WHERE JUAN’S RIGHTS OF ACCESS TO MENTAL HEALTH CARE WERE FULFILLED
1) Availability of psychiatric services at health centre in municipality.
2) Forming integrating links and making mental health care a part of primary health care.
3) Accessibility of psychologist at primary health care.
These services led to the decreased need of visiting psychiatric hospital and hospitalization for Juan. These services are in keeping with the general principles of autonomy (article 3 CRPD), that the services are provided as close as possible to community residence (article 25 CRPD) and that Juan can continue to live in the community (article 19 CRPD).
Also, they ensure that there has been no need for Juan to visit the psychiatric hospital in last 4 years.
4) Acceptability of treatment by psychiatrist and availability of free medications
Juan is satisfied by the medications prescribed by the psychiatrist and the free availability of these medications. Also, he reports the respectful and kind treatment by psychiatrist in OPD and in health centres. Also, psychological care was provided by the psychologist at primary health centre. This has contributed to the good compliance with treatment, the better outcome and are in keeping with UN declaration of human rights and general comment 14 ICESCR right to health facilities of being acceptable quality.
SIMILAR ACCESSIBILITY ISSUES IN INDIA
SITUATIONS WHERE RIGHTS OF MENTALLY ILL OF ACCESS TO MENTAL HEALTH CARE ARE INFRINGED (SIMILAR TO JUAN’S)
Juan’s testimony has many similarities with the accessibility issues of mentally ill patients in India.
1)
Lack of community based care and treatment at psychiatric hospital

Majority of mentally ill in India lack community based services. Also, psychiatric services are not provided as close as possible to the community. Majority of districts lack psychiatric services. The patients have to travel long distances usually to state (federal unit) capital where they are treated at psychiatric hospitals.
2)
Lack of community outreach mental health team and community assisted treatment

Such services do not exist in India except in few cities like Delhi where  community outreach clinics run under Urban Mental Health Programme (UMHP) at four centers.
3)
Unavailability of employment, job retention and return to work programmes

The government of India does not promote the right of mentally ill of opportunity to gain work, job retention and return to work programmes. Hence, patients loose work opportunities, are under paid or unemployed.
4)
Unavailability of rehabilitation services and psychosocial interventions

Vocational and professional rehabilitation services are unavailability to majority of mentally ill or are of poor quality in India. Even the best psychiatric institutes of country have no vocational rehabilitation or social skills training facilities.
5)
Poor quality of mental health services in psychiatry hospital

In India, majority of the psychiatry hospitals do not follow the standard treatment guidelines. Physical assault and abuse are common behind the psychiatric hospital walls. Hospital buildings are in bad state and patients are not provided enough food.
SITUATIONS WHERE RIGHTS OF MENTALLY ILL OF ACCESS TO MENTAL HEALTH CARE WERE FULFILLED 
1)
Issues of availability of psychiatric services at health centre in municipality and psychologist in primary health care
Community mental health services India are poorly developed. Efforts have been made under the National Mental Health Programme in the past and plans are there to expand them in the 11th National Mental Health Programme.
2)
Forming integrating links and making mental health care a part of primary health care.

Efforts are being made under National Mental Health Programme(NMHP) to integrate psychiatric services with the primary health care. For this there are plans for medical officer at primary health care centers is to be trained and provided psychotropic medication.
3)
Acceptability of treatment by psychiatrist and availability of free medications

In India also, there is a high level of acceptability of treatment by the mentally ill wherever the psychiatric facilities are available. Also, the government provides free psychotropic medications at centres at the District level.
ACCESSIBILITY ISSUES IN INDIA DIFFERENT FROM JUAN’S TESTIMONY
1.  Less number of mental health professionals and care facilities
 
Juan though initially had assess only to psychiatric hospital subsequently also was treated at health centre and PHC.

a) India lacks adequate number of health professionals. The majority of these professionals and mental health services are restricted to cities while majority of population lives in villages. No psychiatric services are available in many district centres. Hence, the 11th NMHP  targets to increase the number of mental health professionals. The few psychiatric hospitals that exist have insufficient number of beds and the majority of the mentally ill cannot be provided inpatient facilities.
b) Mental Health Act, 1987 sets strict provisions for opening mental health care facilities for private psychiatrists and others in private sector. This leads to lack of dissemination of these services and decrease accessibility for the mentally ill.
2.
The primary health care staff is India are not trained in mental health care and no psychologist is available at PHC unlike Juan’s. Also there is lack of integration of mental health services with primary health care.
3.
The government facilities occasionally at some centers lack access to psychotropic medications. These medications may not be accessible for free to the wide majority of population.
4. Problem of institutionalization: In Juan’s country mental health care facilities had moved to health centres in community and was integrated with primary health care probably due to change in priorities in Mental Health Legislation and Policies. In 11th National Mental Health Programme of India, increased funds have been provided to psychiatric hospitals for upgradation as centres of excellent which has weaned funds for community care initiatives. There is threat of further institutionalization not in keeping with the global trends.
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