MODULE 6

CAPACITY, COMPETENCE & SUPPORTED DECISION-MAKING AND GUARDIANSHIP

&

ADMISSION, TREATMENT AND DISCHARGE

Case of Mrs. A: Medical perspective
Mrs. A is a 53 year old married lady with history of mental illness for the past 28 years with history of treatment of some kind for past 20 years. She developed a Manic Episode with Psychotic features. Out-patient management had failed because of poor compliance. This could be because of poor social support from her medically unwell husband and her children living independently. She was admitted involuntarily according to law and regional norms. She was severely ill and required use of physical restraints. Restraining was overly done. Due to prolonged immobilization, she developed deep vein thrombosis (DVT) and consequently a massive pulmonary embolism (PE). She would have shouted and complained of chest pain. Medical team could have mistaken it for her psychotic agitation. She died helplessly. Her silence was identified in a routine check. In vain, they tried resuscitating her dead corpse. She was long gone, relieved from the torture meted out to her from her disease and from the hospital.
Case of Mrs. A: International Human Rights Perspective

Mrs. A was admitted involuntarily. The UNCRPD presupposes capacity and competence. Even though it does not ban forced intervention it does not endorse it either. The International Disability Alliance (IDA) argues that liberty is a fundamental right that must be recognized and enforced without discrimination.  When separate standards or procedures are used to deprive people with disabilities of their liberty (such as compulsory hospitalization) this violates the equal enjoyment of human rights. This finds basis in CRPD Article 3 (general principles), Article 14 (Liberty and security of person), Article 19 (Living independently and being included in the community) and Article 25 (Health).

The family’s views were not considered before admission. Other alternatives for treatment in community were not explored. These were in violation of CRPD. Its preamble states that it is convinced that family is natural and fundamental group unit of society and is entitled to protection by the society and the state. Article 23(5) states the commitment to provide care in community in family setting.
The report of the UN Special Rapporteur on Torture stated that the deprivation of liberty (Article 14 of the CRPD), can in some instances amount to torture, inhuman and degrading treatment and punishment, and hence runs counter to the UN Convention Against Torture and also counter to Article 15, Freedom from torture, of the CRPD.  The report noted that unlawful deprivation of liberty based on the existence of a disability might also inflict severe pain or suffering on the individual. The report suggested the length of institutionalization, the conditions of detention and the treatment inflicted must be taken into account while assessing for the pain caused. Given that this is the framework, treatment given to Mrs. A does qualify for torture. Continuous application of physical restraints for four days even with a 12 hourly break is untenable in good clinical practice. 
The Rapporteur also stated that forced and non-consensual administration of psychiatric drugs for the treatment of a mental condition needs to be closely scrutinized and depending on the circumstances of the case, the suffering inflicted and the effects upon the individual’s health may constitute a form of torture or ill-treatment. It is therefore necessary to find why Mrs. A was so disturbed even after aggressive treatment. Of course, it could be the severity of Mania itself. There is also a possibility that it could be due to drugs, in the form of Akathesia due to Antipsychotics and paradoxical excitation due to Benzodiazepines. Was the hospital following proper clinical guidelines in its medical management? 
The case describes Mrs. A being confused and shouting, while on restraints. It does not speak of any ongoing evaluations. Confusion/ disorientation in psychiatry call for careful exclusion of organic causes. This patient had possibilities for developing confusion because of electrolyte imbalance due to dehydration. This is life threatening too. She would have shouted because of the leg pain due to DVT or chest pain due to PE. Her cries were hardly considered serious to be evaluated. This is gross negligence violation not only of law but also medical ethics.
Case of Mrs A: Management in Indian Context

If Mrs A were in India, her management would have been slightly different.
1. Firstly she might not have got care in her locality itself (especially if rural) that too under a psychiatrist! 
2. She also would not have enjoyed the luxury of mental health staff’s home visits in India. 

3. She had three psychiatry consultations and two emergency visits and was not admitted as an in-patient! This wouldn’t have happened in India. The doctors would have admitted her in one of those visits or would have ensured a compliance mechanism by demanding for relatives to be roped into the care. 

4. In India the mental health services cannot admit patients involuntarily without a reception order from the magistrate or an application made by relative or friend. Ambivalent caregivers in this case exclude the possibility of involuntary admission.

5. In India it is usually the relatives who request for admission in case of unmanageable manic patient. They would not create a fuss when told that an admission is necessary. This is because they generally believe that ‘doctor knows best.’
6. Psychiatric set ups in India use ECT effectively in cases like this for accelerating the response to drugs. She missed it.
7. Usually in a general hospital psychiatric practice other inmates understand the mental state of psychiatric patient and don’t harm the patient. When restraints are used in hospitals in India, it is to protect others from patient’s aggression not vice-versa. In this case, physically restraining the patient when others could be violent against the patient is rather shocking. Couldn’t they have secluded her?
8. When restraints are used, usually the relatives of the patient sit nearby and attend to their needs. Due to this reason the duration of application of restraints is much lesser in India. Relatives usually are a good guide to risk assessment and good assessors for crossing the limits in control measures.
9. For the same reason prolonged immobilization is not likely to occur, and thereby complications of DVT and PE are not likely to occur in Indian psychiatric set ups.

10. Unlike in the case, in India there is provision for the family and the patient to make an application seeking discharge from institution. 
11. The case says that the procedures for her admission are followed regularly, according to national legislation and regional guidelines. Cynically speaking, it is highly unlikely to see meticulous following of rules in India. Rules are followed, sometimes to the letter and sometimes in spirit often in an arbitrary manner.
Case of Mrs A: Recommended changes in Mental Health Laws in India

India’s Mental Health Act (MHA) 1987 is divided into 10 chapters consisting of 98 sections. Though there are many areas in the Mental Health Act which need revision, the following are only the specific changes recommended to avert cases like that of Mrs A.

1. The MHA does not address the issue of educating the communities on mental illness and treatments. Poor information leads to stigma. Stigma was probable cause for the family’s ambivalence for treatment. MHA should look at it.
2. The MHA has provision for proxy consent for admissions under special circumstances (involuntary). Revisions should make supported decision making and advance directives possible. Sadly, in the case there was no consent of any kind.
3. The MHA gives freedom to Government to establish mental health institutions which do not meet the criteria set for licensing of private institutions. This freedom should be removed. Government institutions should provide as good care as others.
4. MHA has provisions for issuing licences for starting institutions. The licence raj of Government puts off professionals. So they start out-patient practices and do not take up sick cases under them, thus over burdening the already crowded Government set ups. In my opinion, licensing and inspections should be restricted to total care institutions where patients are admitted without the relatives. When the patients are admitted with relatives as bystanders as in general hospitals, then there is no special need for regulation. Do we have special licensing of neurological units which admit comatose patients?
5. The MHA has no provision for community based compulsory treatment orders. It could have worked better for Mrs A.
6. The MHA has no mention of the quality in care that is provided. It should mandate usage of clinical guidelines for administering antipsychotic injections, restraints, seclusion, ECT etc. These were transgressed in care of Mrs A.

7. MHA has only one section with 3 sub-sections on protection of Human Rights of mentally ill. This section needs to be made much more comprehensive as to how human rights would be protected.
8. MHA should have provisions to take punitive action on institutions or individuals who violate human rights and torture mentally ill.
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