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Case

Mrs A is a 53-yr old women, married with a man of 60 with major health problems, they have two children of 30 and 28, living independently in the same province. 

Mrs A. was diagnosed with unipolar disorder shortly after the birth of her second child and has been in treatment by the local mental health community center for more than 20 years. 

Recently she has shown symptoms of elevated mood, hyperactivity, prodigality, sexual disinhibition, insomnia; over the last month she has been seen three times by her psychiatrist who has changed medication; she has also been evaluated twice in emergency situations followed by administration of sedatives, with poor outcome due to lack of compliance. 

The local mental health center has effected three home visits over the last week, but considering that she refuses medication and voluntary admission has decided to admit her involuntarily to a psychiatric ward by the local general hospital for treating her manic episode. Her husband and her children are very ambivalent about this decision. She is furious. 

Procedures for her admission are followed regularly, according to national legislation and to regional guidelines for their implementation. 

Once admitted she is put under antipsychotic medication and sedated with high dosages of benzodiazepines. Her attitude is angry and non cooperative. After five days of therapy she is still agitated and even confused, possibly as combination of manic illness and sedation. Staff of the ward decides to restrain her at her bed “to protect her” from possible falls and from aggressions from other patients annoyed by her shouting. Restraint is removed every 12 hours to allow little movement, body hygiene, eating and rehydration. She is kept on antipsychotic medication, but remains confused, angry and shouting. After four days of restraint she is found without life at routine control every two hours. Resuscitation manoeuvres are unsuccessful. The coroner later reports thromboembolia of central pulmonary districts due to immobilization. 

Assignement

1- Discuss the case of Mrs. A in relation with UN standards on human rights (especially the CRPD) and of the 2008 Interim Report of the Special Rapporteur on Torture. 

2- Analyze how this case would be managed in your country. 

3- Suggest possible change in your country legislations about involuntary admission and treatment in order to better implement human rights issues raising from this case 

Question 1:

Discuss the case of Mrs. A in relation with UN standards on human rights (especially the CRPD) and of the 2008 Interim Report of the Special Rapporteur on Torture:

Mrs A case is a tragic case in the practice of psychiatry. It highlights a number of things relevant to the practice of psychiatry.

At the outset, I want to support Special rapporteur report on various aspects of inhuman, cruel treatment. His views are based on global experiences in many parts of poor and undeveloped world where human rights abuses are rampant. I fully support the International Conventions as mentioned in the report in principle. I want an ideal world free of torture, free from inhuman and cruel treatment not only for people with disabilities but for every human living on this earth.

However, the extension to mental disability of above principles in CRPD is infact, a cognitive distortion of overt generalizability. What was true many years back doesn’t hold true today in 2010. We have a well developed mental health system, evidence based practice of treatment of various mental disorders (American Psychiatry Association guidelines). In this context, the comments made about psychotropic medications, ECT treatment are antipsychiatry in nature and are incorrect. Now there is a great scientific evidence to show the efficacy of medications and ECT for many severe debiliatating psychiatric conditions. 
The CRPD is a great step in the history of human rights for disabled people. I want to ask a question: Rights comes with Responsibility. What is the responsibility of a mentally ill person who has been given rights towards himself, towards his family, towards his community? If mentally ill person have legal capacity, should they beheld responsible for their actions? Are we going back to preMcNaughten rule era where mentally ill people are locked with the criminals?

As a medical professional, we are bound by Hippocrates oath where we treat patients with utmost dignity, respect without a caste, creed and colour. As a Psychiatrist, I am bound by the RANZCP( Royal Australian Newzealand College of Psychiatry) code of ethics which speaks about maintaining dignity, confidentiality, refraining from exploitation, providing evidence based best medical care, free from inhuman and torturous treatment for patients suffering from Mental disorders. These are summarized as 11 principles with annotations. So we psychiatrist oscillates between our professional ethics which makes us act according to our inner conscience and law which proscribes actions according to the International, National and Local laws which may be ethically non therapeutic for the patient receiving care. As a psychiatrist, I am torn between law and ethics everyday. I act in the best interest of the patient according to my inner conscience but within the existing legal framework.
In the midst of above dielemma, lets analyse the current case scenario:

At the outset, the important issues highlighted in Case A are involuntary treatment, capacity to consent for treatment, seclusion and restraint and mortality. 
I am a psychiatrist with more than 10 years of experience and have worked in many types of setting from India to Australia. My experience is different and speaks from a different perspective.

Mrs A is a middle aged lady living independently with husband and son. Mrs A has the right to live with the family and included into the community as per article 19 of CRPD.

She has a diagnosis of unipolar depression and later developed a manic episode. She was seen by psychiatrist and prescribed her medication. Patient was non compliant with medication. Here having a mental disorder constitutes a form of disability according to article 2 of CRPD. She should receive the right treatment. Having regular contact with Psychiatrist is important and is her right. Being prescribed medications in her place of living is her right for treatment. This correlates with article 3 with issues around accessibility to treatment in a fair non discriminatory manner, giving her the choice to make an informed decision. 
Here in the case, it is not mentioned about the psychoeducation, informed consent, role of importance of medications to prevent another relapse. It was patient choice to be non compliant with medications. (Whose responsibility is this? Whether it is the role of Psychiatrist, who prescribed her medications after some education to ensure compliance or it the right of patient to refuse her medication? Ethically, it is the role of Psychaitrist to prevent another potential relapse and patient responsibility to make it happen)
Mrs A was then treated involuntarily according to National legislation and regional guidelines which is in accordance with  article 13, access to Justice of CRPD. However, patient and family were unhappy with involuntary treatment. The case doesn’t mention anything about risk to self or others, risk to her reputation, engaging in high risk behaviour. Ethically it was correct to treat patient to prevent another relapse, however it contravened, article 14 of  CRPD liberty and security of the person. This is quite debated against strongly by the patient and survivor groups who argue for free informed treatment and ask for abolishing the aspect of involuntary treatment completely challenging the Mental Illness Principles.
The next phase of the treatment in the hospital with antipsychotic medication, sedation, falls, confused behaviour, restraint for four days and then patient death due to pulmonary embolism. This phase is unacceptable and amounts to inhuman treatment, cruel treatment, and clearly in my view contravenes the article 15 freedom from torture or cruel, inhuman or degrading treatment or punishment. 

2- Analyze how this case would be managed in your country. 

I have different experiences working in India, South Australia and now in New South Wales. The mental health legislation is different in these places. The community mental health infrastructure varies from minimal services to most services in NSW. I should say, Victoria has the most and well developed Community mental health system in Australia. 

In India and Australia, the first phase of assessment, providing care in the community near their family members will not change. I would do what was done here in the case vignette.

The situation changes when patient refuses medications, disengages with the treating team and looses therapeutic alliance. Whether she is detained and treated involuntarily in an psychiatric institution or not, varies with the local municipal laws, patient and family awareness of their rights, issues around protection of self, others; risk to self and others; severity of mental illness; degree of socio-occupational dysfunction.
 In India, family forms the foundation for assessment and treatment. They are not aware of any rights; They get the patient to the nearby psychiatric facility for treatment, with the assistance of neighbours and friends, self supported financially, sometimes involving police and very rarely an involuntarily order from the magistrate. 
In South Australia and New South Wales, the mental health legislation is well written though with variation. In NSW where I work, any member of family, police, ambulance officer, medical officer can schedule a patient under the MHA 2007; then she would be assessed by a psychiatry registrar and then by Consultant psychiatrist. Within few days, a Magistrate would conduct a hearing to assess that due procedures were carried out and rights were protected. 
A patient could choose to stay in a mental health facility as a voluntary patient and receive treatment. In the above case, I would have used the voluntary option before using the legislation unless I am worried about the risk to self and others. I would try to regain therapeutic alliance with patient, engage her in a dialogue to encourage her to take medication, assessing her capacity to refuse treatment.
A voluntary patient shall never be put into seclusion or restraint, or given any medication against her will.

Once a patient is treated involuntarily, legal rights are given to her. She is explained that a legal aid lawyer will see her before being reviewed in front of the Magistrate. Patient and family members will be explained of the legal procedure, issues around appeal, contact the medical superintendent when necessary.

The patient will be reviewed everyday by the Psychiatrist to monitor progress so that she could be treated voluntarily at the earliest.

She would be treated with antipsychotic medication with proper information about the side effects. If deemed necessary, intramuscular medications shall be given to manage agitation. 

Seclusion and restraint will be used only as a last resort to protect her and others. There is a stringent protocol in place if seclusion and restraint is used. It is considered as a significant incident under the NSW health policy. Each seclusion is reviewed by the hospital system; the principal officer under the mental health Act legislation looks closely at the circumstances leading to seclusion. The aim is to reduce the seclusion and restraint. The Government of Australia undertook Beacon project to reduce and eliminate seclusion. The RANZCP endorsed that the seclusion and restraint to be minimized as much as possible.
A patient who is secluded is assessed every 15 minutes; if the duration exceeds more than 6 hours it requires intensive care treatment and Psychiatrist review. This above incident shall not happen in this manner in my organization. There are adequate systems and checks in place to prevent it.
3- Suggest possible change in your country legislations about involuntary admission and treatment in order to better implement human rights issues raising from this case 

Mental health Act is a form of protection to ensure human rights are ensured, protected and promoted. One need to use judiciously and responsibly by the mental health staff from medical officer to psychiatrist. 

In my experience of working in Australia, I have seen Mental health Act is used and abused in the name of protecting patients and staff. 
PRN medications are used and abused in the system; when patient is admitted to the ward, atleast 5-6 medications are prescribed by the admitting medical officer. 

In my view, mental health legislation of NSW 2007 is well written and has adequate provisions to ensure rights are protected. But I see that the way the Act is implemented in different circumstances by untrained professional is inappropriate. The biggest factor I see from my experience is SAVE YOUR BACK Phenomena. The important question everyone asks is “What if this patient commits suicide or homicide and then Coroner investigates the case that comes with wide accusation and later possible prosecution and loss of medical license.”
In my view, there will be a war between the patients and professionals on the human rights issue. Each will blame other party. Human rights are universal and so its abuses; our role is to protect and promote human rights to the best possible extent. Only future will tell us.
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