PART ONE

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. 
Here we have Mrs A age 53 diagnosed with depression going thru episode of mania

Symptoms are :
1. elevated mood

2. hyperactivity

3. prodigality

4. sexual disinhibition

5. insomnia
6. lack of compliance to medication and refusal of treatment probably lack of insight
What had been done to here in the community?

1. Changing medications after being seen 3 times by her psychiatrist in the CMHC 
2. Administration of sedatives following emergency evaluation (twice)
3. three home visits
· this shows that the alternative of community care is given preference and the right to live independently in the community is given due consideration in decisions on admission and treatment
· in regards to emergency management of her situation: she has been evaluated twice in emergency situations followed by administration of sedatives, with poor outcome due to lack of compliance. 
Sedatives were used to control her rather than treat her we don’t know if she was examined by a qualified practitioner to certify that the nature of the emergency. And there was no treatment plan was drawn up after wards and so she had been evaluated twice followed by the same procedures (sedatives) leading to poor outcome due to lack of compliance!

And that makes me wonder about the type of information she was given about her situation in order to be able to give informed consent about the treatment for the establishment of her treatment plan  

and the what about the information that were given to her family to be part of her treatment plan if she approves 

Another issue is the type of support that she received to make decisions about her treatment and to exercise legal capacity 

· The existence of a disability shall in no case justify a deprivation of liberty.  Admission and treatment is based on free and informed consent.  Service users are able to exercise their legal capacity and are provided support they may require to exercise their legal capacity.

· Admission and treatment is based on free and informed consent of service users.  Service users have the right to refuse treatment.
Article 25 (d) of the CRPD specifically states that countries must "require health professionals to provide care of the same quality to persons with disabilities as to others, including on the basis of free and informed consent (emphasis added)" This implies that a person’s refusal to receive treatment must also be respected.

Article 14 of the CRPD "… the existence of a disability shall in no case justify a deprivation of liberty" can be read to imply that disability can never be used as a basis for depriving someone of their liberty. One interpretation of the Article is that disability alone cannot be a reason for deprivation of liberty , a disability shall in no case justify a deprivation of liberty.

articles 12 (legal capacity)
2. States Parties shall recognize that persons with disabilities enjoy legal capacity on an equal basis with others in all aspects of life.

3. States Parties shall take appropriate measures to provide access by persons with disabilities to the support they may require in exercising their legal capacity.

Following that Mrs. A was involuntarily admitted to the psych ward in the general hospital and following the combined approach she was automatically involuntarily treated in the facility.

This decision was made by the local health center based on the fact that she was refusing treatment and voluntary admission " Her husband and her children are very ambivalent about this decision. She is furious."
Management in the facility:
1. Once admitted she is put under antipsychotic medication and sedated with high dosages of benzodiazepines. 

2. After five days of therapy Staff of the ward decides to restrain her at her bed, Restraint is removed every 12 hours
3. After four days of restraint she is found without life at routine control every two hours.
Cause of death : The coroner later reports thromboembolia of central pulmonary districts due to immobilization. …………………….NEGLECT!?!
During her stay at the facility: Her attitude is angry and non cooperative, agitated, even confused and annoying other residents by her shouting.
· Involuntary admission and treatment 

· Presence of mental illness doesn’t justify involuntary admission 

· Alternatives of community care should be given preference however the choice to admit her to a psych ward in general hospital is less stigmatizing 
· Her right to refuse treatment should be respected 

· Other than medications there were no interventions e.g. psychotherapy and even the medications were used to control her rather than stabilizing her mood!

· Principle of least restrictive alternative 

Article 19 of the CRPD establishes the right for people with mental disabilities to live independently and be included in the community. It states that 'States Parties to this Convention recognize the equal right of all persons with disabilities to live in the community, with choices equal to others, and shall take effective and appropriate measures to facilitate full enjoyment by persons with disabilities of this right and their full inclusion and participation in the community, including by ensuring that:

(a) Persons with disabilities have the opportunity to choose their place of residence and where and with whom they live on an equal basis with others and are not obliged to live in a particular living arrangement;

(b) Persons with disabilities have access to a range of in-, residential and other community support services, including personal assistance necessary to support living and inclusion in the community, and to prevent isolation or segregation from the community;

(c) Community services and facilities for the general population are available on an equal basis to persons with disabilities and are responsive to their needs.
Article 14 of the CRPD on liberty and security of person states that:

1. States Parties shall ensure that persons with disabilities, on an equal basis with others:

(a) Enjoy the right to liberty and security of person;

(b) Are not deprived of their liberty unlawfully or arbitrarily, and that any deprivation of liberty is in conformity with the law, and that the existence of a disability shall in no case justify a deprivation of liberty.

2. States Parties shall ensure that if persons with disabilities are deprived of their liberty through any process, they are, on an equal basis with others, entitled to guarantees in accordance with international human rights law and shall be treated in compliance with the objectives and principles of this Convention, including by provision of reasonable accommodation.

Here we should note two the The report of the UN Special Rapporteur on Torture which states that the deprivation of liberty (ie. 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 states that "Many States, with or without a legal basis, allow for the detention of persons with mental disabilities in institutions without their free and informed consent, on the basis of the existence of a diagnosed mental disability often together with additional criteria such as being a “danger to oneself and others” or in “need of treatment”. The Special apporteur recalls that article 14 of CRPD prohibits unlawful or arbitrary deprivation of liberty and the existence of a disability as a justification for deprivation of liberty. In certain cases, arbitrary or unlawful deprivation of liberty based on the existence of a disability might also inflict severe pain or suffering on the individual, thus falling under the scope of the Convention against Torture. When assessing the pain inflicted by deprivation of liberty, the length of institutionalization, the conditions of detention and the treatment inflicted must be taken into account."

In relation to treatment specifically, he further states that forced and non-consensual administration of psychiatric drugs, in particular of neuroleptics, 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 illtreatment.

Safeguards should be in place against ill-treatment, This means that 
· An introductory information sheet setting out the establishment’s routine and service user’s rights is issued to each user upon admission

· Service users are able to file complaints, on a confidential basis, to an outside independent body

· Confidential access to a lawyer is guaranteed

· Service users have access to advocates (eg. human rights organizations, (ex)service user groups) from outside the facility to inform them of their rights, discuss any difficulties or problems experienced in the facility, and support them in the exercise of their legal capacity and human rights. 

The International Disability Alliance further states that "Governments are responsible for developing, supporting, promoting and offering support services, and for establishing safeguards to ensure a high quality of support and its compliance with standards such as: respect for the rights, will and preferences of the person, freedom from conflict of interest and undue influence, and being tailored to individual circumstances.

RELEVANT HUMAN RIGHTS STANDARDS: 

The International Disability Alliance (IDA)16 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 institutionalization or hospitalization) this violates the equal enjoyment of human rights.
The UN Handbook for Parliamentarians on the CRPD states that countries "should note the Convention’s emphasis on independent living within the community instead of forced institutionalization. States should also review these guarantees in relation to compulsory or forced medical interventions, and should ensure that there are laws and procedures to monitor the operation of this legislation, investigate cases of abuse and impose punitive measures, as necessary (article 16 (4)).

· Use of restraints and seclusions 

· The right of service users to leave the facility should be respected.
· Service users are permitted to move around freely within the facility

Seclusion and restraint should not be used for prolonged periods of time as a form of control, medical treatment or punishment, this means that:
· Seclusion and restraint may only be permitted if it is the only means available to prevent immediate or imminent harm and danger to self and others.

· Seclusion and restraint are not used as a form of treatment, as a means of controlling the service user for the comfort of staff, or as a form of punishment

· There are strict guidelines and safeguards in place at facility level for seclusion and restraint including time frames (shortest period of time, lasting minutes or a few hours), who may prescribe it and regular inspections and no seclusion and restraint is permitted outside this framework.

Physical restraint or involuntary seclusion of a patient must always be considered as a traumatic event with a relevant potential for abuse.

The UN Special Rapporteur on Torture notes that "poor conditions in institutions are often coupled with severe forms of restraint and seclusion. Children and adults with disabilities may be tied to their beds, cribs or chairs for prolonged periods, including with chains and handcuffs; they may be locked in “cage” or “net beds” and may be overmedicated as a form of chemical restraint. It is important to note that “prolonged use of restraint can lead to muscle atrophy, life-threatening deformities and even organ failure”, and exacerbates psychological damage. He concludes that the prolonged use of restraints and of solitary confinement and seclusion, may amount to torture or ill-treatment in violation of the UN Convention on Torture and of Article 15 of the CRPD.

Article 15 Freedom from torture or cruel, inhuman or degrading treatment or punishment

1. No one shall be subjected to torture or to cruel, inhuman or degrading treatment or punishment. In particular, no one shall be subjected without his or her free consent to medical or scientific experimentation.

2. States Parties shall take all effective legislative, administrative, judicial or other measures to prevent persons with disabilities, on an equal basis with others, from being subjected to torture or cruel, inhuman or degrading treatment or punishment.

· Lack of resources cannot be used as a means of justifying the overuse and abuse of this practice, and immediate action needs to be taken to prevent this.
· restraints and seclusion may be allowed when they are the only means available to prevent immediate or imminent harm to self or others, and then used for the shortest period of time necessary. They may only be authorized by an accredited mental health practitioner. If used, there needs to be ongoing active and personal contact with the person subject to seclusion or restraint, which goes beyond passive monitoring. 
· restraints and seclusion are used as procedures of last resort when all other methods of preventing harm to self or others have failed. 
Service users have the right to be free from physical, sexual and mental abuse and neglect 

· No service users should not be subject to physical or emotional neglect
PART TWO 

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

· Management in the community 
Im working in a community health clinic CMHC in the capital city Amman, im going to tell how this case would be managed where I work; where biopsychosocial model is effected. In Jordan there are only 3 clinics that follow biopscyhosocial approach, mostly in Jordan there are clinics within primary health care centers or general hospitals that follow the biological approach meaning they provide only medication;
With the symptoms that she started to develop (elevated mood, hyperactivity, prodigality, sexual disinhibition, insomnia) the psychiatrist would change her medications and would arrange for a home visit when there is lack of adherence to medications.

Multidisciplinary team would work with this client and her family in order to increase adherence to medications and psycho-education and establishment of treatment plan to overcome the crisis situation that the client and her family is going through.
· Management in emergency situations: administration of medications to control her (e.g haldol IM)  in the national center for mental health, possible admission to the psychiatric hospital
· Admission takes place in the national center for mental health which is a public psychiatric hospital for there no psych wards in general hospital 
· Management of involuntary admission: when there is danger to self or others and when there is lack of compliance to medications a decision of admission would be made by the psychiatrist this needs the family to singe the consent form following that even if the client refuses she would still be admitted. If she shows aggressive behavior she would be controlled with medications (sedatives) then she might be given mood stabilizer 
· If case is admitted through emergency then next day it would be seen by another psychiatrist 

· There is weekly review of cases for discharge 
· Use of seclusions and restraints: in cases when the staff are unable to control the client she would be placed in seclusion room until she calms down (maybe one hour , it could raise up to 24 hours) through that time no social contact is allowed and administration of her medications would be by force if needed
· When a client dies while in admission period there is always investigation to determine cause of death by Judicial investigation committee, usually in such a case no one would be counted as responsible for her death
In my opinion in regards to involuntary admission and treatment in Jordan The alternative of community care is not given preference and the right to live independently in the community is not given due consideration in decisions on admission and treatment
Service users are systematically refused discharge from the facility when admitted. 

Service users are not provided with support they need in order to exercise their legal capacity to exercise their rights and make decisions on matters affecting them (eg. treatment)
Check that service users are able to exercise their informed consent to treatment and to refuse treatment.

Service users are placed under plenary guardianship/substitute decision making.  

There is no effective and accessible procedure is in place for the regular and systematic review of all cases of involuntary admission and treatment by a legal authority
PART THREE
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 
JORDAN DOESN’T HAVE MENTAL HEALTH LAW OR LEGISLATION, A MENTAL HEALTH POLICY HAS BEEN LUNCHED RECENTLY IN THE BEGINNING OF 2011 

HERE ARE SOME SUGGESSTIONS FOR THE ESTABLISHMENT OF LEGILATIONS THAT IS HUMAN RIGHTS ORIENTED 

One of the key recommendations of the 2008 report of the UN Special Rapporteur on Torture is that "in keeping with the Convention, States must adopt legislation that recognizes the legal capacity of persons with disabilities and must ensure that, where required, they are provided with the support needed to make informed decisions."
Mental health law should promote the provision of mental health care services in the communities in which people live. The presence of a mental disorder alone is not sufficient to justify involuntary admission and additional criteria are also required. The two most often utilized grounds for authorizing involuntary admission of persons with mental disabilities are “serious likelihood of immediate or imminent danger ” and “the need for treatment”.

in order to minimise overuse of these procedures have set very specific criteria that need to be met before compulsion can be undertaken. consider the principle of “the least restrictive environment”. In other words, a person may not be admitted if other, less restrictive alternatives, such as community care, can be utilized.

· All service users who are admitted and/or treated without their consent should be examined by two appropriately qualified health practitioner.

· Safeguards against the arbitrary deprivation of liberty and involuntary treatment should be in place.

· Supported decision-making measures should be in place to provide access by service users to the support they may require in exercising their legal capacity to make decisions on their admission and treatment and on issues related to the administration of their personal, financial, property and other affairs 

Each involuntary admission and treatment has been considered by a mental health review body/court who has legal authority to allow or deny involuntary admission and/or treatment on the basis of specified criteria. Provisions aiming to restrict the use of involuntary treatment tend to specify that treatment without consent can be considered only when all of the following conditions are met:

1. A determination that a patient has a mental disorder has been made in accordance with

international medical standards.

2. The patient lacks the capacity to give or withhold informed consent to the treatment proposed (see also section below on incapacity and incompetence).

3. Treatment is necessary to:

(i) bring about an improvement in the patient’s mental disorder

(iii) protect the patient from self harm or protect others from significant harm

(ii) prevent deterioration of the patient’s mental state

Treatment without consent and without the authorization of a legally constituted body should be instituted only, and strictly, in emergencies, and only for the duration of the emergency The treatment decision may be independent in terms of:

a) time – involuntary treatment is assessed only after the patient has been admitted;

b) criteria – mental health status that requires involuntary admission is different from the capacity to decide treatment; and

c) professional and authorizing power – different people, with different skills, are involved in deciding who needs to be involuntarily admitted and who requires involuntary treatment.
Legislation may therefore need to define capacity and competence, state the criteria for determining them, lay down the procedure for assessing them, and identify the actions that need to be taken when there is a finding of lack of capacity and/or competence.

For example:

a) As competence is a legal concept, a judicial body would determine this.

b) Ideally, a legal counsel should routinely be made available to a person whose competence is in question. Where a person is unable to afford a counsel, legislation may require that counsel be provided to the beneficiary free of charge.

c) Legislation should ensure there is no conflict of interest for the counsel. That is, the counsel representing the concerned person should not also be representing other interested parties, such as the clinical services involved in the care of the concerned person and/or the family members of the concerned person.

d) Legislation should have provisions to appeal to a higher court against the decision by the concerned person, the counsel, family members or clinical team.

e) Legislation should contain a provision for automatic review, at specified periodic intervals, of the finding of lack of competence.

The terms “seclusion” and “restraint” may need to be defined in legislation, as there can different types of seclusion and restraints that may apply in different circumstances.

restraints and seclusion may be allowed when they are the only means available to prevent immediate or imminent harm to self or others, and then used for the shortest period of time necessary. They may only be authorized by an accredited mental health practitioner. If used, there needs to be ongoing active and personal contact with the person subject to seclusion or restraint, which goes beyond passive monitoring. Legislation may ensure that restraints and seclusion are used as procedures of last resort when all other methods of preventing harm to self or others have failed. In particular, legislation must ban the use of restraints and seclusion as a form of punishment.

