ASSIGNMENT 6
Question 1:

Human Rights (HR) issues for Mrs A would depend on a number of pressing issues identified from the beginning and using references to the International Bill of Rights, core Human Rights Treaties as well as other HR instruments with particular emphasis on the CRPD to tackle these problems.

Mrs A’s problems as listed are;





1/ 20 year history of Depression turned Bipolar – manic phase, uncontrolled on current medications coupled with non adherence to treatment





2/ she was admitted on an involuntary basis against her will and family’s ambivalence for compulsory treatment.




3/ Mrs A had no community mental health interventions apart from 3 visits





4/ Mrs A medications especially benzodiazepines were given in high doses and not titrated well causing rebound effects of excessive sedation leading to delirium – ethical issue to consider





5/ she is physically and chemically restrained for 12 hours only released for basic needs for a total of 4 days





6/ Mrs A dies whilst in detention


The UDHR (1948), ICESCR (1966) as core instruments, and other instruments such as the Principles for the protection of persons with mental illness & the improvement of mental health care, CRPD superseding the mentioned instruments focus on lifting barriers away from mentally disabled persons with social inclusions encouraged to promote their basic human rights. 
Mrs A’s capacity and legal competency were not recognized in her management; her options for community based free and informed consent were not sought actively by the mental health workers. Having access to community admission and care were abandoned and she was institutionalized depriving her off her rights and violating the CRPD. The CRPD emphasizes that it is increasingly important for disabled persons to have individual autonomy and independence which includes freedom to make choices and they should be actively involved in decision making processes that concern them directly. These decisions would include medications and where they receive it, hospitalization, guardian appointee in the event that they are too unwell to make sound judgments and other important life decisions.
CRPD makes reference to Article 3 (a, b) taking away her dignity, autonomy and the freedom to make free and informed choices, she had a reactionary response (angry). CRPD Article 6 mentions nondiscrimination against women, Article 10 refers to the right to life in her case hers was not preserved (died) and she died whilst under detention grossly violating Article 10 of CRPD that is the right to life. Article 14,15,16,17 reiterate on torture, inhuman and degrading treatment such as her physical restraint (strait jacket) and detention and government obligation to provide community based alternatives to treatment.
Declaration on the protection of all persons from being subjected to torture and other cruel, inhuman or degrading treatment or punishment and Convention against torture and other cruel inhuman or degrading treatment or punishment (CAT) are also breached in Mrs A’s case. With regards to physical and chemical restraint, Principles of medical Ethics where the role of health personnel especially physicians in the protection of prisoners and detainees against torture and other cruel, inhuman or degrading treatment or punishment  are examples of earlier Human Rights instruments pertaining to justice.
With regards to the 2008 Interim Report of the Special Rapporteur on Torture, in the 63rd Session of the General Assembly, attention was drawn to the increasing violation of human rights against disabled persons which included neglect, severe forms of restraint and seclusion as well as physical, mental and sexual violence. These were practiced in public and private instuitions and were not recognized as abuse, cruel inhuman or degrading treatment or punishment. He also goes on to inform the assembly of solitary confinement which has a negative impact on mental health and if done should be in the shortest period of time.
The interim report makes it very clear Mrs A was confined for 4 days and not in the shortest possible time of 24 hours with no contact and environmental stimulation leading up to her death in confinement. Solitary confinement according to research leads to detrimental effects such as hallucinations, delirium and psychotic symptoms. This is clearly not good medical practice let alone quality psychiatric care at all. This is a gruesome picture of the worst form of torture psychologically with inhuman and degrading form of treatment for Mrs A.

The interim report stresses on the CRPD and relates to country visits where these form of abuse and treatment is perceived as ‘normal’ and within the context of treatment.

Question 2:

If Mrs A was in Papua New Guinea, and as a practicing psychiatrist, my first and utmost responsibility would be to relate to ethics and the code of practice in relation to the CRPD. Establishing her diagnosis and having her records on hand to chart her progress over the years would point out her signature signs for relapses and what medications have worked best for her in these circumstances and also her social support network and the key people whom she relates to often when she is unwell to help manage her .

 In the interim when Mrs A is better family meetings in her presence would help map her recovery including in the event that she is unwell the person she would like to help her make decisions on treatment and admissions if need be. It would also be very important to establish community access options with a case manager and or team that are on hand to help her. I have noted that things escalated in Mrs A’s case because the community support were not in place, and family members especially her children live away from her and the husband and these have led to her demise.
Access to information is also important and having the husband participate as meaningfully and much as possible to see the importance of getting medications to remain well and as prophylaxis needs a lot of education coming from mental health workers. The government needs to be taken to task in PNG as there are no primary health care facilities to cater for the patients when they are in the community living with families. This breaches CRPD where Article 9, Article 19 and 26 all relate to community, having access to centres close to where one lives, having habilitation and rehabilitation as well as integrating well in to the community should be mandatory for the Government to make possible for the disabled persons including Mrs A.
Mrs A would have been admitted to a closed ward setting which is Laloki Hospital and given that the involuntary detention is not reviewed after 24 o 48 hours but can last for months on end is gross violation of the CRPD already. The services cannot cater for Mrs A adequately and a similar situation such as that described for Mrs A is inevitable for PNG circumstances. The Mental Health Act is colonial and done during British Rule over PNG and does not anywhere reflect the protection of persons and human rights.

 To date, a revision is underway but to what extent Human Rights has been accommodated in the revised act is yet to be ascertained. It would be of fundamental importance to review guiding legislations and policies to capture Human Rights in order to prevent what would happen to Mrs A if she was in PNG. A lot of behind the scenes stories of torture, inhuman and degrading treatment including punishment has happened in our long stay facility and it is high time that these practices are stopped immediately as they violate CRPD.
Question 3

Changes in the country legislation on involuntary admission and treatment to promote human rights would be to learn from countries and share experiences on their laws at present and how they have changed this to reflect CRPD and other important UN instruments on Human Rights. The policy makers and the people in the legislative arm of the government need to work together to incorporate CRPD into Mental Health legislations, drawing on the Istanbul experience where solitary confinement is only necessary for prisoners and should not exceed 24hours. 
PNG should look at solitary confinement only on the issues of dangerousness to self or others when unwell and as a result of a psychiatric evaluation by 2 independent psychiatrists for less than 24hours. The person in solitary confinement must be checked by staff at periodic intervals from one hour to 2 hourly and given the jurisdiction to allow for the concerned to come out of confinement earlier if these issues of dangerousness by grading has come down to a safe cut off point. It should also be emphasized that this in itself is not treatment for the patient. A guardianship board should also be set up to protect other aspects of the person’s life including finances. Chemical restraint should only be given under duress and when confirmed by a psychiatrist who needs to revisit the schedule throughout the 24 hours in confinement. Telephone order is not accepted. Coerced treatment must be defined and discouraged including behavioral modifications for what the staff may term as ‘ increased agitation’ .
