Assigment for module 5.  

Access to Care

According to Juan’s testimony, it’s clear that many of his rights were infringed front the beginning of his disease.

First he didn’t have access to early treatment, his disease wasn’t attended on time and evolved until he was violent and lost his family, having to go back to his mother’s house. This infringes articles art. 12 of ICESCR about “the right of everyone to the enjoyment of the highest attainable standard of physical and mental health”, and art 25 of CRPD “States Parties recognize that persons with disabilities have the right to the enjoyment of the highest attainable standard of health without discrimination on the basis of disability…” and 25 b  “including early identification and intervention as appropriate, and services designed to minimize and prevent further disabilities…”
Then, as he was very ill, his mother took him to the psychiatric hospital, far away from home. This clearly affects the right to access stated in General Comment 14 on the ICESCR… “… publicly funded health facilities and services must be available in sufficient quantity; treatment, care and information must be geographically… accessible to all persons without discrimination” and Art 25 c of CRPD “provide these health services as close as possible to people's own communities, including in rural areas”. Also MI principle 9.1 says,  “… every patient shall have the right to be treated in the least restrictive environment and with the least restrictive or intrusive treatment appropriate to the patient's health needs and the need to protect the physical safety of others.”

When he was at the hospital, seems he was admitted without any involuntary proceeding, and the treatment was given forcedly. The hospital was a cold place, with no adequate temperature and the food was scarce. The rights to privacy and security were inexistent, either the other patients or the staff stole his belongings, and at least once he was tied to the bed and another time he was put into a straitjacket because of his fugues. Also he saw other patients being punished. All this affects other rights besides access to care, but Art. 25 a states “provide persons with disabilities with the same range, quality and standard… health care and programmes as provided to other persons”, and Art. 25 d of CRPD mandates to “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 by, inter alia, raising awareness of the human rights, dignity, autonomy and needs of persons with disabilities through training and the promulgation of ethical standards for public and private health care.”
When Juan is transferred to an outpatient unit, things begun to change, for the first time he is offered an alternative to involuntary admission. Then he accepts outpatient treatment on a voluntary basis and doesn’t abandon it. (MI least restrictive alternative and Article 25 d of CRPD see above).

He receives his medicines for free and the main problem is transportation to the outpatient clinic, because it means spending money he doesn’t have.

While he is getting better due to community treatment, he still faces discrimination at getting better works, even though he receives a pension because of his disease.

But, fortunately, he is able to get married again, and is not blocked on exerting that civil right.

His access to treatment evolves when the mental health care gets available near his house due to the integration to the municipality, and afterwards to primary health, where he can also access to psychologist and physical care. (Article 25 c of CRPD, already mentioned).
Access to care is closely linked to access to support for community living and habilitation and rehabilitation services, and very frequently one right cannot be exerted without the others, so it’s just for practical purposes that these other rights are not mentioned in Juan’s case.  His clinical and psychosocial outcome revels he had a good prognosis, which was overwhelmed for many years because of the lack of access to adequate services and treatment. Only when he acceded to care on a voluntary basis and using the least restrictive alternatives, things begun to change and he started to display as a citizen.

In Chile, unfortunately, Juan’s story still happens. Even though there are procedures that regulate psychiatric admissions (Supreme Decree 570), they don’t have a strong updated legal status, there is no Mental Health Law and practitioners don’t apply them properly, as there is a paternalistic and authoritarian approach that doesn’t rely on persons capacity to choose and decide when they are faced to psychiatric treatments, specially serious and persistent diseases. Anyway, Decree 570 only refers to admission proceedings, on the basis of voluntary and non voluntary types, and specifies generic rights of the persons when admitted and proceedings for “special treatments”, like ECT and very strict regulations for psychosurgery. This Decree doesn’t refer to access. In recent years, a number of diseases have obtained a legal status in terms of guarantees to treatment (with clinical guidelines), time opportunity, financial coverage and quality, (“Explicit Health Guarantees Law”). With respect to mental diseases, schizophrenia and depression are covered. So, in Juan´s case, he would probably have early access to care. Also, recently a new Disability Law (Law20.422) was passed, where the right to rehabilitation and community care is mentioned, but nothing is said about what should happen with many persons that still live in institutions, or are living homeless in the community. This law says very little about access to health care, but it is explicit about forbidding involuntary practices and treatments that affect the dignity and rights of persons with disabilities. Even though there has been a considerable development of psychiatric services in the general health network as well as community based mental health units, and that primary health is today able to give treatment to persons with mild psychiatric problems, and recognize and refer more serious problems to specialized services, there are still in the country psychiatric hospitals that concentrate resources and favors institutional practices. This inhibits the development of community based and general hospital psychiatric services. 

In terms of policy, on year 2000 the ministry of health developed the National Plan of Mental Health and Psychiatry, which has allowed the development of this changes, as well as the downsizing of the psychiatric hospitals. Today, there are less persons living in long stay hospital facilities than in sheltered homes, and there are more short stay psychiatric beds in general hospitals than in psychiatric hospitals. This reflects an important shift in the model of facing psychiatric treatments in Chile, that enhances autonomy and the right to live in community altogether with your relatives, friends and families. The principal goal today, is to increase this community services and improve the quality of care and, most important, the attitude with which we practitioners face our work of caring and helping persons with serious mental health problems, such a Juan’s case has taught us.
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