Assignment for Module 5 
Read “Juan’s testimony”, Box 1.11, page 39-40, from “Integrating Mental Health into Primary Care: A Global Perspective” (WHO-WONCA, 2008). Identify in this testimony a minimum of 3 and a maximum of 5 situations where Juan’s rights of access to mental health care were infringed, and identify 3 to 5 situations where Juan’s rights of access to mental health care were adequately fulfilled. For each of these situations briefly justify your choice applying international legislation on human rights. 

Comment briefly on how Juan's situation would raise different or similar accessibility issues in your country, making reference to any of: local laws or practices, government policies, medical practices, organization of services or programs, or personal observation or experience, etc. It is not necessary to refer to all of these sources of information, nor is it necessary to provide detailed citations. You may refer to other sources where appropriate. 

This assignment will require students to write a short paper of 900 to 1500 words. 

	Available from:
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	Monday, 1 March 2010, 11:55 PM


Introduction:

The WHO-WONCA document clearly highlights the seven important reasons for  integrating mental health care into primary care (Executive Summary page 3) towards a good quality, accessible, acceptable, affordable, cost effective services near their place of living which are non-stigmatizing and discrimination and less traumatic. The WHO pyramid organization of mental health services is reflective of above reality.
The International Bill of Rights, The Conventions for the Rights of Persons with Disability, The Mental  Illness Principles, etc are some of the International instruments applied in the case example to assess where  patients rights are infringed and protected. 

In particular the following sections of CRPD are important in reference to accessibility of mental health care for this assignment. The article 3 points towards discrimination and stigma; article 4 state obligations; article 9 accessibility of care; article 12  section 5 towards rights to financial care;article 13 access to justice when treated involuntarily; article 14 liberty and security of the person article 15 inhuman treatment; article 21 access information; article 22 respect for privacy; article 23 respect for and the family; article 25 right to health; article 27 work and employment;  article 28 adequate standard of living and social protection.
I shall go through the case example sequentially and describe where, which rights according to the International Conventions are abused or protected.
 This case example describes journey  of Juan over 20 years. Juan lives in a rural and remote region where the basic infrastructure of the town doesn’t exist at the beginning to development of roads, GP services, transportation etc.

Juan developed a serious mental illness requiring multiple hospital admission in an institution away from family, requiring psychotropic medications. The consequences were devastating with socio-occupational impairment, breakdown of family relationship and loss of custody of his children. He became homeless after this.  Developing mental illness is natural, not a sin and not under his control. To receive treatment is his right and should be provided by the state.
He said “ I had no choice but to go live with my mama, who took me to hospital” Homelessness is a significant consequence of mental illness and can potentially worsen his illness. It is the state responsibility according the Article 3 of CRPD to assist people with mental illness without discrimination. It is the right of the patient to be treated near the family according to article 23 of CRPD.. 
He said “I didn’t like to be locked ….after three weeks, I escaped”. This reflects patients is secluded in an closed room. This amounts to inhuman and degrading treatment which has traumatic experiences potentially worsening his mental state, loosing therapeutic alliance with the therapist. CRPD article 15, MI Principle 16 supports this assertion. Also, it doesn’t mention in the vignette, whether Juan was treated involuntarily. This would make it mandatory to have access to justice according to article 13 of CRPD;   
Juan described his negative experiences staying in an psychiatric hospital though receiving adequate psychiatric care,  with improper conditions in hospital, inadequate food, lack of privacy, no lockers, issues around stealing articles; The state has the responsibility to ensure standard effective treatment conditions are provided in a humanely manner. Here right for treatment with medications is met but infringes on rights of privacy, confidentiality.

Juan witnessed other patients beaten, physically restraint to bed which seems to significantly increase his fear. He was physically tied, straightjacket used and thrown on floor. This amounts to the use of inhuman, cruel and degrading treatment.

Juan met his future wife Maria. Patients have the right to get married and have family.

Juan recovered from his illness. He received treatment from a Psychiatrist at an outpatient, received free medications. Juan was happy. One of the strategy of WHO 10 recommendations from WHO Mental health report 2001, is to ensure psychotropics medications at the clinic.

Juan treatment is positive, he is living with his mama, working and receiving a pension.(article 28 of  CRPD) Juan has the right to live with his family, right to employment and right for assistance. Juan’s right to receive treatment near his place of residence (infringement of his rights) and the state fulfilled after 19 years when mental health service were integrated at the health centre. 
Juan medications were reduced, care transferred to local doctors; received psychological help all these made him happy. He felt to be supported by the community and feels that he is getting his life back. (Right to health)
In conclusion, broadly the case vignette reflects that over 20 years, mental health services development parallels infrastructure development of a town or city. Generally Psychiatric services are low on priority and not funded enough by the Government. This emphasis the importance of a Mental health Policy, legislation, and framework at the National level.  
Reflections from real life situations in Australia

I live in Wollongong and work at Shellharbour hospital. This belongs to rural and remote regions of New South Wales. The Psychiatric services are divided between public and private system. The public health system consists of 65 beds services divided between Wollongong and Shellharbour hospital. 
I am the Consultant Psychiatrist of Mirabook inpatient ward, 20 bedded unit which covers Nowra (100Km from Shellharbour hospital), Ulladala (150Km), Bega (250Km), Batesman Bay (300Km) and southern remote areas. The Nowra has one part time psychiatrist heading a Community mental health unit. Any patient, who requires inpatient care, is transported to Mirabook or any other unit where Acute Psychiatric beds are available away from home and family. The public transport and rail transport is limited. The outpatients psychiatric services are provided by psychiatrist and psychiatric registrars who are rotated regularly. They have to travel everyday to provide psychiatric care near their home. The mental health nurses do home visits for seriously sick patients and who are treated under the mental health act. Few Psychosocial rehabilitation services are provided by NGO like Richmond Fellowship and NAEMI. The GP plays an vital role in providing continuous care near their home. They often form the first point of contact.
There are no psychiatric institutions located in this area. Psychiatric rehabilitations are scarce. 

A number of patients presents with significant social issues such as homelessness, financial problems, unemployment, increased stigma and experienced discrimination by patients from social agencies. 
Mental health Act NSW 2007  covers a number of provisions for treatment of patients as  voluntary  and involuntary patients, community treatment orders, inpatient treatment orders; According to the Act, independent official visitors assess how patients are treated humanely or not; whether patients rights are respected are not.
I am working here for three months; the number of Seclusion and restraint has reduced drastically. In the previous month, only one seclusion reported here; the number of patients treated involuntarily has reduced; On an average, before I started there were atleast 5-6patients/week presented to the Magistrate; Now the number has reduced to 0-1/week over last 6 weeks. More patients are treated humanely voluntarily and in an least restrictive environment. 
However, we have few patients who are institutionalized in my ward due to homelessness, lack of suitable 24 hour supported care for chronically unwell mentally disabled patients. This aspects breaches a number of aspects of CRPD; ICESCR; MI  principles;

The NSW Health has detailed policy to enhance community integration of mentally ill patients. Any patients who is hospitalized for more than 35 days, requires second opinion from another psychiatrist. 

In contrast, the South Australian experience is totally different and reflects the first part of the Juan story where patients are treated involuntarily, detained under the Mental health act, in a closed secure ward. I worked in forensic psychiatry, rehabilitation psychiatry, acute intensive care psychiatry, old age psychiatry and Emergency psychiatry. The mental health act is used and abused to the limit. 
South Australian experience reflects urban metropolitan psychiatry where resources are adequate, mental health professional are in good number as required by RANZCP and OHS and W criteria, a well funded system, and legally bound by SA Mental health and Guardianship Act 1993 (which now is being revised).

In conclusion, my experience reflects two sides of Juan life story and it was a great reflection.
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