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ASSIGNMENT 2 – MODULE 6

ADMISSION, TREATMENT AND DISCHARGE 

      EBTISAM  ELRAYH

I. Under UN Standards, CRPD and Report of Special Rapporteur on Torture (2008)

i. Prior to involuntary admission and treatment:

The case under scrutiny deals with various human rights of MD persons, and raises several questions regarding right to health and MH, and more specifically to ‘proper’ MH care that takes into account the special yet different needs of vulnerable groups. It touches issues as informed consent, involuntary admission and treatment and abuses committed under its auspices. It highlights the need to find the balance between liberty and freedom of patients and safety of community.
Looking into Mrs. A’s life cycle and sickness experience, we can note the following:

· Mrs. A got married when she was ± 21 to a husband with major health problems. She gave birth to her first child at the age of ± 23 and her second one two years later. She got sick at the age of ± 26. For more than 20 years, she was received treatment at the local MH Centre, until her condition started deteriorating in the last month.
· In the light of the aforementioned facts, Mrs. A illness represents a case of a mental distress resulting from the huge change in her social life and the burden of correlated responsibilities; caring for a sick partner and raising two kids. She has been treated more than 20 years by the local MH Centre which apparently lacks behind in terms of specialized, skilled professionals and advanced facilities. No shift has been made by the Centre throughout the 20 years to alternative methods of treatment, or re-direction to a further level of more specialised treatment in general and MH hospitals, as an in- or outpatient.
· Has Mrs. A condition being recognized and properly treated at earlier stage, that would of increase the chance of earlier recovery and prevent further deterioration in her mental condition.  Article 12 and General Comment 14 on the ICESCR and Article 25 (b) of the CRPD oblige States Parties to provide MH care that secure early identification and intervention as appropriate and minimize and prevent further disabilities. Achieving such objective obviously requires availability of and accessibility to well-skilled MH professionals at the community and general care level.

· Mrs. A has evidently needed both professional and social support throughout her illness. The CRPD, under Article 19 (b & c) gives Mrs. A the right to have access to a range of in-, residential and other community support services, including personal assistance, to support living and inclusion in community, and to other community services and facilities available for the general population on equal basis which are responsive to her needs. Enabling and support services as home care and therapeutic services are examples.
· Educating her and her family about her illness in its early phase, the methods of management, and possible consequences in case of non-compliance with the treatment, could help her understanding the nature of her illness and lead to her acceptance of treatment.
ii. Involuntary admission and treatment:
In her last month, Mrs. A has encountered a rapid deterioration in her condition, which caused her to visit her psychiatrist 3 times, to be evaluated in emergency situations twice, and received 3 home visits by the local MH centre. The outcome was a change of medication by the psychiatrist and administration of sedatives by the centre. In the view of Mrs. A. refusal to take medication and to voluntarily admit to hospital, the local MH centre decided to admit her involuntarily to the psychiatric ward by the local general hospital, where she put under heavy medication for 5 days and restrained for 4 day, before she passed away..
Analyzing the way Mrs. A has been treated in the last episode of her illness, a range of rights guaranteed under the UN Instruments and the ICRPD has been violated.

First of all, Mrs. A has been admitted and treated compulsory against her and her family will on the mere ground of refusal to take medication. Admission in such manner is against the spirit of the CRPD and does violate her rights under article 25 (d), which requires health professionals to provide care on basis of free and informed consent, and Article 19 which obliges governments to provide health services as close as possible to people’s own communities and facilitate their full inclusion in them.

Secondly, though the forced admission is carried out in accordance with the national legislation and its regional guidelines, it constitutes a breach of her right to liberty and security under Article 3 and 14 of the CRPD due to its lack of sound justification (refusal to take medication and comply with treatment). Based on the states’ practice, involuntary admission and treatment should only be utilized when the person represents an imminent danger to self or others or for the fear of serious deterioration which cannot be treated but in the MH facility (MI Principles).
Thirdly, even when liberty is to be taken away through any process, the MD person is entitled to guarantees in accordance to international human rights law and under the CRPD, including provision of reasonable accommodation. Mrs. A therefore could get the needed treatment in a less restrictive environment in a community setting, a day hospitalization, or through outpatient arrangements. 
Fourth, Mrs. A has been subjected to inhumane and degrading treatment and punishment while in hospital in clear violation of her rights under the UDHR, ICCPR, CRPD and CAT. Restrained at her bed and restricted in her movement 24 hours; with a 12 consecutive hours restrain, followed by a limited chance to move, eat or rehydrate, does fall under the scope of tortuous abusive treatment, according to the report of the UN Special Rapporteur on Torture of 2008.

Fifth, the local MH centre was the sole decision maker for the involuntary admission and treatment of Mrs. A, which ripped her of her right to enjoy legal capacity under Article 12(2) and her family right as main supporting decision-makers when her legal capacity is impaired (Article 12(3).
Finally, there is no mention to whether Mrs. A has been re-examined upon admission as part of the assessment and monitoring mechanism and safeguards, and whether the national legislation and its regional guidelines secured the right to appeal to a MH review body against the admission order. No procedure has been initiated in Mrs. A’s case despite her suffers and speed decline in her condition. 
II. Mrs. A case in Sudan:

In Sudan, MH has been dealt with under the Public Health Act of 1975, in Article 73, 74 and 75. It reads as follows:  
Article 73 (b) gives the Governor of each Province the authority to form MH Council to perform a range of duties, some of which are:

· To issue, upon the advice of the psychiatrist, detention order for any patient who constitute a danger to self or others, and take legal measures before any specialized court to hold property of that patient awaiting his recovery.
· To receive monthly reports of the psychiatrist about all detained MD persons and take the measures he thinks fit.

· To issue internal regulations organizing the work of the Council and propose advices to the Governor regarding administration of MH in the Province or its MH clinics.

Article 74 provides for the right of appeal by the person who has been detained in accordance with the above-mentioned section to the District Court within 30 days from the date its issuance.

In practice, voluntary admission, treatment and discharge are wholly decided by the family of the patient. It has to sign the admission form and accompany her/him throughout the process. However, involuntary admission is decided by the professional staff after a complete psychiatric evaluation of the person’s social and clinical condition. The staff has the authority to involuntarily admit any patient whose evaluation report indicate a severe MH condition, which involves immediate and imminent damage to self or other persons. They decide the sort of treatment and when to discharge her/him.
Generally speaking, restraining of patients are not a regular practice, though it is done more by the family which basically responsible of her patient safety. 

Therefore, Mrs. A fate is in the hands of her family who decides on her behalf as guardians, unless she shows serious violent behaviour where the professional staff will step in and assume the substitute decision-maker. Yet, under current practice Mrs. A would not be restrained.         

III. The needed reform in Sudanese MH Law regarding involuntary admission and treatment
Currently, MH professional and activists, under the umbrella of the Federal Ministry of Health and in coordination with the WHO office in Sudan, are busy drafting proposals for major reform in the MH system. The National MH Policy of 2009 is approved by the governmen, and the draft MH legislation is in progress. In the light of Sudan accession to the CRPD and its Optional Protocol in 2008, the new legislation is suppose to include the rights of persons with MD to legal capacity, free informed consent, liberty and integrity, and obligations of the state in realizing them. 

The future Act has to provide for the  admission criteria and procedure, treatment criteria and procedures, reassessment, appeal and review bodies and mechanisms, safeguards and punitive measures against violation as discussed above and provided for under the two documents and explained by the Special Rapporteur on Torture in his report of 2008.
4

