Module 6 – Assignment
Mrs A is a 53-yr old woman, married with a man of 60 with major health problems; they have two children of 30 and 28, living independently in the same province.
Mrs A. was diagnosed with unipolar depressive disorder shortly after the birth of her second child and has been in treatment by the local mental health community centre for more than 20 years.
Recently she has shown symptoms of elevated mood, hyperactivity, prodigality, sexual disinhibition, insomnia; over the last month she has been seen three times by her psychiatrist who has changed medication; she has also been evaluated twice in emergency situations followed by administration of sedatives, with poor outcome due to lack of compliance.
The local mental health centre has affected three home visits over the last week, but considering that she refuses medication and voluntary admission has decided to admit her involuntarily to a psychiatric ward by the local general hospital for treating her manic episode. Her husband and her children are very ambivalent about this decision. She is furious.
Procedures for her admission are followed regularly, according to national legislation and to regional guidelines for their implementation.
Once admitted she is put under antipsychotic medication and sedated with high dosages of benzodiazepines. Her attitude is angry and non-cooperative. After five days of therapy she is still agitated and even confused, possibly as combination of manic illness and sedation. Staff of the ward decides to restrain her at her bed “to protect her” from possible falls and from aggressions from other patients annoyed by her shouting. Restraint is removed every 12 hours to allow little movement, body hygiene, eating and re-hydration. She is kept on antipsychotic medication, but remains confused, angry and shouting. After four days of restraint she is found without life at routine control every two hours. Resuscitation manoeuvres are unsuccessful. The coroner later reports thrombi-embolism of central pulmonary artery due to immobilization.

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.
2- Analyse how this case would be managed in your country.
3- Suggest possible changes in your country legislation about involuntary admission and treatment in order to better implement human rights issues rising from this case.

This assignment will require students to write a short paper of 900 to 1500 words.
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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.
In critiquing the case of Mrs A, there are several positives which should be noted; there is a functioning mental health system, there are community based alternatives (who conduct home visits), and there is medication available. 
Though one cannot comment on the quality of the service, she has had ongoing support and has been in treatment by the local mental health community centre for more than 20 years. 
On this occasion she has been offered community based treatment and the option of a voluntary admission.
With regards to the UN standards on human rights (especially the CRPD) and the 2008 Interim Report of the Special Rapporteur on Torture there are 3 main areas of possible conflict:
1	Involuntary admission
According to the description provided Mrs A was detained involuntarily but “procedures for her admission are followed regularly, according to national legislation and to regional guidelines for their implementation”
Despite the local procedures being followed, traditionally laws are framed in such a way as to allow involuntary admission under certain circumstances, and there is an argument that the CRPD excludes the states’ rights to detain someone involuntarily. Certainly the International Disability Alliance (IDA) takes the position 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”. 
Articles 3(a) of the general principles of the CRPD states that “respect of the inherent dignity, individual autonomy including the freedom to make one’s own choices, and independence of person”, clearly being admitted is not Mrs A’s own choice.  
In forcing an involuntary admission in this case it is clear that Mrs A’s wishes, and possibly those of her family are not being followed, “her husband and her children are very ambivalent about this decision. She is furious”. The assumption that she lacked the capacity to make the decision could be seen to be in contravention of Article 12 of the CRPD where there is “a presumption of capacity”.
Article 14 of the CRPD states "that the existence of a disability shall in no case justify a deprivation of liberty". This can be read to imply, and is argued strongly by the IDA, that disability can never be used as a basis for depriving someone of their liberty.
The notion contained in Article 14b, that disability alone cannot be a reason for deprivation of liberty and that it may in some instances be permitted “as long as it is not undertaken unlawfully or arbitrarily, and that any deprivation of liberty is in conformity with the law” must also be taken into account.
The primary focus of Article 19 provides that people with disabilities have the right to live in the community, with the same choices as others. Parker (2011) points out “the urgent need for action to end the institutionalization of people with disabilities. This requires the current system of institutional services in many countries that have ratified the CRPD to be replaced with appropriate community-based services that promote social inclusion” 
Thus, involuntary treatment and involuntary confinement it could be argued run counter to the provisions of the Convention on the Rights of Persons with Disabilities as well as the earlier non-binding standards, such as the 1991 Principles for the Protection of Persons with Mental Illness.
2	Involuntary treatment
“Once admitted she is put under antipsychotic medication and sedated with high dosages of benzodiazepines. Her attitude is angry and non-cooperative”. 
I think it is safe to assume from the above statement that Mrs A did not consent to her treatment. 
Article 12 of the CRPD recognizes the equal rights of a person to enjoy legal capacity in all areas of life, such as whether to accept medical treatment. Article 25(d) 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". This implies that a person’s refusal to receive treatment must also be respected. This means that treatment should only be provided if the person concerned gives his or her informed consent.
A clinical observation is to question the efficacy of the treatment option. Could the elevated mood be antidepressant-induced mania depending on what treatment she was being provided for her depression? The use of benzodiazepines in high doses would be contraindicated and the potential paradoxical effect of using benzodiazepines in high doses when someone is manic would need to be considered.
“After five days of therapy she is still agitated and even confused, possibly as combination of manic illness and sedation”.
“It is as yet unresolved whether antidepressant-induced mania is simply an adverse effect of the medication or an unmasking of underlying vulnerability to bipolar disorder. Most experts and experienced clinicians in the field tend to believe that the latter is the case. Mania can be induced not only by most antidepressant treatments but also by abrupt discontinuation of psychotropic medications in individuals with a predilection to bipolar disorder.”(Kusumakar et al, 1997)
3	Seclusion and restraint
“Staff of the ward decides to restrain her at her bed “to protect her” from possible falls and from aggressions from other patients annoyed by her shouting. Restraint is removed every 12 hours to allow little movement, body hygiene, eating and re-hydration”
According to the Special Rapporteur “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”.  
Being restrained for 4 days for 12 hours a time would certainly be in contravention of Article 15 of the CRPD, which states that persons with disabilities have the right not to be subjected to torture or to cruel, inhuman, or degrading treatment or punishment.
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.  The Special Rapporteur notes that there can be no therapeutic justification for the prolonged use of restraints, which may amount to torture or ill-treatment.  
Article 15 of the CRPD states that persons with disabilities have the right not to be subjected to torture or to cruel, inhuman, or degrading treatment or punishment. The circumstances of Mrs A’s restraint would seem to be both cruel and degrading.

Analyse how this case would be managed in your country.
In these circumstances in New south Wales Mrs A could be admitted for assessment to a public psychiatric hospital (a Declared Mental Health Facility) under the Mental Health Act 2007. She would appear to meet the criteria in that she has a mental illness as per the definition, there is risk of harm to self in terms of reputation and finances, and as community alternatives have been offered and refused there would appear to be no other care of a less restrictive kind available. Once she was admitted she would have to be informed of her rights which include the right to appeal her admission, the right to an automatic review by the Mental Health Review Tribunal, and the responsibility of the hospital to discharge her if she no longer met the requirements of the Act. 
Once Mrs A had been assessed by at least 2 medical practitioners (one of whom must be a Psychiatrist) and was admitted involuntarily she would become an “assessable person”.  As such she could be given treatment against her will if necessary, s84 of our Act states that the Authorised Medical Officer may “give or authorise the giving of any treatment (including medication” once someone is detained under the Act. 
There are however restrictions on the use medication and other treatments. There are treatments which are prohibited (psychosurgery, insulin coma therapy and deep sleep therapy). With regards to the use of medication the prescriber must have due regard to the possible effects of the administration of the medication, and must prescribe the minimum medication, consistent with proper care, to ensure that the person is not prevented from communicating adequately with any other person who may be engaged to represent the person at a mental health inquiry. The medication may only be used to meet the health needs of the person and should be given only for therapeutic or diagnostic needs and not as a punishment or for the convenience of others.
The issues of involuntary admission and involuntary treatment in NSW are dealt with together.
Limited seclusion and restraint is allowed in public hospitals under the NSW Health restraint policy (2012). If restraint is used it “can only be used for the briefest period required to allow the consumer to safely regain control of their behaviour”.
While seclusion and restraint are used in some mental health facilities to manage disturbed behaviour, others have found that these strategies can be safely avoided. Some use mechanical restraint while others would never consider this practice; some use seclusion while others don’t (Bowers et al, 2007).
The NSW Mental Health Act 2007 states that “any restriction on the liberty of patients and other people with a mental illness or mental disorder and any interference with their rights, dignity and self-respect is to be kept to the minimum necessary in the circumstances.”

Suggest possible changes in your country legislation about involuntary admission and treatment in order to better implement human rights issues rising from this case 
While involuntary admission is allowed in NSW in some circumstances there are sufficient checks and balances in place to ensure that it is a last resort.
The issue of seclusion and restraint is suitably restricted by the NSW Health Restraint Policy.
Where the law could be changed is in relation to supported decision making in regards to admission and treatment. Currently in NSW though the Mental Health Act talks about protecting the civil rights of persons (no mention of human rights)  and facilitating the involvement of persons, and the persons caring for them, in decisions involving appropriate care, treatment and control, it allows for complete “substitute decision making” for anyone who is involuntarily detained. 
[bookmark: _GoBack]There is no provision for “psychiatric advance directives” or a system of “supported decision making” and “primary carers” only have rights of access to certain information but have no legal authority.
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