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Assignment - Module 6
1)
Mrs A.’s treatment initially took place at her local mental health community centre: this abided by Article 9(1a) of the CRPD, which states the right to people with disabilities to have access to medical facilities, in this case the right of Mrs A to receive treatment for her mental illness in a facility that she could access. The provision of local treatment abided by Article 19(c) of the CRPD, which states the right of people with disabilities to live in the community and access community services, in this case the right of Mrs A. to live at home and access health services for her mental illness. Article 25(b) of the CRPD was abided by, as Mrs A. was provided with treatment by a mental health centre.

Following her increase in symptoms, Mrs A. was administered sedatives on two occasions despite non-compliance, and on refusal of medication and voluntary admission is admitted involuntarily to a psychiatric ward. While her admission procedure was followed according to law, Mrs A. has stated that she was furious with the decision made about her. This involuntary administration of sedatives and subsequent hospitalisation violates Article 25(f) of the CRPD, which states Mrs A.’s right to be provided with care on the basis of informed consent; Article 3, which states Mrs A.’s right to make her own choices; and Article 12, which states Mrs A.’s right to exercise legal capacity and that measures relating to this respect her will to not receive treatment. It could be argued, however, that these procedures were carried out after assessment on each occasion, and that Mrs A.’s was assessed as not having the ability at that time to provide informed consent due to her mental state. Procedures were followed up and complied with the law, abiding by Article 14(1b) which states that the deprivation of Mrs A.’s liberty through involuntary hospitalisation must be done in conformity with the law.

Following hospitalisation, Mrs. A receives high dosages of sedatives which she is uncooperative with. Paragraph 47 of the Interim Report of the Special Rapporteur on Torture (2008) states that medical treatments without a therapeutic purpose may constitute torture or ill-treatment if administered without consent, in this case Mrs A.’s receiving sedatives without therapeutic benefit against her will. The right to be free from torture or cruel treatment is a fundamental human right as outlined in the Universal Declaration of Human Rights (Article 5), and Article 15 of the CRPD explicitly states Mrs A.’s right to be free from cruel treatment on the basis of her mental illness. 
Mrs A is later restrained to her bed, justified by staff for her protection against falls and aggression from other patients: Mrs A. is monitored every 2 hours, and every 12 hours her restraint is removed to allow little movement, hygiene, eating and re-hydration. This treatment continues until her death four days later due to a physical condition caused by her immobilisation. Having food and water withheld from Mrs A. violates 25(f) of the CRPD, which states Mrs A.’s right to not be denied food and fluids on the basis of her mental illness. Paragraph 32 of the states that not providing Mrs A. with adequate food and water when in hospital can account to torture and ill-treatment: The restraint was carried out by hospital staff without the aim of treating Mrs A.’s mental illness: restraint without therapeutic benefit can constitute torture as stated by Paragraph 55 of the  Interim Report of the Special Rapporteur on Torture: the restraint of Mrs A. violates Article 10 of the UN Convention against Torture, which states that medical professionals must receive training on the prohibition torture and apply this to their role, in this case as hospital staff involved in Mrs A.’s treatment.

2)
In England, Mrs. A would most likely be offered medication by her General Practitioner (GP) following her initial diagnosis of unipolar depressive disorder. Depending on the availability of the health trust’s funding, psychological treatments such as cognitive or dialectical behavioural therapies may be offered in addition to this: however referrals for these usually take months, and sessions are generally not offered for more than six weeks. If Mrs A.’s symptoms persevered, she may be referred to a psychiatrist to review her medication and psychological therapies if available: her psychiatrist may also be able to provide her with counselling.

Assuming that Mrs A.’s symptoms develop, she would be assessed by her psychiatrist if her new symptoms were causing her distress, or if they impair her daily living skills. Increase in dosage of medication would most likely be made: a change in medication type may occur to try to counteract the new symptoms as well as existing depression, and additional medications to counter side-effects would likely be prescribed subsequently. Psychological treatments may be offered depending on availability. If Mrs A.’s condition worsened, her psychiatrist could make an application for detention under the Mental Health Act. Two doctors would interview Mrs A. to assess her need for hospital care, one of whom would be approved under the Mental Health Act: they would submit recommendations to the Court, and if both agree that Mrs A. requires hospital care, within a fortnight she would involuntarily admitted for assessment and treatment. This would most likely be under Section 2 of the Mental Health Act, which allows detention for up to 28 days: after this a tribunal would be held to assess the need for further treatment, and the Section would either be renewed for another 28 days or if it is believed that effective treatment can be given in a hospital setting, Mrs A. would be placed under Section 3, which allows detention for six months. Mrs A.s’ family, who are ambivalent about her detention, have the right to appeal against a Section 3 order: if the tribunal deems that they can provide sufficient care for her wellbeing and safety, she may be released into their care. 

When in hospital, her psychiatrist could prescribe sedatives without Mrs A.’s informed consent: this could be justified by the psychiatrist as alleviating symptoms of distress. Restraint holding can be carried out by staff: while hospitals follow approved restraint programs which all care staff are trained in, the National Institute for Clinical Excellence (NICE) guidelines explain that de-escalation techniques are to be used first, with restraint and sedation to be used as a last resort only if the safety of the patient or other patients is in danger. Seclusion can be agreed on if Mrs A.’s symptoms cause her marked distress: while she would ideally first be directed to her own space, staff may also direct her to a seclusion room, where she would be monitored periodically until she had calmed down sufficiently to return to the ward. Mrs A. would be free to move in the room, and NICE guidelines state that staff checking on her should allow her to use bathroom facilities and offer her food and water. 
3)
The process of involuntary admission in England allows doctors who are unfamiliar with Mrs A. to make recommendations for detention: while the psychiatrist must present their concerns, the decision ultimately comes from being interviewed by strangers. I would change legislation so that it is compulsory that one of the doctors making the recommendation is familiar with Mrs A., and knows her clinical history. Having a professional familiar with the Mrs A. and her situation as part of the assessment team would give the Court a better idea of not only the person’s current state but also the resources that are available to her in the community: this would abide by Article 25(5) of the CRPD, which states the obligation of the State to undertake all efforts to provide care in the community.
Patients involuntarily admitted to hospital are presented with a leaflet detailing their rights. While the format of this leaflet varies among service providers, patient rights are generally explained at a high literacy level: this may exclude patients with learning disabilities, or in Mrs A.’s case an unstable mental state, from fully understanding her rights, for example her right to appeal or contact an advocate. I would change legislation so that the explanation of patient rights must be adapted for patients who may have learning disabilities or may have difficulties understanding at that moment due to their mental state: rights would be fully explained in the communication style best understood by the individual patient, for example Mrs A. being spoken to by her psychiatrist who knows her communication level as well as hospital staff. This would abide by Article 9(f) of the CRPD, which states the obligation of the State to provide support to ensure access to information; Article 12(3), which states the obligation to provide support in exercising legal capacity, in this case support in knowing her patient rights and how to exercise them; and Article 21(a), which states the obligation for information to be provided in an accessible format for each person’s disability.
