ASSIGNMENT_MODULE 5

Juan’s story exemplifies how a well-networked and accessible system of mental health care can lead to better health outcomes in the long run. Although, initially, his hospitalization at the psychiatric hospital may have been necessary due to the chronicity of his condition and his violent behaviour, it is important to provide avenues for continued access to mental healthcare in the community. 

As Juan pointed out, although the treatment in the hospital was “generally good” there were also many human rights violations that took place, for example being locked up, being put into a straitjacket and thrown on the floor by orderlies. This is contrary to Articles 14 (Liberty and Security of Person), Article 15 (Freedom from Torture or Cruel, Inhuman or Degrading Treatment), Article 16 (Freedom from exploitation, violence and abuse), and Article 17 (Protecting the integrity of the person) of the UN Convention on the Rights of Persons with Disabilities or the UNCRPD. Similarly, Principle 1 of the UN Principles for Protection of Persons with Mental Illness 1991 states that all mentally ill persons should be “treated with humanity and respect for the inherent dignity of the human person.” Furthermore, they have the right to protection from abuse and degrading treatment, a clause which is also mentioned in Principle 8. 

Moreover, two of the characteristics of the Right to Health in General Comment 14 of the International Covenant on Economic, Social and Cultural Rights (ICESCR) are acceptability and good quality care. It seemed that Juan was not too happy with the quality of care, and the way patients were being treated at the hospital (with particular reference to the old man being beaten up) was not acceptable to him. Thus, he kept running away from the hospital. Treatment needs to be acceptable and based on informed consent, and when he ran away, he was tied up with cords and brought back to the hospital. This shows that coercion was used. The MI Principles, 1991 state that “every patient shall have the right to be treated in the least restrictive environment”. The principles also prohibit the use of physical restraints and seclusion unless absolutely imperative. 

Furthermore, his right to privacy (Article 22 of the CRPD) was infringed upon, in that there were no lockers for his belongings, and other patients often stole his possessions. The action of the hospital staff in withholding the items sent to him by his mother was also in violation of the article, which states that persons with disabilities shall not “be subjected to arbitrary or unlawful interference with his or her privacy….or correspondence or other types of communication”.

Juan was unable to access the psychiatric outpatient service recommended to him, as he could not afford the bus fare. Article 12 of the ICESCR defines Accessibility in terms of physical as well as economic accessibility. Similarly, Article 9 of the CRPD states that State shall take measures to increase access through buildings, roads, transportation, etc.

Also, Juan faced discrimination in being employed due to his mental illness. This is in breach of his right to equal opportunity and non-discrimination in employment and conditions of work. (Articles 6 and 7 of the ICESCR; Article 27 of the CRPD). Specifically, the CRPD prohibits “discrimination on the basis of disability with regard to all matters concerning all forms of employment, including conditions of recruitment, hiring and employment”.

However, providing Juan with the information and the opportunity to access treatment (free medication and an injection every month) at the psychiatric outpatient clinic gave him the right to access health care services in his community. Juan also mentioned that the psychiatrists treated him well. Thus, all components of the Right to Health (as explained in Article 12 of the ICESCR) were fulfilled in this case, namely, the services were made available to him and were acceptable to him. Also, the services were accessible, both physically and economically. Moreover, this is also in line with Articles 9 and 21 of the CRPD, since Juan was given information about alternative mental health services, upon discharge at the hospital.

Also, the $90 per month pension that Juan received is a good example of affirmative action, as mentioned in Article 27 of the CRPD.

Further information was provided to Juan when he was informed that the health service was moving to his municipality, three blocks away, thereby increasing access to care. Principle 7 of the MI Principles postulates that the person has a right to be treated in his/her community, and as close as possible to friends and family. Article 19 of the CRPD says that States should take adequate measures to ensure access to a range of community support services. Funk et al. (2005) explain that community and primary health care services have many benefits over custodial care, such as being more accessible; causing little disruption in the person’s life; being less stigmatizing; and helping the person maintain social support networks. Similarly, the WHO Wonca Report (2008) stresses that mental health care needs to be integrated into primary health care services through an effective organization of services. 

Juan’s case is often similar to the Indian scenario, whereby the first point of contact with the mental health system is at the long-stay psychiatric institution. As his condition got better, he was treated in a psychiatric OPD and then at the primary health care centre in his community. This coordination of services was a key factor in his recovery from his illness. However, as illustrated in the WHO Pyramid of service organization (WHO, 2003), these services need to further be linked with informal community care and self-care techniques, in order to help persons living with mental illness attain autonomy and complete re-integration into society. Quite often in India, the first points of contact are traditional healers, as it is culturally acceptable. The Indian social fabric prioritizes family and social support systems. These are thus large resources for care and rehabilitation that need to be integrated into the formal mental health system. There is also a severe dearth of trained professionals in the country, with only around 0.4 psychiatrists, 0.04 psychiatric nurses, 0.02 psychologists and 0.02 social workers per 100,000 population. Moreover, there are only 0.25 mental health beds per 10,000 population, most of which are concentrated in big psychiatric institutions (WHO, 2001). The Indian government spends less than 1% of its budget on mental health, and as such, voluntary organizations and the private sector play a large role in disseminating treatment and care. There is thus little intersectoral collaboration for improved access to care. As Ganju (2000) pointed out, primary health care is the cornerstone of the rural health system. Infact mental health care at the primary level has been briefly mentioned in the National Health Policy 2002 and detailed in the National Mental Health Programme (NMHP) 1982. One of the key aims of the NMHP is to “promote community participation in the mental health service development and to stimulate efforts towards self-help in the community.” Under this, each district has the District Mental Health Programme, whereby specific projects are implemented to increase access to mental health care in the community, making essential drugs available, etc. Thus, similar to Juan’s situation, perhaps a re-organization of services would be desirable, whereby, had Juan been made aware about the mental health services at the primary health centre in his community, his condition may have been detected earlier. Consequently, the least restrictive form of care in his community may have benefitted Juan, and resulted in less years lost due to disability (YLDs). 
The Indian Mental Health Act, 1987 lays down the legal procedures relating to the care and treatment of mentally ill persons. The Act also includes a chapter on the protection of human rights of the mentally disabled, however, this provision mainly prohibits the use of persons with mental illness for scientific research and experimentation, and even then, is subject to interpretation. Specifically, the Act does not delineate the organization of mental health services such that community mental health care and primary care facilities are integrated into the system. There is no provision for early detection and rehabilitation, making long term care and re-integration of the person into society inconsequent. 
There is also a disconnect between law and policy, making the goal of a concentrated effort towards increased access to mental health care difficult to achieve. However, as India has signed and ratified the UNCRPD, specific measures are being taken by different stakeholders to amend the laws and harmonize them with the UNCRPD. I was recently involved in one such project involving user groups, and currently there is a movement in the various sectors towards shaping new laws and policies aimed at increased access to care, and the protection of human rights of persons with mental illness. 
References:

Funk M., Drew N., Saraceno B. et al. (2005) A framework for mental health policy, legislation and service development: addressing needs and improving services. World Health Organization, Geneva

Ganju V. (2000). The Mental Health System in India. Indian Journal of Law and Psychiatry, 23, 3-4, 393-402

International Covenant on Economic, Social and Cultural Rights 1991

http://www2.ohchr.org/english/law/cecsr.htm
Principles for the Protection of Persons with Mental Illness and the Improvement of Mental Health Care (MI Principles) (1991). http://www.unhchr.ch/html/menu3/b/68.htm
R. Srinivasa Murthy, The National Mental Health Programme: Progress and Problems, in MENTAL HEALTH: AN INDIAN PERSPECTIVE: 1946-2003, 75, 79 (S.P. Agarwal ed., 2004)

United Nations Convention on the Rights of Persons with Disabilities (2006) http://www.un.org/esa/socdev/enable/documents/tccconve.pdf
WHO (2001) ‘Atlas: Country Profiles on Mental Health Resources 2001’ World Health Organization, Geneva

