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Section 1: Rights of access to mental healthcare infringed

1. Involuntary hospital admissions
Juan reports repeated admissions to a psychiatric hospital, during which he appears to have been involuntarily detained. The first admission may arguably have been appropriate, in order to obtain a mental health assessment and treatment plan, and in light of his recent violence towards his wife and children. However the repeated admissions (because he did not take his mediation at home) may have been avoided if outpatient or community care was available. In all cases Juan expresses a dislike of being admitted stating, “I didn’t like to be locked up and I was afraid” and the experience was clearly intrusive to his life.

These experiences demonstrate that Juan’s right to the ‘least restrictive alternative’ was not upheld. This principle originates from the United Nations Principles for the Protection of Persons with Mental Illness (1). It states that individuals with mental illness should be offered “the least intrusive service or treatment that can effectively and safely address the patient’s needs and preferences” (1). More specifically Juan’s right to live in the community, in the place of his choosing, was not upheld. This right is described in Article 19 a of the Convention on the Rights of Persons with Disability (CRPD) (2).

2. Poor quality care in hospital 
Although Juan states “the treatment was generally good”, he goes on to describe the various ways in which the hospital conditions and the care he received were of poor quality. These included not having enough food, it being cold, not having his own locker and others stealing his belongings. He also states that he was once put in a straight-jacket and thrown to the floor and sometimes tied to the bed. These experiences suggest that Juan’s right to access good quality mental health care was not fulfilled. This right is described in General Comment 14 on the International Covenant on Economic, Social and Cultural Rights (ICESCR), which states, “health facilities, goods and services must…be scientifically and medically appropriate and of good quality” (3). This is also supported by Article 25 a of the CRPD, which states that person with disabilities should have the same quality and standard of health care as provided to other persons. In addition, Article 25 f of the CRPD was arguably infringed, in that Juan reports having insufficient food. As this took place in a facility for people with mental illness, it is possible that this represents discriminatory denial of food on the basis of his disability. 

3. Inaccessible outpatient clinic
Juan reports that he could not afford the bus fare to the outpatient clinic. The fact a bus journey was required at all suggests that the outpatient clinic was not located in his immediate community. These experiences indicate that Juan’s right to accessible health care was infringed. The right to geographically accessible healthcare is described in General Comment 14 on the ICESCR, where it highlights the particular importance of this for people with disabilities (“health facilities, goods and services must be within safe physical reach for all sections of the population, especially vulnerable or marginalized groups, such as…persons with disabilities”(3)). Article 25 c of the CRPD also explicitly states that health services should be “as close as possible to people’s own communities” (2). The fact that Juan couldn’t afford the bus fare essentially meant that the outpatient service was not economically accessible for him; although these costs do not related directly to the health service, they relate directly to his ability to access the health service. The right to economically accessible health care is also described in General Comment 14 on the ICESCR and the requirement to free or affordable care is described in Article 25 of the CRPD.

4. Lack of rehabilitation services
Although Juan mentions access to a psychologist, he does not appear to have been offered any rehabilitation services during his illness. The requirement to provide rehabilitation services, covering health, social services, employment and education, is described in Article 26 of the CRPD. The fact Juan does not have access to vocational rehabilitation services in particular is highlighted by his difficulty in finding work that meets his needs. He has experienced discrimination, on the basis of his mental illness, in finding employment, which compounded the problem.

Section 2: Rights of access to mental healthcare adequately fulfilled

1. Accessible care at health centre
Later in Juan’s story he reports he is now able to see a psychiatrist at his local health centre, which is only three blocks from his house. His right to geographically accessible care, in this own community, was therefore adequately fulfilled. This right is described in General Comment 14 on the ICESCR and Article 25 c of the CRPD.

2. Choice of residence
Juan reports that he will soon move into his own home with his wife, and will continue to receive his current care at the health centre. This situation will mean that the right to the ‘least restrictive alternative’ has been fulfilled. In particular the right of persons with disabilities to “choose their place of residence and where and with whom they live”, as described in Article 19 a of the CRPD, has now been fulfilled.  This arrangement also allows Juan to attain “maximum independence…full inclusion and participation in all aspects of life” as outlined in Article 26 of the CRPD.

3. Free medication
Juan states that the medication and injections he received at the outpatient clinic were free. This means that the right to free or affordable health care, described in Article 25 a of the CRPD, and also covered in General Comment 14 of the ICESCR was theoretically fulfilled. However, as discussed above, Juan could not always afford the bus fare, meaning in effect it was economically inaccessible. 

4. Access to psychologist
Juan reports that he has access to a psychologist at the health centre. This represents a partial fulfilment of the right to good quality health care, in particular the requirement for rehabilitation services outlined in Article 26 of the CRPD, and also mentioned in Article 25 of the CRPD. However simply having a psychologist’s input does not amount to a holistic rehabilitation service (covering employment and social services) in the way described in Article 26.

5. Access to psychotropic medications
At all stages in Juan’s story, he seems to have access to psychotropic medications. This demonstrates that one aspect of the overarching requirement in Article 25 of the CRPD, that of access to appropriate health services, is fulfilled. Access to psychotropic medications also indicates that the “right to enjoy the benefits of scientific progress and its applications” (Article 15 of the ICESCR) has also been fulfilled. 

Section 3: Accessibility issues in Ethiopia
In Ethiopia mental health care is very limited and is almost entirely based in the capital city, Addis Ababa, and other cities (4). The main sources of care are one psychiatric hospital in Addis Ababa, two small inpatient units, four outpatients clinics and 57 nurse-led psychiatric units in other cities (5). Currently, mental health care is generally not available at the primary care or community level. This means that although people with mental illness usually continue living with their families in the community (which might typically be their choice of residence), they are not actually accessing any mental health care. However, the Ethiopian Ministry of Health has committed to move towards integrating mental health in primary care (as outlined in the 2012-2015 Ethiopian National Mental Health Strategy) and is currently piloting this model in several sites across the country (5-7).

Mental health care is economically inaccessible to many people with mental illness, even where it is available, as prescriptions are paid for out of pocket and there are no health insurance schemes. On top of that the cost of travel to services is prohibitive for many people. All these factors combined mean that the treatment gap for severe mental illness in rural Ethiopia is up to 90% (8).

Currently there is no community care of any kind, in particular no community rehabilitation services, available for people with mental illness. Access to psychological therapies would only be available to the tiniest minority in Addis Ababa. There are no occupational therapist or only three social workers working in clinical care in Ethiopia (5). 

A person in Juan’s situation, if he lived in Addis Ababa or another city, may have experienced a similar pattern of repeated (and potentially involuntary) admissions to the psychiatric hospital. Conditions in the psychiatric hospital are reportedly equivalent to those in other public hospitals in Addis Ababa. If he lived out of the city, it is likely that he would not be able to access mental healthcare at all. He would probably be cared for at home by his family and, unlike Juan, would not have access to psychotropic medication. In either scenario, he certainly would not have access to a psychologist or other rehabilitation service. In the future he may have access to psychotropic mediation and basic psycho-education at his health centre. Even then- depending on how rurally he lives- he may have to walk several hours to reach it and/or may not be able to afford the medication.
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