Assignment on access to care
Module 5
Juan’s testimony
Access to health care is an important fundamental right, which is must be available and indispensable to all. The right of access to care is provided for, protected and reiterated in the CRPD as well as the ICESR. The right to health is characterised by four aspects: 
· Availability: presence of facilities in sufficient quantity.
· Accessibility: Easy geographical and economic approach to the health facilities.
· Acceptability: Appropriately delivered for the whole population, especially those who are vulnerable; affordability; consideration of the service users’ preferences.
· Quality: Provision of highest attainable standards of health. 
Hence, access to care does not simply mean, that facilities are available to the service users. The geographical location, the quality and nature of services provided along with a consideration of the barriers in accessing care is essential. 
Juan’s testimony consists of several examples of infringement of his right to access to health care, and how each of the above mentioned aspects is compromised. While the testimony talks about these examples, it also highlights some ways in which his right was fulfilled. 
Some of the examples of infringement of rights have been discussed below:
· Firstly, Juan does not wish to be admitted into a mental health facility to seek treatment for his condition. This is not an acceptable line of treatment for Juan, as it does not entail a consideration of his preferences for treatment. Despite his wishes, he is admitted into the hospital. Juan is forcefully living with his mama, because of absence of choices. His admission and re-admissions into the hospital indicate an absence of choices for accessing treatment options in the community and also for living independently. 
· Secondly when he is admitted into the hospital, his right to an adequate standard of living is not found to be respected (as illustrated in the CRPD). Some of the examples of inhospitable and cold environment at the hospital, inadequate amount  of food, lack of space to store personal belongings and neglect on part of the staff are indicative of an absence of an adequate standard of living. 
· Juan’s testimony is also illustrative of several examples of restraint – both physical and chemical, either experienced by him or fellow service users at the hospital. These are examples of involuntary treatment being meted out to the service users at the hospital. 
· Later on, as Juan begins to access the out-patient psychiatric services, it is mentioned that he finds it difficult to afford the bus fare to the clinic. The geographical location of the facility makes it inaccessible to Juan. The indirect costs involved in the treatment – cost of travelling to the facility, is burdensome for Juan. 
· Taking holistic mental health care into consideration, the facility does not provide any support to Juan to live in the community and access gainful employment opportunities. The label of a mental disorder (paranoid schizophrenia) leads to an instability in his work and prevents him getting good opportunities. There is no support provided by the facility for Juan to get a stable job and housing options, after he is discharged from the hospital. 
Despite the infringement of right to access good quality care in several instances; there are also instances in which these conditions and aspects of good quality care are fulfilled. These are especially due to the integration of mental health services with primary care. 
· On discharge, Juan is supported by the psychiatrists who refer him to the out-patient facility. Here, he is able to receive medicines and injections free of cost. 
· The movement and the availability of mental health services to Juan’s local area, makes the services geographically accessible to ensure follow up and regular intake of medical treatment. 
· The integration of the mental health services into the primary care, helps Juan to access the same medicines as well as injection under one roof, where all other general health facilities are also available. 
· As opposed to the earlier situation of living in the mental health institution, where Juan did not have much choice in his treatment; he can now see a psychologist and other doctors within the same facility. 
· As a result of continuous care and regularity in treatment, because of improved accessibility and reduced costs (direct and indirect), Juan is able to feel better from the illness. 

The Indian scenario
The first part of Juan’s testimony talks about his life in and out of a psychiatric institution and a cycle of admissions and re-admissions. This could be referred to as the “revolving door syndrome”, which is a result of the inadequate nature of treatment and follow up provided to Juan. This also occurs because the focus is on providing institutional care, rather than community care to Juan. This further limits the outreach of the mental health services. 
The current need of the hour is to provide the “least restrictive alternative” of treatment to the service users. This alternative of treatment is such that it allows the users to choose where to live – independently, with the family or in an institution; be an active and contributing member of the community; and have access to enabling and support services. In provision of the least restrictive alternative, all the conditions of the “good quality care” would be met. 
However, the current law – Mental Health Act of 1987, does not support the “deinstitutionalisation” movement, towards provision of community. 
· Provides guidelines for the establishment of mental health institutions for provision of mental health care. 
· Emphasises on the provision of care in mental health care “within” institutions, in order to protect the society from the “nuisance and threat” created by mentally ill persons. 
· Provides for involuntary admission into psychiatric institutions, of those “who do not have a sufficient understanding to seek admission on a voluntary basis”.
· Does not necessarily emphasise on the movement towards and the delivery of community based services. 
· Does not necessarily emphasise on the integration of mental health services into primary care; the provision of holistic mental health treatment; or support independent living of the service users in the community. 
· Rights of “mentally ill persons” and their preferences are not a priority under this legislation. This also means that legal capacity is not granted to those with mental illness. 
India falls in the lower-middle income group (Mental Health Atlas, 2011), in which mental health care is not a priority in consideration with other demands and priorities. This is despite a high burden of mental health disorders. Epidemiological studies report prevalence rates for psychiatric disorders varying from 9.5 to 370/1000 population in India (Math, Srinivasraju, 2010).  There is a vertical nature of health care programs which emphasise on hospital care and there is also an absence of social security nets. In the light of these issues, the mental health legislation reflects the lopsided priorities. 
· The total expenditure on health was 4% in 2012 (OECD health statistics). The allocation of budget to mental health care from the health budget is 0.06% (Mental Health Atlas, 2011). 
· This also means that the meagre resources allocated to mental health care are focused into providing institutional/hospital care rather than community care. 
· There is a lack of trained mental health professionals in the country. For example, there are 0.301 psychiatrists per 100,000 (Mental Health Atlas). 
· There is an absence of health insurance. 
· The problems of stigma and discrimination are rampant which are important barriers to accessing health care in the country. Lack of awareness and general ignorance about mental health issues, further affects the access to health care – late identification and escalation of mental health issues. 
These are some of the factors which lead to poorer health outcomes in the country, with a very high disease burden. This is the scenario of mental health care in a country which ratified the CRPD in 2007. Ratification of the CRPD entails that the state parties need to take “all appropriate measures to ensure access for persons with disabilities to health services that are gender sensitive, including health related rehabilitation” and provide best possible care. Evidently, the current nature of legislation, guiding the service delivery in India is inadequate to respond to the current need of the hour. In order to ensure the access to good quality health care, the nature of legislation needs to increase funding and expenditure on mental health care; re-allocate expenditure; promote financial accessibility; and provide health insurance. A macro-level change in the overall legislation is expected to trickle down to the basics of delivery of care. 
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