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1- Mrs. A’s case in relation with UN standards on human rights 
Article 14 1(b) of the Convention of the Rights of Persons with Disabilities (CRPD) states that people with disabilities should not be “deprived of their liberty unlawfully or arbitrarily…and that the existence of a disability shall in no case justify a deprivation of liberty”. There is little controversy about whether arbitrary detention or treatment should be allowed, but rather what constitutes arbitrary (1).

The International Disability Alliance (IDA) (2), with other psychiatry consumer groups (3, 4), believe that Article 14 indicates that people with mental disabilities should never be involuntarily detained. The UN Office for the High Commissioner of Human Rights also requested that legislation authorizing involuntary admission should be abolished (1). 

The main arguments against involuntary admission are that people with mental disability have the same rights to “liberty and security of the person” as anyone else, as stated in Article 14 1(a) of the CRPD. The UN Special Rapporteur on Torture states that deprivation of liberty in this context may even amount to torture (5). Furthermore Article 14, and Article 25(d) of the CRPD, requires that health care be provided to persons with disabilities equally with others, "including on the basis of free and informed consent"(2). Finally, involuntary admission and treatment goes against Article 12 of the CRPD that persons with disabilities have “legal capacity on an equal basis with others”. As Mrs A did not give consent for admission, this admission arguably contravenes the CRPD. Furthermore, there were no attempts to support Mrs A to exercise her legal capacity (for example using support decision-making with her family), as is recommended in Article 12 of the CRPD and in the 2008 report of the UN Special Rapporteur on Torture (5).

Further arguments against involuntary admission and treatment are that the use of force may lead to serious emotional harm and later avoidance of potentially beneficial treatment (3, 4); and anticipated risk is not used as a basis for restricting liberty in any other law (1).

The alternative view is that Article 14 of the CRPD indicates that in some circumstances involuntary admission is acceptable. This is supported by the Principles for the Protection of Persons with Mental Illness (‘MI principles’)(6), which although are superseded by the CRPD still have influence over mental health legislation globally. If we accept this interpretation then Mrs A’s involuntary admission may not contravene the CRPD.

Mrs A would have met typical criteria for admission, so therefore was neither ‘unlawful’ nor ‘arbitrary’. These criteria typically comprise the presence of a mental disorder plus either ‘likelihood of dangerous’ or ‘need for treatment’ (7). Mrs A does have a mental disorder. There is no strong evidence that there is a serious likelihood of immediate danger. There is however a perception of ‘need for treatment’. 

Arguments for involuntary admission include that negative social outcomes (e.g. homelessness) are more likely if they are not involuntarily admitted; for protection of others from violence; and that admission improves medication compliance (4). 

Article 17 of the CRPD describes the right of people with disabilities to “physical and mental integrity on an equal basis with others”. On this basis Mrs A’s involuntary treatment may be considered to contravene the CRPD. The UN Special Rapporteur on Torture also specifically states that forced administration of psychiatric medication may constitute torture (8).

Articles 19 and 25 of the CRPD stress the importance of supporting individuals to live in the community. There is some attempt to utilize community psychiatric services to treat Mrs A at home. As the admission went ahead we can assume that further resources were not available, or were not sufficiently explored. Banning involuntary admissions only makes sense if there is sufficient community support available. It may be difficult for Mrs A to stay at home as her husband is unwell, but her children could support her instead. 

Procedures during Mrs A’s admission were followed. The MI principles recommend that two independent medical practitioners do the admission assessment. Furthermore, an independent authority should determine whether the involuntary admission is authorized within a fixed time (7). The patient should have the right to appeal. Mrs A was not given this opportunities. 

Article 15 of the CRPD describes the right of people with disabilities to live free from torture, and the UN Special Rapporteur on Torture says that prolonged use of restraints may amount to torture (6). It should be noted that Mrs A’s restraint would have constituted a violation of her rights even if she had not died.

2- How this case would be managed in Ethiopia
In Ethiopia the most likely routes for Mrs A’s admission would be referral from an outpatient clinic or by her family bringing her to Ammanuel Psychiatric Hospital. There is no mental health legislation in Ethiopia however there are some informal protocols which guide the admission process. There is a presumption of incapacity of the person with mental illness. Informed consent for admission and treatment is routinely obtained from the patient’s family, but rarely from the patient. This reflects the tendency to substitute decision-making, and an overarching ‘guardianship’ model, which shapes the care of people with severe mental illness. The typical role of the family in Ethiopia is to make the patient’s decisions for them, often in their perceived best interests, but usually without asking for their input.

The initial assessment and decision to admit to the acute ward can be made by a psychiatrist, psychiatric nurse, physician or health officer. Before a patient such as Mrs A can be transferred to a long stay ward a psychiatrist or physician would assess her to confirm admission is appropriate. These assessments indicate that there is some protection against arbitrary admission. However, there are no formal review mechanisms or opportunities for the individual or family to appeal against the decisions. Furthermore, Mrs A’s family members would be very unlikely to object to decisions made by health professionals, mainly due to a perception that ‘doctor always knows best’. If she refused medication, it is highly likely this would be given against her will.

It is possible that Mrs A would be restrained whilst in Ammanuel Hospital, if she was felt to be at risk of harming herself. This would typically be for short periods or overnight, and the need for restraint would be reviewed on a daily basis. 

3- Possible changes in country legislation 
The 2012 Ethiopian National Mental Health Strategy asserts a commitment to developing legislation and policies that uphold the principles of the CRPD. The exact shape of the legislation and policies is not yet known, but would ideally include the following.
(i) Involuntary admission and treatment 
Legislation could be created to ensure that involuntary admission is not permissible. This would ensure that the people with mental illness were truly treated “on an equal basis with others” in terms of legal capacity and consent to treatment. However given current practices it seems unlikely that if there were legislation against any involuntary admission this would be readily implemented. It may be difficult to change a professional and cultural phenomenon that dictates that the person with mental illness is at the bottom of the decision-making pile, with the family members just above them, and the clinician firmly at the top. It may therefore be more realistic to expect pragmatic legislation that accepts involuntary admission but ensures that when it occurs it is done in the safest way possible with the greatest attendance to human rights (for example specifying time to review the decision, creation of a review body). This would reflect the current mental health legislation in many other countries. On the other hand the role of legislation should be to challenge cultures and practices. 

Any legislation that supports involuntary admissions should be feasible. For example, given the shortage of psychiatrists (0.5 per million population) it could authorise a range of (suitably trained) health professionals to initiate admission. 

The infrastructure and resources are not currently in place to make community-based treatment available for all people with mental illness feasible. This may be another argument against banning any involuntary admission. Legislation could nevertheless make a commitment to increasing provision of community-based treatment (as is stated in the National Strategy), in particular to ensure the least restrictive alternative to admission is pursued for individuals with mental illness. 

(ii) Restraint and seclusion 
Ideally Ethiopian legislation would ban the use of physical restraint of people with mental illness in any circumstances. It may opt instead to ensure physical restraint is only used in exceptional circumstances, and that active monitoring of the patient is carried out. A commitment to improving numbers and training of mental health personnel may also help to reduce the perceived need for physical restraint.

(iii) Supported decision-making 
One option would be to formalize guardianship procedures, for example around identification of the guardian and specification of their role. A more radical approach would be to legislate for supported decision-making processes (as promoted in Article 12 of the CPRD) in which the assumption is the person with disability is able to maintain their legal capacity, but may need support to do so. This could still build upon the Ethiopian culture of family support, but shifting the emphasis to ascertaining and communicating the individual’s needs to health professionals, rather than communicating the families desires only.
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