Module 6 assignment – Shalini John

1- Discuss the case of Mrs. A in relation with UN standards on human rights (especially the CRPD) and of the 2008 Interim Report of the Special Rapporteur on Torture.

The tragic case of Mrs A represents a good example, which echoes experiences of numerous people across the world, of someone who is subjected to questionable treatment procedures to address her mental illness. These procedures appear to be completely out of sync with the directives laid out by various international legal instruments that aim at preserving basic human rights. This paper will look at the legal framework regarding involuntary admission and treatment in the context of human rights.

Mrs A is a known case of psychiatric illness as she has been suffering from unipolar depression for the last twenty years for which she has been on treatment at the local community health centre and develops manic symptoms. Although the nature of her long term treatment is not clearly mentioned and if one assumes it to be primarily/only pharmacological treatment, then it seems to have been an unusually long course of illness. The nature of this long term treatment prior to hospitalization can be significant and I will return to this point later. However, it seems that when the manic symptoms created a crisis for her health and for her family, she had access to varied forms of treatment in the form of outpatient services (visit to psychiatrist who changed her medication), emergency psychiatric services (given sedatives) and provisions of home visits by health care providers. Despite these attempts to restore her health, she was found to be actively symptomatic, non-compliant to her medication and hospitalization was decided. Since the family is described as being ‘ambivalent’ and the patient has been described as being ‘furious’ about the hospitalization; the ensuing scenario begets a primary question – On whose request was the patient admitted?  If it is the hospital authorities that took the decision, a subsequent question then is - Can the treating authority make a unilateral decision on hospitalization and the course of treatment? 

To answer some of these contentious questions let us consider few aspects which might help get a clearer picture:
  
· Legal frameworks and the position on involuntary admission & treatment
 
There are many legal instruments, founded on principles of human rights that provide basis for professional and legal decision making process when dealing with patients with mental disabilities. And of these, the CRPD is the most comprehensive document which safeguards to rights of people with mental disabilities. A cursory look at the case study and what stands out is the lack of procedure(s) whereby any form of consent was solicited either from the patient directly or from the family members. A closer study of the case clearly demonstrates even though her non compliance could be part of the illness, this got further aggravated since she wasn’t willing to be hospitalized and forced into it. The other reason for her non cooperation was also due to the treatment procedures meted out in the hospital. She was put on heavy benzodiazepines which made her groggy and irritable. Although psychotherapy was attempted for five days it didn’t yield much result as she continued to be agitated. The hospital staff then resorts to ‘restrain’ as a way to help her and protect her from other patients and in the process commits serious errors in following legal protocol.

Before the CRPD, the MI Principles of 1991 were the only instrument focused on issues faced by people with mental disabilities. These principles although not legally binding but have clauses that explicitly state that every patient have the right to be treated in the least restrictive environment with the least restrictive treatment. (Article 9). Our case study shows that Mrs. A was restrained for over 12 hours a day with very little movement which counts as being a very restrictive treatment option in a very restrictive environment. She perhaps was not allowed to meet her family members and even when she was one wonders if she was oriented enough to make ongoing choices about her treatment either independently or in consultation with anyone (family/supporters?). 

This scenario violates many articles of the Convention of Rights of Persons with Disabilities namely:
Article 15– Freedom from torture, cruel, degrading and inhuman punishment 
Article 16 – Freedom from exploitation, violence and abuse
Article 20 – Personal mobility

Other human rights instruments also have provisions to avert violence and cruel treatment of patients. According to Article 5 of the Universal Declaration of Human Rights – No one shall be subjected to torture, cruel, inhuman and degrading treatment or punishment. This further finds validation in Article 7 of the International Covenant on Civil and Political Rights (ICCPR) which considers this right as non-derogable even in the even in the time of war and public emergency.

In fact, forced and non consensual administration of psychiatric drugs, in particular neuroleptics, for the treatment of a mental condition needs to be closely scrutinized and depending on the circumstances of the case, the suffering inflicted and the effects upon the individual’s health may constitute a form of torture. Apart from it, prolonged use of restrains and seclusion also amounts of torture.  Also noted the deprivation of liberty can in some instances amount to torture, inhuman and degrading treatment and punishment and so runs counter to article 15 of the CRPD

Report by UN Special Rapporteur on Torture (2008) recommended that States must adopt legislations that recognizes the capacity of persons with disabilities and must ensure that, where required, they are provided with the support needed to make informed decisions. 

Another report published by the Mental Disabilities Advocacy Centre (2003) in the use of cage beds to restraint patients in psychiatric facilities in few European countries. The study found that ex-users of psychiatric services who were subjected to cage beds clearly had a degrading, frightening, disempowering and damaging effect, irrespective of the duration of restraint, doctors’ consent in the procedure.

So it can be seen that there is several documentary evidence according to which the experience of Mrs. A can get qualified as cruel and torturous behaviours. The rationale of the hospital staff to restrain – of wanting to protect her seems ironic given the very same procedures that were assumed to ‘protect her’ ended up taking her life albeit inadvertently.   
    
2- Analyze how this case would be managed in your country.

Even though this practice is internationally condemned, physical and chemical restraint is still a sad reality for many countries where awareness around mental illness is poor and there is dearth of adequate internal and environmental resources. Mrs. A’s case is no different from the situation that can be found for patients in India where overcrowded wards, limited trained professionals, lack of training in evidence based medicine and awareness of human rights ideology is the reasons for similar treatment procedures. 

Restrains has several physical effects like pressure sores and decreased mobility and also psychological consequences affecting their sense of self, experiences of humiliation and shame and this sometimes is called ‘iatrogenic trauma’. Increased mortality and morbidity and can lead to negative attitude towards treatment. Does not help facilitate a sense of mastery and growth instead fosters passivity and dependency on the system of treatment out of a sense of helplessness. People with history of sexual or physical abuse can actually be re-traumatized if restrained in such setting triggering powerful affects which can lead to more damage.

3- Suggest possible changes in your country legislation about involuntary admission and treatment in order to better implement human rights issues arising from this case. It is the responsibility of the State to provide legal, administrative and judicial measures to end any form of practices which foster violence

There is no scientific evidence of efficacy of restraint and so restraint should be looked as the option to be used after all possible treatment failures and not as a possible treatment option.

· An alternate for this can be time limited seclusion. Care should be taken for seclusion to carried out and rationale for it should be conveyed to the non compliant patient through repeated attempts at negotiation and communication
· Create stringent criteria/rules on seeking consent for admission plus consent for treatment. Both should be treated as different 
· Attempt should be made to create (? periodic) access of the patient with/to the family members even if the patient remains secluded. This will ensure the patient is not isolated.
· Daily review of the mental health status of the patient to facilitate compliance to voluntary treatment
· Case records on medication management to be reviewed by two doctors 
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