IDMHHRL Assignment 10: Drafting, Adopting and Implementing Mental Health Legislation in Ethiopia 
Laura Asher

Exercise 1

	Needs
	How legislation can address these needs

	Availability of mental health care.
Current services are centralised, with one psychiatric hospital (286 beds) serving 90 million people. There are around 50 psychiatrists. There have been efforts to provide regional services in local hospitals delivered by psychiatric nurses. Yet research has shown that 90% people with severe mental illness in rural Ethiopia do not access health care.



	The 2012 Ethiopian National Mental Health Strategy laid out plans to increase availability of mental healthcare. Yet it remains early days in the realisation of these plans. Legislation can help to ensure the Strategy’s goals are achieved by providing a legal framework for implementation and enforcement.
Legislation should specify government responsibility for following:
· Increase financial resources and facilities for the training of mental health professionals at all levels including psychiatric nurses, psychiatrists, psychologists and psychiatric social workers. 
· Consider creating a new specific cadre of mental health extension workers. 
· Utilise available resources to promote a decentralised approach to mental healthcare by training primary care nurses and health officers and health extension workers in the diagnosis and treatment of mental disorders. This approach is recommended by the WHO’s Mental Health Gap Action Programme (mhGAP) and is being piloted in several sites in Ethiopia, coordinated by, or in collaboration with, the Ministry of Health. Policy makers should be cognisant of the potential negative impact on existing services of integrating mental health and ensure there are sufficient personnel and funds to avoid this.
· Adequate supervision and on-going training should be legislated for, to ensure these decentralised services are delivered consistently and are of high quality. 
· Monitoring and evaluation systems should be set up to ensure that new services are acceptable and effective. 

	Recognition of legal capacity of people with mental illness and right to protection from arbitrary detention. There is currently an assumption of incapacity in people with mental illness. Consent for admission and treatment is typically obtained from the patient’s family rather than the patient.
	Legislation should include the right of people with mental illness to be treated on an equal basis with others in terms of legal capacity. There should be a requirement to gain consent for treatment and admission.
It is most likely that Ethiopian mental health legislation would accept the need for involuntary admission in some circumstances. However regulations should be developed to ensure this is done with the greatest possible attendance to human rights (for example specifying time to review the decision, creation of a review body). Health professionals other than psychiatrists should be given powers to initiate admission. There should be training for all relevant staff, development of consent forms, and forms for involuntary admission and treatment.

	The cost of mental health is unaffordable and therefore inaccessible to many.  
There are currently no health insurance schemes. Preliminary research results from an mhGAP pilot site in Ethiopia suggest that even where treatment is available in primary care many people with severe mental illness drop out, as they cannot afford it. 
	The Strategy states that, “Mental health services will be either free or affordable and accessible to all.” Legislation should ensure this is enforced.
A national social health insurance scheme is planned and provision of this should be included in legislation. The system for determining who receives free medication (for any illness) should be revised. It currently relies on local officials determining the poorest 5% of residents in their administrative area, a system open to abuse. Instead there could be a formal means-testing approach. Even more effective would be legislation that decrees free psychotropic medication for all people with severe mental illness.




Exercise 2

	Potential Barrier
	Strategies to overcome them

	1. Barrier to drafting
	· Advocacy should be carried out by the Ministry of Health (in particular the Technical Working Group) emphasising the relevance of mental health legislation to other ministries. For example, the positive economic impact (on individuals, communities and the country as a whole) of decreasing disability in people with mental illness through improving access to health services. 
· Involve the Ethiopian Mental Health Society in advocating for mental health legislation. As this Society is primarily for carers, people with mental illness should also be mobilised to create a self-advocacy group.
· The Ministry’s working relationship with the WHO, established to develop the Strategy, should be built upon to ensure sufficient expertise is available for legislation drafting. Resources should include the WHO resource book, international human rights conventions (including the CRPD), and relevant legislation from other countries. 
· Within-country expertise and the perspectives of people with mental illness should also be utilised to maximum effect in drafting legislation, including psychiatrists and other mental health professionals, WHO staff, the Mental Health Society, religious organisations, and lawyers. 
· Efforts should be made to mobilise public opinion and gain support for human rights orientated legislation. Existing links with the media should be utilised and ongoing projects should be expanded (for example the production of a music video emphasising the need to support people with mental illness, produced by media relations officer to the Ministry of Health).
· Existing legislation should be examined to check for relevant sections (for example within general health legislation or employment legislation).

	· Mental health legislation is unlikely to be a priority within the Ethiopia government. 
· Legislation will be created ‘from scratch’ making it a bigger task.
· There may be a lack of expertise and experience within Ethiopia, particularly lawyers with expertise in mental health and human rights.  To develop the Strategy a Mental Health Technical Working Group was set up. The process involved consulting experts at the WHO and other overseas institutions. 

	

	2. Barrier to adopting
	· There should be an explicit human rights dimension to Ethiopian Mental Health legislation, despite concerns about the sensitivity of this. There is unambiguous human rights language within the Mental Health Strategy, and the apparent acceptability of this should be noted and built upon. However, when working with other government departments, it should be emphasised that these ideas have come from within house, not externally imposed.
· To ensure acceptability of the legislation to all stakeholders including psychiatrists and other government departments, these groups should be adequately engaged in the drafting of legislation. Psychiatrists may be invited to sensitisation workshops to help develop a more patient-centred human rights perspective, which may have been absent from their standard training.
· [bookmark: _GoBack]With regards to new involuntary admissions processes, it should be stressed that these will be monitored and psychiatrists’ views will be sought on how this works in reality, with adjustments made if necessary. Clear arrangements should be made for who will do assessments and how this will be managed and funded. This may increase the willingness of psychiatrists to adopt the legislation.

	· There may be resistance to mental health legislation within other government departments, particularly in relation to human rights issues. This is due to a broader sensitivity around human rights in Ethiopia, particularly the fear that external values and standards will be imposed on Ethiopia to the detriment of its own independence and development prospects.
· There may be resistance from psychiatrists who feel their professional authority is being undermined by legislation around involuntary admission. They may also feel there are insufficient resources to deal with extra assessments that are required.
	

	3. Barrier to implementing
	· There should be emphasis on progressive realisation i.e. the acknowledgment that all required changes cannot be made immediately.
· Research should be conducted and disseminated to demonstrate the impact of providing mental health services. This should include economic evaluation to show the value for money of new services.
· Oversight mechanisms should be created. These could include 1. A mental health inspectorate, whose aim is to determine whether new procedures, particularly relating to involuntary admissions, capacity assessment and consent, are being adhered to in practice. Conditions in in patient facilities can also be assessed. 2. A mental health tribunal, or equivalent, to adjudicate on the delivery of compulsory treatment.
· Adequate supervision and top up training should be provided for all health care workers delivering mental health care, including the specific provisions of mental health legislation. Repeated training should be provided for new staff.
· Health care workers at all levels should be incentivised to stay in post and/or in country, for example through pension schemes and other benefits. 
· Legislation should be reviewed, and if necessary revised and amended 5 to 10 years after the initial implementation. Progress and achievements should be assessed and celebrated. 
· It should be emphasised that the expertise of psychiatrists is still required despite the shift to primary care. For example in developing training materials, training trainers, and conducting research, as well as on-going delivery of specialist clinical care. The benefits to psychiatrists (for example enabling them to deliver higher quality care for fewer patients in inpatient settings) should be underlined. 


	· In a setting such as Ethiopia where there are high levels of poverty and numerous other development issues, mental health will have to compete harder than ever to be considered a priority for scarce resources. Lack of financial input is therefore likely to be a barrier to implementing legislation, particularly around increasing the availability and affordability of mental health care. 
· There are problems with staff retention at all levels in the Ethiopian health service, due to poor pay and conditions and opportunities overseas for psychiatrists. Investments in the training of non-specialists in mental health may not feel worthwhile if staff are likely to leave.
· There may be resistance from psychiatrists and politicians to shift the balance of power and money away from hospitals/ psychiatrists towards local hospitals, primary care and community services.
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