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Juan’s Testimony

Juan’s right to adequate, appropriate, accessible and quality treatment was violated in numerous situations, resulting in barriers accessing mental health care for the treatment of his diagnosis of Paranoid Schizophrenia. The incidents where Juan’s right to access mental health care were infringed are described below.

Anyone who is deprived of their liberty should be treated with integrity, respect, dignity and humanity, as outlined in the International Covenant on Civil and Political Rights (ICCPR), Article 10 and the CRPD, General Principle A, Article 14 and Article 17. As Juan was locked up and confined to a psychiatric hospital, this right was clearly infringed upon, leading to a number of other violations in his access to mental health care. Juan’s integrity and dignity was not upheld by the psychiatric hospital. He was not only subject to arbitrary and unlawful interference with his privacy, through the hospital’s failure to provide personal lockers, but he was subjected to torture – first hand and second hand. International human rights legislation prohibits unnecessary limits on privacy, as outlined in the ICCPR, Article 17 and the CRPD, Article 17 and Article 22, as well as the non-legally binding, but important source of customary law – the Universal Declaration of Human Rights (UDHR). 
Arguably worse than Juan’s hospital’s lack of respect for his dignity and privacy was their above mentioned cruel, inhuman and degrading treatment and punishment of Juan and other patients. Juan’s right to freedom from this torture and is clearly outlined in the ICCPR, Article 7 and the CRPD, Article 15, yet in spite of the present international law (and listing as Article 5 of the UDHR) Juan was still tied to his bed at times, violently put into a straightjacket, and thrown to the floor by the hospital workers. Juan also experienced second hand torture through witnessing an elderly man being abused by orderlies of the hospital. This second hand violence is arguably a form a torture, and the recent CRPD goes a step further by outlining PWDs’ right to freedom from all forms of violence and abuse (Article 16). 
During Juan’s stay at the psychiatric hospital outside of his community he was subjected to poor living conditions. Everyone has the right to the same quality of treatment for mental health illnesses, as they are provided with for physical illnesses, but Juan’s treatment took place in a building he described as “bitterly cold” and meager and small portions of food which left him “constantly hungry”.  The right to a standard of living adequate for  health and well-being (including appropriate food and shelter) is not only described within international human rights legislation such as the International Covenant on Economic, Social and Cultural Rights (ICESCR), Article 11.1 and 11.2 and the CRPD, Article 28, but also within the UDHR, Article 25. 
Juan’s right to adequate and quality health was extremely infringed upon and violated, thus compromising his access to mental health care through the barrier of fear. His right to access mental health care was more concretely infringed economically and geographically, as the psychiatric facility was outside of his community and he couldn’t afford the bus fare to travel to his outpatient clinic. These economic and geographic barriers prevented Juan from accessing mental health care despite the international legislation of the CRPD, Article 9, Article 19, Article 25 and Article 26. 
Fortunately, Juan’s situation improved at the psychiatric outpatient clinic where he was provided with free medications. The access to medications is an international aim of the World Health Organization, as they have a list of mandatory medications countries must have sufficient and affordable (if not free!) supplies of.  The right to affordable mental health care is provided in the CRPD, Article 25.a, 
Juan’s right to treatment in his community and to health care close to his home (outlined in CRPD, Article 9, Article 19, Article 25 and Article 26) was finally fulfilled. After his health services moved into his municipality, Juan was provided with access to a trusted and quality level of care at his own health centre. 

Lastly, the principle of providing health care in an accessible and quality format, through primary health care was also fulfilled for Juan, as he was informed by his psychiatrist that he would be able to follow up with primary care doctors. Mental health care should be provided legal equity with general health care, as outlined in the CRPD’s General Principle B of non-discrimination, and Article 5. One way of ensuring this is through the re-directing and re-allocation of mental health care into primary care.

The philosophy of providing mental health care through primary care is a recent one, but can still be linked to the CRPD’s General Obligation 1c, which obliges States Parities to promote the human rights of PWDs in all policies and programs; Article 9.b which requires private facilities and services open to the public take into account all aspects of accessibility for PWDs; Article 19 and Article 25, which both emphasize the need for mental health care accessibility within one’s community. 
Juan’s situation raises both similar and different accessibility issues within Canada. An area that I have been actively involved in over my past 4 years as a family mental health researcher in Eastern Canada has been the access of mental health services in rural areas. As Canada is the second largest country in the world, with a small population of 36 million, a large percentage of my country’s residents are rurally located.  PWDs often have to travel long distances to access mental health care facilities, which are located in main cities. The geographic distances are time consuming, and the traveling can be hazardous, especially during the icy winter months. The economic repercussions of the urbanization of health care are large, as many incidental costs are involved in traveling to the city for health care, such as having to take time off of work (perhaps resulting in loss of pay), hiring a child caretaker, meals on the road, gas, parking, toll bridges, etc (Brannen & Hambleton, 2009). All of these expenses and barriers are prohibitive to PWDs accessing care and treatment. 
Another similar issue that Juan and Canada share is a lack of affordable medication. Although Canada has free health care and basic insurance, most psychiatric medicines are covered through private insurance companies. Even if you are fortunate enough to have coverage many of the medications are considered new and experimental or under trial and are commonly refused coverage, or are only partially covered. Canada’s vulnerable populations, such as people with low socioeconomic statuses and youth, are often hit the hardest as they may have limited, if any, private insurance. Canada’s homeless population is also extremely vulnerable, as the large majority are PWDs, particularly people with Schizophrenia, and have remote access to medications. Young adults in Canada often face economic barriers in accessing mental health medications. Recent graduates of university, or post secondary education, may find themselves for the first time without the private coverage of their parents’ insurance. Younger adolescents, who are still often covered by their parents’ private insurance, may be reluctant to have their prescription go through their parents’ radar in order to avoid the unaffordable costs of psychiatric medicines (Bradley, McGrath, Brannen & Bagnell, 2009).   
The numerous barriers in accessing mental health care are global. As Juan’s story illuminates however, the barriers can be removed through the re-allocation of funding and location of services. The result can turn a traumatic experience into a positive one. 
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