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Terminology

.

The WHO describes mental health as: “a state of well-being in which the individual realizes his or her abilities, can cope with the normal stresses of life, can work productively and fruitfully, and is able to make a contribution to his or her community”.

Mental ill health includes mental health problems and strain, impaired functioning associated with distress, symptoms, and diagnosable mental disorders, such as schizophrenia, depression and others. So, in the broad understanding Mental ill health covers psychiatric disorders, but also  intellectual and developmental problems and impairments.

People with mental health problems need mental health care, medical and psycho- therapies, also psychosocial rehabilitation. In general they have no intellectual impairment and can live independently when their mental health problem is controlled. 

Intellectual/mental disability is a condition where people have significant difficulties in learning and understanding due to an incomplete development of intelligence. Their skills in areas such as cognition, language, motor and social abilities can be permanently impaired. People with intellectual/mental disability are not ill, unless they have a common illness. They need easy-to-understand information, education or training to live included in society. 

People with Mental Disorders - this term is used to describe people with “mental health problems” and also people with “intellectual/mental disabilities”

Users/ex-users – a new, less-stigmatizing international terminology describes the patients as “users of psychiatric services” and  those who are not actively receiving treatment, but are in stable remission phase or under the rehabilitation  process as “Ex-users”. PER is the organization that is created by users and ex-users.

Mental health policy – strategic document that outlines values and principles; it identifies areas for action and indicates who will take responsibility for action; and it establishes priorities for strategies.
Mental health stakeholders - Persons and organizations with some interest in improving the mental health of a population. They include people with mental disorders, family members, professionals, policy-makers, funders and other interested parties
Abbreviations used in the text

PMD – People with Mental Disorders
MH - Mental Health
MoLHSA – Ministry of Health, Labour and Social Affairs
MHP – Mental Health Policy

HR - Human rights

WHO – World Health Organization

Final Analytical Report (FAR) Format:

(1) Cover Letter specifying changes that were made in light of the recommendations formulated by the expert panel at the preceding review stage;
(2) Final Research Report, in English, signed by all project participants (20-25 pages, excluding appendices, double-spaced, 12-point letter size) organized as follows:
A. Abstract

The study investigates  human rights violations of Persons with Mental Disorders (PMD), treated in closed psychiatric institutions of Georgia and identifies the policy inadequacies behind the systematic and structural abuses of their rights. 

6 psychiatric hospitals are monitored for exploring the human rights practices by means of semi-structured questionnaires (for users of mental health services, medical personnel and administration); the basic rights of PMD were investigated:

Access to Appropriate and Professional Services 

Right to individualized treatment 

Right to rehabilitation and treatment that enhances autonomy  

Right to Independence and Social Integration 

Right to least restrictive services

Right to community-based services 

Informed consent and the right to refuse treatment 

Protection of Human Dignity 

- Non-Discrimination

- Inhuman & Degrading Treatment

The field study resulted in evidence of current mental healthcare services’ state of affairs, needs, deficits and gaps of the system. It illustrated that, in general, the PMD are under hard living conditions, the hospitals lack resources and competences to provide efficient treatment for the patients, the patients’ rights of getting information, communication with the outer world, lodging a complaint, and also the rights to be protected from inhuman and degrading treatment and forced labour are severely violated. It became obvious that this group of people because of their mental health problems represents especially vulnerable group in Georgian society.  

The study revealed the fact that the degree of human rights protection is directly proportional to the quality of mental health care and the patients’ treatment merit; or, on the contrary, the more the rights of people having mental disorders are violated in the psychiatric hospitals, the less is the quality of medical service, treatment  and care standards.  Thus advancement of human rights of PMD can foster the improved mental health care delivery.

The paper provides the mental health policy recommendations based on human rights concept and promoting the rights of PMD for achieving equity, best possible care and treatment and promotion of mental well-being of in-patients. The  recommendations build on the platform of reform and de-institutionalization of mental health services and correspond to WHO Helsinki “Mental Health Declaration for Europe” priorities.
B. Introduction: 

i. Policy context of the study

450 million people experience mental or neurological disorders around the world. These disorders constitute 5 of the 10 leading causes of disability worldwide, thus creating devastating socioeconomic impact for individuals, families, and governments.

Mental disorders can be diagnosed and treated cost-effectively.

In many parts of the world, mental health is still not acknowledged as important and remains a low health  priority. Access to effective treatments is limited.

WHO Fact-sheet on MH Policy. 2001. Geneva WHO.
Mental health is indivisible part of personal and public health. There is no health without mental health. 

Mental health is a state of well-being in which the individual realizes his or her abilities, can cope with the normal stresses of life, can work productively and fruitfully, and is able to make a contribution to his or her community
. Good mental health allows for individual to feel meaning of life, to have her/his own identity and to communicate with others. Individuals with good mental health create mentally healthy community and mentally healthy society. Healthy communities and societies have  a strong social capital and a low level of social pathology, including low rates of suicidality, violence and other destructive and self- destructive behavior patterns. Mental healthy communities and societies are tolerant to vulnerable groups, and the level of social integration is higher in such societies
.
Article 1 of the Universal Declaration of Human Rights, adopted by the United

Nations in 1948, provides that “all people are free and equal in rights and dignity” – establishing that people with mental disabilities are protected by human rights law by virtue of their basic humanity.

In 1991, the United Nations General Assembly ratified the Principles for the Protection of Persons with Mental Illness and for the Improvement of Mental Health Care
 (hereafter referred to as MI Principles) that focused on the human rights of persons with mental disorders. The focus on the human rights enables the opportunity to reform mental health services by abandoning seclusion, stigmatisation, disrespect and disregard of mental patients. The recognition of human rights as a value allows the granting of powers to mentally ill persons, their families and rights protectors.
Principle 1(5) of the UN Principles for the Protection of Persons with Mental Illness and for the Improvement of Mental Health Care reminds us that: "Every person with a mental illness shall have the right to exercise all civil, political, economic, social and cultural rights as recognized in the Universal Declaration of Human Rights, the International Covenant on Economic, Social and Cultural Rights, the International Covenant on Civil and Political Rights and in other relevant instruments".

In eighties and nineties the Western counties started substituting institutional care with community services. Though different countries chose quite different paths, all of them tried to emphasize possibilities of the beneficiaries of care services to choose, openness of care service institutions for the community, involvement of family members, necessity to ensure the rights of beneficiaries and similar provisions
. 

A human-rights approach has a lot to offer concerning advocacy for policy reforms
 . Analyzing a policy is helping to:

• make a direct link between the policy and relevant human rights issues;

• gain a better understanding of the current situation;

• make an assessment of the human rights impact of the policy, both now and in the future.

As stated by the UN ex- High Commissioner on Human Rights, Mary Robinson, “The right to health does not mean the right to be healthy, nor does it mean that poor governments must put in place expensive health services for which they have no resources. But it does require governments and public health authorities to put in place policies and action plans which will lead to available and accessible health care for all in the shortest possible time. To ensure that this happens is the challenge facing both the human rights community and public health professionals.
”

The persons with mental illnesses and disabilities belong to one of the most vulnerable social groups in most countries and the very fact of diagnosing mental illness still eliminates a  person’s opportunity to enjoy effective and human treatment, rehabilitation and care.  

In the region however psychiatry and especially psychiatric hospitals remain the abusive structures where grave HR violations happen.
 These investigations were carried out by several means, most common – by using the questionnaires based on MI Principles.

Georgia is still emerging from the straitjacket of centralized institutional care for PMD. Powerful system of centralized institutions for people with mental problems effectively resists efforts to be subject to reforms. Although the MoLHSA declares that mental health is considered as a priority and increased the budget line for psychiatry twice during last 2 years, there is no mental health policy geared towards the de-institutionalization and community integration and money is disappearing without much benefits into the “black hole” of huge institutions. 

Both, people with intellectual disability and people with mental health problems, suffer from prejudices, negative attitudes, degrading treatment, abuse and discrimination in society
. They need respect, based on knowledge and understanding of their situation. The users need also the solidarity of society to provide the necessary quality services. And they need commitment to include them in every aspect of life
.
The new law on psychiatric care entered into the force (January 2007)
 that ensures the more respect for HR of PMD. Still, there is no clear vision or balanced approach to the field reform at the MoLHSA that recently (January 2007) presented to the government and society a famous “100 hospitals plan”
. The plan is modern as declares the need for integrated services and considers the closing down the old psychiatric  hospitals and opening acute treatment psychiatric wards in multi-profile clinics; also some long-term residential houses for those who require prolonged hospitalization due to severe condition. This plan has been already approved by the government and investors are starting to build new hospitals. There are numerous flows and risks that are not broadly and professionally discussed, but the main fault is that this plan again accentuates the hospital sector  without considering the establishment of community integrated services and chain of differentiated care
. 

How can the government plan to improve one component of health care without having the overall vision and strategy for development? 

Very recently the Medical Committee of the Parliament of Georgia requested the MoLHSA and professional community to present the new policy on mental healthcare. The ministry acknowledges the need of the MH Policy and the Plan of Action, but is not effective in its elaboration. The initial step was made last year (May, 2006) when the special committee on MH policy was established with the MoLHSA, though the committee is not pro-active and was gathered together by deputy ministers just for the few times until now. 
A very careful approach is needed to create a good climate for cooperation between reformers and stakeholders during the implementation of the reform process. There is the need for the strong lobby and advocacy for the new strategy of the reform. There is a need to unify interests of many target groups as children and adolescents, people in need of special care / disability, elderly, children or imprisoned, etc/. The need of comprehensive approach to the MH is very crucial; different expertise and experiences should be added to each other, different approaches compared and tuned, fundamental studies – carried out to identify the possibilities.

Health policy makers and program developers seek evidence-based guidance on how to organize and finance mental health services. 

ii. Statement of the research problem

We believe that are the policy inadequacies behind the systematic and structural human rights violations of persons with mental disorders (PMD), especially in closed institutions. Identifying and studying these violations and reasons/factors behind them might lead to evidence-based mental health strategy recommendations. That will be the bottom-up approach to the mental health care strategy development, supported by the field-study. 

What is the main problem that Georgian mental health field faces?

Main problem that exists in the given field nowadays is low quality, fragmented and ineffective MH service delivery
. Qualitative, contemporary service is unavailable as from the point of view of coverage (how many people can make use of one or another service), as well as diversity of services (what kind of services the program can offer, how close it is to the users’ needs).

And indeed, according to the Ministry of Health Care data for 2005, 100 000 – 110 000 individuals diagnosed with various mental diseases (schizophrenia, delusional disorder and etc.)
 are officially registered in Georgia. The number of their family members presumably comes up to 300, 000. Each year 7, 600 new cases are registered. The people having mental diseases present all age groups however the majority of them belong the population capable of working; the share of the adolescents and children is 22 – 27%, and the share of women and girls – 56%.
 This such a different target group has very different needs; it demands long–term and comprehensive assistance in which medical, as well as social and psychological programs and self–assistance groups will also be integrated. 

Today the leading service providers in Georgia are 7 in-patient hospitals (one of these 7, Poti hospital is in the phase of closing down) and 14 dispensaries. These institutions cover only a very small part of the population suffering from chronic mental disorders. In – patient service is presented only by means of simple medical aid and it does not satisfy the patients’ needs. 60 – 67% of the patients are in the hospital for on average 2 – 3 months and the rest of them stays in the hospital for ages (isolated for more than 10 years).

Apart from this, the state of the patients being in in-patient hospital is very hard because of the severity of the existent conditions. The majority of the buildings are amortized, the furniture and equipment worn-out, sanitary and heating systems out of order, water, electricity and other supplies are being provided with definite limitations.

The initial findings of the public monitoring council on closed psychiatric institutions highlight the gross violations of all basic rights of inpatients of closed psychiatric hospitals and of people with intellectual disabilities institutionalized in pansionates for “invalids”. Abuse of rights of in-patients is present in every aspect of hospitals functioning –  starting from inappropriate involuntary admission to the hospitals (now forbidden by the new law on psychiatry care); inhuman and cruel ill-treatment, especially physical constrains and seclusion,  the right to information - knowledge where and why he/she is, knowledge on diagnosis or treatment plan, etc.; the right to the respect to privacy (space, private things or money); the right to education; psychological and social rehabilitation, etc. Patients detained in psychiatric hospitals are generally completely unaware of their rights. They have the theoretical right to access the legal system. However, there is no mechanism to give affect to this right. 

To conclude, in existing hospitals of Georgia there are following fundamental medical problems, such as:

· Availability of correspondent and professional service;

· Possibility of individualized treatment;
· Existence of supportive methods for rehabilitation and re-socialization;

· Practice of informed consent and possibility of rejecting treatment and so on.

Neither dispensary service is able to satisfy the various needs of the given target group. In the mentioned above institutions the patients can receive only free psycho – pharmacological assistance but medicines are not enough and at the same time they are out of date (with severe adverse side effects). Only one visit a year is taken into consideration and it is rarely carried out. 

Together with all mentioned above, the fact that the hospitals and dispensaries are far enough from the patient’s place of residence has negative effect on availability of the given services.

Thus, the existing system can not provide the user with the possibility to get adequate and efficient treatment as far as possible, in the family conditions and close to his/her place of residence.

Although nowadays there are several organizations  in Georgia that correspond to the similar services of the developed countries, but they represent the pilot projects run by mostly NGOs and are available for only a small part of the population. Such services are not “institutionlaized” yet, they function depending on donor/s contribution and are not sustainable. 

What are the social and economic consequences of the law-quality service? 

The fragmented, unbalanced and ineffective services cause heavy social and economic consequences. Without the appropriate care and support the MH condition of users proceeds painfully. In particular, the number of rehospitalization and the time of staying in the hospital  (5 – 6 months in comparison with 1,5 month) is increased many times  - as disability is deepened, condition can’t be stabilized in-time and without degenerating side-effects. 

At the same time, people diagnosed with chronic mental disorders become socially isolated.

Since the appropriate social services are not developed, so-called “chronic” patients stay in the psychiatric hospital for years (for example, for 12-18 years) as “they have nowhere to go”. Owing to this, not only treatment terms are violated roughly but the patient gradually falls into “vicious circle”: the long-term isolation causes loss of social contacts and skills and abilities to live independent life and supports the formation of so-called “hospitalism syndrome”; a person loses the ability and even the wish to live outside the hospital. We face the formation of “learned helplessness”. Certainly, an individual in such a state will say:” I cannot live outside, I am afraid I will become homeless, “of no fixed abode”. 

Outside the hospitals, it is difficult for them to get education and / or obtain a new profession, in fact they cannot be employed (80% of them are unemployed), have hard living conditions (73% of them live with parents), family problems (37, 7% of them are divorced), they can hardly establish relational network (only 2% are married), they cannot spend their spare time meaningfully. There are frequent facts of misappropriation of  the patient’s own flat by their guardians.
In the report of UNOCHA
 is stated: “Many of them [persons with mental disabilities] are isolated from society in hospitals, orphanages, shelters where they are subjected to inhuman and degrading treatment, and where they face difficulties in protection of their rights. Isolation from society aggravates their disabilities. Georgia’s socio-economic collapse negatively affected their plight and led them to the threshold of the destitution”.
The economic consequences of such inappropriate services are severe. It is acknowledged by experts that mental illness contributes to poverty and that the issue is under-emphasized at present in work to tackle poverty. MH illness means suffering, disability, mortality (suicide and physical illness), reduced productivity. 

The burden of the disease is heavy. As the majority of the users is capable of working, the loss in the form of their income because of their disease or disability is very high. The lost workdays rate also negatively influence the whole country. Simultaneously, in the conditions of unavailability of the effective services, care for the ill family member completely transfers to another members of the family.” Distraction” of another family member is also connected with losses. The hard course of illness, frequent hospitalization and being there for a long time increases the direct medical expenses.

Feelings of  helplessness, estrangement, loneliness, low self - esteem influence negatively the quality of life and satisfaction with life.   

What are pre-conditions to the law quality services? 

One of the main pre-condition that contributes to maintaining of unavailable, ineffective, inhuman services is stigma, contradictory attitude of the society (professional society members, among others) towards mental diseases. Stigma is revealed via discrimination of the patient and his family members.

The mentally disabled are refused to be employed, the family members often leave them without any legacy, their rights are ignored and so on.  The society often accuses the family in development of the mental disease. A patient himself develops fear and shame because of the mental illness. The idea that mental disorder is incurable dominates in the society. 

Stigma influences planning of psychiatric care. As a rule, the state funds allocated for psychiatry are small and because of the long-term stay of the patients in the in-patient hospital, this sum is spent inefficiently.  

Legislative deficits also have some important influence on availability of services. Although in 2006 the Geogian Parliament adopted a new “Law on Psychiatric care”, we still have no by-laws, instructions, relevant procedures, manuals promoting medical ethics and HR. Owing to absence of the mentioned above regulations, the law cannot be carried out, cannot be “operationalized ” in everyday decisions and activities.

One of the most serious reasons, which impedes the service development and delivery is low qualification of the field specialists (doctors, psychologists, nurses, social workers and others). Neither the state medical university, nor college for nurses are not able to provide graduation and upbringing of the professionals who are necessary for contemporary mental health service, needs of communal psychiatry. What is more, the majority of specialists and managers of the mentioned field still do not know well the main principles of community psychiatry service functioning. The system of medical education cannot also provide upbringing of healthcare managers. There is a significant deficiency of managers in the given field, very few people are able to provide professional management and development of the medical institutions.

One more group of problems is closely linked to methodology and the field know - how. Although many conferences, seminars are being held, literature and guidebooks have been translated, we still do not have enough. The lack of methodology and know - how refers to therapeutic methods as well as care schemes, also the issues of organization and management of the given services. Specialists as well as managers suffer acutely from the mentioned above deficiency. 

The experience of the non-governmental organizations clearly showed that making translations cannot be the way of solution of the problem. A lot of models and recommendations should necessarily be tested as the pilot project, and it should be evaluated and adapted taking into consideration the local conditions.

One circumstance should be added to the mentioned above that the institutions cooperate with each other having minimal coordination.  If we do not consider a few formalities that are required by one institution from another at the time of  admission of an user, other joint actions are not taken. This makes the given service fragmentary, breaks its continuity, scheme of referrals. As the patients’ needs are special, it’s necessary many different services to render them assistance simultaneously and consecutively, exchanging information concerning the patient’s state, coming to an agreement about their intervention, evaluating the gained results on the mutual basis and many others.
Of course, the existent situation is also aggravated by un-balanced financing. Even considering that it is rather law - a patient’s stay at the hospital costs 8,4 GEL per day (4 Euro) – since May 2007, covering the patient’s treatment, meals, personnel salary, communal expenses - it is apparent that system is so badly organized that even doubled or three-fold increased sum will be “swallowed” by these huge institutions.

The main pre-condition of the fragmented, discoordinated, unavailable and ineffective services is absence of comprehensive policy of mental health. During last years two policy documents were elaborated
, but neither of them turned out to be efficient. The objectives, tasks and ways of implementation were either unrealistic or were not shared by the all important interested parties.    

Up to now the management of the sphere is carried out according to the “State Program on Psychiatric Care” elaborated in 1995. This program implies only limited volume of in-patient and out-patient psychiatric care taking into account expenses of 1000 in-patient and 27 000 out-patient visits to the patients. There are also number of amendments to the “National Program on Health of 2007”: in particular, concerning differentiation of psychiatric services, financing psycho – social rehabilitation from the state budget but the problem remains of current importance.
The problem for Georgia is the old system with its accent on hospital care. The study aimed to investigate how human rights are respected by such institutions and how current settings of closed hospitals provide the effective and efficient care for PMD. 

Research questions are: Can the analyses of common human rights violations at psychiatric hospitals lead to policy-related steps? How can the advancement of human rights of PMD support the improved mental health care?

iii. Objectives of the study 
The objectives of the study were as follows:
1. To collect the relevant data on HR practices in psychiatric hospitals of Georgia:

· Constructing the valid instrument – 3-type questionnaires (for users of mental health services, medical personnel and administration);

· Conduction of interviews in 6 psychiatric hospitals (at least 200 persons)

 2. Analysis of the collected data according to: 

· Patients’ living conditions - social and economical

· Interpersonal relations- relationship  with relatives, doctors, nurses;  frequency of relationship and its availability

· Medical services: types of medical services available at the medical institutes, quality of medical services, 

· Attitudes of the patients towards the institute, medical services and  the  medical staff

· Information availability about  the diagnosis, medical services, patient’s rights and etc. source of information and its credibility

· Discrimination at  the medical institutes with relation to race, age and ethnicity of the patients 

3. Producing the analytical report and recommendations for informing MH policy and  improving of mental heath care system

C. Review of literature/conceptual framework

What is mental health policy? How can it help?

During the years 1995-2005, in cooperation between World Health Organisation, EU, World Bank, Universities, worldwide and especially in Europe new quality of understanding was reached in assessing importance of mental health for  good public health and well-being.  Finland initiated mental health agenda for highest level of   decisions; this was followed by WHO  Annual Report in 2001 „ Mental Health: New Understanding, New hope“ and European Mental Health Declaration and Action Plan, endorsed during Ministerial conference in Helsinki in January 2005
.
Because of changes in public health priorities, in the end of  20th century and beginning of 21st century, mental health appeared to become most important part of  public health,  in the centre of health and social policy. Nowadays economic and social well-being and development of each country  largely depends on the state of mental health of individuals and  general public. This is important to the whole European region and to our region keeping in mind that current state of  mental health in our region is  not very good, and there is a clear lack of will and resources allocated for effective solutions in the field of mental health in post-soviet countries
.

WHO states: “As scientific evidence mounts concerning the cause, course, and consequences of mental disorders, and new treatments are emerging that can make real differences in the lives of sufferers, most people with mental disorders do not receive even the most basic treatment, and suffer from stigma and discrimination. National policies and programmes in mental health are urgently needed to change this situation, yet over 40% of countries have no mental health policy, and over 30% have no mental health programme” (WHO Fact-sheet on Mental Health Policy, 2001). 

Mental health policies define a vision for the future, which in turn helps to establish benchmarks for the prevention, treatment, and rehabilitation of mental disorders, and the promotion of mental health in the community. Mental health policies are important because they coordinate, through a common vision and plan, all programmes and services related to these objectives. Without this type of organization, programmes and services are likely to be inefficient and fragmented.

“An explicit mental health policy is an essential and powerful tool for the mental health

section in any ministry of health. When properly formulated and implemented through

plans and programmes, a policy can have a significant impact on the mental health of

the population concerned. The outcomes described in the literature include improvements in the organization and quality of service delivery, accessibility, community care, the engagement of people with mental disorders and their carers, and in several indicators of mental health”  (WHO, 2004; Mental health policy, plans and programmes).
Mental health policy is commonly established within a complex body of health, welfare

and general social policies. The mental health field is affected by many policies,

standards and ideologies that are not necessarily directly related to mental health. In order to maximize the positive effects when mental health policy is being formulated it is

necessary to consider the social and physical environment in which people live. It is

also necessary to ensure inter-sectoral collaboration so that benefit is obtained from

education programmes, health, welfare and employment policies, the maintenance of

law and order, policies specifically addressing the young and the old, and housing, city

planning and municipal services (WHO, 1987; WHO, 2001).

A policy outlines values and principles; it identifies areas for action and indicates who will take responsibility for action; and it establishes priorities for strategies. An action plan provides a detailed scheme for implementing strategic actions. A programme focuses on the design and implementation of specific objectives that need to be met to attain better mental health. Equipped with policies, plans and programmes, country is in a good position to systematically improve the mental health of the populations. If no overall national plan exists there is a risk of fragmentation or duplication of plans developed.

We are convinced that it is essential to work out the comprehensive strategy for the field development; the research-based, inclusive document will ensure that modern concepts, achievements in the field, experience gained are incorporated in the realistic country strategy. National priorities and needs identified during investigation will shape the policy document; effective interventions’ planning will result in the action plan; the adopted document will guide the reform process inevitable to improved mental health care and decreased burden on vulnerable people and general society (see chart below).
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(WHO, 2003. How to Inform Mental Health Policy. Geneva)
Human Rights in MH field
Internationally there is the strong recognition of damaging association between MH problems and social marginalization, exclusions, unemployment, homelessness, discrimination, etc. Acceptance of the provisions of the Convention for the Protection of Human Rights and Fundamental Freedoms
, of the Convention on the Rights of the Child
, of the European Convention for the Prevention of Torture and Inhuman or Degrading Treatment or Punishment
 and of the other international mechanisms leads to the fostering the protection of the human rights of persons with mental ill health. This affects the policies and programs in many countries that are striving to achieve social inclusion and equity of care. Human rights concept shapes MH strategies and legislation and improves conditions, treatment and rehabilitation standards of PMD.

In 1991, the United Nations General Assembly adopted the “Principles for the Protection of Persons with Mental Illness and for the Improvement of Mental Health Care” (the MI Principles)
. The MI Principles are a non-binding UN General Assembly resolution, but they can be used as a guide to the interpretation of related provisions of international human rights conventions.

The MI Principles establish standards for treatment and living conditions within psychiatric institutions, and they create protections against arbitrary detention in such facilities. The MI Principles have served as model mental health legislation and many countries, such as Mexico, Hungary, Costa Rica, Portugal and Australia, have incorporated the MI Principles in whole or in part into their own domestic laws. Other countries such as Nicaragua and Costa Rica have used the MI Principles as a guide in the redesign of their mental health policies
 . 

As the UN High Commissioner for Human Rights has noted people with mental disabilities are among the most vulnerable to human rights abuses.

Over the last ten years, independent organizations, such as Mental Disability Rights International (MDRI), Amnesty International and others
 have identified the particular vulnerabilities of people with intellectual disabilities and mental problems, who are detained in institutions for people with intellectual disabilities, psychiatric hospitals, orphanages, social care homes, prisons and jails. Behind the closed doors of children’s and adult facilities they identified extensive problems of inhuman and degrading treatment.
The lack of effective human rights oversight and enforceable legal protections permits abuses to go on unchecked.
PMD needs

Internationally, these are acknowledged the most common client needs
  

· acceptance

· shared experience (the company of others who shared similar experiences)

· being there (emotional support)

· a reason for living, finding meaning in their lives

· peace of mind and relaxation

· taking control and having choices

· security and safety

· pleasure

In many countries there are different systems of health care, but MH services can be broadly categorized as:

1) MH services integrated into general health services (such as GP’s, nurses, non-medical staff > health promotion, prevention activities, MH education)

2) Community-based MH services

3) Institutional Services provided by MH hospitals

Community Psychiatry comprises the principles and practices needed to provide mental health services for a local population by:

1) establishing population-based needs for treatment and care

2) providing a service system linking a wide range of resources of adequate capacity, operating in accessible locations 

3) delivering evidence-based treatments to people with mental disorders

It’s about the provision of treatment and care to all segments of the population in proportion to need; also services as a wide area network whose adequacy reflects the strength of the component parts (including health as well as social care, state as well as voluntary, formal as well as informal provision) and the degree of interconnectedness between these elements; and priority to the delivery of effective treatments wherever they are needed; thus it is not confined to any particular location or site.

The latter implies that it doesn’t mean that it is a mere replacement for hospital based care. The key issue is to determine the optimal mix of services.

The most numerous services ought to be self-care management, informal community MH services, and community based MH services provided by primary care staff. This will be followed by MH services in general hospitals and non-primary care community based services. Lastly, treatment should be provided by specialist MH services.

In this view, mental hospitals essentially provide long-stay custodial care. With the development of a range of community based services and specialist services there is no need for mental hospitals in the traditional sense. There will always be a need for long-stay facilities for an extremely small proportion of patients. However most of the patients with severe MH disorders can be accommodated in small unites in the community.

Large-scale custodial institutional care as provided by mental hospitals is not justified either by its costs, its effectiveness or the quality of care provided
The most effective way to address these violations is through enforcement of international human rights standards of particular relevance to people with mental disabilities as well as professional best practice. In fact the effective enforcement of many of these rights depends on a thorough and appropriate reform of the mental health care services. Similarly, a successful reform of the mental health care services would not be possible without putting in place all the safeguards for the protection of basic rights of people for whose full benefit these services should be designed.
There are effective ways to reduce the burden of both common mental or behavior problems and severe mental disabilities; to reach this, mental health must be liberated from professional, political and geographical isolation and it also must be widely integrated to public health system, primary and general health care systems, education, social welfare and other sectors
.
In this report we shall selectively present the evidence for informing the policy - based on human rights practices in psychiatric hospitals of Georgia and will use the simple  conceptual model to help systematize this evidence. We decided to  organize our findings according to 5 priority areas identified by the Helsinki Mental Health Declaration for Europe (2005)
 for the next decade (until 2010). These are comprehensive areas covering all aspects and dimensions of the mental health field development and could serve as organizing framework for our purposes. The priorities are as following:
1. Foster awareness of the importance of mental well-being;

2. Collectively tackle stigma, discrimination and inequality, and empower and support people with mental health problems and their families to be actively engaged in this process; 

3. Design and implement comprehensive, integrated and efficient mental health systems that cover promotion, prevention, treatment and rehabilitation, care and recovery;

4. Address the need for a competent workforce, effective in all these areas; 
5. Recognize the experience and knowledge of service users and carers as an important basis for planning and developing mental health services.
D. Model specification and estimation results

Methodology

The main method of the study implementation was the monitoring visits for assessing HR practices in closed mental institutions, documenting violations through semi-structured interviews (questionnaires) and observation and preparing policy recommendations based on analyses of obtained data. Monitoring as an appropriate method for assessing HR in closed institutions is acknowledged internationally
.

In order to protect the rights of the mentally ill effectively, first an analysis of the current situation needs to be conducted. This calls for the development of monitoring and evaluation tools to be used by relevant organizations and experts
.

The monitoring group was authorised by MoLHSA and Public Defender of Georgia by providing the right to enter any closed psychiatric facility without any restriction (monitoring visits were funded by EC/EIDHR). The well-established monitoring team consists from 5 supervisors and up to 20 monitors from partner organizations and with different professional background – psychiatrists, psychologists, psychiatry nurse and social workers, human rights activists and also, users/ex-users. The team is equal and inclusive as involves the users/ex-users from the self-help organization “Partnership for Equal Rights’ who has an inside knowledge of the psychiatric hospitals’ situation. 
The first actions undertaken together in 2005-2006 proved to be successful and informative and resulted in first ever reports on HR practices in Georgia
. 
The team is applying the instrument- questionnaire that is based on the Principles for the Protection of Persons with Mental Illness and for the Improvement of Mental Health Care of the United Nations (MI Principles). The set of questionnaire has 2 parts – for the general monitoring and for follow-up studies ( so called “self-administered” instrument). The general monitoring part has 3 versions - for in-patients (and relatives); for administrators, and for medical personnel. These questionnaires  are applied by trained monitors with a supervisor.
The “self-administered” questionnaire – that is created to follow-up and assess the satisfaction of users with care and treatment (and add the understanding of the overall situation and practices) – is applied only to users- in-patients in 3 hospitals. 
The monitoring survey was conducted in the form of oral, semi-standard interviews. Interview duration was app. 1-1, 5 hrs. Usually 3 groups of 2 monitors with a supervisor (9 persons) were carrying out interviews with different groups of staff and also in-patients and their relatives – in one institution. The length of the monitoring visit was as usual 3 days for each institution – this time we found optimal for understanding the situation, to “look deeper” and collect consistent data about the institution.
The questionnaires evaluate the human rights violations related to mental health care - highest attainable standards of mental health that are proposed by MI principles, as follows:

 - Access to Appropriate and Professional Services and receiving information
- Right to individualized treatment, rehabilitation and treatment that enhances autonomy  

-  Right to Independence and Social Integration; to be protected from Forced Labor
 - Right to least restrictive services and to be protected from inhuman and degrading treatment 
 -  Right to refuse treatment and lodge the appeals
 - Right to privacy; a right to “uncensored private communications” with the outside world

- Non-Discrimination
6 psychiatric hospitals clinics were visited (2 of them – twice) and totally 237 persons were interviewed, among them – 133 (56%) in-patients. The informed consent form was obtained from each interviewed patient. These were psychiatric clinics: 
Tbilisi Gldani Zurabashvili hospital 

Tbilisi Asatiani clinic 

Surami hospital

Batumi hospital

Qutiri Mental Health Centre 
Bediani/Tsalka hospital 

The analysis of monitoring results in started immediately after the visits by sharing, de-briefing sessions - partners who interviewed different groups of staff and in-patients share their impressions, observed and heard statements in structured way (the session is lead by 2 supervisors); the session’s most important aspects are documented. The final analyses emerges when the questionnaires with answers, observation remarks and visual documentation are collected, all data is entered in the excel software and processed. The final interpretation and analysis was discussed with all partners; Supervisors-researchers  are writing critical reports for Public Defender and MoLHSA, but also the set of concrete recommendations for the administration of institutions for improving the performance. These recommendations also reflect the reality of the country;  are practical, close-to-life (and budget of the country) and stimulating and directing towards the higher standards of care and protection of PMD.
The researchers for the purpose of given study analysed the data in the light of the policy related steps and needs. The results were discussed with invited experts;
the relevant conceptual framework was selected and findings were organized according to priorities given by the well-acknowledged Helsinki Declaration for Europe. The “bottom-up” recommendations for improving the mental health care situation and, generally, contribute to the new mental health strategy development were elaborated; Policy-brief was produced that acknowledges the human rights concept as leading and important tool for advancing the human and ethical care.
This report and produced recommendations might be used as snapshots of the current situation and further improvement and progression in the MH field can be compared and qualitatively measured against that. 
Assessment results
· Physical conditions 
Inhuman, degrading physical conditions of certain facilities are common; institutions have little or no heat (patients wore hats and coats indoors), water supply, hot water for bathing or laundry, the toilets and bathrooms are devastated. Conditions are degrading both for in-patients and medical personnel who work in such environment.
- The patients’ rights on appropriate treatment and receiving information about illness 
This right is violated because of various reasons. For instance, owing to the fact that correspondent mental health and social services are not developed. Many poor and “chronic”  in-patients placed in institutions are likely to spend their entire lives in institutions; some stay in the hospitals for years (10-18 years) because ”they have nowhere to go”.  Prolonged isolation causes loss of social contacts and skills and ability to live independently, and formation of so called “hospitalism” syndrome; a person completely loses abilities and desire of living outside the hospital. 
Therefore, the patient’s right – to get appropriate and effective treatment in down-home atmosphere as far as possible and in conditions of minimal restriction – is rudely violated.

The patients know about their own illnesses, diagnoses in general, they, mostly, are not familiarized with their treatment scheme, prognosis of the illness, medication side- effects, etc. The opinion of staff is that it is not necessary to inform the patient about his / her illness is widespread among the doctors, as well as the opinion that the patient’s participation in elaboration of treatment scheme or selecting medications is inadmissible.
The patients are not informed about their own rights, there are no information notice boards in the wards, nobody organizes special educational work. One of the patients during the interview said: «In case we know about our rights, we won’t have possibility to use them because we have to obey the local rules in any case”. 
The patients in general are informed about their illnesses and medicines. About 55 % reported that they know their diagnosis and what medicines they take - from the “second hand”. But the majority (80%) does not know how long he/she is going to stay in the clinic and does not know his/her rights.  

The medical staff answers the question about who and how informs the patients about their treatment and rights differently. That points out that the hospitals have no strategy of informing the patients.

· Right to individualized treatment, rehabilitation and treatment that enhances autonomy  
The case  management, individualised treatment scheme is unknown to most medical staff. The treatment plan is not agreed and modified with user and her/his carer; no planning for life skills training, teaching on relapse prevention measures, etc is taking place. The treatment is “mechanical” and most patients get the same prescriptions (party due the restricted choice of drugs in the hospital). 
Patients spend most time in wards, without any meaningful activities. At most institutions, no meaningful rehabilitation is provided to the vast majority of the

institutionalized persons.
-  The right to be protected from inhuman and degrading treatment 

If a patient does not obey the regime properly, the attitude of the personnel towards him/her is particularly strict and rude. Some patients denote that the staff members shouted at them, insulted them verbally, there were the facts of beating ”they beat with mops or hit with iron keys over the head, and if you ever complain, nobody will believe you”. At the same time the patients told that ”earlier it was even worse”. The patients also mention disrespect from the personnel (especially from hospital attendants) - “While you watch TV they may sit in front of you, blocking the screen. Their attitude can be described as patronizing; we should live according their wish”.
Answering the question if anybody had been injured while using compulsory methods, the medical staff claimed that only personnel had been injured, in particular, there had been cases of  brain concussion, bone fractures. According to them ”the patients are not usually injured; they can only have bruises on the wrists if the restriction is too tight”. The patients, on the contrary, report that they are often hurt - “If during the restriction a patient is injured and complain to a doctor, the personnel reject the fact and accuses other patients as if they had fought. Everybody knows that it’s not right but they have no reaction”.  

Interviews of medical personnel revealed that among the methods of physical restriction fixing is often used but medical staff does not exactly know the instructions. The answers about how long restriction lasts, who prescribes it and whether it is possible to use toilets during physical restriction are different.  

The monitoring showed that part of the patients in the hospitals (among them the patients being on voluntary treatment) have no possibility to go out in the yard. The patients in Qutiri hospital are only allowed to walk within the specially enclosed territory inside the yard. Walking in the best part of the large green yard is prohibited for them.   

The hospital conditions, limitation of communication with the outer world and prohibition of walking outside remind the patients a prison – ”being in prison is better than being here, in prison you know when you are going to be released, here nobody knows how much time you will stay”.

- Right to Independence and Social Integration; to be protected from Forced Labor
The whole setting of the hospitals is violating the opportunities for the in-patient to ensure self-determination, independence functioning, education and using their potential, social integration and participation. Due to inadequate educational, cultural, vocational resources and strict isolation the PMD are unable to pursue their developmental trajectory. Treatment and management procedures often undermine, rather then enhance, individual empowerment. Because un-developed community services PMD are kept in hospitals and their autonomy is often limited by institutions inner unwritten policies – e.g. private using of telephones or conjugal relations constrain.  
The patients’ “voluntary labor” for the institution’s needs is acceptable practice in the psychiatric hospitals. Instead of compensation the personnel “grant” a cigarette or their goodwill to the patients. The medical staff members consider that this work is useful for the patients. The interrogation showed that the patients work according to their own will but they are sure that in case of rejection they can get into trouble regarding the issues of discharging from the hospital, walking in the yard or relation with the personnel. The personnel even have their “assistant” patients who enjoy their confidence and have other privileges.

It should be mentioned that socially useful labor, as the personnel call the patients’ work, is different from the activity that the patients perform. The patients fulfill the obligation of the hospital attendants - orderlies; they tidy the wards, toilets, look after bedridden patients, wash their clothes and throw away garbage. In the regions the local residents take the patients to their farms to work without any appropriate compensation. 

It should be also denoted that neither occupational therapy workshops, nor other programs engaging the patients, do not exist in any hospitals, the hospitals do not have an occupational therapist (ergo therapy specialist) on the staff who would observe adherence of the patients to their day regimen, taking care of themselves and restoration of their working skills. We may say that the patients often have no alternative and instead of being idle all day long prefer to go out and perform the personnel’s’ tasks. 
-  Right to refuse treatment and lodge the appeals
55% of the patients denote that undergo the course of treatment voluntarily, among them only 15% considers that can be discharged from the hospital according their wish, 40% answered that cannot do that and only 45% could not answer the question.

In case of the patients’ involuntary admission, the court session is held in the hospital during which the question of a patients’ involuntary admission is being solved. However, 30% of doctors could not answer who should be addressed to in case of a patient’s involuntary hospitalization and in what terms.

In general the monitoring showed that the majority of patients are considered to be undergoing the treatment voluntarily, in the case reports the patient’s or his/her guardian’s signature is registered but really their treatment conditions are not different from the conditions of involuntary treatment. The wards are closed; only the personnel have keys, the patient cannot go out for a walk freely, discharge of the voluntarily hospitalized patient is not conducted according to his/her wish, as it is provided by the article 17 of the law “on psychiatric care”.

The survey revealed that the hospital managers have not elaborated the internal mechanism of appeal, owing to which the administration is not sufficiently informed about the problems that occur to the patients in the department. Accordingly, the patients’ rights are especially violated at nighttimes. There are cases when the patients are fixed without the doctors’ order and without making appropriate records; or when paramedical personnel bring alcoholic drinks in the department and afterwards become aggressive towards the patients. 

The hospital managers mention that a patient can always lodge a complaint to the head of department or directorate but there are no terms established for response, or consideration procedure. As a rule, the appeal is not answered in the written form. 40% of patients consider that their complaint will not have any result and, on the contrary, they try to escape complications with medical staff members.

30% of the patients think that in case of unsatisfied medical service they can lodge a complaint, 40% answered this question negatively. 

The monitoring revealed that the appeal mechanism existent in some of the hospitals – boxes for appeals are installed more for outer guests than for familiarization with the critical opinion of the patients and their guardians. So this mechanism is inefficient and needs encouragement from the administration. 
- Right to privacy; a right to “uncensored private communications” with the outside world
The majority of the patients (70-80%) denote that can see their relatives, less (30%) inform that can speak to them on the phone or write to them confidentially and that the staff does not discuss their private life in the others’ presence. 

As for the medical procedures and hygienic manipulations, 45% of the patients think that they are carried out in the others’ presence. But the majority of nurses reported that these procedures are performed separately.

Approximately half of the patients have possibility to keep their belongings, most of them do not have identity card with them. 

30% of the interviewed patients mentioned that they have their own money, among them 60% can use them freely. In general, the patients’ money and belongings are kept by the chief nurse. In some units the patients do not have the bed side tables to keep their things.

- The right of property

The monitoring showed that the patients’ property is unprotected, their houses are often misappropriated by their relatives and are sold without their permission, that’s why the patients have nowhere to go and they cannot be discharged from the hospital. Also the problems of receiving pensions and disposition of their own means are not solved. The patients often do not know who receives or spend their pension.  

Incapable, incompetent patients having guardians are particularly unprotected. They frequently come across to the different problems from their guardians because of indifference and interest in the patients’ property. In this case no mechanism exists that would control the guardians’ activity and protect the patients’ rights. Very often relatives appear after the patient’s burial to get the certificate about their death and affirm the legacy.

The hospital administration states that it has neither resources nor appropriate instruments to obligate the patients’ relatives/guardians to fulfill their commitments. Cooperation between hospitals and social/guardian bodies is either formal or nonexistent
- Right to be free from Discrimination

The monitoring did not reveal the discrimination of religious or ethnical origin. Staff communicates with non-Georgian patients by means of a translator. Performing any religious ceremony is not prohibited in the hospital. Sometimes clergymen visit the hospital.  60% of the patients reported that they have possibility to perform the religious ceremony, 70% - consider that can freely express their opinion.

Still, the hospitals stand for the segregation and isolation of PMD, imposing additional “social barriers”; such forms of discrimination as denial of educational opportunities are often observed; denial of reasonable accommodation /disabled access to facilities are widespread. PMD often experience discrimination when  need to receive ordinary out-side health services; the case of denial of surgery was reported.
25% of the interviewed patients noted that the personnel have their “assistant” patients, 10% think that they enjoy some privileges.

As the most prominent abuse observed was inhuman and degrading treatment towards PMD these practices were studied in details (see appendix N 1). 

Aggression expressed towards patients - According to the patients, the staff often shouts at them and addresses them by with disrespectful words (verbal insult) (22.2%). Physical intervention, pushing or slapping is more seldom (8, 9%), also 8, 8% reports about beating/ fixing. According to the patients, these measures are frequently performed by orderlies (28.9%) and nurses (6.7%). 

The staff members’ data are different, 84.6% consider that aggression towards the patients (shouting, threatening, beating, disrespectful words) does not take place; only 3.8% of the personnel reported about shouting and disrespectful words. According to 4 of them, aggression takes place from orderlies and only one mentioned this kind of behavior from a nurse (see Table 1). 

Response to the special circumstances - According to the patients, the behavior such as theft, alcohol abuse, leaving the hospital causes their isolation (42.2%) or physical restriction (42.2%) from the staff. 

The facts of aggression and agitation - The staff as well as the patients point out that the facts of extreme excitation and aggression from the patients are frequent; 71.1% of the patients and much greater amount of doctors 96.2% confirms this fact. According to the patients, in such situation physical restriction (48.9%) and isolation (40.0%) are mainly used. 

According to the patients and staff, restriction is generally ordered by a medical doctor (42.2% of the patients; 46.3% of the staff) and/or by the head of the department (7.8% of the patients; 26.9% of the staff). According to the patients, restriction lasts for maximum 9 hours, and according to the doctors – for twenty-four hours. Decision about interruption of physical restriction is also made by a medical doctor (31.1% of the patients); 61.5% of the staff) and/or by the head of the department (17.8% of the patients; 46.5% of the staff). 

According to 38.5% of the staff, they have undergone professional training (special training) on utilization of physical restriction methods; 57.7% of the personnel refuse the given fact, which is very remarkable.

Half of the patients state that they can use toilets at the time of restriction .According to 42.3% of the staff; it is allowed to use toilets at the time of restriction/isolation. Equal amount of staff members agrees to and refuses the fact that the institution has an isolated ward/room for seclusion (46.2%-46.2%).  

According to the staff and the patients, during physical restriction in response to patients’ excitation and aggression, cloth straps are more frequently used (77.8% of the patients; 61.5% of the staff). One patient point out about utilization of handcuffs and one – about leather belts (see graph 3). 

As the patients (33.3%) pointed out physical restriction had been used several days before the inquiry. This fact is confirmed by the staff too - 7.7%. 
According to 44.4% of the patients, compulsory restriction is not used as a punishment and according to 24.4% - it is used as a punishment. Considerably larger amount of staff points out that compulsory restriction is not used as a punishment (65.4%) and 38% confirms this fact. 

As the patients report, in order to control their aggression, neuroleptic medication is also often used in the form of injection. The patients note that these preparations are mainly prescribed by a medical doctor (37.8%); According to the absolute majority of the staff, the medicines cannot be used without doctor’s prescription (96.2%). 

According to 53.3% of the patients, medicines (painful injections) are not used as a punishment and according to 28.9% they are used per se. The absolute majority of the staff refuses that painful injections are used as a certain form of punishment (96.2%). 

Social control 

Although sometimes journalists, International organization representatives come to the hospital but no social supervision and studying of the patients’ rights are carried out in the hospital. The hospitals are isolated from the outer world. The personnel, who try the hospital to be closed for the outer eye as much as possible, support this situation. For example, the monitoring team observed that a relative was not allowed to visit the hospital unit and see where the patient stayed. 

Generally the staff members are punished if the patient escapes / leaves the hospital territory without permission. The personnel on duty have to visit the patient at their expense and return him\her to the hospital.  That is why the personnel particularly try the unit to be closed and the patients’ free movement to be restricted as much as possible in order to cause themselves less problems. 

The deficit of social control provokes the situation that the staff members feel themselves accountable to the administration only, whereas the patients do not have the hope their own problems to be considered objectively.

In-Patients attitudes towards the care and personnel
The results from this particular part of the survey are evoking controversial explanations.

As it is evident  (see annex 2)  positive evaluation outweighs in the evaluation of psychiatric service. The majority of the respondents agree with the opinion that mental hospital staff behaves politely and psychiatric care is available. Also, they like competence of psychiatric staff and their respect towards themselves. When they needed assistance and care from the different psychiatric services, the coordination between them functioned well; according to the respondents, psychiatric services helped respondents to cope better with the problems. 

The majority of the respondents do not agree with the opinion that they influenced over the planning of their psychiatric care. As the respondents point out, they do not have such influence. 

As it is obvious (table 2) the Batumi and Qutiri hospitals’ patients evaluated personnel’s’ professionalism and their politeness higher. The Asatiani hospital patients have relatively more influence over their treatment.  Psychiatric service is the most available for Batumi patients. In the Qutiri patients’ opinion, psychiatric services are less coordinated.

The most positive about the care provided were:
· Availability of drugs, improvement of conditions

· Doctors support, attention, good treatment 

The least positive or negative about the care provided were:
· fixation/ tiding  down, beating, brutal handling, injections

· quality of meals and lack of nurture

· filthiness, dirt

The patients at the question “What would you like to change about the care provided to you? “ responded: 

· Nothing – 16,8%

· Cleanness, meals, heating, conditions

Despite the general “positive” outcome of the survey (that dramatically opposes the context and reality of psychiatric services) we came to the conclusion that these attitudes are conditioned by the “learned helplessness syndrome”
. This syndrome of behavioural  and emotional deficit is developed in humans and animals while facing repetitive and uncontrollable stress and having the feeling of inescapability. We assume that the conditions and relationship in the psychiatric care system are so degrading that in-patients are affected by the feelings being  “trapped” and over-controlled; they show the features of the syndrome, namely:

- Deficit to learn avoiding new stressful situations

- Low motivation to learn response outcome relationship

- Low ability of exploration and learning

- Signs of chronic subjective distress

Learned helplessness distresses perception of the “Self” as competent, capable, and controlling. The “Self” perception is damaged and gradually transformed into an “I-concept” that is negative, helpless, and full of guilt.  People with mental health problems suffer from “additional” traumatization: degrading treatment and abusive practices. Thus, the expectations towards the carers and whole system are very law, motivation to change “things” is practically absent; though it’s visible that in-patients value small improvements and advancements. 
E. Conclusions

Abusive and short- falling practices
In general, the patients are under trying hard sanitary and living conditions, the hospitals lack of resources in order to provide efficient treatment for the patients having mental disorders, the patients’ rights of getting information, communication with the outer world, lodging a complaint, and also the rights to be protected from inhuman and degrading treatment and forced labour are violated. 
Mainly the families with poor revenue take their patients to the mentioned above institutions or homeless, houseless patients are admitted there (we do not mean forensic treatment wards). In some hospitals, which are not residential care homes for chronic patients, the most of the residents are chronics who do not need active drug therapy and corresponding in-patient care but though their relatives do not want to take them home or they do not have any relatives at all and any place to go to, they stay in the hospital for years without release.
There are some significant difference between the hospitals, especially concerning the living conditions but it should be noted that protection of the basic rights of the people having mental disorders is a challenge for all the institutions.
It is evident that the human rights conception is alien to the medical personnel and, no wonder, also to the patients themselves and their close people.
There happen the major human rights abuses in all hospitals: 
· Despite some of the departments in some hospitals were repaired, the patients’ living conditions are degrading. The wards need to be repaired, the implements are out-of-date, toilets and washbasins are out of order, there are no hygienic means, blankets and bedclothes are worn out and not sufficient. The heating system in most hospitals is not arranged. 

· The patients stay in the psychiatric hospitals for unreasonably long period of time and against their will, gradually loosing all social skills.
· The issues concerning the patients’ guardianship and property protection  are not solved;
· Patients are segregated, discriminated, not respected , not involved in hospital living or planning of their own recovery planning. 
· The medical staff (especially in the regions) has no possibility to be familiarized with modern methods and approaches of psychiatric services. Owing to their low salary, they are not motivated to work qualitatively.
· Hospitals lack non -informal internal regulations and procedures and standards of behaviour in sensitive situations.
· The hospital administrations do not have the elaborated effective management conception.
· There are no national guidelines  and effective treatment protocols to comply with good standards.
· No special departments exist for children and adolescents and elderly persons. Monitoring team observed 13 and 14 year old boys placed in adult departments. Old patients are mostly accommodated in far-off and worse rooms.
· Very pure inter-sectoral and referral system is maintained - mostly based on private initiative and relationship. Hospitals are alienated from the whole health system.
· no information systems are developed to keep in-patients data, no inquires in suicidality and mortality are held.
· No non-legal and legal advocacy services are promoted and no inner monitoring mechanism functions for ensuring HR respect.
Increase in financing of psychiatric hospitals in the recent years (20% more to compare with 2006) affects positively the everyday living and treatment problems but the protection of patients’ rights remains the same that is partially predetermined by outdated management stereotype and “protective” (paternalistic) attitude towards the patients characterizing these institutions. 

The goal of the MH policy should be creating such a mental health care system which would help effectively and rationally promote  mental health of the population according to new  scientific knowledge and modern values and also to provide a comprehensive care  to individuals who have mental and behavior disorders. The  Main principles of the policy should be  a special focus on human rights of mentally disabled persons;

A change in paradigm 
The survey illustrates that there are grave and severe human rights violations in Georgian hospital sector that corresponds to pure quality treatment and rehabilitation standards. 

Large mental hospitals can easily contribute to stigma and segregation, they reflect a tradition of social exclusion and paternalism and do not comply with modern health care and social policy based on the principles of individual autonomy and empowerment as well as the right to live in the least restrictive environment.  
Our experience has demonstrated that large institutions are harmful and add to social incompetence of PMD.
In other words, the state funds the isolation of the individual from the community in order to sustain that individual for life by allocating increasing amounts of funding for institutional care.
Nowadays in Georgia there is declared will on inclusion of PMD and MH services in general multi-profile hospitals (that will happen by 2010), but until now the balanced care model is not acknowledged. 

The deinstitutionalization of mental health services and the establishment of balanced and differentiated services in primary care, community centers and general hospitals, in line with patient and family needs, can support social inclusion and fostering human rights.

Within reforms of psychiatric services, we should  move away from the provision of mental health services through large psychiatric institutions towards community-based services. In the progressive reform in mental health care the special importance should be given to upholding a person’s right to the most effective treatment and intervention with the least possible risk, in line with the patient’s health, needs and wishes and with regard to their culture, belief, gender and other individual requirements. 
The following obstacles to successful de-institutionalization have been identified:
· professional pressure to retain the existing facilities; 

· funding schemes promoting institutional care and treatment; 

· positive public opinion about these forms of care and treatment based on stigma and intolerance of large part of population to vulnerable groups such as mentally ill people; 

· absence of a national infrastructure for effective community-based services; 

· absence of an independent authority for monitoring and supervision; 

· lack of legislation and policies protecting the rights of mentally disabled.

Summing up

International human rights conventions (including the International Covenant on Civil

and Political Rights (ICCPR) and the International Covenant on Economic, Social

and Cultural Rights (ICESCR) and customary international law (such as the Universal

Declaration of Human Rights) create a broad range of obligations on governments

with respect to people with mental disorders and disabilities. Human rights law requires protections against government intrusion upon individual freedom and autonomy, and it requires positive action to ensure services that are accessible and appropriate. In addition to protecting rights within institutions, human rights law provides a broad right to

services that promote community integration.
There is an increasing understanding of the fact that the delay with strategic decisions at this particular stage will result in constantly growing burden determined by economic and social stigma ant social exclusion practices and will also further complicate the struggle to achieve the goals of open civil  society and modern state.

To overcome these obstacles and inform the MH policy that respects the modern approaches and human rights concept , we propose the set of recommendations. These recommendations are grouped according to the 5 priority areas proposed by WHO  Helsinki Mental Health Declaration for Europe Facing the Challenges, Building Solutions (2005).
1. Foster awareness of the importance of mental well-being
 - To declare the vision, values and principles of mental well-being for all: respect; integration, protection, responsibility to reduce harm and risks, promotion of healthy development, respect for autonomy, high standards of treatment and care; 

- To raise awareness on HR by information spreading, seminars and events for users, their family members, care personnel and general public;
 - to work on changing public opinion and ensure community support for community-based care and treatment;
- to raise the knowledge and awareness of journalist and pay attention to media reportages language, problem framing and adequateness of  responses;
- to collect relevant data and evidence on value of mental health;
- to ensure politicians understanding and  support.
2. Collectively tackle stigma, discrimination and inequality, and empower and support people with mental health problems and their families to be actively engaged in this process
· To lobby an additional improvement of the legislation, e.g. adding the clause on PMD involvement in decision-making process;
· To promote parity and equity by respecting the basic human rights of PMD;
· To set up the educational and vocational courses for users empowerment; 
· To set up and support their employment programs;
· to support the independent living of PMD;
· To support anti-stigma and tolerance increasing campaigns;
· To acknowledge the potential and resources of users/ex-users;
· To provide community-based, close to home services and care;
· To publicize the best practices and positive cases of inclusion and egalitarianism. 

3. Design and implement comprehensive, integrated and efficient mental health systems that cover promotion, prevention, treatment and rehabilitation, care and recovery
Promotion
· To promote de-institutionalization movement towards “Balanced Care Model”

· To implement pilot projects providing community-based services; 

· To pay especial attention to child and adolescent healthy development promotion 

· To prioritize and promote rights of marginalized groups (IDPs, people under poverty level, etc);
· To design the relevant MH policy and strategic plan; 
· To modify the existing funding scheme; 
· To establish the coordination council and multicultural coordination; 
· To promote the implementation of legislation by its operationalizing via trainings, guidelines, by-laws;
· To generate funding and support; 
· To harmonise existing national and international indicators on mental health and disability in populations to create a comparable dataset; 
· To promote the independent monitoring of HR practices and provide constructive feedback;
· To ensure state budget transparency and monitoring.
Prevention
· To increase the knowledge on prevalence , symptoms and intervention benefits on schizophrenia, depression, etc;

· To target groups at risk, offering programs for depression and suicide, harmful stress, etc.;
· To establish help-lines, self-help groups;

· To educate GPs (general practitioners) and introduce routine screening for mental health problems;

· To promote inter-sectoral partnership for addressing suicide, substance abuse;

· To pay attention at MH staff for preventing professional burnt-out; 

· To implement special programs for communities at-risk (after war conflict, natural disasters).
Treatment
· To use pilot projects to reduce the number of patients admitted to large residential institutions; 
· To restructure, reduce and close large residential facilities; Improve conditions and treatment procedures;
· To introduce common and transparent procedures for regulating sensitive; aspects of treatment – involuntary admission and informed consent; in-patients restriction measures, etc.;

· To develop - through these steps - a national network of community-based social care and treatment services for PDM;
· To establish child and adolescent adequate services ;
· To consider adequate services for elderly;
· To link MH services at primary level and ensure good referral;

· To evaluate these services effectiveness and review and replicate when possible.
Rehabilitation, care and recovery

· To promote psycho-social rehabilitation methods and centers;

· To establish decent faculties for elderly and “chronic” patients;
· Top set up number of community-based services promoting autonomy and independence of PMD.

4. Address the need for a competent workforce, effective in all these areas

· To re-educate  and re-train existent staff incorporating medical ethics and HR in programs;
· To improve university curriculum;
· To provide CME courses to doctors, nurses, social workers;
· To promote new professions – social worker, vocational therapis;t
· To promote Multidisciplinary Team (MDT) work; 
· To provide professional education for health care managers and administration;

· To support the referral system development and fluent communication between different levels of care;
· To identify and define responsibilities of different stakeholders and sectors;

· To ensure inter-sectoral  planning, good referral and experience sharing;
· to promote research, cross-country fertilization and exchange programs.
5. Recognize the experience and knowledge of service users and carers as an important basis for planning and developing mental health services
· To promote users and family members involvement in important activities, e.g. monitoring, service designing and evaluation;
· To promote development of self-help and self-advocacy organizations and clubs
· To involve meaningfully of people with mental disabilities and their families in setting priorities, developing legislation and action plans, and creating methods of monitoring their progress; 
· To design programs for developing caring and coping skills and competencies of families and carers.
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G. Appendices
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Appendix 1
Study of inhuman and degrading treatment towards the patients 
Aggression expressed towards patients
According to the patients, the doctors generally address them by you (officially) (73.3%); according to 33.1% - by you (unofficially), and according to 4.4% - impersonally, by the surname. 

From the patients’ interrogation it is apparent that the staff often shouts at them and addresses them by with disrespectful words (verbal insult) (22.2%). Physical intervention, pushing or slapping is more seldom (8, 9%), also 8, 8% reports about beating/ fixing. According to the patients, these measures are frequently performed by orderlies (28.9%) and nurses (6.7%). 

The staff members’ data are different, 84.6% consider that aggression towards the patients (shouting, threatening, beating, disrespectful words) does not take place; only 3.8% of the personnel reported about shouting and disrespectful words. According to 4 of them, aggression takes place from orderlies and only one mentioned this kind of behavior from a nurse (see Table 1). 

 Table 1. Aggression and disrespect expressed from staff % 

	
	Patients
	Medical staff

	Disrespectful words (verbal insult)
	4.4
	0

	Disrespectful words (verbal insult) and shouting
	22.2
	3.8

	Threatening
	6.7
	0

	Pushing, slapping
	8.9
	0

	Physical intervention (beating, fixation)
	8.9
	0


Response to the special circumstances

According to the patients, the behavior such as theft, alcohol abuse, leaving the hospital causes their isolation (42.2%) or physical restriction (42.2%) from the staff. In the patients’ opinion, shouting and injections are rarely used in this case. Explanation is also rarely used (9.1%). (See graph 1). 
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Pic. 1. Response to the special circumstances 
The facts of extreme excitation and aggression expressed from patients
The staff as well as the patients point out that the facts of extreme excitation and aggression from the patients are frequent; 71.1% of the patients and much greater amount of doctors 96.2% confirms this fact. According to the patients, in such situation physical restriction (48.9%) and isolation (40.0%) are mainly used. 

According to the patients and staff, restriction is generally ordered by a medical doctor (42.2% of the patients; 46.3% of the staff) and/or by the head of the department (7.8% of the patients; 26.9% of the staff). According to the patients, restriction lasts for maximum 9 hours, and according to the doctors – for twenty-four hours. Decision about interruption of physical restriction is also made by a medical doctor (31.1% of the patients); 61.5% of the staff) and/or by the head of the department (17.8% of the patients; 46.5% of the staff). 

Restrictions in response to patients’ aggression
According to the patients as well as the staff members, physical restriction generally takes place in the a special room (31.1% of the patients; 46.2% of the staff) and in the ward (24.4% of the patients; 26.9% of the staff); 4.4% of the patients  and 0% of the staff point out about physical restriction taking place in the corridors. 

According to 38.5% of the staff, they have undergone professional training (special training) on utilization of physical restriction methods; 57.7% of the personnel refuse the given fact, which is very remarkable. According to the most part of the staff, training on methods of physical restriction was conducted by the head of the department, others point out at doctors, administration, instruction and the chief physician (3.8% each).

Half of the patients state that they can use toilets at the time of restriction .According to 42.3% of the staff; it is allowed to use toilets at the time of restriction/isolation. Equal amount of staff members agrees to and refuses the fact that the institution has an isolated ward (46.2%-46.2%).  

According to the staff and the patients, during physical restriction in response to patients’ excitation and aggression, cloth straps are more frequently used (77.8% of the patients; 61.5% of the staff). One patient point out about utilization of handcuffs and one – about leather belts (see graph 3). 

Graph 3 Restrictions in response to patients’ aggression
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According to explanation of 37.8% of the patients, during physical restriction, communication with other people is restricted too. The same is reported from 30.8% of the staff. According to the patients, contact with doctors and nurses at the given period is restricted least of all (35.6%) and contact with other patients (2.2%) – most of all. 11.8% of the staff points out that during the given period it’s allowed to contact with orderlies and other patients without limitation, and according to 3.8% – with a doctor and a nurse. The rest of them refrained from the answer. 

As the patients (33.3%) pointed out physical restriction had been used several days before the inquiry. This fact is confirmed by the staff too - 7.7%. According to the majority of the patients as well as the staff (60%), during the last year these kinds of restrictions were not used; 

The majority of the patients points that during physical restriction of a patient, they have not heard about the patient’s physical injury (64.4%), and 6.7% confirms this fact. 57.7% of medical personnel has not heard about the patient’s physical injury while restriction, and 3.8% confirms the given fact, 46, 7% of the patients also have not heard about unfairness of restriction from the other patients. The same is confirmed by 42.3% of the staff and 32.8% have heard complaints concerning injustice of restriction from the other patients... 

34.6% of the staff mentioned that the staff was not admitted during the utilization of restriction/isolation. 3.8% confirms the facts about injuries. 

According to 44.4% of the patients, compulsory restriction is not used as a punishment and according to 24.4% - it is used as a punishment. Considerably larger amount of staff points out that compulsory restriction is not used as a punishment (65.4%) and 38% confirms this fact. 

As the patients report, in order to control their aggression, neuroleptic preparations are also often used in the form of injection. The patients note that these preparations are mainly prescribed by a medical doctor (37.8%); the head of the department holds the second place (15.6%), and a doctor on duty (13.3%) and a nurse (2.2%) follow them. According to the staff, medicines are prescribed by a medical doctor (34.6%), a doctor on duty (19.2%) and lastly by the head of department or a nurse (7.7%-7.7 %). 

According to the absolute majority of the staff, the medicines cannot be used without doctor’s prescription (96.2%). 

According to 53.3% of the patients, medicines (painful injections) are not used as a punishment and according to 28.9% they are used per se. The absolute majority of the staff refuses that painful injections are used as a certain form of punishment (96.2%). 

· Methods used when the patients refuse to take medicines 

As the graph 3 shows, in response to rejection of taking drugs, the doctors mainly use verbal persuasion without psychological pressure, which is indicated more by the staff than the patients. Verbal persuasion with psychological pressure holds the next place. 15.6% of the patients as well as 11.5% of the staff confirm utilization of physical force. 

· Graph 3. Methods used when the patients refuse to take medicines %

	
	
	Patients
	Staff

	1
	Verbal persuasion without psychological pressure
	51.1
	69.2

	2
	Verbal persuasion with psychological pressure (shouting, restriction of the rights or beating threat, offering “baits”)
	28.9
	30.8

	3
	 Use of the physical force at the time of taking medicines (holding hands and opening mouth by force, holding during injection and etc.)
	15.6
	11.5

	4. 
	Others 
	2.2
	


Response of the staff to aggression expressed among the patients
According to the patients, during the conflict among the patients, the staff intervenes in the situation and relieves the tension (51%). According to about 20% of the respondents, the staff in fact does not intervene in the given situation (see graph 3). 
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Graph 3. Response of the staff to aggression expressed among the patients
According to 61.5% of the personnel, the medical staff security is not provided; according to 30.8% - it is provided. The majority of the staff reports about the possibility of telephone (mobile) use in case of need. 

The deep interview
The patients often mention that they do not know what medicines they take, how long they will stay in the hospital; many of them asked us to help them in discharge from the hospital;

Sometimes the patients complain that they have to perform hard work in the unit;

They expressed their desire to organize sports grounds;

The patients mentioned that food is specially cooked when guests arrive, on other days they have  mainly borsch and macaroni;                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                         

The patients complain about fleas; 

Men-patients are bathed once in two weeks;

The patients are warned not to say anything to the commission;

The patients are threatened to be beaten or fixed in case they protest something;

The patients worry that they are poorly dressed, they have no warm clothes and therefore they are cold in winter;

The patients expressed their desire to have hot water and cleaner surroundings.
The staff demands salary rise and improving the working conditions (repairing, equipment, heating);

Nurses reported that they lack for personnel looking after the patients;
The staff expressed the desire of getting contemporary information and being educated;
The staff wishes the telephones to be installed in the units.

Appendix 2

Psychiatric service from your point of view
The aim of the given inquiry was to study attitude of psychiatric patients towards staff and services provided in the psychiatric hospital. 

The inquiry was conducted by means of specially elaborated questionnaire (appendix 2), which consisted of 9 close and 3 open questions. 76 patients from Asatiani clinic, 35 patients from Batumi and 57 patients from Qutiri hospitals participated in the inquiry. Among them 32.9% are women and 67.1% - men. Average age of the respondents - 43 years (SD=12.72; minimal age - 15 years, maximal -70 years). 

Living conditions: 

The majority of the respondents live with families (58.7%), 25, 3% - live alone, 8% - with a spouse and the rest 8 % - do not specify (see graph 1) 
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Graph 1 Living conditions

Average illness duration after consulting a psychiatrist at the first time equals to 12 years (SD=14.85; minimal duration - 1 week, maximum duration - 41 years). 

Evaluation according to the questions 

The respondents were evaluating the psychiatric hospital staff and the service quality. The evaluations according to questions are given below.

1. I have been politely treated by the staff in the psychiatric hospital 
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2. The staffs in the psychiatric hospital has the necessary competence
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3. I have been met with respect by the hospital staff 
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4. The psychiatric care I have received has satisfied my need of help and support
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5. I have had influence over the planning of my care
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6. The psychiatric care is accessible
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7. The care I have got has been right for me; I have been treated in the hospital when I needed that
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8. When I needed help and care from different psychiatric services their co-operation has functioned well
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9. The care I have got has helped me to cope better in my daily life
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Most of all the respondents do not like: 

The facts of restriction (fixation), beating, rude treatment, injections 

Nutrition and lack of nutrition
Dirtiness, insanitariness
Most of all the respondents like: 

Availability of medicines, improvement of their state
The doctors’ assistance, support, attention, proper treatment
The respondents would improve
Cleanness, nutrition, heating, conditions, everything 

Chart 1. Evaluations according to questions %

	Standings 
	Completely agree
	Partially agree
	Partially disagree
	Completely disagree 

	Q1
	57.9
	26.3
	13.2
	2.6

	Q2
	52.6
	23.7
	14.5
	3.2

	Q3
	56.6
	18.4
	13.2
	11.8

	Q4
	49.3
	28.0
	9.3
	13.3

	Q5
	31.1
	12.2
	17.6
	39.2

	Q6
	62.7
	18.7
	8.0
	10.7

	Q7
	39.5
	16.2
	13.5
	10.8

	Q8
	55.6
	29.4
	3.2
	15.9

	Q9 
	47.8
	29.0
	10.1
	13.1


Chart 2. Evaluations according to hospitals in %

	
	Asatiani
	Batumi
	Qutiri

	questions 
	1
	2
	3
	4
	1
	2
	3
	4
	1
	2
	3
	4

	Q1
	58
	26
	13
	3
	72
	21
	3
	3
	70
	26
	2
	2

	Q2
	53
	24
	15
	3
	63
	31
	3
	3
	53
	40
	4
	3

	Q3
	57
	18
	13
	12
	63
	21
	11
	3
	70
	26
	-
	3

	Q4
	49
	28
	9
	13
	69
	21
	-
	9
	44
	41
	9
	6

	Q5
	31
	12
	18
	39
	26
	21
	12
	40
	11
	21
	31
	38

	Q6
	63
	19
	8
	11
	85
	15
	-
	-
	80
	12
	2
	6

	Q7
	40
	16
	14
	11
	68
	20
	6
	6
	41
	22
	20
	16

	Q8
	56
	29
	3
	16
	46
	31
	8
	15
	26
	31
	23
	15

	Q9 
	48
	29
	10
	13
	32
	38
	12
	18
	41
	26
	15
	17


1. Completely agree
2. Partially agree
3. Partially disagree
4. Completely disagree
Appendix 3
The Psychiatric Services in Your Point of View

	Decide on the statement as follow and choose the alternative that correspond best to your opinion. The alternatives are at the reply card that you have in front of you. You will have an opportunity to give your personal comments.



	1. I have been politely treated by the staff in the Psychiatric Services

	Totally agree
	Partly agree
	Partly disagree
	Totally disagree

	
	
	
	

	2. The staff in the Psychiatric Services have the necessary competence (skills and education) to give the support I need



	Totally agree
	Partly agree
	Partly disagree
	Totally disagree

	
	
	
	

	3. I have been met with respect by the staff 



	Totally agree
	Partly agree
	Partly disagree
	Totally disagree

	
	
	
	

	4. The care I have received has satisfied my need of help and support 

	Totally agree
	Partly agree
	Partly disagree
	Totally disagree

	
	
	
	

	5. I have had influence over the planning of my care



	Totally agree
	Partly agree
	Partly disagree
	Totally disagree

	
	
	
	

	6. The psychiatric care is accessible, I have been helped without waiting     unnecessarily 



	Totally agree
	Partly agree
	Partly disagree
	Totally disagree

	
	
	
	

	7. The care I have got has been right for me, I have been treated in the hospital when I needed 

	Totally agree
	Partly agree
	Partly disagree
	Totally disagree

	
	
	
	

	8. When I needed help and care from different psychiatric services their cooperation has functioned well

	Totally agree
	Partly agree
	Partly disagree
	Totally disagree

	
	
	
	

	9. The care I have got has helped me to cope better in my daily life

	Totally agree
	Partly agree
	Partly disagree
	Totally disagree


Comments and opinions on the psychiatric care

Describe what you have valued most concerning the care you have received

… … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … 

Describe what you have valued least or is negative concerning the care you have received

… … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … … 
Thank you
Appendix 4 
The monitoring of human rights and practices in the psychiatric institutions
Interview with a doctor
Date _________________________

Monitor _________________________

The name and surname of a doctor _________________________________

The full name of the institution ___________________________________

The district which the hospital serves -------------------------------------------------------

The number of the department /women unit/men unit _________

General interview
1. General organizational issues
1.1. How many patients do you supervise (how many patients are you in charge of)? __________________

1.2. What are special difficulties of your job? (encircle a correspondent answer)

1.  Physical conditions (salary, working conditions, transport)  

2.  Availability of medicines
3.  Availability of special examinations  

4.  Amount of staff and professional training           

5.  Others (please, specify) ---------------------------------------

1.3. How much possibility do you have to perform the following activities? (Write + in the squares corresponding to the selected activity)  

	
	Activity
	+ 

	1
	Raise qualification
	

	2
	Specialization
	

	3
	Familiarization with contemporary literature
	

	4
	Internet use
	

	5
	Other possibilities, please, specify - - - - - - - - - - -  
	


1.4 Is physical security provided (Write “+” in the square corresponding to the selected activity)

	
	
	+ 

	1
	Signal alarm ring
	

	2
	Cell phone
	

	3
	Door locks
	


2. The patients’ social and living conditions 
2.1. Nutrition – everyday norm of appropriation for nutrition (sum of money that goes into common pot calculated for one person), an organized eaten amount of food during a day, caloric content of food and its quality, canteen organization
--------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

2.2. Is it possible to take food or drink at the time un-provided by the schedule?
1. Yes                                2. No
2.3. Is there a possibility of special nutrition if a patient’s health state requires it?
1. No

2. Yes (please, specify) ____________________________________

2.4. Do you have possibility to practise hygiene by the following means?  

	
	
	+

	
	Sanitary unit
	

	
	Washbasin (please, write down the number of them and how many patients they can serve)
	

	
	Shower room (please, write down the number of them and how many patients they can serve)
	

	
	Heating system
	

	
	Hot water 
	

	
	Soap
	

	
	Tooth brush
	

	
	Hygienic packs
	

	
	Toilet paper
	

	
	Warm clothes
	

	
	Blankets
	


2.5. Are the following means available? (Write + to the selected answers)  

	
	
	+
	Frequency per week

	1
	Possibility to shave
	
	

	2
	Possibility of haircut
	
	

	3
	Possibility of changing bed linen
	
	

	4
	Towels
	
	

	5
	Laundry
	
	

	6
	Possibility for ventilation the wards
	
	

	7
	Bathhouse
	
	


3. Medical service

3.1. Is there a possibility of supplying with basic and specific medicines?
     1. Yes                                     2. No

3.2. Is there a possibility for other forms of treatment apart from drug therapy?
1. Yes                                     2. No
3.3. In case of leponex, lithium use, do you control blood index (leukocytes, granulocytes)? 

1. Yes                                 2. No
3.4. How often do the chronic patients undergo health state check?  

1. During the period less than a month
2. Once a month

3. Once in 2-3 months

4. Once in 6 month
5. Once a year

6. Others (please, specify)----------------------------------------------------------------

3.5. What kind of clinical and laboratory examinations are provided?  -------------------------------------------------------------------------------------------

      ---------------------------------------------------------------------------------------------------------------------

3.6. Is there a possibility:

	
	
	+
	How long (for how many days) do you need to wait to get the service  

	1
	To consult a doctor of another specialty (gynaecologist, infectiologist, oncologist) 
	
	

	2
	To get medical aid in general hospital 
	
	

	3
	To provide treatment to chronic patients with somatic illnesses in the hospital (special treatment, consultation with a specialist, tests, examination)
	
	

	4
	Stomatological service
	
	

	5
	Is there a dentist in the institution
	
	


Note: ---------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------------------------- 

4. Inner regulations

4.1. Does the regulation exist?

1. Yes


2. No
If yes:

4.2. What does it regulate? 

-----------------------------------------------------------------------------------------------------------------  -----------------------------------------------------------------------------------------------------------

4.3. Who affirmed the regulation and how?  ------------------------------------------

4.4. Who can make amendments? _______________________

4.5. Does the procedures of response to difficult circumstances exist (alcohol abuse, theft, expressing aggression, leaving hospital and etc)

         1. Yes                                        2. No

4.6. Does the procedure of use compulsory measures exist (Security instruction)
        1. Yes                                        2. No

4.7. Is the regulation available? 

a. For patients                     1. Yes     2. No
b. For staff                        1. Yes  2. No
4.8. Is there a notice board (common, in the units)

         1. Yes                                          2. No

Please, give us the possibility to be familiarized with regulation
Note: --------------------------------------------------------------------------------------------------------------

--------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

5. Medical documentation

5.1.  Which documents does it consist of

       1. 

         2.

         3. 

5.2. For whom the medical documentation is available (please, encircle)

1. A doctor

2. A patient

3. A patient’s relative / parent
4. A patient’s legal representative

5. Others -------------------------

5.3. Is it possible to make changes in it  

a. For a patient                          1. Yes        2. No
b. For a patient’s legal representative    1. Yes        2. No

Note: ---------------------------------------------------------------------------------------------------------------

-------------------------------------------------------------------------------------------------------------------------------

6.The patients’ hospitalization procedure
6.1. How do you apply, who brings a patient (please, encircle the corresponding answer)

1. Family member

2. A patient’s legal representative
3. By doctor's referral 

4. A patient himself/herself

5. Others----------------------------------------------------

6.2. Point out the number of patients undergoing voluntary treatment  __----------------

6.3. Point out the number of patients hospitalized with the consent of his/her legal representative _________

6.4. Point out the number of patients undergoing compulsory treatment  --------

6.5. Point out the number of patients undergoing involuntary treatment  -------------

6.6. Who and how do you inform about involuntary hospitalization?

       -----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

6.7. Does a patient have possibility to lodge an appeal concerning his/her involuntary hospitalization? 

           1. Yes (go to the question 6.8)                  2. No

6.8. Where ---------------------------------------------- 

6.9. Who informs him/her about this?------------------------------------------

Note: ---------------------------------------------------------------------------------------------------------------

-------------------------------------------------------------------------------------------------------------------------------

7. Compulsory labor
7.1 Do the patients work for the hospital needs

1. Yes (go to the question 7.2)                2. No

7.2 Do they get a compensation for this work?

1. Yes                                    2. No

7.3. Is the labor used as a form of punishment?

1. Yes                                    2. No

       7.4 Do the patients work for the staff needs?

1. Yes                                    2. No

7.5. Describe, what kind of work do the patients perform
8. Right to lodge a complaint
8.1 The mechanism of lodging an appeal 

Who can lodge an appeal ------------------------------------------------------------ 

To whom -------------------------------------------------------------------------------------

Where --------------------------------------------------------------------------------------------

8.2 Does a patient receive the answer to his/her appeal in the written form? 

        1. Yes                               2. No
8.3 Are there any terms set for the answer to a patient’s appeal?  

       1. Yes                               2. No
8.4 Does a patient know about this?

       1. Yes                               2. No
8.5 Does the institution help the patient to lodge an appeal to the superior instance? (How many cases of a patient’s appeal to the superior instance were fixed during the last year?)

       1. Yes (Please, specify) ---------------------------------------                              

       2. No
8.6 In case of violation of patient’s rights by other doctor, have you tried to protect the rights of this patient? 

        1. Yes (where?) --------------------------------------------------------------                              

        2. No 

8.7 What organizations are involved in the process of appeal?   

1. Groups of relatives

2. NGOs
3. Religious groups 

4. Others (please, specify)

Note: 

--------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

9. Communication with the outer world

 9.1 Does a patient have the possibility to perform the following activities:
	
	
	+
	Who regulates

	1
	Possibility of free movement within the territory of the department and hospital 
	
	

	2
	Go for a walk
	
	

	3
	Go out into the city
	
	

	4
	The right to visit acquaintances
	
	

	5
	The right to meet relatives
	
	

	6
	To meet visitors in a separate room
	
	

	7
	The right of a day off
	
	

	8
	To use telephone
	
	

	9
	To use mail
	
	

	10
	To watch television
	
	

	11
	To listen to the radio
	
	

	12
	To read the press
	
	


9.2 Do the ”supervisor” organizations work in the hospital? 

1. No 

2. Yes, sometimes
3. Yes, systematically 
9.3 Where are the patient’s shoes and overclothes kept?

              --------------------------------------------------------------------------------------------------------------

9.4 Where are the patient’s documents kept?  -----------------------------------------------
-------------------------------------------------------------------------------------------------------------

10. Right of property

10.1 Does a patient have: 

	
	
	Yes
	No

	1
	A place to keep his/her belongings (a shelf, a drawer, a bedside table) 
	
	

	2
	His/her own money (old-age or disability pension)
	
	

	3
	Cash benefit
	
	

	4
	Do the patients have possibility for  disposal of their property 
	
	

	5
	Do the patients have possibility for  disposal of their money
	
	


10.2    Does the staff discuss issues concerning the patients and their families in presence of the other patients?

1. Yes                                    2. No
10.3 Can the patients communicate with visitors or talk on the telephone without witnesses?

1. Yes                                    2. No
10.4 Does anyone from the staff read the letters written or received by the patients?

1. Yes                                    2. No
10.5   Are the examinations provided in the presence of the other people?

1 Yes                                    2. No
10.6 Hygienic procedures are carried out
1.  Behind the screen                              2. Publicly
10.7 What steps does the institution make in case of a patient’s pregnancy? 

--------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

10.8 What kinds of problems does a patient meet because of insufficient privacy?
--------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

11 Right to get information
11.1 Does a patient know 
	
	
	 Yes
	No 

	1
	Why is he/she hospitalized
	
	

	2
	What illness does he/she have
	
	

	3
	What medicines does he/she take
	
	

	4
	About the medical prognosis of his/her disorder
	
	

	5
	About side effects of  the medication
	
	

	6
	Duration of his/her stay in the hospital 
	
	

	7
	About his/her own rights
	
	


11.2. Who gives him/her the appropriate information about it and how?

1. A doctor

2. A nurse

3. Others (Please, specify) ______________________________

12 Discrimination prohibition

12.1 Are there cases of unjust treatment / attitude from the staff or other patients towards those who:  

	Does not have money 
	+

	Belongs to ethnical minorities
	

	Belongs to religious minorities
	

	Because of sex
	

	Because of age
	

	Because of low social origin
	

	Others (please, specify)-------------------------------------------
	


12.2 In case of a relative’s financial support, is it possible to improve the patient’s living conditions or treatment? (change the ward, special care)

                  1. Yes






2. No
12.3 Does the staff have “assistants” among the patients? 

        1. Yes






2. No
12.4 Do the “assistant” patients have any privileges?
                1. Yes






2. No
12.5 Does a patient come across to any kind of negative experience because of his/her age?

        1. Yes






2. No
12.6 Are there patients who do not speak Georgian? 

1. Yes  (Go to 13.9) 

2. No

3. It’s difficult for me to answer
12.7 How do they communicate with others? 

--------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

13. Inhuman and degrading treatment
13.1. Are any facts of the patients’ aggression registered? 

       1. Yes






2. No
13.2. What kind of physical restrictions are used? (professional training of the staff, was the staff specially trained on use of physical restriction)
--------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

13.3. Who decides the restrictions?

1. A medical doctor

2. A doctor on duty

3. Head of the department
4. Others

13.4. How long does physical restriction/isolation last? -----------

13.5. What instruments are used to cope with a patient’s aggression? (Remember, when they were used, or?)

	
	
	+

	1
	Special traitjacket
	

	2
	Leather belts
	

	3
	Cloth straps
	

	4
	Others (describe) _____
	


13.6. Who makes a decision about its interruption?  ----------------

13.7.  Does the institution have an isolated ward? 

  1. Yes                                     2. No
13.8. Is it allowed to use toilets during the restriction/isolation? 

   1. Yes                                     2. No
13.9. What kind of contacts with other people are allowed during the restriction/isolation? -----------------------------------------------------------------------------

13.10. Was any patient injured at the time of restriction/isolation? 

1. No                                     

2. Yes (Please, describe) ---------------------------------------------------------------------

13.11. Have the patients complained about injustice because of limitation of their freedom or/and physical restriction? Describe such case
1. Yes                                      2. No 

13.12. Was the compulsory restriction used as a punishment? 

1. Yes                                      2. No 

13.13. What kinds of chemical preparation are used in order to control a patient’s aggression? What is the dosage?   

	
	Chemical preparation
	Dosage

	1
	
	

	2
	
	

	3
	
	

	4
	
	

	5
	
	

	6
	
	


13.14. Who decides to prescribe the preparation and in what case? 

--------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
13.15. Do they use medicines without a doctor’s prescription?

        1. Yes                                         2. No
13.16. Are the medicines (painful injections) used as the form of punishment?
        1. Yes                                          2. No

13.17. What is the reaction of the staff when a patient rejects the treatment recommended by them? (write + to the corresponding answer)

	
	
	+

	1
	Verbal persuasion without psychological pressure
	

	2
	Verbal persuasion, psychological pressure (threatening, offering “baits”, etc.)
	

	3
	 Utilization of force while taking medicines
	


14.  Freedom of the belief

14.1        Do the clergymen visit the hospital?

        1. Yes                                        2. No

14. 2    Are there people of deferent believes in the hospital?    

    1. Yes (Go to 15.3)                         2. No (Go to 15.4)

14.3.    Can they freely believe in their religion?

    1. Yes                                        2. No

14.4 Have there been cases of compulsory participation in religious ceremonies?

  1. Yes                                        2. No

15. General evaluation

15.1 What would you like to change?

--------------------------------------------------------------------------------------------------------------------

Note:

--------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

Appendix 5
The monitoring of human rights and practices in psychiatric institutions
Interview with a patient 
Instruction: . . . . . . . . . . .  Please, answer sincerely on the questions below.  

Thank you in advance for cooperation.  

1. Date _________________________

2. Expert/monitor _________________________

3. A patient’s name and surname (if he/she agrees) ______________________________

4. The full name of the institution _________________________________

                        Inhuman and degrading treatment
1.1. How do the hospital workers address you?           

	1. By you (officially)

	2. By you (unofficially),

	3. Impersonally, by the surname

	4. According to your wish

5. Other (please, write down)--------------------------------------------- 


1.2. As a rule, how do they response to difficult circumstances (alcohol abuse, theft, expressing aggression, leaving hospital and etc.) (encircle all possible answers)

	1. Isolation  

	2. Explanation

	3. Physical restriction

	4. Injection

	5. Verbal insult

	6. Physical insult

	7. Others


1.3. Are there facts of extreme excitation and aggression expressed by other patients? 

       1. Yes, frequently

       2. Rarely

       3. No

1.4. As a rule, what kind of compulsory procedures or restrictions are used in these cases? Mark with ”+”                 

	1. Isolation
	+

	2. Explanation
	

	3. Physical restriction
	

	4. Injection
	

	5. Verbal insult
	

	6. Physical insult
	

	7. Others
	


1.5. Have you met the following forms of aggression and disrespect from the staff (orderlies, nurses, doctors: (encircle all possible answers) 

1. Disrespectful words

2. Disrespectful words and shouting

3. Threat

4. Pushing, slapping

5. Physical pressure (beating, fixation)

6. Others

1.6. If yes, from whom mainly? (Encircle all possible answers)
         1. From a doctor

         2. From a nurse 

         3. From an orderly 

         4. Others (Please, write down) -----------------------------------------------------

1.7. At the time of aggression and excitation, what kind of physical restrictions are used? (Mark with ”+” all possible answers) 

	
	+

	1. Wrist fixation
	

	2. Fixation of hands and legs
	

	3. Locking in the special isolated room
	

	4. Other compulsory measures (Please, specify)
	


1.8. Who affirms these restrictions? 

1. The head of the department

2. A medical doctor

3 A nurse on duty

4 An orderly

5. Others (Please, specify) --------------------------------------------

1.9   How long does the physical restriction/ isolation usually last? 

   
Maximum time ----------

   
Minimum time ----------

1. 10 What instruments/things are used during a patient’s physical restriction? 

	
	
	+

	1
	Handcuffs
	

	2
	Leather belts
	

	3
	Cloth straps
	

	4
	Others (describe)
	


1. 11 Please, remember when was the physical restriction/isolation used in your unit last?

1. Several days ago

2. 1-2- weeks ago

3. 1 A month ago

4. During the last 6 months 

5. From 6 month to a year 

6. Earlier

7. I don’t remember

1.12 During the last year was these restrictions used on you personally?  Were you the victim of this restriction and compulsion during the last year?

       1. Yes





2. No

1.13 Who makes decision about interruption of physical restriction?  

    1. The head of the department

    2. A medical doctor

3 A nurse 

4 An orderly

1.14. Where does the patients’ physical restriction take place?

1. In the ward

2. In the special room

3. In the corridor

4. Other places (Please, specify) _______________________________

1.15.  Does the institution have an isolated ward where the excited patients are placed? 

  1. Yes                                     2. No

1.16 Can you use toilets during restriction/ isolation? 

   1. Yes                                      2. No

1.17 Are contacts with other people limited during the restriction/isolation? 

           1.Yes (( 1.18)                             2. No ((1.19)

1.18. If “yes” – who are you allowed to have contact with during restriction/isolation? 

1. With doctors and nurses

2. With orderlies

   3. With other patients who are not restricted 

4. Only with part of the patients

5. With relatives

6. With others (Please, specify) ____________________________

1.19 Have you heard that the patient was injured during the restriction/isolation? 

1. No                                     

2. Yes (Please, describe) ---------------------------------------------------------------------

1.20   What kind of psychological trauma have you received because of the mentioned above compulsory measures?     How can you describe what you have felt?  

Describe: ...................................................................................................................................................................................
1.21 Have the patients complained about injustice because of limitation of their freedom or/and physical restriction? 
        1. Yes                                      2. No

1.22 If ”yes” – describe such case (to whom, what was the result)

…………………
1.23 Has the compulsory restriction been used as a punishment? 

1. Yes                                       2. No

1.24 Has any staff member been injured at the time of restriction/isolation? 

1. No                                   

2. Yes (Please, describe) ------------------------------

1.25 Can you say what kinds of chemicals/medicines are used in order to control a patient’s aggression? Do you know what the dosage is?   

	
	Chemicals/drugs 
	Dosage 

	1
	
	

	2
	
	

	3
	
	

	4
	
	

	5
	
	

	6
	
	


1.26 Who prescribes these preparations? 

1. The head of the department

2.  A medical doctor

3.  A doctor on duty

4.           A nurse

5.  An orderly 

1.27 Are the medicines (painful injections) used as the form of punishment?

1. Yes                                        2. No

1.28 What is the reaction of the staff when a patient rejects the treatment recommended by them? (Write + to the corresponding answer)

	
	
	+

	1
	Verbal persuasion without psychological pressure
	

	2
	Verbal persuasion -psychological pressure (threatening, offering “baits”, etc.)
	

	3
	 Utilization of force while taking medicines (holding hands and opening the mouth by force, holding during the injection and etc.)
	

	4. 
	Others
	


1.29 How does the staff react if the other patients express aggression towards you?

1. Intervenes and relieves the situation

2. Intervenes when the situation is too aggravated

3. Factually does not intervene 

4. Uses force

5. Uses medications

6. Transfers the patient from the unit

7. Other   ..........................................................
Note: ____________________________

Appendix 6
Global Initiative on Psychiatry- Tbilisi

Situation Appraisal in Mental Heath Sector from new

National program of hospital sector restructuring
“100 New Hospitals”
statement 
The government recently (January 2007) presented to the society a famous “100 hospitals plan”
. The plan is modern as declares the need for integrated services and considers the closing down the old psychiatric  hospitals and opening acute treatment psychiatric wards in multi-profile clinics; also some long-term residential houses for those who require prolonged hospitalization due to severe condition. 

This program has been already approved by the government and investors are starting to build new hospitals. There are numerous flows and risks that are not broadly and professionally discussed, but the main fault is that this plan again accentuates the hospital sector  without considering the establishment of community integrated services and chain of differentiated care.
 In this short statement GIP-Tbilisi tries to attract the attention of partners and stakeholders to the treats and risks of the program as to the positive sides of the reform. We believe that at this stage the well-considered and targeted intervention could ameliorated the risks and ensure effective implementation of the program.

Goal of this state program is to transfer ownership of all state-owned, privately administered hospitals in Tbilisi and the regions to the private sector by means of direct sale
.
The needs for the new plan listed in the document were as follows:
Excessive and obsolete medical infrastructure;

Inefficient financing model;

Inadequate regulation system;

Doctor – Patient - Society  -  dissatisfied with the current situation; 

Public consensus on necessity of radical change;

The plan states the new directions in health care sector:
· New hospital and PHC infrastructure;

· Competent human resources (academic education, CME and CPT);

· Proper regulatory environment and enforcement;

· New financing model, including gradual transfer to the insurance scheme;

The Capacity of Hospital Service Provision in Georgia will be

100 new hospitals with 7800 hospital beds;

     - 77 hospitals in all districts;

     - 23 hospitals in Tbilisi; 

780  beds will be concentrated in 44 (15 and 25 beds) neighborhood hospitals; 7020 beds in 56     (50, 100 and more beds) hospitals.

Number of beds in psychiatry envisaged 
Psychiatry and long – term care 1465.
Main principals of Hospital Sector development Program are
- Integration of mono-profile service provision (psychiatry, oncology, obstetrics/gynecology, pediatric service, TB, etc) into Multi-profile hospitals; 

- Stimulating private clinics currently operational on rented spaces  by providing land in Digomi Cluster;

- Strictly defining the  rate of high tech beds - 14,7% of total;

     -  1150 countrywide; out of it - 744 in Tbilisi;
- Defining the space requirements per bed: 50 sq. m in 15 and 25 bed hospitals; 75 sq. m. in 50 and more bed hospitals;

The state program results will be 

100 new hospitals countrywide 

90% of population with access to hospital services within 30 minutes of reach;

 High quality health services;

  Improved health of the population.
Some experts raised the questions and concerns regarding the program. Transparency International Georgia
 report emphasizes some key concerns regarding the tendency of the privatization program to reward investor focus on numbers—quantity of new facilities and hospital beds, speed of completion of new construction, etc.— at the expense of guarantees of quality; and also on the sustainability of the new hospitals and investors’ commitment to providing healthcare services in the long-term future.

If we will examine the program from the mental health perspective, we will find important benefits fro the sector:
· Modern

· Integrated services - not separated any more (acute treatment) 

· Some long-term small residential houses established 

· Conditions significantly improved

· Closing down the old psychiatric hospitals

· Stigma –overcoming

But still the process gives way to certain worries, especially in the transitional period

· PMD – extremely vulnerable group, often pure and marginalized
· The MH problems are not purely medical - all domains are affected: somatic, psychological, social, etc.

· there are no thoughtful consideration of risks in the program
· Too radical change is taking place– system not prepared 
· The main problem is the accentuating the hospital sector without considering an establishment of community-integrated services and chain of differentiated care

Our aim is to develop and lobby the balanced care model, when
- Hospital and community services are integral components of the spectrum of services essential to any public health treatment system

- All aspects of care from hospitalization, case management and crisis intervention to day treatment and supportive living arrangements are incorporated
- Responsibility of government towards the vulnerable groups is emphasized
Threats that are real at this stage are 

· Risk of interrupted care delivery – fragmented services, many left unattended 
· The same “content” in the new buildings: same personnel, same relationships, attitude, quality of care, practices 

· Market driven concept

In many countries such shift is called a “New industry” with preoccupation in the cost of health, , conflict between medicine, whose expertise is in the quality of health and industry, whose expertise is in business and profit
. To regulate this new industry the role of government must increase as relevant legislation and policies are required to balance the new triangle: Consumers of care (patients) – Providers (health professionals) – Payers (insurance companies, government).
For ensuring the affordability and accessibility of medical services, need to “keep an eye” on the reform and close involvement in the processes – ensuring quality of care and patients rights fulfillment – is requires.
A successful reform of the mental health care services would not be possible without putting in place all the safeguards for the protection of basic rights of people for whose full benefit these services should be designed.
N. Makhashvili, MD
May, 2007

Tbilisi
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Principles for the protection of persons with mental illness and the 
improvement of mental health care

Adopted by General Assembly resolution 46/119 of 17 December 1991


Application 

These Principles shall be applied without discrimination of any kind such as on grounds of disability, race, colour, sex, language, religion, political or other opinion, national, ethnic or social origin, legal or social status, age, property or birth. 

Definitions 

In these Principles: 

"Counsel" means a legal or other qualified representative; 

"Independent authority" means a competent and independent authority prescribed by domestic law; 

"Mental health care" includes analysis and diagnosis of a person's mental condition, and treatment, care and rehabilitation for a mental illness or suspected mental illness; 

"Mental health facility'' means any establishment, or any unit of an establishment, which as its primary function provides mental health care; 

"Mental health practitioner'' means a medical doctor, clinical psychologist, nurse, social worker or other appropriately trained and qualified person with specific skills relevant to mental health care; 

"Patient" means a person receiving mental health care and includes all persons who are admitted to a mental health facility; 

"Personal representative" means a person charged by law with the duty of representing a patient's interests in any specified respect or of exercising specified rights on the patient's behalf, and includes the parent or legal guardian of a minor unless otherwise provided by domestic law; 

"The review body" means the body established in accordance with Principle 17 to review the involuntary admission or retention of a patient in a mental health facility. 

General limitation clause 

The exercise of the rights set forth in these Principles may be subject only to such limitations as are prescribed by law and are necessary to protect the health or safety of the person concerned or of others, or otherwise to protect public safety, order, health or morals or the fundamental rights and freedoms of others. 

Principle 1 

Fundamental freedoms and basic rights 

1. All persons have the right to the best available mental health care, which shall be part of the health and social care system. 

2. All persons with a mental illness, or who are being treated as such persons, shall be treated with humanity and respect for the inherent dignity of the human person. 

3. All persons with a mental illness, or who are being treated as such persons, have the right to protection from economic, sexual and other forms of exploitation, physical or other abuse and degrading treatment. 

4. There shall be no discrimination on the grounds of mental illness. "Discrimination" means any distinction, exclusion or preference that has the effect of nullifying or impairing equal enjoyment of rights. Special measures solely to protect the rights, or secure the advancement, of persons with mental illness shall not be deemed to be discriminatory. Discrimination does not include any distinction, exclusion or preference undertaken in accordance with the provisions of these Principles and necessary to protect the human rights of a person with a mental illness or of other individuals. 

5. Every person with a mental illness shall have the right to exercise all civil, political, economic, social and cultural rights as recognized in the Universal Declaration of Human Rights, the International Covenant on Economic, Social and Cultural Rights, the International Covenant on Civil and Political Rights, and in other relevant instruments, such as the Declaration on the Rights of Disabled Persons and the Body of Principles for the Protection of All Persons under Any Form of Detention or Imprisonment. 

6. Any decision that, by reason of his or her mental illness, a person lacks legal capacity, and any decision that, in consequence of such incapacity, a personal representative shall be appointed, shall be made only after a fair hearing by an independent and impartial tribunal established by domestic law. The person whose capacity is at issue shall be entitled to be represented by a counsel. If the person whose capacity is at issue does not himself or herself secure such representation, it shall be made available without payment by that person to the extent that he or she does not have sufficient means to pay for it. The counsel shall not in the same proceedings represent a mental health facility or its personnel and shall not also represent a member of the family of the person whose capacity is at issue unless the tribunal is satisfied that there is no conflict of interest. Decisions regarding capacity and the need for a personal representative shall be reviewed at reasonable intervals prescribed by domestic law. The person whose capacity is at issue, his or her personal representative, if any, and any other interested person shall have the right to appeal to a higher court against any such decision. 

7. Where a court or other competent tribunal finds that a person with mental illness is unable to manage his or her own affairs, measures shall be taken, so far as is necessary and appropriate to that person's condition, to ensure the protection of his or her interest. 

Principle 2 

Protection of minors 

Special care should be given within the purposes of these Principles and within the context of domestic law relating to the protection of minors to protect the rights of minors, including, if necessary, the appointment of a personal representative other than a family member. 

Principle 3 

Life in the community 

Every person with a mental illness shall have the right to live and work, as far as possible, in the community. 

Principle 4 

Determination of mental illness 

1. A determination that a person has a mental illness shall be made in accordance with internationally accepted medical standards. 

2. A determination of mental illness shall never be made on the basis of political, economic or social status, or membership of a cultural, racial or religious group, or any other reason not directly relevant to mental health status. 

3. Family or professional conflict, or non-conformity with moral, social, cultural or political values or religious beliefs prevailing in a person's community, shall never be a determining factor in diagnosing mental illness. 

4. A background of past treatment or hospitalization as a patient shall not of itself justify any present or future determination of mental illness. 

5. No person or authority shall classify a person as having, or otherwise indicate that a person has, a mental illness except for purposes directly relating to mental illness or the consequences of mental illness. 

Principle 5 

Medical examination 

No person shall be compelled to undergo medical examination with a view to determining whether or not he or she has a mental illness except in accordance with a procedure authorized by domestic law. 

Principle 6 

Confidentiality 

The right of confidentiality of information concerning all persons to whom these Principles apply shall be respected. 

Principle 7 

Role of community and culture 

1. Every patient shall have the right to be treated and cared for, as far as possible, in the community in which he or she lives. 

2. Where treatment takes place in a mental health facility, a patient shall have the right, whenever possible, to be treated near his or her home or the home of his or her relatives or friends and shall have the right to return to the community as soon as possible. 

3. Every patient shall have the right to treatment suited to his or her cultural background. 

Principle 8 

Standards of care 

1. Every patient shall have the right to receive such health and social care as is appropriate to his or her health needs, and is entitled to care and treatment in accordance with the same standards as other ill persons. 

2. Every patient shall be protected from harm, including unjustified medication, abuse by other patients, staff or others or other acts causing mental distress or physical discomfort. 

Principle 9 

Treatment 

1. Every patient shall have the right to be treated in the least restrictive environment and with the least restrictive or intrusive treatment appropriate to the patient's health needs and the need to protect the physical safety of others. 

2. The treatment and care of every patient shall be based on an individually prescribed plan, discussed with the patient, reviewed regularly, revised as necessary and provided by qualified professional staff. 

3. Mental health care shall always be provided in accordance with applicable standards of ethics for mental health practitioners, including internationally accepted standards such as the Principles of Medical Ethics adopted by the United Nations General Assembly. Mental health knowledge and skills shall never be abused. 

4. The treatment of every patient shall be directed towards preserving and enhancing personal autonomy. 

Principle 10 

Medication 

1. Medication shall meet the best health needs of the patient, shall be given to a patient only for therapeutic or diagnostic purposes and shall never be administered as a punishment or for the convenience of others. Subject to the provisions of paragraph 15 of Principle 11, mental health practitioners shall only administer medication of known or demonstrated efficacy. 

2. All medication shall be prescribed by a mental health practitioner authorized by law and shall be recorded in the patient's records. 

Principle 11 

Consent to treatment 

1. No treatment shall be given to a patient without his or her informed consent, except as provided for in paragraphs 6, 7, 8, 13 and 15 below. 

2. Informed consent is consent obtained freely, without threats or improper inducements, after appropriate disclosure to the patient of adequate and understandable information in a form and language understood by the patient on: 

(a) The diagnostic assessment; 

(b) The purpose, method, Likely duration and expected benefit of the proposed treatment; 

(c) Alternative modes of treatment, including those less intrusive; and 

(d) Possible pain or discomfort, risks and side-effects of the proposed treatment. 

3. A patient may request the presence of a person or persons of the patient's choosing during the procedure for granting consent. 

4. A patient has the right to refuse or stop treatment, except as provided for in paragraphs 6, 7, 8, 13 and 15 below. The consequences of refusing or stopping treatment must be explained to the patient. 

5. A patient shall never be invited or induced to waive the right to informed consent. If the patient should seek to do so, it shall be explained to the patient that the treatment cannot be given without informed consent. 

6. Except as provided in paragraphs 7, 8, 12, 13, 14 and 15 below, a proposed plan of treatment may be given to a patient without a patient's informed consent if the following conditions are satisfied: 

(a) The patient is, at the relevant time, held as an involuntary patient; 

(b) An independent authority, having in its possession all relevant information, including the information specified in paragraph 2 above, is satisfied that, at the relevant time, the patient lacks the capacity to give or withhold informed consent to the proposed plan of treatment or, if domestic legislation so provides, that, having regard to the patient's own safety or the safety of others, the patient unreasonably withholds such consent; and 

(c) The independent authority is satisfied that the proposed plan of treatment is in the best interest of the patient's health needs. 

7. Paragraph 6 above does not apply to a patient with a personal representative empowered by law to consent to treatment for the patient; but, except as provided in paragraphs 12, 13, 14 and 15 below, treatment may be given to such a patient without his or her informed consent if the personal representative, having been given the information described in paragraph 2 above, consents on the patient's behalf. 

8. Except as provided in paragraphs 12, 13, 14 and 15 below, treatment may also be given to any patient without the patient's informed consent if a qualified mental health practitioner authorized by law determines that it is urgently necessary in order to prevent immediate or imminent harm to the patient or to other persons. Such treatment shall not be prolonged beyond the period that is strictly necessary for this purpose. 

9. Where any treatment is authorized without the patient's informed consent, every effort shall nevertheless be made to inform the patient about the nature of the treatment and any possible alternatives and to involve the patient as far as practicable in the development of the treatment plan. 

10. All treatment shall be immediately recorded in the patient's medical records, with an indication of whether involuntary or voluntary. 

11. Physical restraint or involuntary seclusion of a patient shall not be employed except in accordance with the officially approved procedures of the mental health facility and only when it is the only means available to prevent immediate or imminent harm to the patient or others. It shall not be prolonged beyond the period which is strictly necessary for this purpose. All instances of physical restraint or involuntary seclusion, the reasons for them and their nature and extent shall be recorded in the patient's medical record. A patient who is restrained or secluded shall be kept under humane conditions and be under the care and close and regular supervision of qualified members of the staff. A personal representative, if any and if relevant, shall be given prompt notice of any physical restraint or involuntary seclusion of the patient. 

12. Sterilization shall never be carried out as a treatment for mental illness. 

13. A major medical or surgical procedure may be carried out on a person with mental illness only where it is permitted by domestic law, where it is considered that it would best serve the health needs of the patient and where the patient gives informed consent, except that, where the patient is unable to give informed consent, the procedure shall be authorized only after independent review. 

14. Psychosurgery and other intrusive and irreversible treatments for mental illness shall never be carried out on a patient who is an involuntary patient in a mental health facility and, to the extent that domestic law permits them to be carried out, they may be carried out on any other patient only where the patient has given informed consent and an independent external body has satisfied itself that there is genuine informed consent and that the treatment best serves the health needs of the patient. 

15. Clinical trials and experimental treatment shall never be carried out on any patient without informed consent, except that a patient who is unable to give informed consent may be admitted to a clinical trial or given experimental treatment, but only with the approval of a competent, independent review body specifically constituted for this purpose. 

16. In the cases specified in paragraphs 6, 7, 8, 13, 14 and 15 above, the patient or his or her personal representative, or any interested person, shall have the right to appeal to a judicial or other independent authority concerning any treatment given to him or her. 

Principle 12 

Notice of rights 

1. A patient in a mental health facility shall be informed as soon as possible after admission, in a form and a language which the patient understands, of all his or her rights in accordance with these Principles and under domestic law, which information shall include an explanation of those rights and how to exercise them. 

2. If and for so long as a patient is unable to understand such information, the rights of the patient shall be communicated to the personal representative, if any and if appropriate, and to the person or persons best able to represent the patient's interests and willing to do so. 

3. A patient who has the necessary capacity has the right to nominate a person who should be informed on his or her behalf, as well as a person to represent his or her interests to the authorities of the facility. 

Principle 13 

Rights and conditions in mental health facilities 

1. Every patient in a mental health facility shall, in particular, have the right to full respect for his or her: 

(a) Recognition everywhere as a person before the law; 

(b) Privacy; 

(c) Freedom of communication, which includes freedom to communicate with other persons in the facility; freedom to send and receive uncensored private communications; freedom to receive, in private, visits from a counsel or personal representative and, at all reasonable times, from other visitors; and freedom of access to postal and telephone services and to newspapers, radio and television; 

(d) Freedom of religion or belief. 

2. The environment and living conditions in mental health facilities shall be as close as possible to those of the normal life of persons of similar age and in particular shall include: 

(a) Facilities for recreational and leisure activities; 

(b) Facilities for education; 

(c) Facilities to purchase or receive items for daily living, recreation and communication; 

(d) Facilities, and encouragement to use such facilities, for a patient's engagement in active occupation suited to his or her social and cultural background, and for appropriate vocational rehabilitation measures to promote reintegration in the community. These measures should include vocational guidance, vocational training and placement services to enable patients to secure or retain employment in the community. 

3. In no circumstances shall a patient be subject to forced labour. Within the limits compatible with the needs of the patient and with the requirements of institutional administration, a patient shall be able to choose the type of work he or she wishes to perform. 

4. The labour of a patient in a mental health facility shall not be exploited. Every such patient shall have the right to receive the same remuneration for any work which he or she does as would, according to domestic law or custom, be paid for such work to a non-patient. Every such patient shall, in any event, have the right to receive a fair share of any remuneration which is paid to the mental health facility for his or her work. 

Principle 14 

Resources for mental health facilities 

1. A mental health facility shall have access to the same level of resources as any other health establishment, and in particular: 

(a) Qualified medical and other appropriate professional staff in sufficient numbers and with adequate space to provide each patient with privacy and a programme of appropriate and active therapy; 

(b) Diagnostic and therapeutic equipment for the patient; 

(c) Appropriate professional care; and 

(d) Adequate, regular and comprehensive treatment, including supplies of medication. 

2. Every mental health facility shall be inspected by the competent authorities with sufficient frequency to ensure that the conditions, treatment and care of patients comply with these Principles. 

Principle 15 

Admission principles 

1. Where a person needs treatment in a mental health facility, every effort shall be made to avoid involuntary admission. 

2. Access to a mental health facility shall be administered in the same way as access to any other facility for any other illness. 

3. Every patient not admitted involuntarily shall have the right to leave the mental health facility at any time unless the criteria for his or her retention as an involuntary patient, as set forth in Principle 16, apply, and he or she shall be informed of that right. 

Principle 16 

Involuntary admission 

1. A person may (a) be admitted involuntarily to a mental health facility as a patient; or (b) having already been admitted voluntarily as a patient, be retained as an involuntary patient in the mental health facility if, and only if, a qualified mental health practitioner authorized by law for that purpose determines, in accordance with Principle 4, that person has a mental illness and considers: 

(a) That, because of that mental illness, there is a serious likelihood of immediate or imminent harm to that person or to other persons; or 

(b) That, in the case of a person whose mental illness is severe and whose judgement is impaired, failure to admit or retain that person is likely to lead to a serious deterioration in his or her condition or will prevent the giving of appropriate treatment that can only be given by admission to a mental health facility in accordance with the principle of the least restrictive alternative. 

In the case referred to in subparagraph (b), a second such mental health practitioner, independent of the first, should be consulted where possible. If such consultation takes place, the involuntary admission or retention may not take place unless the second mental health practitioner concurs. 

2. Involuntary admission or retention shall initially be for a short period as specified by domestic law for observation and preliminary treatment pending review of the admission or retention by the review body. The grounds of the admission shall be communicated to the patient without delay and the fact of the admission and the grounds for it shall also be communicated promptly and in detail to the review body, to the patient's personal representative, if any, and, unless the patient objects, to the patient's family. 

3. A mental health facility may receive involuntarily admitted patients only if the facility has been designated to do so by a competent authority prescribed by domestic law. 

Principle 17 

Review body 

1. The review body shall be a judicial or other independent and impartial body established by domestic law and functioning in accordance with procedures laid down by domestic law. It shall, in formulating its decisions, have the assistance of one or more qualified and independent mental health practitioners and take their advice into account. 

2. The review body's initial review, as required by paragraph 2 of Principle 16, of a decision to admit or retain a person as an involuntary patient shall take place as soon as possible after that decision and shall be conducted in accordance with simple and expeditious procedures as specified by domestic law. 

3. The review body shall periodically review the cases of involuntary patients at reasonable intervals as specified by domestic law. 

4. An involuntary patient may apply to the review body for release or voluntary status, at reasonable intervals as specified by domestic law. 

5. At each review, the review body shall consider whether the criteria for involuntary admission set out in paragraph 1 of Principle 16 are still satisfied, and, if not, the patient shall be discharged as an involuntary patient. 

6. If at any time the mental health practitioner responsible for the case is satisfied that the conditions for the retention of a person as an involuntary patient are no longer satisfied, he or she shall order the discharge of that person as such a patient. 

7. A patient or his personal representative or any interested person shall have the right to appeal to a higher court against a decision that the patient be admitted to, or be retained in, a mental health facility. 

Principle 18 

Procedural safeguards 

1. The patient shall be entitled to choose and appoint a counsel to represent the patient as such, including representation in any complaint procedure or appeal. If the patient does not secure such services, a counsel shall be made available without payment by the patient to the extent that the patient lacks sufficient means to pay. 

2. The patient shall also be entitled to the assistance, if necessary, of the services of an interpreter. Where such services are necessary and the patient does not secure them, they shall be made available without payment by the patient to the extent that the patient lacks sufficient means to pay. 

3. The patient and the patient's counsel may request and produce at any hearing an independent mental health report and any other reports and oral, written and other evidence that are relevant and admissible. 

4. Copies of the patient's records and any reports and documents to be submitted shall be given to the patient and to the patient's counsel, except in special cases where it is determined that a specific disclosure to the patient would cause serious harm to the patient's health or put at risk the safety of others. As domestic law may provide, any document not given to the patient should, when this can be done in confidence, be given to the patient's personal representative and counsel. When any part of a document is withheld from a patient, the patient or the patient's counsel, if any, shall receive notice of the withholding and the reasons for it and shall be subject to judicial review. 

5. The patient and the patient's personal representative and counsel shall be entitled to attend, participate and be heard personally in any hearing. 

6. If the patient or the patient's personal representative or counsel requests that a particular person be present at a hearing, that person shall be admitted unless it is determined that the person's presence could cause serious harm to the patient's health or put at risk the safety of others. 

7. Any decision whether the hearing or any part of it shall be in public or in private and may be publicly reported shall give full consideration to the patient's own wishes, to the need to respect the privacy of the patient and of other persons and to the need to prevent serious harm to the patient's health or to avoid putting at risk the safety of others. 

8. The decision arising out of the hearing and the reasons for it shall be expressed in writing. Copies shall be given to the patient and his or her personal representative and counsel. In deciding whether the decision shall be published in whole or in part, full consideration shall be given to the patient's own wishes, to the need to respect his or her privacy and that of other persons, to the public interest in the open administration of justice and to the need to prevent serious harm to the patient's health or to avoid putting at risk the safety of others. 

Principle 19 

Access to information 

1. A patient (which term in this Principle includes a former patient) shall be entitled to have access to the information concerning the patient in his or her health and personal records maintained by a mental health facility. This right may be subject to restrictions in order to prevent serious harm to the patient's health and avoid putting at risk the safety of others. As domestic law may provide, any such information not given to the patient should, when this can be done in confidence, be given to the patient's personal representative and counsel. When any of the information is withheld from a patient, the patient or the patient's counsel, if any, shall receive notice of the withholding and the reasons for it and it shall be subject to judicial review. 

2. Any written comments by the patient or the patient's personal representative or counsel shall, on request, be inserted in the patient's file. 

Principle 20 

Criminal offenders 

1. This Principle applies to persons serving sentences of imprisonment for criminal offences, or who are otherwise detained in the course of criminal proceedings or investigations against them, and who are determined to have a mental illness or who it is believed may have such an illness. 

2. All such persons should receive the best available mental health care as provided in Principle 1. These Principles shall apply to them to the fullest extent possible, with only such limited modifications and exceptions as are necessary in the circumstances. No such modifications and exceptions shall prejudice the persons' rights under the instruments noted in paragraph 5 of Principle 1. 

3. Domestic law may authorize a court or other competent authority, acting on the basis of competent and independent medical advice, to order that such persons be admitted to a mental health facility. 

4. Treatment of persons determined to have a mental illness shall in all circumstances be consistent with Principle 11. 

Principle 21 

Complaints 

Every patient and former patient shall have the right to make a complaint through procedures as specified by domestic law. 

Principle 22 

Monitoring and remedies 

States shall ensure that appropriate mechanisms are in force to promote compliance with these Principles, for the inspection of mental health facilities, for the submission, investigation and resolution of complaints and for the institution of appropriate disciplinary or judicial proceedings for professional misconduct or violation of the rights of a patient. 

Principle 23 

Implementation 

1. States should implement these Principles through appropriate legislative, judicial, administrative, educational and other measures, which they shall review periodically. 

2. States shall make these Principles widely known by appropriate and active means. 

Principle 24 

Scope of principles relating to mental health facilities 

These Principles apply to all persons who are admitted to a mental health facility. 

Principle 25 

Saving of existing rights 

There shall be no restriction upon or derogation from any existing rights of patients, including rights recognized in applicable international or domestic law, on the pretext that these Principles do not recognize such rights or that they recognize them to a lesser extent. 
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Policy Brief

(3) Policy Brief, in English of 2-3 pages, doubled spaced, 12-point letter size, organized as follows:
This policy brief provides the mental health policy recommendations based on human rights concept and promoting the rights of PMD for achieving equity, best possible care and treatment and promotion of mental well-being of in-patients. 
We emphasize the need of deinstitutionalization of mental health services and the establishment of balanced and differentiated services in primary care, community centers and general hospitals, in line with patient and family needs, supporting social inclusion and fostering human rights. The international human rights instruments  create a broad range of obligations on governments with respect to people with mental disorders and disabilities. Both these instruments and Georgian Law on Psychiatric Care
 require positive action to ensure services that are accessible and appropriate and provide a broad right to services that promote community integration.
The  recommendations build on the platform of reform and de-institutionalization of mental health services and correspond to WHO Helsinki “Mental Health Declaration for Europe”
 5 priority areas:
1. Foster awareness of the importance of mental well-being

 - To declare the vision, values and principles of mental well-being for all: respect; integration, protection, responsibility to reduce harm and risks, promotion of healthy development, respect for autonomy, high standards of treatment and care; 

- To raise awareness on HR by information spreading, seminars and events for users, their family members, care personnel and general public;
 - to work on changing public opinion and ensure community support for community-based care and treatment;

- to raise the knowledge and awareness of journalist and pay attention to media reportages language, problem framing and adequateness of  responses;

- to collect relevant data and evidence on value of mental health;

- to ensure politicians understanding and  support.

2. Collectively tackle stigma, discrimination and inequality, and empower and support people with mental health problems and their families to be actively engaged in this process

· To lobby an additional improvement of the legislation, e.g. adding the clause on PMD involvement in decision-making process;

· To promote parity and equity by respecting the basic human rights of PMD;

· To set up the educational and vocational courses for users empowerment; 

· To set up and support their employment programs;

· to support the independent living of PMD;

· To support anti-stigma and tolerance increasing campaigns;

· To acknowledge the potential and resources of users/ex-users;

· To provide community-based, close to home services and care;

· To publicize the best practices and positive cases of inclusion and egalitarianism. 

3. Design and implement comprehensive, integrated and efficient mental health systems that cover promotion, prevention, treatment and rehabilitation, care and recovery

Promotion

· To promote de-institutionalization movement towards “Balanced Care Model”

· To implement pilot projects providing community-based services; 

· To pay especial attention to child and adolescent healthy development promotion 

· To prioritize and promote rights of marginalized groups (IDPs, people under poverty level, etc);

· To design the relevant MH policy and strategic plan; 
· To modify the existing funding scheme; 
· To establish the coordination council and multicultural coordination; 
· To promote the implementation of legislation by its operationalizing via trainings, guidelines, by-laws;

· To generate funding and support; 
· To harmonise existing national and international indicators on mental health and disability in populations to create a comparable dataset; 
· To promote the independent monitoring of HR practices and provide constructive feedback;

· To ensure state budget transparency and monitoring.

Prevention
· To increase the knowledge on prevalence , symptoms and intervention benefits on schizophrenia, depression, etc;

· To target groups at risk, offering programs for depression and suicide, harmful stress, etc.;

· To establish help-lines, self-help groups;

· To educate GPs (general practitioners) and introduce routine screening for mental health problems;

· To promote inter-sectoral partnership for addressing suicide, substance abuse;

· To pay attention at MH staff for preventing professional burnt-out; 

· To implement special programs for communities at-risk (after war conflict, natural disasters).

Treatment
· To use pilot projects to reduce the number of patients admitted to large residential institutions; 
· To restructure, reduce and close large residential facilities; Improve conditions and treatment procedures;

· To introduce common and transparent procedures for regulating sensitive; aspects of treatment – involuntary admission and informed consent; in-patients restriction measures, etc.;

· To develop - through these steps - a national network of community-based social care and treatment services for PDM;

· To establish child and adolescent adequate services ;

· To consider adequate services for elderly;

· To link MH services at primary level and ensure good referral;

· To evaluate these services effectiveness and review and replicate when possible.

Rehabilitation, care and recovery

· To promote psycho-social rehabilitation methods and centers;

· To establish decent faculties for elderly and “chronic” patients;

· Top set up number of community-based services promoting autonomy and independence of PMD.

4. Address the need for a competent workforce, effective in all these areas

· To re-educate  and re-train existent staff incorporating medical ethics and HR in programs;

· To improve university curriculum;

· To provide CME courses to doctors, nurses, social workers;

· To promote new professions – social worker, vocational therapis;t

· To promote Multidisciplinary Team (MDT) work; 

· To provide professional education for health care managers and administration;

· To support the referral system development and fluent communication between different levels of care;

· To identify and define responsibilities of different stakeholders and sectors;

· To ensure inter-sectoral  planning, good referral and experience sharing;

· to promote research, cross-country fertilization and exchange programs.

5. Recognize the experience and knowledge of service users and carers as an important basis for planning and developing mental health services
· To promote users and family members involvement in important activities, e.g. monitoring, service designing and evaluation;

· To promote development of self-help and self-advocacy organizations and clubs
· To involve meaningfully of people with mental disabilities and their families in setting priorities, developing legislation and action plans, and creating methods of monitoring their progress; 
· To design programs for developing caring and coping skills and competencies of families and carers.
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