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INTRODUCTION

A consultation on involuntary treatment for persons with mental disorders or substance abuse
in Central Asian Republics, was held 26-28 August 1995 in Chirchik, Uzbekistan. The
meeting was organized by the Regional Office for Europe, in collaboration with the Minisiry
of Health of Uzbekistan. A total of 27 temporary advisers and observers participated, three
from Kazakhstan, four from Tajikistan, two from Turkmenistan, 13 from Uzbekistan, one
from France, one from the Russian Federation, one from Ukraine, one from the United
Kingdom and one from WHO Regional Office for Europe.

The aim of the meeting was to review the present conditions for appropriate follow up,
treatment and care of persons with mental disorders or substance abuse, and its implications
for the issuing of compulsory treatment legislative measures. In particular the meeting was
intended to cover the treatment and care in community-based, non hospital, facilities and in
other sectors of the health care system, and to put forward recommendations for specific
legislation in this domain.

BACKGROUND

Following up a request from Ministries of Health of Central Asian Republics, a consultation
on mental health legislation was held from 18 to 20 July 1994 in Dushanbe, Tajikistan. One of
the recommendations of the meeting was to request WHO to organize a meeting on legal
provisions for the involuntary treatment of persons with mental disorders or substance abuse.

Recently, drafts of mental health laws were prepared in Kazakhstan, Tajikistan and
Uzbekistan. Turkmenistan has already adopted a new mental health law largely in line with
the Russian Federation Law adopted in 1992. No specific substance abuse legislation has been
adopted in any of the Central Asian Republics besides the existing laws on traffic and use of
illegal drugs.

INVOLUNTARY TREATMENT: BASIC PRINCIPLES DISCUSSED

Involuntary treatment should be seen in the context of the right to treatment. People suffering
from conditions which can be cured or alleviated have a right to be treated. This includes the
right not to be left at risk of harming themselves or others. They have these rights even when
their illnesses prevent them from understanding that they need treatment, or cause them to
believe that they ought to suffer. But, by definition, involuntary treatment creates conflict
between two fundamental rights: the right to treatment and the right to autonomy. Sometimes
the right to treatment must prevail, but other important human rights must not be set aside.
Rather, they must be carefuily safeguarded. This is made clear in relevant international human
nights documents; see in particular United Nations Resolution 46/119 (copy annexed).

Laws permitting involuntary treatment are not a substitute for good quality mental health
services, as far as possible delivered to people in their own homes and communities, in the
ways that are culturally and socially most acceptable to them, and including after-care and
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assistance with rehabilitation and reintegration. If services are developed in these ways, the
need for involuntary treatment will be reduced; and for people who nevertheless require
involuntary treatment, the duration of involuntary treatment wili often be reduced.

Tnvoluntary treatment can only be justified in the context of the right to rreatment. The right to
treatment requires that appropriate services be provided, in the ways described above.
Delegates agreed the need to develop services in their countries, but economic difficulties
create serious limitations. It was acknowledged that humanitarian aid is more likely to be
forthcoming if legislation governing involuntary treatment is enacted and observed, with
appropriate safeguards for the rights of patients. The right to treatment also requires that
patients make use of available services. Delegates reported reluctance by patients and their
families to access psychiatric services, and prevalent use of alternative methods. In this
respect also, matters are likely to be improved if patients and families can be assured that their
rights are protected by laws which comply with accepted international norms on human rights.

CONCLUSIONS AND RECOMMENDATIONS

1. For the adoption of a mental health law

+  Urge governments of Central Asian countries to speed up the adoption of general health
care laws in order that specific mental health legislation is also i1ssued as a part of this
general law or as a specific law on mental health.

» In countries where there is no law drafted, a national working group should be appointed
to draft a proposal for the law.

*  WHO assistance in the preparation of the draft laws by providing international expertise
to comment on the law content on the grounds of international experience in this domain.

2. For legislating on involuntary measures

Involuntary measures should constitute a special section of the mental health law.

It was agreed that involuntary treatment should be governed by law, which should be
included in general mental health legislation. The meeting considered in particular the criteria
for involuntary treatment, procedures, and the rights and status of patients. These topics are
covered under separate headings below, not in the form of draft legislation, but outlining
particular matters to be included in legislation.

It is recommended that legislation on involuntary treatment should apply to all patients,
including those receiving psychiatric and narcological care, those in social asylums, those in
any other form of care or in the community, and those subject to the jurisdiction of police,
prosecuting authorities, or courts, or in prison.

It was agreed that provisions regarding involuntary treatment should also apply to other
involuntary measures, including detention in hospital. Delegates reported that in some of their
countries progress with mental health legislation was delayed pending enactment of general
health laws, Delegates sought the support of the World Health Organization int urging
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governments to enact general health laws and mental health laws. It would be appropriate for
the World Health Organization to support the enactment and implementation of laws on
involuntary treatment which comply with all the recommendations in this report, provided that
this is coupled with a commitment to develop appropriate services, including rehabilitation
and community services, 1o the maximum extent possible within available resources.

It was agreed that involuntary treatment (including detention and other involuntary measures)
should only be authorized or continued on the basis of (a) specific criteria,
(b) procedures, (c¢) rights of patients and (d) other general measures.

(a) Criteria for involuntary treatment

» If the patient suffers from a severe mental disorder, diagnosed and certified by at least two
psychiatrists; and

e as aresult of that mental disorder, either there is immediate or imminent danger of the
patient harming himself or others, or the patient’s judgement is impaired, the patient is
refusing treatment, and failure to treat is likely to result in serious deterioration in the
patient’s condition; and

» medical treatment 1 necessary to remedy or control such dangerous conduct or 10 prevent
or limit such deterioration; and

» no less restrictive solution 1s available, and such treatment cannot be given unless
involuntary measures are authorized.

(h) Procedures

Sections (1), (2) and (3) below describe existing procedures/proposals. Section (4) describes
additional elements which should be included.

1. Emergency

1.1 Patients may be detained and treated involuntarily on the certificate of one
psychiatrist, for a maximum of 72 hours over weekends and a maximum of 48 hours
at any other time. Wherever possible, the psychiatrist must discuss the case with the
patient’s family and seek their agreement to involuntary measures. If the family do
not agree with the proposed involuntary measures, the psychiatrist must give careful
consideration to the family’s views but may still certify if he remains of the opinion
that the criteria (section (a) above) apply.

1.2 The certificate must be in writing. It must state whether the family were consuited,
and whether they were in agreement. It must confirm that in the psychiatrist’s opinion
the criteria apply, and specify the basis for that opinion It must be recorded by the
hospital on admission. The patient and his family must be immediately notified of the
decision, its effect and their rights.

1.3 If, following such certification, a second psychiatrist disagrees, the case must be
immediately referred to a third psychiatrist, and compulsory measures may only
continue if the third psychiatrist certifies that the criteria apply.
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1.4

2.2

3.2

3.3

3.4

4
4.1

On expiry of the 48 (or 72) hour period, the patient must be released from all
involuntary measures unless further involuntary measures have been authorized by a
commission of three psychiatrists under section (2) below. Immediate repetition of an
emergency order is not permissible.

Long term

Patients may be detained and treated involuntarily on the certification of a
commission of three psychiatrists, for a maximum of one month. The commission
must include the chief psychiatrist of the hospital or his deputy. All three must certify
in writing that the criteria apply. The certificate must be immediately recorded by the
hospital. The patient and his family must be immediately notified of the decision, its
effects, and their rights.

The same procedure may be followed to renew involuntary measures for successive
periods of one month each up to six months, and thereafter for successive periods of
s$1x months each.

Appeals

The patient and the patient’s family have the following rights of appeal against
involuntary measures. The family may appeal against a decision not to apply
involuntary measures.

An appeal may be lodged with the chief specialist of the city. The chief specialist
must arrange for the patient to be examined within three days by a commission of
three psychiatrists from outside the hospital where the patient was certified. All

involuntary measures must cease unless this comunission certifies that the criteria

apply.

A further appeal may be lodged with the chief specialist of the republic, who must
arrange for a further review by a fresh commission of three psychiatrists.

Complaints of procedural irregularities may be lodged with the public prosecutor.
The public prosecutor investigates all procedural aspects, is entitled to examine the

“case history and all other relevant records, and must be provided with all information

requested from the hospital and health authorities. He does not review the medical
diagnosis and may not release the patient from inveluntary measures. He may
however report any irregularities to the chief specialist of the republic, who may in
turn order release of the patient from involuntary measures or take other action.

‘Further recommendations

It was agreed that the courts should have a role in any deprivation of liberty,
imposition of involuntary treatment, or other involuntary measures. A court decision
should be required to continue involuntary measures beyond a specified period (such
as one month). There should be right of appeal at all times (including within the first
month) to the courts; the courts shall order release of the patient unless satisfied that
the criteria (section (2) above) apply.
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4.2 It was agreed that there should be an independent authority which should be

empowered to review imposition and conditions of involuntary treatment. The
independent authority should have real independence and real control, Its
membership should include people who are not psychiatrists. It 18 recommended that
the principles and powers set out in section (e) should apply to the independent
authority.

{c) Status and rights of patients

Treatment

1.

| ]

Treatment without consent may only be given to patients if the criteria (section (a))
apply and the procedures to authorize involuntary measures (section (b)) have been
folltowed. It may not be given to voluntary patients.

Only treatment for the patient’s mental disorder may be given without consent.
However, even in the case of patients subject to involuntary measures, certain
trearments may not be given without the patient’s consent. These include insulin
treatment, electro-convulsive therapy, and (if not prohibited altogether) Sulfosin.

It is recommended that for both voluntary and involuntary patients, the procedures
listed in section (e) paragraph 7 should be prohibited except with the prior approval
of the independent authority.

It was agreed that treatment programmes, including expected duration, should be
explained to and discussed with all patients. '

Other rights

1.

b2

The difference between involuntary and voluntary patients is that involuntary patjents
may be detained and treated without consent, whereas voluntary patients may leave at
any time and may refuse any treatment. All patients, both voluntary and involuntary,
should have the other rights set out in this section.

Delegates recommended, and it was agreed, that all patients shouid have the
following rights:

« 1o be fully informed of their status (voluntary or involuntary) and rights;

= to choose the doctor who should be in charge of their treatment, and 1o request a
change,

» to request transfer to another hospital;
* to obtain an independent opinion on their condition and treatment;

= o correspond and communicate, and to have privacy of correspondence and
communication respected.

The meeting considered the various rights of patients contained in United Nations
Resolution 46/119 “The Protection of Persons with Mental Illness and the
Improvement of Mental Health Care” adopted by the General Assembly
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18 February 1992. A copy of the Resolution is annexed to this report. It was agreed
that patients should have the rights set out in the following principles of the
Resolution, namely: principles 1, 610 inclusive, 1214 inclusive, 15 (15.3 applies
only to voluntary patients), 16.2, and 18-21 inclusive.

(d) General

The foregoing principles and recommendations should be applied to precise laws for each
republic which should be included in mental health legislation. It is recommended that
specific proposals for mental health legislation for each republic should take account of the
following factors:

1. The existing pattern of mental health services, and planned developments.

7. Existing patterns, and planned developments, of related services, including social
services, rehabilitation, education and training, housing, employment, and welfare
benefits.

3. Existing patterns of informal care of people with mental illness, for example by families;
and services to support informal carers, including respite and voluntary services.

4. Social, cultural and religious factors which may influence choice of the most acceptable
methods of making decisions and (where necessary) imposing involuntary treatment.

5. Existing general laws on consent to treatment (i.e. all medical treatment, not only
psychiatric treatment), and circumstances in which treatment may be given without
consent; and any proposed reforms.

6. Relevant provisions of criminal law; and any proposed changes.

Existing laws on personal decision-making and management for people with mental
disabilities (see footnote).

8. Availability of legal services to people with mental disabilities (including availability of
free legal aid and patient advocacy services).

It is necessary to decide whether mental health legislation shall apply only to adults, or also to
children. What appropriate separate provisions under child law exist, or are planned? 1f mental
health legislation is to apply to children, it is necessary to consider what additional protections
and provisions (including recognition of the rights and responsibilities of parents) are
required, and how they will inter-relate with other provisions of child law and education law.

It is necessary to ensure that the legislation complies with national constitution and
international obligations, and with international human rights documents, including the
provisions of UN Resolution 46/119."

Copies of “A New View: Mental Handicap Law for Eastern Europe” Adrian D. Ward, International League
of Societies for Persons with Mental Handicap, 1993 (Russian language edition 1995) were circulated to
delegates, and provided further information and suggestions on several of the above matters.




EUR/ICP/LVNG 94 05/MT05
page 7

{e) Independent authority

1.

I

The following model is recommended for an independent authority. The purposes of the
authority should be seen as including:

» exercising protective functions in relation to all people with mental disabilities,
whether in institutions or elsewhere;

+ promoting good practice, the development of appropriate modetls of care, and multi-
agency communication, coordination and cooperation;

= protecting patients, and also assisting and protecting doctors and other health care
professionals by exercising an authoritative rele for purposes of reporting, validation,
suidance and authorization;

+ identifying and investigating issues of general concern or importance, and thereafter
promulgating information, advice, guidance, etc.

« providing information and advice to government, health authorities, local authorities,
etc.

The authority must be, and must be seen to be:

—  independent

—  effective

—  of lugh professional competence
—  fair,

In these matters it must achieve standards which earn the confidence and respect of
patients, and their families and carers, professionals, managers, authorities, voluntary
organizations, and the general public.

To achieve the above, it is suggested that the best model is the entirely separate authority,
appointed by central government but acting independently. Such an authority can then
independently investigate and supervise institutions run by local authorities and
government departments, and the conduct of anyone employed by a local authority or
government department.

The authority should be truly muln-disciplinary. It should contain people from many
different professional backgrounds, without being orientated towards any particular
profession. It could contain psychiatrists, psychologists, nurses, social workers, lawyers
and others. It could also contain people from different working backgrounds, such as
those working in large institutions (both health and social care), in rehabilitation, in
community facilities and community services, for voluntary bodies, and for local
authorities or government departments. A group from varied professions and
backgrounds, working together as a team, can be very effective.

The authority should be permitted to determine its own organizational structure, and to
alter that structure from time 1o time. There should be discussion about whether the
authority should be empowered to co-opt additional members to assist, for example by
serving on local committees of the authority.
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6. The independent authority should have duties and powers conferred by law. Possible
duties and powers include:

a general duty to protect people who are not fully able to safeguard themselves
because of mental disability;

a general duty to promote standards, encourage rehabilitation, and encourage multi-
agency cooperation; '

duties to visit people subject to involuntary measures, or under guardianship, at
specified frequency;

duties to monitor any medical treatment of such people, given without their consent;
powers to authorize specified categories of treatment (see paragraph 7. below);

powers to discharge people from involuntary measures or guardianship if the criteria
(section (2)) no longer apply. ‘

unrestricted access to all parts of institutions, hospitals or other facilities (including
health and social care facilities), even without giving any notice beforehand;

similar access to all medical records and other patient records;
power to make decisions about conditions of health care;

power to regulate principles and decisions regarding transfer from one category of
care to another;

power to institute procedure for personal or management orders, or to have this done;

power to carry out formal enquiries, with the same powers as courts to compel
witnesses to attend and give evidence,

power to order necessary remedial action, or alternatively power to report matters to
appropriate authorities, so that those authorities may take necessary remedial action;

power to take any other initiatives which it considers will be conducive to achieving
any of the purposes set out in paragraph 1 ahove.

7. Specified categories of treatment should be prohibited except with the prior approval of
the independent authority. It is suggested that this should apply 1o all patients, both
voluntary patients and involuntary patients, and whether they consent or not. In all cases,
the independent authority should be required to verify the appropriateness of the proposed
treatment. Where the patient consents, the independent authority should be required to
verify that the consent is valid and fully informed. Examples of such categories of
treatment are:

— any high risk procedure

-~ long-term admunistration of drugs

-  sterilization

— hormone or similar treatment to reduce sexual drive
— any treatment limiting liberty

— destruction of brain tissue.
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In the case of long-term administration of drugs, an altemative would be to require that
this be reported to the independent authority, rather than that it should require prior
permission. Possible additions should be considered, having regard to any particular
national circumstances. (For example, electro-convulsive therapy might be included in the
list in any republic where there are concems about inappropriate use of that procedure.)

8. Whenever an order for involuntary measures {(emergency or long-term) or a guardianship
order is made or renewed, the independent authority should be told. There should be a
duty to notify the order to the independent authority. If legislation permits treatment in
emergency without first following prescribed formalities, there should be a duty to notify
the independent authority.

9. There should also be legal duties to provide all necessary information and assistance to
the independent authority. In the case of institutions which house people with mental
disabilities, everyone concerned with running these should have such duties. Guardians,
managers and relevant local authorities and government departments should have similar
duties.

10. Anyone subject to compulsory measures, or under guardianship, should have the right to
ask to be seen by a member of the independent authority.

Veoluntary sector

Several delegates expressed interest in developing the voluntary sector. Associations of users,
families and others prepared to assist have a valuable role to play, particularly in situations
where resources are scarce, rehabilitation and community services are under-developed, and
perceptions of mental disorder and of mental health services are poor. It 1s recommended that
the voluntary sector be actively encouraged and developed. It was suggested that inital steps
might be (a) to identify among families known to services people who might have the capacity
and motivation to take a leading role; and (b) to bring such people together and provide them
with guidance, assistance and encouragement. The role of professionals should be unobtrusive
but supportive.

3. Measures to improve the mental health care system and reduce the need
for involuntary treatment.

3.1 Conclusions and recommendations of discussion greup on narcological care

To urge Central Asian Republics to adopt specific legislation on narcological care, as none of
them have passed laws until now. This law should be separated from the mental health
legisiation, but the recommendations in section 2, on legislating for involuntary meagures,
should apply.

Particular attention needs to be given in the law to the following issues:
= human rights of the patients and confidentiality;

» enhance the quality and range of treatments available, including psychological and social
oriented interventions, and rehabilitation;

= establishment of narcological care in the network of primary care services;
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development of primary preventive programmes, particularly in schools, s a means 10
reduce involuntary treatment;

adequate training of narcological specialists;
comprehensive home care programmes;

enhance cooperation with community based social networks and social resources such as
farnilies, veluntary religious organizations,

development of detoxification centres, rehabilitation services, day hospitalization
facilities;

involuntary treatment, including cutpatient treatment;

establishment of departments/directorates of narcology at ministry level urged by WHO;
change negative public attitudes through mass media programmes;

study the implications for narcological care of the introduction of health insurance modeis
of care financing;

consider discontinuing the payment of salary for patients under narcological treatment.

3.2 Conclusions and recommendations of discussion group on psychiatric care

Measures for reducing the need for involuntary interventions and develop community based
mental health care.

WHO to urge Central Asian countries to adopt mental health Jaws as soon as possible. These
laws should take into consideration the cultural and socio-economic specificities of each
country and give particular attention to the regulation of involuntary interventions.

To reduce the need for involuntary measures through:

L]

development and strengthening of the capacity of intervention of cornmunity based
services such as mental health centres, day hospitals, home care, psychiatric units in
general hospitals and the network of primary health care facilities;

ensuring an appropriate supply of psychotropics to inpatient and outpatient services.
Special attention needs also to be given to the supply of anti-convulsants. In this respect
the role of WHO in assisting to prepare and develop special humanitarian projects for the
supply of psychotropics to Central Asian Republics was stressed,;

providing means and opportunities for psychosocial rehabilitation of persons with serious
mental illness.

Urge WHO to:

provide technical assistance in drafting mental health laws;

strengthen interpational contacts and collaboration between experts from Central Asian
Republics and European colleagues;

reduce the present lack of information on mental health and psychiatric fields by
establishing a WHO Information Centre, serving the Central Asian Republics and located
1n Tashkent (or, if not possible, in other alternative place).
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Annex 2

UNITED A
NATIONS

General Assembly
Distr-
GENERAL

AfRES/46/11%
18 February 1992

Forty-sixth sesaion
Agenda item 938

RESOLUTION ADOPTED EY THE GENERAL ASSEMBLY

[on the report of the Third Committee (A/46/721}))

46/119. ; The protection of persons with mental illness
and the improvement of mental health care

The General Assembly,

Mindful of the provisions of the Universal Declaration of Human
Rights, 1/ the International Covenant on Civil and Political Rights, 2/ the
International Covenant.on Economic, Social and Cultural Rights 2/ and cother
relevant instruments, such as the Declaration on the Rights of Disabled
Persons 3/ and tha Body of Principles for the Protecticn of All Persons under
Any Form of Detention or Imprisonment, 4/

Recalling its resolution 33/53 of 14 December 1978, in which it
requested the Commission on Human Rights to urge the Subcommissicn on
Prevention of Dis¢rimination and Protection of Minorities to undertake, as a
matter of priority, a study of the guestion of the protection of those
detazined on the'grounds of mental ill-health, with a view to formulating
guidelines,

Remolutien 217 A (IXX).
See resolution 2200 A (XXI), annex.
Resolution 3447 (XXX).

Resolution 43/173, annex.
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Recalling also its resolution 45/92 of 14 December 1990, in which it
welcomed the progress made by the working group of the commissicon on Human
Rights in elaborating a draft body of principles for the protection of persons
with mental illness and for the improvement of mental health care on the basis
of a draft submitted to the Commission by the subcommission on Prevention of
Discrimination and Protection of Minorities,

Taking note of Commission on Human Rights resolution 1991/46 of 5 March
1991, 5/ in which the Commission endorsed the draft body of principles that
had been submitted to it by the working group and decided to transmit it, a=
well as the ‘report of the working group, to the General Assembly, through the

Economic and Social Council,

Taking note also of Economic and Secial Council resolution 1991/29 of 31
May 1991, in which the Council decided to submit the draft body of
principlas and the report of the working group to the General Assembly,

Taking pote further of the recommendations of the Commission on Human
Rights in its resolution 1991/46 and of the Economic and Social Council in its
resolution 1991/29 that, on the adoption by the General Assembly of the draft
body of principles, the full text thereof should be given the widest possible
dissemination and that the introduction to the body of principles should at
the same time be published as an accompanying decument for the benafit of
Governments and the public at large,

i note of the note by the Secretary-General, 6/ the annex to which
contains the draft body of principles and the introduction to the body of

principles,

1. Adopts the Principles for the Protection of Persons with Mental
Illness and for the Improvement of Mental Health Care, the text of which is
contained in the annex te the present resclution;

2. Bequests the Secretary-General to include the text of the
Principles, together with the introduction, in the next edition of the
publication entitled "Human Righta: A Compilation of Interpational

Instrumenta®;

3. Requasts the Secretary-~Genseral to give the Principles the widest
posaible dissemination and to ensure that the introduction is published at the
same time as an.accompanying document for the benefit of Governments and the
public at large ’

[

15th plenary meaet ing

17 December 1291

5/ See Officim) Records of the Economic and Social Council, 1991,
Supplement No. 2 (E/1991/22), chap. II, sect. A.

&/ A/46/421.
Jeus
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ANNEX
Principlea for the Protection of Persons with Mental Illness
and for the rovement of Mental Health Care
Application

The present Principles shall be applied without discrimination on any
grounds, such as digability, race, colour, pex, language, religion, pelitical
oxr other opinion, national;, ethnic or social origin, legal or social status,
age, property or birth. BRI

pefinitions
In the present Principles:
{a) “Counsel" means a legal or other qualified representative;

() "Independent authority® means a competent and independent
avthority prescribed by domestic law;

() "Mental health care” includes analysis and diagnosis of a persen’s
mental condition, and treatment, care and rehabilitation for a mental illneas
or suspected mental illness;

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

(e) "Mental health practitioner® meana a medical doctor, ¢linical
peycholegist, 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 whe are admitted to a mental health facility; '

(g} "Personal raepresentative” means a person charged by law with the
duty of representing a patient’s interests in any epecified 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;

(h) . The review body" means the body established in accordance with
principle 17%f review the involuntary admission or retention of a patient in
a mental health facility.

I s

Goeneral limitation clauge

The exercise of the rights set forth in the present Principles may he
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
ctherwise to preotect public safety, order, health or morals or the fundamental
rights and freedoms of others.

Jow.
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Pripciple 1

Fundamental freedoms and basic_rights

1. 2All perscns hava 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 illnes=s, or who are being treated as such
persons, shall be treated with humanity and respect for the inherant 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 eor cther abupe and degrading treatment.

4. There shall be no discrimination on the grounds of mental illness.
“hiscrimination® means any distinction, exclugion 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 illrness shall not be deemed to be discriminatory. Discrimination does
not include any distinction, exclusion or preferunce undertaken in accordance
with the provisions of the present Principles and necessary to protegt 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, 1/ the Internaticnal Covenant on
Economic, Social and cultural Rights, 2/ the International Covenant on Civil
and Political Rights 2/ and in other relevant instruments, such as the
Declaration on the Rights of Disabled Persons 3/ and the Body of Prineiples
for the Protection of All Perscns under Any Form of Detention or
Imprisonment. 4/

6. Any decision that, by reason of his or her mental illness, a person
lacks legal capacity, and any decision that, in consequence of puch
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 hergplf 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 farility 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 confliect 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 perscon shall have the right to appeal to a higher court
against any such decision.

7. Whare 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 ip necessary and appropriate to that person’s condition, to
ensure the protection of his or her interests.

fee-




A/RES/46/119
Page 5

Pringiple 2
Protection of mipors

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

Pri 1e 3

Life in the community

Every person with a mental illness shall have the right to live and
work, to the extent poasible, in the community.

Principle 4
Determinati of ment tllnes

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

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

3. Family or professional conflict, or nom-conformity with moral, social,
cultural or political values or religious beliefs prevailing in a persen’s
community, shall never be a determining facter in the diagnosis of 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 af mental illness,

.

por Principle 5
' ¥edical 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.

Pripeciple &
Confidentiality

The right of confidentiality of information concerning all persons to
whem the present Principles apply shall be respected.

fann
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Principle 7

nle of co it d cultuyr

1. Every patient shall have the right to ke treated and cared for, as far
as poagsible, 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.

Exingiple 8
y Standards of care

1. Every patient shall have the right to receive puch health and social
care as is appropriate to his or her health neads, and is entitled to care and
treatment in accordance with the same standards as cther 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.

v
¢

Pringiple 9
Ireatment

1. Every patient shall have the right to be treated in the least
restrictive environment and with the least restrictive or intrupive treatment
appropriate to the patient’s health needs and the need to protect the physical

pafety of others.

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

L0
3. Hantal’f@alth care shall always be provided in accordance with
applicable atandards of ethics for mental health practitioners, including
internationally accepted standards such as the Principles of Medical Ethics
relevant to the role of health personnel, particularly physiclans, in the
protection of prisoners and detainees againgt torture and other cruel, inhuman
or degrading treatment or punishment, adopted by the United Naticena General
Assembly. 7/ Mental health knowledge and skills shall never be abused.

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

2/ Regolution 37/194, annex.
J
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Principle 10
Medicatjon
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 1) below, 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 witheout his or her informed
consent, except as provided for in paragraphs 6, 7, 8, 13 and 15 of the
present principle.

2. snformed 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:

(&) The diagnostic asgeszment;

{b) The purpose, method, likely duration and expected benefit of the
proposed treatment;

(=) Alternative modes of treatment, including these leas intrusive;

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

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

4. A patioq; has the right to refuse or stop treatment, except as provided
for in paragraphs 6, 7, 8, 13 and 15 of the present principle. 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 cannct be given without informed consent.

6. Except as provided in paragraphs 7, 8, 12, 13, 14 and 15 of the prasent
principle, 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 ia, at the relevant time, held as an involuntary
patient;

[on-
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{b) An independent authority, having in its possession all relevant

information, including the information specified in paragraph 2 of the
present principle, is patisfied that, at the relevant time, the patjient lacks

the capacity to give or withhold informed consent to the propogsed plan of
troatment or, if demestic legislation se prevides, that, having regard to the
patient‘s own safety or the safety of others, the patient unreasonably
withholds such consent;

(£) The independent authority is satisfied that the propasad 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, 12, 14 and 15 of the present principle,
treatment may be given to such 2 patient without his or her informed consent
if the persconal representative, having been given the information described in
paragraph 2 of the present principle, censents on the patient’s behalf.

8. Except as provided in paragraphs 12, 13, 14 and 15 of the present
principle, treatment may also be given to any patient without the patient’'s
informed consant if a qualified mental health practiticner 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.

8. 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 inveoluntary seclusion of a patient shall not be
employed except in accordance with the officially approved proceduréas of the
mental health facility and only when it is the only means available to prevent
jmmediite or imminent harm to the patient or others. It shall not be prolonged
beyond the period which is strictly necessary for this purpese. 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 conditicons and be
under the ca nd close and regular supervision of qualified members of the
staff. A persdrmal representative, if any and if relevant, shall bhe given
pr:?pt notice pf any physical restraint or involuntary seclusion of the
patient.

iii Sterilization shall never be carried out as a treatment for mental
ness.

i3. A major medical or surgical procedure may be carried cut 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,
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14. Foychosurgery 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 cut, they may be carried out on any other patient only where the
patient has given informed consent and an independent external beody has
satiasfied itself that there is genuine informed consent and that the treatment
best perves the health needs of the patient.

15. Clinical trials and experimantal 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 &, 7, 8, 13, )4 and 15 of the
present principle, the patient or his or her perscnal representative, or any
interested person, shall have the right te appeal to a judiecial or other
independent autherity concerning any treatment given to him or her.

Prineiple 12
Notice of rights

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

2. If and for so long =8 a patient is unable to understand such
information, the righte of the patient shall be communicated toc the persconal
representative, if any and if appropriate, and to the person or persans 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 interasts to the authorities of the facility.

Fhﬂ Principle 11
‘~:Right5 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:

{(2) Recognition everywhere as a person before the law;
({b) Privacy;

() Freedom of communication, which includes freedom to communicate
with other persens 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,
radic and television;

/v
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{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 parsons of similar age
and in partiecular shall include:

(a) Facilities for recreational and leisure activities;
(k) Facilitjes for education;
(&) Facilities to purchase or receive items for dally 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 meaaures 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 patiemt be subject to forced labour. Within
the limits compatible with the needs of the patient and with the reguirements
of institutional administration, a patient shall be able to choose tha type of
work he or she wishes teo perform.

4. The labour of a patient in a mental health facility shall not ba
exploited. Every such patient shall have the right to -receive the same
remuneration for any work which he or she doesg 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 iz paid to the mental health facility for his or her work.

Principle }4
Reg ces fo a atrr cild )
1. A mental health facility sha)l have access to the same lavel of

resources as any other health establishment, and in particular:

(2) Quﬁlified medical and other appropriate professional staff in
gufficient numbags and with adeguate space to provide each patient with
privacy and a programme of appropriate and active therapy;

Rl

() Diagnostic and therapeutic equipment for the patient;
(e) Appropriate professional care;

(d) Adequate, regqular and compzrehensive treatment, including supplies
of medication.

2. Every mental health facility shall be inspected by the competent

authorities with sufficient freguency to ensure that the conditions, treatment
and care of patients comply with the present Principles.

[ore
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Bripciple 15
Admiasion princ e
1. 'Where a person needs treatment in a mental health facility, every effort
ghall 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 cother 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 below,
apply, and he or she shall be informed of that right.

Principle 16

Involuntary admission

1. A pargon may be admitted involuntarily to a mental health facility as a
patient or,) having already been admitted voluntarily as a patient, be
retained as an involuntary patient in the menta) health facility if, and only
if, a qualified mental health practitioner autherized by law for that purpese
determines, in accordance with principle 4 above, that that person has a

mental illness and considers:

{(a) That, because of that mental illneas, there is a serious
likelihood of jmmadiate or imminent harm to that person or to other
pE!.'EﬂnE ; ©Or

{b) That, in the case of a person whose mental illness is severe and
whose judgement ies impaired, failure to admit or retain that person is likely
to lead to a serious deterioration in hie 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 w;th the principle of the least
regtrjictivae alternative.

In the case referred to in subparagraph (k), 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 un&gsa the gecond mental health practiticner concurs.

2. Involuﬁtary admission or retention shall initially be for a short pericd
ag specified by domestic law for observation and preliminary treatment pending
review of the admission or retention by the review body. The grounds of the
admissjion 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 patiént objecta, to the patient's family.

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

Jeen
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Pringiple 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 inftial review of the review body, as required by paragraph 2 of
principle 16 above, of a decigion to admit or retain a person as an
involuntary patient shall take place as do0on as possible after that decision
and shall be conducted in accordance with aimple and expeditious procedures as
specified by domestic law.

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

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

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

6. If at any time the mental health practitioner responsible for the case
is satisfied that the conditions for the retention of a peardon 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, 2 mental health facility.

" 54 iple

) edura equards
. .
1. . The patisemt shall be entitled to choose and appoint a counsel to

represent the' patient as such, including representation in any complaint
procedure or dffpeal. 1f the patient dees not selure such services, a counsel
chall 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 gufficient 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.

Joas
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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 gpecific disclogure 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 it 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 perscnal representative or counsel
regquests 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 on 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 seriocus harm o the patient’s
health or to avoid putting at zrisk 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
pergonal 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

Acgess to information

1. A patient (which term in the present Principle includes a former
patient) shaldgbe entitled to have access to the information concerning the
patient in his or her health and perscnal 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 shounld, when this can be done in confidenca, 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.
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Brinciple 20
Criminal offenderg
i. The present 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 belleved may have such an

illnesa.

2. All such persons should receive the best available mental health care as
provided in principle 1 above. The present Principles shall apply to them to
the fullest extent possible, with only such limited modifications and
axceptions as are necessary in the circumstances. No such modifications and
exceptions shall prejudice the parsons’ rights under the inastruments noted in

paragraph 5 of principle 1 above.

3. Domeptic law may anthorize a court or other competent authority, acting
on the basis of competent and independent medical advice, to order that asuch
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 above.

Principle 21
Complaints

Evefy 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 the present Principles, for the inspection of mental health
facilities, for the submission, investigation and resolution of complaints and
for the institutlnf of appropriate disciplinary or judicial proceedings for
professicnal misconduct or viclation of the rights of a patient.

[l

Princivle 23
Zmplegentation

1. States should implement the present Principles through appropriate

legislative, judicial, administrative, educational and other measured, which

they shall review pericdically.

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

fenen
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P ciple 24

Scope of principles relating to mentzl health facilities

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

Principle 25

- Bavij sting rights

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




