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Section 1 Aims of the Toolkit

The aim of this Toolkit is to provide a complete
guide to monitor human rights, including the
right to health, in mental health and social
care institutions.

Who are people with mental health
problems and people with intellectual
disabilities?

The United Nations estimates that there are 650
million people worldwide who have disabilities,

and 80 per cent of them live in developing countries.
Among these people, a significant proportion have

mental health disabilities 1.2 or intellectual disabilities3.

Some people with intellectual disabilities also have

mental health problems. Within each ‘group’, individual

people have a wide variety of aspirations, desires
and needs. Therefore, in using the terms ‘people
with mental health problems’ and ‘people with
intellectual disabilities’, this Toolkit does not wish
to suggest that these are homogenous ‘groups’.

The World Health Organisation estimates
that one in four of us will have a mental health
problem at some time in our lives. Given the ageing
populations in many countries, the number of people
with degenerative diseases such as dementia or
Alzheimer’s will continue to rise. Mental health
issues affect most families, but yet people with
mental health problems, as well as those with
intellectual disabilities are often excluded from,
and by, mainstream societies.

1|n the ITHACA Toolkit, various terms are used for people
with mental health disabilities. ‘People with mental health
disabilities’ is the term we use most often.

2 Other terms used include ‘service users’ in a community
context, ‘residents’ in an institutional context, ‘patients’ in

a medical context, ‘clients’ in a legal context, and ‘detainee’

when a person is deprived of their liberty. Service ‘consumers’

and ‘survivors’ are further terms that may be used.

What are mental health and
social care institutions?

Despite the high numbers of people with mental health

disabilities and intellectual disabilities, they often remain

at the margins of society, vulnerable to their human
rights being violated. The reasons for this are that
many societies fear or pity people with a disability.
Fear and pity lead to stigma, stigma to discrimination,
and discrimination to abuse. Once a culture of stigma,
discrimination and abuse has become entrenched, so
too does resistance to change, and to reform systems
to provide a range of services for people.

A significant proportion of people with intellectual
disabilities and mental health disabilities are segregated
from society and live for some period of their lives
and/or receive care and treatment in institutions.

It is these institutions, and the human rights of
people in them, which are the focus of this Toolkit.
People with disabilities removed from society as

the result of placement in mental health institutions
(such as psychiatric hospitals) and in social care
institutions (such as residential care homes) are
particularly vulnerable to neglect and abuse. This
Toolkit has been developed with reference to the
definition of an institution as ‘any place in which
people who have been labelled as having a disability
are isolated, segregated and/or compelled to live
together. An institution is any place in which people
do not have, or are not allowed to exercise control
over their lives and their day-to-day decisions. An
institution is not defined merely by its size.’4. In
practice, the ITHACA Toolkit has been developed
and field tested in a wide range of different settings,
for example psychiatric hospitals (sometimes mixed
with neurology), psychiatric departments of general
hospitals, social care institutions for people with
mental health problems, residential care homes,
support living settings, social care institutions for
people with intellectual disabilities, rehabilitation
centres, and secure psychiatric facilities. This Toolkit
is therefore relevant to such institutions or residential
settings of any size or scale.

3 Sometimes referred to as ‘developmental disabilities’ or
‘learning disabilities’.

4 Definition from the European Coalition of Community
Living.
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Why close mental health and
social care institutions and develop
community-based services?

Institutions still exist in many parts of the world,
despite empirical evidence demonstrating the harm
caused by such facilities and the tangible benefits of
living in community settings. With the advances of
treatment and rehabilitation options, as well as a
recognition of the value of social support, virtually

all people with mental health problems and intellectual
disabilities can lead lives in community settings and
contribute to society. There is much evidence of the
deleterious effect of institutions, but the ideology

that segregation is in the best interests of the individual
and of society continues to shape mental health and
social care policies and services in many countries.

Why open mental health
and social care institutions
to public scrutiny?

States must fulfil their obligations to implement the
right of people with disabilities to live in the community.
Whilst this obligation remains unfulfilled, States must
ensure that the rights of people inside institutions are
respected, protected and fulfilled. Human rights cannot
be assured unless and until the cloak of invisibility, so
common to institutions, is lifted. The most effective
way of removing this cloak is through the active use

of independent inspectorates to prevent ill-treatment.
Without independent monitoring, neglect and abuse
will continue with impunity, and will continue to be
unnoticed and unremedied.

People with mental health and intellectual
disabilities constitute the majority of residents
detained in such institutions. In some institutions
there are also people with hearing, visual and other
disabilities as well as people with no disabilities.

In some countries, political dissidents are sent to
mental health institutions. People in institutions

are particularly vulnerable to abuse because many

of these institutions are places of detention. Inside
institutions, people’s ability to make decisions is

taken away and sometimes residents are not allowed
to decide to leave, they are deprived of legal capacity
and placed under guardianship, and they are subjected
to medical treatment against their will. Some people

in such institutions have profound disabilities and
communications disabilities, and they would find it
difficult to communicate any human rights violations
they are suffering. In addition, institutions are often far
removed from urban centres and there are few visitors,
no means of communicating with the outside world,
no groups providing an advocacy service, and no State-
funded lawyers to take up allegations of human rights
violations.
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International human rights law — such as the
Optional Protocol to the United Nations (UN)
Convention against Torture — demand regular
and independent monitoring of people who are
in places of detention. Other pieces of international
human rights law — such as the UN Convention on
the Rights of Persons with Disabilities — say that
the rights of people with mental health disabilities
and intellectual disabilities need to be monitored.

The Toolkit sets out these and other standards on
monitoring mental health and social care institutions.

Human rights violations can continue to occur
even in States which have taken steps to shut large
institutions and establish a range of services in
community-based settings. For example, human
rights abuses may occur in psychiatric wards in
general hospitals and even in day centres and
group homes in the community. The human rights
of people in those settings merit close monitoring.

In parts of the world, mental health services have
shifted from closed institutional care to providing
a range of services in community-based settings,
although quite often this has not been accompanied by
sufficient transfer of resources. One of the consequences
of this transformation has been that people with mental
health problems and intellectual disabilities have ended
up homeless or in prison. Some prisons are, in these
countries, the new mental health institutions, and the
human rights of people with mental health problems
and intellectual disabilities in prisons should also be
the focus of monitoring. Although there are already
monitoring toolkits for prisons, aspects of this Toolkit
can be used and adapted for such settings.

For whom has this
Toolkit been produced?

This Toolkit is designed to be used by

groups undertaking independent human

rights monitoring. These may include national
inspectorate systems established under the
Optional Protocol to the UN Convention

against Torture; as well as monitoring bodies
established by Article 33(2) of the UN

Convention on the Rights of Persons with
Disabilities. It can also be used by national

human rights institutions and ombudsman

offices. It is also hoped that the Toolkit will

be of benefit to independent non-governmental
organisations who wish to carry out monitoring,
and to supranational monitoring bodies such as
the Council of Europe’s Committee for the Prevention
of Torture, and the United Nations Sub-Committee
for the Prevention of Torture. We particularly
encourage groups consisting of mental health
service users, as well as those for and of people
with intellectual disabilities, to undertake monitoring
of institutions and make recommendations to the
relevant authorities.
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Which human rights
should be monitored?

This Toolkit has been designed to refer directly

to the UN Convention on the Rights of Persons

with Disabilities (CRPD), which promotes the right

to live and receive services in the community (see
Article 19 CRPD). All countries which ratify the CRPD
are under an obligation to take steps to implement this
Article, and all the other Articles of the Convention.
However, as long as institutions exist, this Toolkit
provides guidance on the range of human rights
violations which may occur in institutions and

as a result of institutionalisation.

Roadmap to the Toolkit

Section 2 of the Toolkit outlines some basics about
human rights. It introduces human rights standards
of relevance to the topic of monitoring mental
health and social care institutions, and sets out
some mechanisms of human rights protection.

It introduces the United Nations Convention

on the Rights of Persons with Disabilities (CRPD).

Section 3 provides background information to
conduct the general health care monitoring. This
provides information on topics of particular concern
to the general health of persons with mental health
disabilities.

Section 4 of the Toolkit turns to the practicalities

of carrying out human rights monitoring in mental
health and social care institutions. It first looks at

the purpose of human rights monitoring and how
monitoring can be followed up with other methods,
including advocacy and campaigning, awareness-raising,
capacity-building, motivating others to participate

in monitoring, raising an organisation’s profile,

and litigation.
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Section 5 looks at the principles of human rights
monitoring which include doing no harm, the
necessity of carrying out regular monitoring,

the need to demonstrate independence, building

a credible team, collecting reliable information,
adopting an inquisitive mindset, storing information
securely and keeping contact with sources.

Section 6 addresses the practicalities of how to conduct
human rights monitoring. This section includes how

to conduct interviews with people with mental health
problems and intellectual disabilities, how to review
documentation, how to make observations, and how
to record information.

Section 7 then sets out the ten steps of human rights
monitoring, providing questions that monitors will
need to answer before starting out on the monitoring
process.

Section 8 sets out the issues which human rights
monitors may want to look at when conducting
a monitoring visit. The section is a guide to the
prompt questions presented in 30 Parts within
Section 9 and describes how the questions refer
to the CRPD in each Part of the data collection.

Finally, Section 9 is a list of prompt questions to
be used during data collection. The questions are
presented in 30 Parts. Monitors may like to have
this with them on monitoring visits.



Section 2 What are human rights?

ITHACA TOOLKIT | 7

Section 2 What are human rights?

Human rights are entitlements set out in international
law (for example, the International Covenant on Civil
and Political Rights) or national law (for example,

a Constitution or a specific law). The State is the
primary ‘body’ which has a responsibility to respect,
protect and fulfil full enjoyment of human rights.

The word ‘State’ includes central government,

local government, other governmental and
quasi-governmental agencies, as well as courts

and tribunals. Governments have an obligation

to ensure that ‘non-State actors’ such as private
hospitals, private prisons, private security companies
and so on, also uphold the rights of persons for
whom they are responsible.

Under international law, States must respect,
protect and fulfil human rights. The obligation
to respect means that States must not interfere
with, or curtail the enjoyment of, human rights.

To give one example, States must not interfere

with the right to vote of persons in social care
institutions. The obligation to protect requires

States to protect individuals and groups against
human rights abuses. An example of this is that
institutions must ensure that there are procedures

in place to prevent violence and abuse. The obligation
to fulfil means that States must take positive action

to facilitate the enjoyment of basic human rights.

An example of this is that a mental health professional
needs to provide written and verbal information to

a person in a language and format which the person
understands before asking that person to consent to,
or refuse, any type of treatment.

People with mental health problems or intellectual
disabilities may be exposed to a range of issues which
can be thought of in human rights terms. Violation of
these rights are likely to exacerbate any pre-existing
mental health problems, rather than make them
better. Some human rights abuses are obvious: a
male nurse raping female psychiatric patients, for
example, is an issue for which it is easy to point a
finger at a perpetrator who carries out the abuse
with intent. However, many or most human rights
abuses in mental health and social care institutions
are structural in nature, and it may be that there is
no person or group of people at the institution who
are directly responsible for the abuses.

Instead, systemic violations may be the result
of a faulty law or policy, a law or policy which has
not been implemented at all or properly, a national
or regional or institutional culture, systemic under-
funding of services, or funding the wrong type of
service — for example a large psychiatric hospital
instead of community-based mental health services.

It is particularly useful in these instances to
remember that ‘the State’ has obligations to
respect, protect and fulfil human rights for all
people in its territory without discrimination.
Given that many human rights violations happen
without any intention to cause harm, it is important
to remember that a human rights monitoring venture
is not about demonising service-providers, but rather
about objectively and accurately measuring the reality
against human rights standards.

The Section below outlines international and
regional human rights standards and mechanisms
of particular relevance to people with mental health
and intellectual disabilities, and pays particular
attention to the United Nations Convention on
the Rights of Persons with Disabilities which is
the framework used for this Toolkit.

2.1 Human rights standards

In 1948, the United Nations (UN) adopted the Universal
Declaration of Human Rights, which gave birth to the
modern international human rights movement. Since
then, other conventions, declarations, directives and
recommendations have been adopted by the UN and
other international bodies. The UN is made up of most
of the world’s governments, so human rights have been
agreed by States, rather than imposed upon them from
the outside. The newest UN human rights treaty is the
UN Convention on the Rights of Persons with Disabilities
(CRPD). As noted above, this Convention constitutes the
framework for this Toolkit and is discussed in further
detail in Section 3.

Services for people with mental health disabilities
or intellectual disabilities sometimes involve the
imposition of certain limitations or restrictions on
people’s rights. For example, domestic law in many
States allows certain people to detain a person who
has been assessed as having a mental health problem
which results in a risk to that person’s or another
person’s health or safety. Laws in many countries
allow doctors to administer medication against
a person’s will. These drugs can have an impact
(positive or negative) on the person’s physical and
mental well-being. There is therefore an interface
between medical issues and human rights issues.

Prior to the CRPD, a number of UN instruments
were adopted to protect and promote the rights
of persons with disabilities, sometimes focusing
specifically on people with mental health problems
and sometimes on people with intellectual disabilities.
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These include:

M Declaration on the Rights of Mentally Retarded
Persons (1971)5

M Declaration on the Rights of Disabled Persons (1975)6

B World Programme of Action concerning Disabled
Persons (1982)7

M Principles for the Protection of Persons with Mental
Illness and the Improvement of Mental Health Care
(1991)8

M Standard Rules on the Equalisation of Opportunities
for Persons with Disabilities (1993)¢

These documents are not legally biding, but
they expressed moral and political commitment by
States at the time they were adopted, and have been
used as guidelines to enact legislation or to formulate
policies concerning persons with disabilities, and by
courts to interpret laws. However, these documents are
not uncontroversial. They were adopted by politicians
with little input from civil society, and in particular,
people with mental health problems and people with
intellectual disabilities. Some provisions of the Principles
for the Protection of Persons with Mental Illness and
the Improvement of Mental Health Care weaken the
principle of consent to treatment so as to render the
principle meaningless and provide a lesser degree
of protection than the legally-binding CRPD.10

There are nine core UN human rights treaties.
Each one is legally-binding on a State which has
ratified it. All are relevant for the rights of persons
with disabilities, and one — the CRPD - is of specific
relevance to people with disabilities. The two primary
treaties which flow from the non-legally binding
Universal Declaration of Human Rights (UDHR)11
are the International Covenant on Economic, Social
and Cultural Rights (ICESCR’, 1966)12 and the
International Covenant on Civil and Political
Rights (ICCPR’, 1966)13, which set out a number

5 Adopted by General Assembly resolution 2856

(XXVI) on 20 December 1971

6 Adopted by General Assembly resolution 3447

(XXX) on 9 December 1975

7 Resolution contained in United Nations document
A/37/51, Official Records of the General Assembly, Thirty-
seventh Session Supplement No. 51 on 3 December 1982
8 Adopted by General Assembly Resolution 46/119

on 17 December 1991

9 Adopted by General Assembly resolution 48/96

on 20 December 1993

10 For a commentary on the evolving human rights
provisions, see a special report on torture and disability
by the UN Special Rapporteur on Torture: Interim report
of the Special Rapporteur on torture and other cruel,
inhuman or degrading treatment or punishment, Manfred
Nowack, to the UN General Assembly, 28 July 2008,

Ref A/63/175, available at www2.ohchr.org/english/
issues/disability/docs/torture/A_63_175_en.doc
(accessed 18 January 2009)

T Adopted by General Assembly resolution 217A (l11)

on 10 December 1948

12 Adopted by General Assembly resolution 2200A
(XXI) on 16 December 1966
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of rights, including the right to non-discrimination.
Together with the UDHR these three documents make
up the ‘international bill of rights’, and most States
have ratified both the ICCPR and the ICESCR14.

There are also human rights conventions focusing
on rights important for particular ‘groups’, such as racial
minorities (1965)15 women (1979)16, children (1989)17
and migrant workers (1990)18. As noted, the newest
treaty is the 2006 Convention on the Rights of Persons
with Disabilities (CRPD), which entered into force
upon its twentieth ratification in May 200819,

The UN Convention against Torture (1984)20
establishes substantive protection against torture,
inhuman, cruel or degrading treatment or punishment.
It is supplemented by the Optional Protocol to the
Convention against Torture (commonly known as
OPCAT) which, as noted above, does not establish
any substantive rights, but establishes an international
monitoring body of places of detention known as the
UN Sub-Committee for the Prevention of Torture (SPT),
and obliges States to establish or designate national
preventive mechanism(s) which should monitor the
rights of people in places of detention, including
prisons and police stations, as well as mental health
institutions and social care institutions21.

All human rights treaties include a provision
protecting against discrimination and all of them
are understood to refer to disability implicitly as a
ground of discrimination, making it clear that persons
with disabilities should not be discriminated against
in the application of any right. However, until the CRPD,
only the Convention on the Rights of the Child explicitly
recognized disability as a ground of discrimination.

We recommend that everyone involved in human
rights monitoring gains a in-depth understanding
of these core instruments. One does not need to be
a lawyer or a specialist to do so, and there are lots
of easy-to-read human rights materials available.

13 Adopted by General Assembly resolution 2200A
(XXI) on 16 December 1966

14 For more information on which States have ratified
which treaties, see http://tb.ohchr.org (accessed 19
January 2009).

15 |nternational Convention on the Elimination of

All Forms of Racial Discrimination adopted by General
Assembly resolution 2106 (XX) on 21 December 1965
16 Convention on the Elimination of All Forms of
Discrimination against Women adopted by General
Assembly resolution on 18 December 1979

17 Convention on the Rights of the Child adopted by
General Assembly resolution 44/25 on 20 November 1989
18 |International Convention on the Protection of the Rights
of All Migrant Workers and Members of Their Families
adopted by General Assembly resolution 45/158

of 18 December 1990

19 For more information on the CRPD, see
www.un.org/disabilities (accessed 19 January 2009)
20 Adopted by General Assembly resolution 39/46

of 10 December 1984

21 For more information on human rights treaties, see
www.ohchr.org (accessed 19 January 2009)
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2.2 Regional human rights standards
and mechanisms

As well as UN mechanisms, there are several

regional groupings which have formulated their

own regional standards. These are also important
sources of human rights standards. Some of them
have their own mechanisms of enforcement. By this,
we mean a variety of ways in which human rights
implementation can be assessed: judicial bodies to
which individual cases can be brought; committees of
experts which monitor State compliance; committees
of experts which decide upon collective complaints;
and investigative mechanisms. Again, it is important
for human rights monitors to gain a familiarity of the
instruments applicable to their region. Some of the key
regional human rights instruments and their respective
monitoring mechanisms are:

Africa

B African Charter on Human and Peoples’ Rights
(1981). The African Commission on Human and
Peoples' Rights, set up in 1987 and based in Banjul,
Gambia, provides oversight. A protocol to the Charter
was adopted in 1998 and when it came into effect,
established an African Court on Human and Peoples'
Rights. The African system also has the African
Commission on Human Rights which carries out
important functions22.

M African Charter on the Rights and Welfare of the
Child (1990), under the Organisation of African
Unity. This mirrors much of the UN Convention

on the Rights of the Child23.

Americas

B American Convention on Human Rights (1969).

The bodies responsible for overseeing compliance

with the Convention are the Inter-American Commission
on Human Rights and the Inter-American Court

of Human Rights, both of which are organs of the
Organisation of American States24.

B The American system also has the Inter-American
Convention on the Elimination of all Forms of

22 See www.africa-union.org/root/au/Documents/
Treaties/Text/Banjul%20Charter.pdf for more
information (accessed 19 January 2009)

23 See www.africa-union.org/Official_documents/
Treaties_%20Conventions_%20Protocols/
A.%20C.%200N%20THE%20RIGHT %20
AND%20WELF%200F%20CHILD.pdf

for more information (accessed 19 January 2009)

24 See www.oas.org/juridico/English/treaties/b-32.html
for more information (accessed 19 January 2009)

25 See www.oas.org/juridico/english/treaties/a-65.html
for more information (accessed 19 January 2009)

26 See www.oas.org/juridico/english/treaties/a-51.html
for more information (accessed 19 January 2009)

27 See www.oas.org/juridico/english/treaties/a-61.ntml
for more information (accessed 19 January 2009)
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Discrimination against Persons with Disabilities

(2001) which the first treaty on disability prior

to the CRPD25.

M Inter-American Convention to Prevent and Punish
Torture (1985), an instrument also of the Organisation
of American States26.

M Inter-American Convention on the Prevention,
Punishment and Eradication of Violence against
Woman (1994) also under the Organisation of
American States27.

Arab States

B Arab Charter on Human Rights (2004). Adopted
by the Council of the League of Arab States, and
entered into force in 200828,

Europe

B Convention for the Protection of Human Rights
and Fundamental Freedoms (1950). Commonly
known as the ‘European Convention on Human
Rights’. The European Court of Human Rights,

based in Strasbourg, France, interprets the Convention
when deciding on individual applications brought

to it by individuals from the 47 countries of the
Council of Europe. The Court has decided on a
wealth of cases concerning mental health disability29.
B European Convention for the Prevention of
Torture and Inhuman or Degrading Treatment

or Punishment (1987). This Convention does

not establish any substantive rights, but sets up

the European Committee for the Prevention of
Torture and Inhuman or Degrading Treatment or
Punishment (CPT for short). The CPT visits places

of detention - including mental health and social
care institutions — in all Council of Europe Member
States. The resultant reports become public when

the government consents to their publication30.

B Convention for the Protection of Human Rights
and Dignity of the Human Being with regard to the
Application of Biology and Medicine: Convention

on Human Rights and Biomedicine (1997). Although
this is a Convention and is legally binding, there is
no monitoring mechanism31.

28 See http://wwwl.umn.edu/humanrts/instree/
arabhrcharter.html for more information

(accessed 19 January 2009)

29 See www.echr.coe.int for more information
(accessed 19 January 2009). Mental Disability
Advocacy Center (2007) Summaries of Mental
Disability Cases Decided by the European Court

of Human Rights downloadable from www.mdac.info.
On the Court’s jurisprudence, see Bartlett P, Lewis O
and Thorold O (2006) Mental Disability and the
European Convention on Human Rights, Martinus
Nijhoff, Brill Publishing, The Netherlands.

30 See www.cpt.coe.int for more information
(accessed 19 January 2009)

31 See http://conventions.coe.int/Treaty/EN/
Treaties/html/164.htm for more information
(accessed 19 January 2009)



Section 2 What are human rights?

B European Social Charter — Revised (1996).

The European Committee on Social Rights reviews

a State’s compliance, and some organisations

are entitled to lodge ‘collective complaints’

on specific issues32.

B The Charter of Fundamental Rights of the European
Union. The Charter only applies to European Union
(EU) member states when they are implementing

EU law and is enforceable in EU courts.

Within the European region there are also
some soft-law instruments which are of relevance.
These documents are not legally binding on States,
but have been agreed unanimously by the Committee
of Ministers of the Council of Europe, which
is comprised of the governments of all of the
Member States of the Council of Europe:

B Recommendation Rec(1999)4 of the Committee

of Ministers to member states on principles concerning
the legal protection of incapable adults.

B Recommendation Rec(2004)10 of the Committee

of Ministers to member states concerning the protection
of the human rights and dignity of persons with mental
disorder.

M Recommendation Rec(2009)11 of the Committee

of Ministers to member states on principles concerning
continuing powers of attorney and advance directives
for incapacity.

B Recommendation CM/Rec(2009)3 of the Committee
of Ministers to member states on monitoring the
protection of human rights and dignity of persons

with mental disorder.

M Recommendation Rec(2010)2 of the Committee

of Ministers to member states on deinstitutionalisation
and community living of children with disabilities.

The following documents are relevant to the Toolkit’s
ambit and have been adopted by the Parliamentary
Assembly of the Council of Europe:

M Resolution 1642 (2009)1 Access to rights for people
with disabilities and their full and active participation
in society.

B Recommendation 1854 (2009)1 Access to rights

for people with disabilities and their full and active
participation in society.

32 See www.coe.int/t/dghl/monitoring/socialcharter/
default_en.asp for more information (accessed 19
January 2009)
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2.3 UN Convention on the Rights
of Persons with Disabilities (CRPD)

The UN Convention on the Rights of Persons with
Disabilities (CRPD) and its Optional Protocol were
adopted on 13 December 2006 by the UN General
Assembly, and were opened for signature on 30 March
2007. The CRPD is the first comprehensive human rights
treaty of the twenty-first century and is the first human
rights convention to be open for signature by ‘regional
integration organisations’ (such as the European Union).
It is the fastest human rights treaty ever to be adopted,
having been negotiated during eight sessions by an
Ad Hoc Committee of the General Assembly from
2002 to 2006.

The CRPD is a human rights instrument with
an explicit social development dimension. It adopts
a broad approach to the concept of disability and
reaffirms that all persons with all types of disabilities
are holders of all human rights and fundamental
freedoms. It clarifies and qualifies how specified
categories of rights apply to persons with disabilities
and identifies areas where the State must ensure that
adjustments (known as reasonable accommodations)
be made for persons with disabilities to effectively
exercise their rights. As noted above, this Toolkit takes
the CRPD as its framework but does not attempt to offer
a comprehensive analysis of the CRPD as this is available
elsewhere. We recommend that monitors are familiar
with the CRPD provisions and recommend as a starting
point the United Nations website (www.un.org) which
contains materials which are available in a variety of
languages about the Convention.

2.3.1 ‘Persons with disabilities’

The CRPD does not offer a definition of disability.
Instead, the preamble recognizes that ‘disability is an
evolving concept and that disability results from the
interaction between persons with impairments and
attitudinal and environmental barriers that hinders their
full and effective participation in society on an equal
basis with others’3. Article 1 of the Convention defines
person rather than disability, saying that ‘persons with
disabilities include those who have long-term physical,
mental, intellectual or sensory impairments which in
interaction with various barriers may hinder their full
and effective participation in society on an equal basis
with others.” From examining the official discussions
(traveaux preparatoire) which took place during the
drafting of the Convention, it is clear that people with
mental health problems and people with intellectual
disabilities fall within the CRPD’s ambit.

Several elements of these provisions are notable.
First, there is recognition that ‘disability’ is an evolving
concept resulting from attitudinal and environmental

33 preambulatory paragraph (e) of the CRPD
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barriers hindering the participation of persons with
disabilities in society. Consequently, the notion of
‘disability’ is not fixed and can alter, depending on
the prevailing social, economic and political context.
Second, the CRPD views disability not as a medical
condition, but rather as a result of the interaction
between negative attitudes or an unwelcoming
environment with the condition of particular persons.
By dismantling attitudinal, environmental and legal
barriers rather than focusing on fixing a problem
with the individual person, people with disabilities
are able to participate as active members of society
and enjoy the full range of human rights. This is part
of the paradigm shift which the Convention seeks —
explained in more detail in the following section.
Third, the Convention does not restrict coverage
to particular persons. Rather, the definition contains
the word ‘includes’, which means that the list of
‘long-term physical, mental, intellectual and
sensory disabilities’ is non-exhaustive.

2.3.2 Innovations of the CRPD

The Convention represents a so-called paradigm
shift, reflecting progressive attitudes and approaches
to persons with disabilities. It moves away from the
medical model of disability which views people with
disabilities as objects (of treatment, management,
protection, charity and sometimes pity and fear),
and towards the social model of disability which
regards people with disabilities as subjects of the
full range of human rights on an equal basis with
others, and where people’s capacity to make decisions
is presumed. Two substantive areas demonstrate
the ‘paradigm shift’. The first is legal capacity and
the second is the right to live in the community.
Legal capacity is addressed in Article 12 of the
Convention and has been the subject of extensive
debate. It is an area highlighted for concern by
disabled people’s organisations, legal experts, NGOs
and the High Commissioner for Human Rights as
requiring a special focus for implementation34.
In many countries, people with disabilities are
not viewed as people before the law35. In others,
the law gives judges the authority to order a person’s
legal capacity to be removed completely, or restricted
partially, solely on the basis of a diagnosis of a mental
health or intellectual disability. Once legal capacity
is removed, all legally relevant decisions are taken

34 International Disability Alliance, Contribution to

the Office of the United Nations High Commissioner

for Human Rights thematic study to enhance awareness
and understanding of the Convention on the Rights of
Persons with Disabilities, focusing on legal measures
key for the ratification and effective implementation

of the Convention, 15 September 2008, available at,
www.daisy.org/news/attachments/IDA-CRPD-Forum-
Submission0809-15.doc

(accessed 19 January 2009)
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by someone else, a guardian. Human rights abuses
pervade the process for removing or restricting legal
capacity, and a range of human rights are also removed
completely: the right to manage one’s own finances,
the right to decide where to live, the right to vote,
the right to marry and have a family, the right to
work. The CRPD’s paradigm shift puts an end to the
removal of rights by detailing that everyone has legal
capacity, and that States are under an obligation to
provide support to people who need assistance in
decision-making.

Supported decision-making is an alternative to
substitute decision-making such as guardianship.
The presumption in supported decision-making
is always in favour of the person with a disability
who will be affected by the decision. The individual
is the decision-maker; the supporters explain the
issues, when necessary, and interpret the will and
preferences of the individual3e.

A second example to demonstrate the paradigm
shift can be found in Article 19 on living independently
and being included in the community. In this provision
the CRPD reaffirms that living in the community is an
inalienable right not subject to proving one’s ‘ability’,
‘eligibility’ or ‘entitlement’. In some cases, support
services may be needed, and the issue then becomes
how to facilitate living independently and inclusion
in the community. The right supports the direction
of policy in many countries of establishing a range
of services in community settings, and provides a
right for everyone to have the ‘opportunity to choose
their place of residence and where and with whom
they live on an equal basis with others and are not
obliged to live in a particular living arrangement’
(Art. 19(a)). In addition, ‘Community services and
facilities for the general population are available
on an equal basis to persons with disabilities and
are responsive to their needs’, thus making available
regular services (whether that be housing, day care,
homeless shelters, or transportation, to name just
a few issues, to be made available to persons with
mental health problems and intellectual disabilities.

35 See Article 12(1)

36 For more information, see From Exclusion to Equality:
Realising the Rights of Persons with Disabilities. Handbook
for Parliamentarians on the Convention on the Rights of
Persons with Disabilities and its Optional Protocol, United
Nations 2007, available at www.un.org/disabilities
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2.3.3 CRPD mechanisms

The Toolkit uses the CRPD provisions as the basis
upon which rights can be monitored inside mental
health and social care institutions. The CRPD also
contains provisions which establish a national
monitoring mechanism and an international
monitoring mechanism. Monitors may wish

to learn more about these mechanisms in order

to engage with them when they have produced
monitoring reports. In brief, the CRPD provides

for an independent body (or bodies) at domestic
level which has the duty to promote the rights

of persons with disabilities, protect their rights,

and monitor the implementation of the Convention.
These bodies would naturally be interested in what
is happening to persons with mental health problems
and intellectual disabilities in institutions37.

At the international level, the CRPD sets up a new
UN treaty body called the Committee on the Rights of
Persons with Disabilities. The Committee is comprised
of 18 experts who are nominated by governments but
who are not supposed to represent their governments3S.
The Committee evaluates reports submitted by States
party to the Convention (and shadow, or alternative

reports submitted by non-governmental organisations)3.

The Committee also has a quasi-judicial role in
considering individual complaints submitted by

people who allege that they have suffered a violation

of one or more of the CRPD provisions in a State which
has ratified the CRPD and its Optional Protocol40. Before
taking a case to the Committee, a person needs to first
seek remedies through the domestic legal system.

37 See Article 33(2) of the CRPD, and note that Article
33(3) ensures that persons with disabilities and their
representative organisations are fully involved in the
Convention monitoring process
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38 See Article 34 of the CRPD
39 See Articles 35 and 36 of the CRPD
40 See Optional Protocol to the CRPD
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Section 3 What is general health care?

3.1 The framework used for general health care

Monitoring the health care provided to people with
mental health disabilities is imperative to gain a full
picture of the human rights situation experienced by
this sometimes vulnerable population. The Council
of Europe issued a recommendation on monitoring
the human rights of persons with mental disorders
and included the promotion of health care in its eight
key principles4!. This Toolkit adopts the framework
that Paul Hunt and Judith Mesquita42 applied to
mental health disabilities based on the framework
developed in General Comment 14 on the right to
highest attainable standard of health. The central
protections and entitlements of this right derive
from the International Covenant on Economic,
Social and Cultural Rights and are enshrined

in other international human rights documents,
including in Article 25 of the Universal Declaration
of Human Rights as well as the CRPD. The ‘Right to
Health'’ is not the right to be healthy, but includes
the right to the immediate amenities relating to
health, particularly safe and effective health care,
but also to a society which provides the best chances
for good health for all people43. This includes access
to prevention, control of diseases and appropriate
sanitation.

The ‘Right to Health Framework’ examines
issues concerning health care using four constructs:
availability, accessibility, acceptability and quality
(AAAQ). The diagram on page 14 illustrates the
utility and application of this Framework to a
general health care monitoring process. In this
diagram, the Framework is applied to understand
and explore the example of smoking cessation
programmes. Moving through the steps of the
AAAQ Framework, the monitor can understand
and document exactly how these programmes
work in that particular context.

We start with availability. Are smoking cessation
programmes available? This is most likely a ‘yes or
no’ question. It is imperative to move on through
the Framework to gather the full picture.

Within the construct of accessibility are the key
areas of geographic, economic, information and non-

41 Council of Europe. Recommendation CM/Rec(2009)3
of the Committee of Ministers to member states on
monitoring the protection of human rights and dignity
of persons with mental disorder (adopted by the
Committee of Ministers on 20 May 2009 at the

1057th meeting of the Ministers’ Deputies)

discrimination. Questions for these areas include:
Are the programmes provided nearby? Are they
prohibitively expensive? How do people find out
about them? Are all people offered access to these
programmes regardless of sex, ethnicity, religion, etc?

From there, the Framework moves to issues of
acceptability. How are these programmes adapted
to be acceptable to people of different ethnic, sex,
sexuality, religious or political backgrounds?

Finally, the Framework concludes with exploring
the quality of the services or care. The series of
questions generated in this construct should aim
to explore the current quality as well as understand
the mechanisms by which that quality is assessed,
improved upon or complained about. The ‘Right to
Health Framework’ can be a very helpful guide in
developing the inquisitive mind referenced in the
human rights monitoring section (see Section 2).
While exploring the questions related to general
health care, the monitors should hold this Framework
in their mind and ask questions from each of the
broad areas. Completion of this Framework results
in a holistic and comprehensive appreciation of
each relevant general health care issue.

To implement this ‘Right to Health Framework’,
member States should, taking into account available
resources, take measures:

B to provide a range of services of appropriate

quality to meet the mental health needs of persons
with mental disorder, taking into account the differing
needs of different groups of such persons, and to ensure
equitable access to such services;

B to make alternatives to involuntary placement and

to involuntary treatment as widely available as possible;
M to ensure sufficient provision of hospital facilities
with appropriate levels of security and of community-
based services to meet the health needs of persons

with mental disorder involved with the criminal

justice system;

B to ensure that the physical health care needs

of persons with mental disorder are assessed and

that they are provided with equitable access to

services of appropriate quality to meet such needs.

42 Hunt P, Mequita J (2006) Mental Disabilities and
the Human Right to the Highest Attainable Standard
of Health. Human Rights Quarterly, 28: 332-356.

43 www2.ohchr.org/english/issues/health/right/
(accessed on April 20, 2010)
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Availability 1
[ |

B Are smoking cessation
programmes available?

M If these programmes do
exist, when did they start?

If we simply ask
about availability,
we miss the rest of the
picture. This Framework
will answer the natural
progression of questions
once you have the
answers to the
available question

These questions are not
exhaustive but illustrative.

The Framework may not apply
for all topics but it is effective
in developing a structured way
of evaluating topics and issues.

The Right to Health Framework: Example: Smoking Cessation Programmes

Using a policy perspective, we can evaluate these freedoms
and entitlements based on the following criteria:

CESCR:Comment No. 14

Entitlements: considered an
entitlement as part of support
services.

Quality,
;/;8;:59 they
Monit
(O Zloreg?
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3.2 Health promotion and illness prevention

Before considering the detection and treatment of
physical and mental illnesses, it is important to consider
what measures are needed (in institutions in relation to
this ITHACA Toolkit) to promote health and to prevent
illness44,45,46,47,48, Many seriously disabling conditions,
including cardiovascular diseases, cancer, diabetes and

44 Zechmeister |, Kilian R, McDaid D. /s it worth investing
in mental health promotion and prevention of mental
illness? A systematic review of the evidence from
economic evaluations. BMC Public Health 2008: 8:20

45 Wilhelmsson S, Lindberg M. Prevention and health
promotion and evidence-based fields of nursing - a
literature review. Int J Nurs Pract 2007 Aug: 13(4): 254-65
46 pelletier KR. A review and analysis of the health and
cost-effective outcome studies of comprehensive health
promotion and disease prevention programs at the
worksite: 1993-1995 update. Am J Health Promot 1996
May: 10 (5):380-8.

47 Saxena S, Garrrison P. Mental Health Promotion:

Case Studies from Countries. Geneva: World Health
Organisation; 2004

chronic respiratory disorders as discussed below, are
associated with common and preventable risk factors.
For example, tobacco use, unhealthy nutrition49,50,
physical inactivity, and excessive alcohol use are

major causes of physical illness51,52, Physical illness
prevention will therefore include positive measures

to prevent the occurrence of, for example, high blood
pressure, metabolic syndrome, or high cholesterol levels.

48 Hosman C, Jane-Llopis E, Saxena S (eds). Prevention

of mental disorders: effective interventions and policy
options. Oxford: Oxford University Press, 2006.

49 Treasure J, Williams K. Nutrition and mental health.

Clin Med 2004 Sep: 4(5): 408-10.

50 Kates N, Crustolo AM, Farrar S, Nikolaou L, Ackerman S,
Brown S. Mental health care and nutrition. Integrating
specialist services into primary care. Can Fam Physician
2002 Dec: 48:1898-903.

51 Penedo FJ, Dahn JR. Exercise and well-being: a review of
mental and physical health benefits associated with physical
activity. Curr Opin Psychiatry 2005 Mar: 18(2): 189-93.

52 Glenister D. Exercise and mental health: a review.

J R Soc Health 1996 Feb: 116(1): 7-13.




Section 3 What is general health care?

The importance of such promotion and
prevention activities is reflected in a number
of EU policy documents such as the White Paper
A Strategy for Europe on Nutrition, Overweight
and Obesity related health issues>3, and the Green
Paper Promoting healthy diets and physical activity:
a European dimension for the prevention of overweight,
obesity and chronic diseases>4, dealing with the general
population and vulnerable groups such as children
and the poor.

In relation to people with mental health
disabilities and intellectual disabilities, despite
the EU and WHO policy emphasis demonstrated
in the Mental Health Action Plan for Europe and
the Mental Health Declaration for Europe adopted
in Helsinki in 20055556 in all EU States, there is no
co-ordinated approach to general health promotion
or to illness prevention for such groups of people.
To take breast cancer as just one example, the WHO
promotes breast cancer control within the context of
national cancer control programmes that are integrated
into non-communicable diseases and other related
problems. Comprehensive cancer control involves
primary prevention, early detection, diagnosis and
treatment, rehabilitation and palliative care. Raising
general public awareness on the breast cancer problem
and the mechanisms to control, as well as advocating
for appropriate policies and programmes, are key
strategies of population-based breast cancer control.
These issues apply at least as much to people within
institutions as to the general population57. Health
promotion activities targeted at the people in such
institutions therefore need to be carefully monitored
(see Part 23, Sections 8 and 9).

53 http://ec.europa.eu/health/ph_determinants/life_style/
nutrition/keydocs_nutrition_en.htm

54 http://ec.europa.eu/health/ph_determinants/life_style/
nutrition/documents/nutrition_gp_en.pdf

55 World Health Organisation. Mental Health Action Plan

for Europe. Copenhagen: World Health Organisation; 2005.

56 www.euro.who.int/document/MNH/edoc06.pdf

57 Bettinghaus EP. Health promotion and the knowledge-
attitude-behaviour continuum. Preventive Medicine
1986;(15):475-91

58 Osborn DP, Nazareth |, King MB. Physical activity,
dietary habits and Coronary Heart Disease risk factor
knowledge amongst people with severe mental illness:
A cross sectional comparative study in primary care.
Soc Psychiatry Psychiatr Epidemiol 2007 Aug 24

59 Bradshaw T, Lovell K, Harris N. Healthy living
interventions and schizophrenia: a systematic review.

J Adv Nurs 2005 Mar: 49(6): 634-54

60 McCreadie RG. Diet, smoking and cardiovascular
risk in people with schizophrenia: descriptive study.

Br J Psychiatry 2003 Dec: 183: 534-9.
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3.3 Lifestyle factors affecting general health

Several lifestyles factors adversely affect the physical
health of people with mental health disabilities and
intellectual disabilities®8,59. People with mental health
disabilities and intellectual disabilities have relatively
low rates of exercise, along with higher rates of obesity,
both of which contribute towards heart disease©061.
People within mental institutions tend to have a series
of higher risk factors for physical illnesses including less
awareness of health promotion, high rates of smoking®62,
medication side-effects (including, for example, weight
gain and cardiac abnormalities), inadequate detection
by staff of physical disorders, and poorer quality health
care because of stigmatising attitudes of health care
staff63. Poor access to healthy diet and lack of physical
exercise opportunities contribute further to high blood
pressure, high plasma cholesterol and triglycerides,
diabetes, obesity and metabolic risk factors often
referred to as the metabolic syndrome64. The prevalence
of smoking among some groups of people with mental
health problems, for example, schizophrenia, exceeds
that in the general population (75-92 per cent v. 30-40
per cent). This high rate of smoking means that such
people are at greater risk of experiencing the associated
detrimental effects such as cardiovascular disease

and respiratory morbidity and mortality.

Although most of these risk factors are modifiable,
people with mental health disabilities and intellectual
disabilities have benefited less from the recent favourable
trends in cardiovascular disease than the general
population®5.66, However, there is growing evidence
of the existence of health-promotion interventions that
may enhance the physical health, if fully implemented
and adapted to the specific characteristics of such
groups®”. Particular aspects of residents’ lifestyles
should be assessed (Sections 8 and 9, Part 28) in
relation to alcohol, cigarettes and illegal drug use.

61 Brown S, Inskip H, Barraclough B. Causes of the

excess mortality of schizophrenia. Br J Psychiatry

2000 Sep: 177: 212-7

62 Dalack GW, Meador-Woodruff JH. Smoking, smoking
withdrawal and schizophrenia: case reports and a review
of the literature. Schizophr Res 1996 Nov 15: 22(2): 133-41
63 Thornicroft G. Shunned: Discrimination against People
with Mental lllness. Oxford: Oxford University Press: 2006
64 Oud MJ, Meyboom-de JB. Somatic diseases in patients
with schizophrenia in general practice: their prevalence
and health care. BMC Fam Pract 2009: 10:32

65 Fleischhacker WW, Cetkovich-Bakmas M, De HM,
Hennekens CH, Lambert M, Leucht S, et al. Comorbid
somatic illnesses in patients with severe mental disorders:
clinical, policy, and research challenges. J Clin Psychiatry
2008 Apr: 69(4): 514-9

66 Bouras N, Holt G. Mental health services for adults with
learning disabilities. Br J Psychiatry 2004 Apr: 184: 291-2
67 Patel V, Araya R, Chatterjee S, Chisholm D, Cohen A,
De SM et al. Treatment and prevention of mental disorders
in low-income and middle-income countries. Lancet 2007
Sep 15: 370(9591): 991-1005
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3.4 Excess rates of co-morbidity and mortality

There are increased mortality rates among people
with mental health disabilities or intellectual
disabilities which are particularly related to
higher rates of suicide, accidental or violent
death (unnatural causes), and serious physical
illnesses, as well as relative neglect within
hospital and social care institutions©8.

The combined effect of greater exposure
to risk factors, contributes to excess rates of
mortality for natural causes and of a substantially
higher prevalence of physical co-morbidity among
people with mental health disabilities and intellectual
disabilities compared with the general population69.70,
The more serious conditions are cardiovascular,
respiratory, nutritional, metabolic, endocrine
and epileptic disorders 71. A proportion of such
deaths (both for unnatural and natural causes)
may be, and should be, avoidable. Many people
in mental institutions in Europe, for example,
have a diagnosis of schizophrenia. Only 80%
of people with schizophrenia die from natural
causes, compared with 97 per cent of the general
population”2.73, and the higher rates of unnatural
deaths are largely attributable to accidents and
suicide, which tend to occur more often in early
than late adulthood’4.75. In a recent Scandinavian
study, the death rates from all external causes
are quite high for people with schizophreniaZé.

68 Amaddeo F, Barbui C, Perini G, Biggeri A, Tansella M.
Avoidable mortality of psychiatric patients in an area

with a community-based system of mental health care.
Acta Psychiatr Scand 2007 Apr: 115(4): 320-5

69 Harris EC, Barraclough B. Excess mortality of

mental disorder. British Journal of Psychiatry 1998

Jul: 173: 11-53

70 Sartorius N. Physical illness in people with mental
disorders. World Psychiatry 2007 Feb: 6(1): 3-4

71 Leucht S, Burkard T, Henderson J, Maj M, Sartorius N.
Physical illness and schizophrenia: a review of the
literature. Acta Psychiatr Scand 2007 Nov: 116(5):

317-33

72 Goff DC, Cather C, Evins AE, Henderson DC,
Freudenreich O, Copeland PM, et al. Medical morbidity
and mortality in schizophrenia: guidelines for psychiatrists.
J Clin Psychiatry 2005 Feb: 66(2): 183-94

73 Llorca PM. Monitoring patients to improve

physical health and treatment outcome. Eur
Neuropsychopharmacol 2008 Aug: 18 Suppl 3: S140-5145
74 Brown S, Inskip H, Barraclough B. Causes of the

excess mortality of schizophrenia. Br J Psychiatry

2000 Sep: 177: 212-7

75 Brown S, Kim M, Mitchell C, Inskip H. Twenty-five

year mortality of a community cohort with schizophrenia.
Br J Psychiatry 2010 Feb: 196(2): 116-21

76 Tiihonen J, Lonnqvist J, Wahlbeck K, Klaukka T, Niskanen
L, Tanskanen A, et al. 77-year follow-up of mortality in
patients with schizophrenia: a population-based cohort
study (FINTI study). Lancet 2009 Aug 22: 374(9690): 620-7
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People with mental health disabilities and
intellectual disabilities are more likely to
experience particular types of physical illness
in the following categories’7 and so these types
of condition need to be routinely considered in
monitoring and assessment of general health care:

M Respiratory disorders: chronic respiratory
problems are more common among these

particular groups?78.

W Cardiovascular disease: people with severe

mental health disabilities and intellectual disabilities
die more frequently from cardiovascular diseases
and experience sudden death more often than
control populations?.

B Nutritional, metabolic and endocrine diseases:

the most severe problems are obesity and diabetes
associated with the use of antipsychotic medications,
both of which in turn contribute to higher rates of
cardio-vascular disease80. The metabolic syndrome
also has higher rates in individuals with severe mental
health disabilities and intellectual disabilities than
in the general population8l.

M Cancers: people with mental health disabilities
and intellectual disabilities are also associated

with disparities in screening for cancer and with
higher case fatality rates. This is partly due to

the particular treatment challenges when treating
these patients including medical co-morbidity,

drug interactions, lack of capacity and difficulties

in coping with the treatment as a result of
psychiatric symptoms82.83,84,

77 Leucht S, Burkard T, Henderson J, Maj M, Sartorius N.
Physical illness and schizophrenia. a review of the literature.
Acta Psychiatr Scand 2007 Nov: 116(5): 317-33

78 Brown S, Kim M, Mitchell C, Inskip H. Twenty-five

year mortality of a community cohort with schizophrenia.
Br J Psychiatry 2010 Feb: 196(2): 116-21

79 Correll CU. Elevated cardiovascular risk in patients
with bipolar disorder: when does it start and where

does it lead? J Clin Psychiatry 2008 Dec: 69(12):

1948-52

80 Cohen D, Correll CU. Second-generation
antipsychotic-associated diabetes mellitus

and diabetic ketoacidosis: mechanisms, predictors,

and screening need. J Clin Psychiatry 2009 May:
70(5):765-6

81 Newcomer JW. Metabolic syndrome and mental illness.
Am J Manag Care 2007 Nov: 13(7 Suppl): S170-5177.82
82 Tran E, Rouillon F, Loze JY, Casadebaig F, Philippe A,
Vitry F et al. Cancer mortality in patients with
schizophrenia: an T1-year prospective cohort study.
Cancer 2009 Aug 1: 15(15): 3555-62

83 Howard L, Barley E, Davies E, Lempp H, Rose DS,
Thornicroft G. A diagnosis of cancer in people with
severe mental illness: practical and ethical issues

raised. Lancet Oncology 2010: In press

84 Catts VS, Catts SV, O'Toole Bl, Frost AD. Cancer
incidence in patients with schizophrenia and their
first-degree relatives - a meta-analysis.

Acta Psychiatr Scand 2008 May;117(5):323-36
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B Musculo-skeletal disorders: higher rates of bone
mineral density (osteoporosis) have been found
among people with schizophrenia, along with

less appropriate treatment8>.

M Dental problems: higher rates of dental decay
and tooth loss have been reported among people
with mental health disabilities and intellectual
disabilities, indicating the importance of special
attention to dental problems86.87.

M Neurological disorders: the most serious
long-term extra-pyramidal side-effect of first
generation antipsychotic medications is tardive
dyskinesia, while other abnormal motor symptoms
such as akathisia) are also commonly caused

by antipsychotic medications8s.

B Obstetric complications: there is an extensive
literature that demonstrates increased occurrence
of obstetric complications among mothers with
schizophrenia, which may be associated with

high rates of smoking, the use of illicit drugs

and alcohol and the intake of antipsychotic
medications8.

M Hepatitis: an increased prevalence of hepatitis
in people with schizophrenia compared to the
general population has been reported in many
countries including Jordan, India, US, Italy, Turkey
and Japan®0.

M HIV/AIDS: higher rates may reflect the frequency
of substance abuse, sexual risk behaviours and a
reduced knowledge about HIV-related issues91.

85 Levine J, Belmaker RH. Osteoporosis and
schizophrenia. Am J Psychiatry 2006 Mar: 163(3): 549-50
86 Gabre P. Studies on oral health in mentally retarded
adults. Swed Dent J Suppl 2000: (142): 1-48

87 McCreadie RG, Stevens H, Henderson J, Hall D, McCaul R,
Filik R, et al. The dental health of people with schizophrenia.

Acta Psychiatr Scand 2004 Oct: 110(4): 306-10

88 Correll CU, Leucht S, Kane JM. Lower risk for

tardive dyskinesia associated with second-generation
antipsychotics: a systematic review of 1-year studies.
Am J Psychiatry 2004 Mar: 161(3): 414-25

89 Howard LM, Thornicroft G, Salmon M, Appleby L.
Predictors of parenting outcome in women with
psychotic disorders discharged from mother and baby
units. Acta Psychiatr Scand 2004 Nov: 110(5): 347-55
90 Rosenberg SD, Goodman LA, Osher FC, Swartz MS,
Essock SM, Butterfield Ml et al. Prevalence of HIV, hepatitis
B, and hepatitis C in people with severe mental illness.
Am J Public Health 2001 Jan: 91(1): 31-7

91 Essock SM, Dowden S, Constantine NT, Katz L, Swartz
MS, Meador KG et al. Risk factors for HIV, hepatitis B,
and hepatitis C among persons with severe mental
illness. Psychiatr Serv 2003 Jun: 54(6):836-41
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3.5 Learning/intellectual disabilities
and general health care

In addition to the issues described in the
preceding sections, people with intellectual
disabilities are also at higher risk for further
specific difficulties which need to be assessed
and addressed in any full assessment of general
health care92. These particular issues include
challenging behaviour93.94, the need for special
educational assistance95, higher rates of forms
of epilepsy%6. Additional issues that merit regular
assessment are dental problems, cardio-vascular
abnormalities, spinal deformities and visual
and hearing impairments97.98,

3.6 Stigma, discrimination and
‘diagnostic overshadowing’

There is strong evidence that people with mental
health disabilities and intellectual disabilities receive
worse treatment for physical disorders. One of the
factors contributing to this is ‘diagnostic overshadowing’.
This is defined as the process by which people with
mental health disabilities and intellectual disabilities
receive poorer physical health care because general
health care staff are poorly informed or mis-attribute
physical symptoms to mental health disabilities and
intellectual disabilities. It has been best investigated
in people with learning disabilities and in medical
settings99,100,
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