Social justice, human rights and

mental illness

The Mental Health Act 2001 focuses chiefly on two aspects
of mental health services in Ireland: involuntary detention of
individuals with mental illness and mechanisms for assuring
standards of care.' In the complicated setting of mental
health care, it is clearly essential that involuntary detention is
appropriately regulated and monitored, so as to preserve the
individual's right to liberty. An exclusive focus on this right
alone, however, fails to address or even acknowledge a range
of broader social injustices and denials of human rights
commonly experienced by individuals with enduring mental
illness.

In the first instance, individuals with enduring mental iliness
have increased rates of homelessness in almost all countries
studied.** They also tend to experience obstacles accessing
community care services following discharge from hospital®
and have particular difficulties with re-integration into soci-
ety.® These problems are compounded by fact that lower
socio-economic group is associated not only with increased
rates of mental illness™ but also with younger age at presen-
tation’ and longer durations of untreated illness'" - clinical
features which are strongly associated with more severe
forms of iliness'* and poorer outcomes.™

Secondly, there is a high prevalence of enduring mental
iliness in prison populations: in Ireland, the six-month preva-
lence of psychosis in life-sentenced male prisoners is 7.1%.
One systematic review of 62 studies from 12 countries found
that 10% of male and 12% of female prisoners had major
depression, while 3.7% of male and 4% of female prisoners
had psychoses, such as schizophrenia.”® These findings may
be related to the facts that a person with mental iliness is
more likely than a person without mental iliness to be (a)
arrested in similar circumstances;'® and (b) remanded in
custody for a lesser offence."”

Thirdly, there are increased rates of certain mental
illnesses, including schizophrenia and post-traumatic stress
disorder, amongst migrant groups compared to native popu-
lations.’**" This increased rate of enduring mental illness adds
to the myriad other stressors experienced by migrants, includ-
ing human rights abuses in their countries of origin and
enforced dispersal in their host countries.?"?

These associations between mental iliness and homeless-
ness, socio-economic deprivation, imprisonment and the
negative social concomitants of migration can be seen as a
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form of societal or ‘structural’ violence? that results in the
systematic exclusion of individuals with mental iliness from
full participation in civic, social and political life.?® These asso-
ciations also demonstrate that human rights issues for
individuals with mental illness extend well beyond the issue
of involuntary detention: these social injustices and denials
of human rights are attributable to much broader societal
factors that are likely to include general levels of public
service provision (especially mental health service resourc-
ing), the design of public service delivery mechanisms, and
general societal attitudes towards individuals with mental
illness.

Potential solutions to these problems are likely to be
complex and to centre on the enhancement of individual
agency amongst the mentally ill and their families.” Specific
measures may include:

* Enhancing advocacy, empowerment and guardianship
processes?”

* Deepening governance, accountability and quality proce-
dures in mental health services®* and other public services
(eg. housing programmes)

* Enhancing direct political participation (eg. voter-registra-
tion programmes) and enhancing the roles and
effectiveness of interest groups and service-user organisa-
tions?®

* Adapting the concept of 'soft power' to strengthen advo-
cacy programmes and public education initiatives.?*?"*

Initiatives related to information technology and electronic
democracy may have a particular role to play in enhancing
democratic participation in this group.® Individuals with
mental illness may, however, experience difficulty accessing
e-technology owing to socio-economic deprivation”® and
homelessness®* both of which reduce access to e-technol-
ogy.** Other obstacles may include gender,® impaired
literacy®** and cognitive impairments,*** including specific
deficits in reading and reading comprehension.*®

Nonetheless, if some these factors are addressed in a
pragmatic and equitable fashion, there may be an important
role for e-technology in creating a public space in which
issues related to empowerment and stigma*“' can be
discussed and addressed. This is one of the areas in which
e-technology, with its varying levels of anonymity and disclo-
sure, may prove particularly empowering for individuals with
mental illness, as well as informative for people who know
little about this area.

In Victoria, Australia, the Prahran Mission Public Internet
Access programme is one example of a project aimed specif-
ically at providing Internet access for individuals with mental
illness in settings in which they are likely to feel comfortable,
supported and able to express their needs and interests
clearly.” If problems related to the ‘digital divide' can be over-
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come, access to this level of information technology can have
substantial empowering and enabling effects amongst indi-
viduals who may be otherwise disempowered, marginalised
or socially excluded.”®

These are just some of the measures that may prove useful
in addressing the effects of ‘structural violence'”® and reduc-
ing the societal ‘power deficit’ routinely experienced by
individuals with enduring mental illness.” It is essential that
such measures acknowledge the broader, societal basis for
much of the social exclusion, systematic discrimination and
abuse of human rights experienced by individuals with endur-
ing mental illness. Protecting the right to freedom is certainly
an essential starting point, but it is the observance or denial
of other rights that determines precisely what that freedom
means.
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wdetermining remission from depression,
patients consider a return to one’s usual,
normal self as very important.
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