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The World Health Organisation (WHO) devoted World 
Health Day 2001 to global advocacy on mental health 
issues. Societies were urged to focus on reducing the treat­
ment gaps in mental health and ensuring the benefits of 
recent therapeutic advances reach all groups, particularly 
the underprivileged. Exclusion, stigma and the need for 
integrated care were also highlighted in an effort to 
encourage those in need to seek treatment. 

The rights of the mentally ill are protected by the United 
Nations Principles for the Protection of Persons with 
Mental Illness (1991). There are, however, several prob­
lems with implementation.1 These principles do not have 
the status of a formal international treaty, and states are 
not required to use the principles to define minimum stan­
dards of care. Furthermore, the necessary changes in 
mental health care are not subject to inspection by an 
international body. Thus, inexpensive changes are more 
likely to be implemented than expensive ones, despite 
equal necessity for both.2 Concepts of 'mental health' and 
'psychiatry' also vary between countries, which adds to the 
challenges faced by any set of principles intended for inter­
national application. 
Renewed emphasis on human rights 

The WHO's renewed emphasis on mental health and 
human rights is both necessary and timely. There are 
compelling social, political and legislative reasons to focus 
attention on the right to appropriate, acceptable mental 
health care at the present time. 

In recent years, there has been a remarkable increase in 
the movement of asylum seekers across Europe, associated 
with significant post-migration stress, as well as previous 
trauma or mental illness.3 In Central America, there is 
substantial evidence of considerable difficulties with the 
delivery of effective mental health care. In Africa, Ethiopia 
has a population of 55 million and is served by one psychi­
atric hospital, and 11 psychiatrists. 

In Asia, the World Psychiatric Association was recently 
called upon to investigate the human rights situation of 
political dissidents allegedly detained in psychiatric hospi­
tals in the Peoples Republic of China. Indeed, the 
psychological sequelae of human rights abuse are reported 
to have reached epidemic proportions in several areas 
around the world.4 

This is also a time of important legislative change. In the 
United Kingdom the white paper on Reforming the Mental 
Health Act5 continues to generate discussion and debate. 
The Human Rights Act 1998 came into effect in the UK in 
October 2000, incorporating articles of the European 
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Convention of Human Rights into English law. This is 
intended to guarantee basic human rights in a variety of 
circumstances, and will have considerable impact on legal 
aspects of psychiatric practice. In Ireland, a new mental 
health act is at an advanced stage of preparation, and will 
also bring significant change to psychiatric practice. It is 
important that lawmaking is consistent with recent devel­
opments in the science and practice of psychiatry. 
Advocacy, empowerment and guardianship 

These social, political and legislative challenges are best 
met when mental health professionals and policy makers 
work in partnership with advocacy groups in advancing 
human rights. There is evidence that routine rights advo­
cacy is less effective than advocacy based on patients needs 
and best interests.6 In this experimental model of advocacy, 
a personal advocate represents the needs and best interests 
of each individual patient from the time of admission until 
the time of discharge from involuntary care. This is asso­
ciated with better compliance with aftercare and improves 
patients' and staff members' experience of involuntary 
hospitalisation. 

Empowerment is an active process of enablement which 
increases a person's control over their own life, through 
the exercise of rights, the expression of opinion and vari­
ous other means. The construct validity of the concept of 
empowerment has been endorsed7 and further research 
will clarify the ways in which client empowerment can 
help reduce discrimination and human rights abuse. 
Guardianship for the mentally ill is a related concept, with 
particular importance for protecting the rights of the 
severely mentally ill. 

Certain groups present particular challenges. Advocacy 
has an especially important role in the delivery of mental 
health care to children and the learning disabled, includ­
ing the increasing number of elderly learning disabled in 
need of psychiatric care. 

Asylum-seekers too present particular challenges, as they 
come from a wide variety of cultural backgrounds and 
have sharply diminished community support. They may 
have already experienced human rights abuse, torture and 
displacement in their homeland. On arrival in a new coun­
try, they may well go on to face confinement in detention 
centres, enforced dispersal and ongoing discrimination.3 

Clearly, the delivery of appropriate, acceptable mental 
health care to this population is a critical and complex 
task, requiring strategic planning and flexible resourcing. 
The roles of psychiatrists 

It is entirely appropriate, then, that the WHO has 
chosen to renew its emphasis on mental health and human 
rights at this time. The continued provision of effective, 
evidence-based mental health care remains the central 
contribution that psychiatry can make toward the protec­
tion of human rights. Clearly, there is also a strong need 
for ongoing awareness and examination of issues related 
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to consent, compulsion and the role of psychiatry in penal 
policy. These issues may vary considerably between coun­
tries, depending on local law and culture. 

There are, however, three key areas in which psychiatry 
can help advance human rights in all jurisdictions: advo­
cacy, training and education. 

In the first instance, mental health professionals are well 
positioned to act as advocates for improved psychiatric 
care. They are only too familiar with the strengths and 
weaknesses of current models of care and existing legisla­
tion, and can advocate effectively both for better patient 
care and for appropriate working conditions for mental 
health professionals, right around the globe. 

Secondly, it is important that psychiatric training recog­
nises the relevance of human rights issues. The United 
Nations Principles for the Protection of Persons with 
Mental Illness (1991) could usefully inform medical educa­
tion at undergraduate and postgraduate levels. Critical 
discussion of these principles1 could also be profitably 
incorporated into both undergraduate medical curricula 
and programmes of continuing professional development. 

Finally, psychiatry is well positioned to provide appro­
priate education to colleagues, policy-makers and the 
public about mental health and human rights. The specific 
mental health needs of refugees, for example, represent 
one area in which mental health professionals do valuable 
work to highlight the unique psychological stressors and 
psychiatric needs of a specific population. 
Medical, ethical and political challenges 

Clearly, psychiatrists can only do a certain amount. 
Mental health care is always delivered in a particular social 
and political context, which may impact significantly on 

quality of care. In this sense, Rudolf Virchow was right: 
medicine is a social science, and politics its means of imple­
mentation.8 The mental health of refugees is intimately 
linked to their social and political situation in the host 
country.9 It is important to acknowledge the role of factors 
such as income and housing in their distress.10 

The delivery of optimal mental health care requires 
adequate resourcing, appropriate training, and workable 
legislation. In many societies, these requirements present 
enormous challenges to policy-makers, governments and 
health-care workers. The challenges are at once medical 
and ethical, social and political. There is an urgent need to 
meet these challenges if we are to continue to build a 
mental health service that is equitable, acceptable, and 
most of all, effective. 
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Making a difference in Alzheimer's 

gm BRIEF PRESCRIBING INFORMATION 
ARICEPT'" (donepezil hydrochloride)Please refer to the 
SmPC before prescribing ARICEPT 5mg or ARICEPT 
10mg. Indication: Symptomatic treatment of mild to 
moderately severe Alzheimer's dementia. Dose and 

C N S administration: Adults/elderly; 5mg daily which may be 
OISCO»!»Y increased to 10mg once daily after at least one month. No 

dose adjustment necessary for patients with renal or mild-moderate 
hepatic impairment. Children; Not recommended. Contra­
indications: Pregnancy. Hypersensitivity to donepezil, piperidine 
derivatives or any excipienls used in ARICEPT, Lactation: Excretion 
into breast milk unknown. Women on donepezil should not breast 
feed Warnings and Precautions: Initiation and supervision by a 
physician with experience of Alzheimer's dementia. A caregiver should 
be available to monitor compliance. Regular monitoring to ensure 
continued therapeutic benefit, consider discontinuation when evidence 
of a therapeutic effect ceases. Exaggeration of succinylcholine-type 
muscle relaxation Avoid concurrent use nf anticholinesterases 

sinus syndrome", and supraventricular conduction conditions. There 
have been reports of syncope and seizures - in such patients the 
possibility of heart block or long sinusal pauses should be considered. 
Careful monitoring of patients at risk of ulcer disease including those 
receiving NSAIDs, Cholinomimetics may cause bladder outflow 
obstruction. Seizures occur in Alzheimer's disease and 
cholinomimetics have the potential to cause seizures. Cholinomimetics 
may have the potential to exacerbate or induce extrapyramidal 
symptoms. Care in patients suffering asthma and obstructive 
pulmonary disease. As with all Alzheimer's patients, routine evaluation 
of ability to drive/operate machinery. Drug Interactions: Experience of 
use with concomitant medications is limited, consider possibility of as 
yet unknown interactions. Interaction possible with inhibitors or 
inducers of Cytochrome P450; use such combinations with care. 
Pofential to interfere with anticholinergic agents. Possible synergistic 
activity with succinylcholine-type muscle relaxants, beta-blockers or 
cholinergic agents. Side effects: Most commonly diarrhoea, muscle 
cramns fatiaue. nausea vnmitinn and insomnia. Other common 

Syncope, bradycardia, and rare cases of sinoatrial block and 
atrioventricular block, and seizure have been reported. Rare reports of 
liver dysfunction including hepatitis. Psychiatric disturbances, 
including hallucinations, agitation and aggressive behaviour have also 
been reported; these resolved on dose reduction or discontinuation. 
There have been some reports of anorexia, gastric and duodenal 
ulcers and gastrointestinal haemorrhage. Extrapyramidal symptoms 
have been rarely reported. Minor increases in muscle creatine kinase. 
Presentation: Blister packed in strips of 14 ARICEPT 5mg; white, film 
coated tablets marked 5 and ARICEPT, packs of 28. ARICEPT 10mg: 
yellow, film coated tablets marked 10 and ARICEPT, packs of 28. 
Marketing authorisation numbers: ARICEPT 5mg: PA 822/2/1. 
ARICEPT fOmg: PA 822/2/2. Marketing authorisation holder: Pfizer 
(Ireland) Ltd., Parkway House, Ballymount Road Lower, Dublin 12. 
Republic of Ireland. Further information from/Marketed by: 
Pfizer (Ireland) Ltd., Parkway House, Ballymount Road Lower, Dublin 
12, Republic of Ireland. Date of preparation: September 2000. 

https://doi.org/10.1017/S0790966700006571 Published online by Cambridge University Press

https://doi.org/10.1017/S0790966700006571



