Mental Health Reform : An Appraisal for the 215t Century

by David N. Weisstub’

A decade ago, we were witness to reforms in Japan with respect to mental
health policy which drew world attention. This was so because the Japanese
Government reacted, after extensive consultations, to criticisms that had surfaced in
many quarters about the poor quality of treatment for mentally ill persons and the
shortcomings of civil liberties protections for this, relative to other industrial nations,
large population. As you will recall, inspectorates from the International Commission
of Jurists were part of the record of that experience and a number of scandals about
extreme maltreatment had embarrassed hospital authorities, government officials and
mental health professionals alike. Since that time, not only Japan but the Western
industrial nations have gone through various stages of political and economic change.
It is therefore timely to look back and assess the evolution of these reforms and to
project likely trends.

Admittedly, in the late 1980s, Japan was some twenty years behind the
wholesale rushes for the transformation of legislation and mental health institutions in
other parts of the world. Although the United States has been acknowledged as the
forerunner of Anglo-Saxon jurisdictions in terms of well-publicized legal decisions
and the redefinition of statutory criteria for the involuntary commitment of mental
patients, there were surely other movements during this period which were radical and
transformative in their own right, such as the pervasive closing of mental hospitals in
Italy, various community mental health movements throughout Europe, including
England, and of course legislation in jurisdictions such as Canada and Australia, which
reflected their particularities, namely the existence of universal health care.

Equally during the 1970s and 80s, the world became sensitized to the
practices of abusive psychiatry where in various totalitarian states psychiatrists were
found in conflicts of interest, and in the most extreme instances, revealed that
psychiatry could be used as punishment. In Russia, Cuba and a number of South
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international observers. Because of the popular interest in the spectrum of these
violations, psychiatry, more than any other area of medicine, became the subject of
media attention and public debate.

The plight of mental patients in the 1960s and 70s joined the ranks of other
minority groups as one of the objects of social activism and legal intervention.
Advocacy groups came to the forefront in all the Western nations to represent the
interests of patients, their families, and professional groups to demand the articulation
and balancing of interests and rights pertaining to access to services, the need and
right to official representation and guardianship; to protect the civil rights of patients,
including property; and to demand a reassessment of professional standards in giving
testimony to the courts or in the preparation of documentation for involuntary
incarceration or the denial of a host of related rights.

At the end of this century, we are well-acquainted with the fact that
movements of political conservatism and fiscal constraints have backtracked on the
large-scale transformations known in earlier decades. The picture is now is profoundly
different from thirty years ago. Therefore, while the Japanese legislation was going
forward to try to instantiate those protections and benefits which arguably had already
been achieved in other jurisdictions, in the very same period, a crisis was emerging in
the Western industrial states about the availability in concrete terms of the benefits
which were assumed to be part of a long-term legacy and follow-up to the radical
transformations of the 60s. What I am suggesting here is that by a curious twist of
history, East has met West in the reshuffling of political and economic realities. More
than not, the problems of mental health policy have become globalized, and it is to
that phenomenon that we should address ourselves in reflecting on our shared
problems and indeed pressures for making the right decisions in protecting the rights

of mentally ill persons and their families.

The Phenomenon of Legalism : Social Polarizations

We cannot begin our discussion without saying more about the American
experience with involuntary commitment. This is so because the US made its mark in
this area as the presumed reference point for social change. Other governments
mirrored the dangerousness criterion for involuntary commitment and in some cases
tried to adopt a judicialized or adversarial process to deal with commitment matters.
Dangerousness-based criteria could be found in highly diversified national
environments throughout the 1980s and early 90s, to include Germany, Holland,



England, Russia, Israel, Taiwan, Australia and Canada. Apart from the US, certain
differences in definition of criteria and the use of procedures are worthy of comment.
The English Mental Health Acts moved more in the direction of health and safety,
showing more tolerance of the society for protection of the patient than the
commitment to the autonomy which predominated the American-style approaches. In
some jurisdictions, including England, the reviewing structure dealing with
commitment and mental patients’ rights became more administrative than judicial, and
a panel model of decision-making was deemed more sensitive and responsive than the
contestation of lawyers in the roles effectively of prosecution and defense.

This American model was indeed transported to many jurisdictions and it was
thought, twenty years ago, that a triumph had been achieved through bringing to bear
a confrontational atmosphere to any case which involved the surrender of civil
liberties by mentally ill persons. Commitment laws were passed in jurisdiction after
jurisdiction, which suggested that seriously ill but non-dangerous individuals should
never be placed in civil jeopardy and that even if they were to fall into grave
circumstances of lack of care, preservation of their autonomy should take precedence
over any alternative course of action.

The history books, however, do not end with this broad image. Most
jurisdictions in the US and abroad have reoriented their legislation and even their
approaches to decision-making. Responses have reoccurred on the pendulum to
concentrate on the needs more than the rights of gravely ill persons. Does this mean
that mental health policy has returned to the state of paternalistic attitudes which
prevailed in the 1950s? Or, rather, is there a progressive logic which could be
meaningfully reflected upon which has brought us to more recent trends? Before the
period of rapid transformation, the conditions portrayed in large state hospitals were
very poor with a very low level of psychiatric care. Practices were often dramatic and
violative without any real proof of measurable results. Economies allowed for large
contributions from their budgets to these institutions and disproportionately large
numbers of poor persons and social minorities were housed in these state institutions.

For scientific, economic and social reasons, legislatures began to move. This
happened also at a time when new drugs and the availability of community services
conjoined to make relocation socially viable. After some decades of experience with
the American model, criticisms began to surface that mental patients were in fact
themselves the victims of the wide-scale reforms. Certain legal decisions in the United
States, which tightened commitment criteria very exactingly around the
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anger and frustration, maintaining that the courts had put a virtual and effective end to
any form of involuntary confinement. So, it became a line of social criticism, that the
jails were becoming filled with mentally ill persons and that families were being
destroyed who could not cope with the difficult cases that the courts were refusing to
put under the care of mental institutions. It was often said during this period that an
unholy alliance had been created between the political right and left, ending up in the
same unfortunate circumstances of an abandoned mentally ill population, often
homeless and moreover violent.

The reality is somewhat mixed. On the one hand it is true that a part of the
previously involuntarily committed population has resurfaced as a small but significant
socially threatening group within the currently institutionalized population. This
component arguably has been disproportionately represented by highly disturbed and
aggressive adolescent or young adult males. On the other hand, it is not true that the
empirical studies that have been done on commitment rates suggest any significant
long-term shift in the number of people who are being involuntarily committed. The
real problem has become one of effective care and response for troubled populations,
both dangerous and non-dangerous, of mentally ill persons, not their legal definition in
particular.

What empirical studies have shown is that even if commitment had been done
in technically-speaking an illegal fashion, the parties responsible for decision-making,
whether judges of a court or members of professional groups entrusted with
administrative decision-making, attended by virtue of common sense and
responsibility to make decisions in a balanced fashion in order to address the real care
needs of patients in distress while attending to the protection of family members and
the preservation of social order. What we have found in the past twenty years is what
we have referred to earlier as the global reality facing all of us in dealing with mentally
ill persons who are greatly in need of treatment and not in any meaningful sense
dangerous to others or even themselves.

The first wave of initial impact of dramatic changes in legislation was
defensive, for example in the US, and mental health professionals and government
planners went on the retreat, trying to achieve a maximal level of legalistic
documentation. However, after these early adaptive periods where there were
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the judicial system along with mental health professionals and families discovered
effective means to make decisions which comported with common sense morali’ty.1
Given the fact that we have passed the stage of earlier decades which were
highly charged with anti-psychiatry rhetoric and expectations of family and
community support systems which did not materialize, in most industrial countries we
are now in a more cautious mood of observation. It is surely not warranted for
countries to attack each other through their professional representatives from
positions of moral superiority. The period of mental health imperialism should be
properly put to an end. The plight of mentally ill persons is in a shaky condition now,
not because of the quality one way or the other of restrictive conditions in mental
health statutes, but rather because governments are hesitating to give much-needed
support to a demanding and difficult population. This does not mean to suggest that
the rights of mental patients should be allowed to be put back some decades worth of
achievement. On the contrary, we must integrate the respect for mentally ill persons
which has been achieved often through case law and through legislation into popular
culture and the daily life of mental health professionals and society at large. Public

attitudes will become our best defense against transgressions towards the mentally ill.

A Period of Transformation

Looking at the Japanese experience in particular, we can observe that since
the 1988 reform, which gave rise to the psychiatric review board structure, very few
files have been put into effect. In an article a few years ago, which we published in the
International Journal of Law and P.sychz’atiy,2 the author noted that only a rate of
0.2% of applications came forward during the year of 1991 and that of these
recommendations, discharge occurred in just 11 cases. Given a population of over
300,000 psychiatric inpatients in Japan, this reveals that the deep social structure of
Japan, which gave rise to the statistic in the first place, is well-entrenched and has
proven itself stronger than what was expected by the international community and
probably within Japan insofar as the 1988 reforms were to have brought on a process

of radical transformation. This in fact is also the reality of other social cultures, except
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that there are real differences in cultural attitudes which deserve a closer review. The
bigger problem, rather than the numbers in or out of hospital, is what the quality of
treatment actually is for those in hospitals and what should have been done, or could
be done, for community mental health care.

Some authors in Japan have argued that despite the fact that the 1988 law
approved community-based models of assistance for mentally ill persons, to date there
has been hesitancy by the government to provide meaningful funding. Perhaps this is
related to the cultural variable historically rooted in Japan that it is the family, rather
than the State, that should take on the burden for mentally ill persons. Is it the case,
then, that the hospital in technological terms has replaced the family as the
institutional guardian and therefore is looked upon by the state as the final and only
chapter of relevance? Perhaps what has occurred is that, due to international pressure,
certain legislative changes were put into place but that real alterations lying at the
heart of the system cannot be traced to satisfaction.

Even if we could describe Japanese society as “welfarist” in State terms, it is
not entirely surprising that, given the rapid economic growth and industrialization that
Japan has experienced, the Japanese government has been slow in stepping forward to
develop a welfare-oriented policy towards its population. However, this is now the
responsibility at hand and one which is shared by all other industrialized nation-states.
The challenge in the 1990s and for the next century will be to define the place of
mental illness within a tightened economic context. How then can we activate through
education, volunteer workers, and encouragements to families, a proper support
system for mentally ill persons while making available assistance from corporate
structures such as insurance and the state, and put together a viable partnership to
respond to existing needs.

On the human rights side, we need to gather our critiques and to apply the
rigour of our thinking, both in Eastern and Western cultures, to determine whether we
can develop and articulate a set of minimal but meaningful standards upon which we
can found a widely accepted ethic of fairness, treatment, and human rights protections
for our mentally ill populations. We must determine whether there is a core set of
values around which we can make legitimate claims to governments and institutions
to guarantee the provision of appropriate services for the mentally ill.

In the current movement towards much-needed practicality, we must set
certain standards to wed our ethical and legal values to our needs for adequate mental
health services. To this end, we must take a number of steps, beginning with the
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those individuals who are not being adequately accommodated. We must assess the
reasons for these discrepancies and begin a plan of action to develop both the
integration of services and a continuum of care. In our quest for providing services
that will in fact make a difference, we need to set our goals and agree to a process of
widespread and scientifically defensible collection of data on our delivery of services
and the manner in which we provide them. Through the accumulation and productive
use of this data, we should be able to place ourselves in a position of making more
responsible decisions on mental health care.

Towards this end, we should look specifically to epidemiological research to
discern demographically which part of the population is most in need, during which
period of the life cycle, and according to relevant geographical or localized appraisals.
If there are standards which we define by legislation or codes of practice, we equally
need to accumulate evidence about whether these standards are being effectuated and
adequate resources provided by government or other institutions to realize these
rights-oriented ideals. We must be ready to reorient mental health law reform to the
core needs of patients and their families. Many of the parts of the system everywhere
in the world are discordant with one another and must be recoordinated to create a
sensible puzzle which conveys some meaning in the larger picture. This should also
include a well thought-through plan of action on those policies concerned with
prevention.

With an increasingly aging population and the consequences of shifts that have
occurred from rural to urban environments, we are faced with, as Dr. Moriyama
rightly points out, challenges that need to be frontally addressed. We have come to
understand that effective medical treatment must include support structures for daily
living. In practical terms, this means that an effective care system must look carefully
at all the options available in community-based delivery as well as in an interactive
relationship between community and institutional care. As we move from hospital to
community settings, the administrative structures and responsibilities become
scattered along an extensive trajectory of government, health and social service
agencies. What we are faced with is nothing less than a major undertaking to
coordinate this vast array of services. Because costs are an issue facing decision-
makers who are attempting to monitor the application of standards through courses of
treatment, there is furthermore the need to assess the cost-effectiveness of the

multiple sets of providers who are operating in different settings.



Transplanting Models in Mental Health Reform : Lessons and
Projections

As we are aware, there has been a steady decline in the 70s and 80s of
psychiatric beds in most of the Western States. In contrast, the numbers have been
accelerated over the past thirty years in Japan where the psychiatric hospital has
remained the major environment for the delivery of services. In the past decade,
however, we may note that there has been some decrease in the number of psychiatric
beds and that Japanese mental health policy has joined in the trend to support
community integration. This shift in policy is reflected in recent legislative reforms
associated with the normalization of persons with mental illnesses and facilitation of
public funding of community care options including residential facilities and
rehabilitation services.

From the experience of certain Western European nations who have
dynamically entered into the process of creating elaborate community care support
services, we can observe that, without unifying extensive government support and
community-based interests, the improvements, if any, are often short-lived. A good
case study is Italy, which moved dramatically into the community and away from the
large model of the asylum, beginning with the innovative community-oriented reforms
of Franco Basaglia in Trieste in Northern Italy in the early 1960s and which
culminated in the dramatic mental health law reforms of 1978. This radical
undertaking, premised upon the Public Law 180, had as its intention the dramatic

closure of the mental hospital as an institution.

Tracing the implementation of the Italian law is useful for two reasons: firstly,
because the Italian experience can be related to specific cultural and economic
variables; and secondly, because the politically-oriented application of the law was
attached to a structure of regional governments. The regional divisions in Italy were
both numerous and diverse, and the implementation, as could have been expected, has
been highly inconsistent. Their experience demonstrates that official legislation, that is,
the law as it is written on the books, in the arena of mental health, is only one marker
we can use in assessing the success of a given system.. In fact, it is in the analysis of

the interplay between legislation and its implementation that we locate in every



quarter of the world the real problems as they present themselves.> The key to
effective mental health law reform throughout the industrialized nations has been to
locate the socio-economic variables that have frustrated or enhanced the prospects of
effective community services. The Italian so-called miracle, well-implemented in
certain sectors of Northern Italy, for example in Trieste and Verona, have told us a
particular story that has implications for other jurisdictions. A sustained commitment
to community support while maintaining adequate relief services for mentally ill
populations is the same key to the mental health puzzle wherever and however mental
health law reform projects have taken hold.

Most importantly, despite our most elevated intentions, there are financial
burdens which remain in the movement from hospital-based medicine to community
services. Infrastructures, personnel, and physical plants remain in place with fixed
costs; and with limited budgets, the creation and fostering of new professional
realities are often frustrated to the point of blockage. Well-meaning movements from
overly centralized structures to expected greater efficiency in small-scale delivery
have not been systematically effective. We are, in fact, in the early stages of being able
to assess the transition from hospital to community, from large-scale to small-scale.
What we should be admitting is that it is in the inevitable interplay between necessary
institutions and innovation that we will be able to locate what best suits a particular
socio-cultural environment. We should always be aware that transplanting models is
essentially that, and that unless there is a cultural translation that actually imports
meaning we should remain not only cautious but cynical about prospects for a positive
outcome.

We may conclude our remarks about Italy by documenting the following. Ten
years ago, the long-term patients in Italy had dropped by approximately 80% in a
period of fifteen years. The studies have revealed that in Italy, in contrast to certain
other jurisdictions, the patients have not been re-found in the criminal justice system
or in the creation of private institutions. Herein the cultural variable: small general
hospital psychiatric wards and community-based facilities, which involve community
mental health centres and residential treatment programs, have worked effectively
where there has been a serious attempt to provide the necessary resources. There also
have been some strong developments there in worker cooperatives where mentally ill

persons have attained some degree of productivity. The overall evidence in Italy
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supports our key point. Well-coordinated care can alter entrenched realities in the
mental health sector.

The Italian miracle has, as noted earlier, been no miracle at all. The legislation
has been truly effective only where social cultures have responded sympathetically and
have not viewed the legislation as a =device which threatens to undermine social
order or the productive life of mental health professionals. The socio-cultural variable
of course includes community and health services working with families who remain

the mainstay, wherever possible, of social rehabilitation and reintegration.

Focusing on the Delivery of Care : Integrating Costs and Services

Treating mental illness as a medical problem clearly has gained favour with
recent emphases on the biological and neurological, indeed genetic, foundations of
mental illness. Furthermore, the relation of mental illness to physical health is in the
throes of being more effectively documented. Thus, it is argued that service
interdependencies should be put into place and that mental illness should be part of
the general hospital reality. According to this approach, what is needed is effective
insurance to integrate mental health services into an effective continuum of care. From
this perspective, eligibility should not be based solely on the diagnosis of a serious
mental illness as this could arguably compromise the motivation of service providers
to treat illnesses in their early stages. A reimbursement structure that is hospital-
focused and medically-related is only one — and not necessarily the best — option. In a
social system, such as that of the US, where there is insurance for the wealthy, and
public facilities for the poor, a divergence of treatment and protection has been a
natural outcome. Indeed, where models are overly medicalized, community non-
medical support structures will be understandably downplayed. Further, an overly
medicalized approach is one that appears consistently to fail to deliver on what should
be the main goals of any system, namely a resilient treatment approach that is cost-
effective.’ The failure of systems that are not sufficiently inclusive of non-medical
treatment options supports the proposition that there should be full inclusion of all
types of mental illness in health insurance schemes, which, with competition amongst
a variety of service providers, would maximize cost-effectiveness in the administration

of mental health care.
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There are opposing forces to the medical inclusionist position. This line of
thinking is related to the idea that medical diagnosis remains elastic in psychiatry,
namely, that mental illnesses differ both in kind and degree, having diverse etiologies
and effects. A corollary of this is that we should address ourselves to the issue of
elastic costs and avoid paying horrendous medical bills lest we bankrupt our health
systems. The counter-argument to this criticism is that flexibility in an insurance
system need not be equated with unrestricted expenditures.5

Whether one embraces an overly medicalized or inclusionist approach, there is
still the question of which group should be prioritized. One perspective holds that, in
light of limited and in some cases constrained economic resources, only those
mentally ill who are in the greatest need should be given parity with treatments
available for physical disability. Further, it is argued that those who face more severe
mental illness are clearly in greater need of mental health services. This position draws
strength from the practical consideration of evidence of the successful treatment of
severe mental illness, and from the social interest in correcting the historical record of
maltreatment and discrimination of persons with severe mental illness.

Debates about how to prioritize the allocation of mental health services now
permeate discussions about mental health policy everywhere. Each country has its
own specific history and pattern of protection and insurance, and it is extremely
important that we do not forget the historical and cultural origins of the debates as
they have unfolded in specific instances. Without considering the unique context and
circumstances of a given jurisdiction, we could witness a repetition of what occurred
in the 1970s and 80s with respect to the transplantation of mental health legislation
from one jurisdiction to another. This would be analogous to those situations where
countries, in panic and frustration, import ready-made economic structures which did
not respond effectively to their own specific needs.

What is required in the configuration of an effective mental health policy is an
articulation of the nuances in terms of family life, incentives for work, orientation of
persons and various levels of government to welfare-minded initiatives. We equally
need to clarify the relationship between private and public sector insurance provisions,
the training and attitudes of mental health professionals, the specified roles and
models of legal representation and advocacy, and the employment of judicial or

administrative decision-making to effectuate whatever plans or standards are put into
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place. Without a careful analysis of all of these intersecting variables, reimbursement

schemes will meet the same end as exaggerated or misguided legislative enactments

did in preceding decades.

Continuing Care : Assuming Professional Responsibility

Our difficulties are further heightened by the fact that our scientific
understanding of facilities and their effectiveness “out of hospital” is inadequate. Data
is difficult to obtain because services often fall into the ill-defined area that exists
between health and social services. This is compounded by the fact that
responsibilities for deinstitutionalized patients are located in an ambiguous zone
involving voluntary workers, families, and local political authorities in particular.
Within these communities, there is a limited capacity for monitoring services and
gageing the efficacy of their interventions.

All large-scale mental health systems must cope with the problem of a need for
continuing care. In practical terms this means that we accept that long-term patients
are not necessarily chronic in the sense of being institutionally dependent throughout
the course of an illness. Rather, it means that there are significant numbers of patients
within any mental health system who are “in and out” users of complex structures of
services. Within this core population, there continue to be limitations with respect to
legal entitlements and recurrent problems in the administration and coordination of
services. The issue of costs permeates the decision-making process throughout the
system.

We should readily admit that in almost all advance economies there are
ambiguities about the parameters of private versus public entitlements and that
insurance schemes, even when public, have private components and vice versa.
Adding to the difficulties are the transitional nuances that accompany a movement
from highly centralized models to localized units of delivery and application. Within
these decentralized units, mental health professionals are often conflicted about their
appropriate professional roles and are in need of direction and reeducation.

Although there has been a strong tendency to create greater efficiency and
responsiveness to localized problems, the preservation of the principle of geographic
equity remains a challenge. We are hard-pressed in many instances to guarantee
minimum uniform standards, and as we increase the plurality of decentralized players



in the system, unpredictable and uncontrollable political variables come into platy.6
Critically, decentralization has changed budgetary relations between central, regional
and local health and welfare agencies. Typically, the seeding of authority — and
particularly when this is by central government — has been exploited as an opportunity
to reduce budgetary commitments.

In a recent review of the Thatcher policies in England on the delivery of
mental health services which derogated decision-making to smaller units on more
cost-efficient bases, one author noted that the UK experience has paralleled other
welfare states. Resources have become increasingly slender and the contest of wills
among established and newly created service providers has compromised the effective
delivery of care. Regardless of whether we possess the knowledge or technology, or
indeed the evidence about the programs that can be made available so that mentally ill
persons can improve their independence and quality of living, the success ratio of
viable community-based services has regrettably been low. In fact, there is great
variability in the experiences of countries of similar economic capacity, even those
with parallel universal health schemes, in mental health policy-practices, and to date
we possess limited knowledge about the effectiveness of the actual practices in place.
7

Despite these pervasive realities, mental health professionals and social
planners may still constructively apply themselves to identify the basic principles for
effective law reform. We have already come some distance in redressing earlier
imbalances between institutional and community-based support systems. In many
jurisdictions, there are a broad range of available services that not only include
treatment and rehabilitation, but also preventive and educational supports. In many
places in the world, we have realistically created regional and local institutions to
allow mental health systems to be more responsive to individualized needs that reflect
geography, ethnicity and populations affected by specific illnesses. We have created
and implemented programs that reflect the necessity of making available informal

contexts for the delivery of mental health services, often involving volunteers. We
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have increasingly accepted the importance of seeing patients as consumers of services,
and as a complement, families as coworkers with mental health professionals and
patients in the process of identifying, delivering and evaluating needed treatments and
services.

In the scientific domain, we are beginning to amass data which will help us
become more accountable both to patients and decision-makers about what works
and at what costs. Agencies and institutions are becoming increasingly self-reflective
about how they can most effectively interact with other units in the mental health
system. Of course, resolving many of these problems is made easier when there is a
single-payer system as opposed to the a multi-faceted insurance structure that exists in
jurisdictions such as the US. Despite the aforementioned tensions engendered by the
reduction of health budgets, there is also a positive dimension in some of our
programs of social and legal reform. This has been reflected by an emerging
willingness of professional parties in the system to agree that, given the financial
constraints that have become a constant and almost universal presence in the
industrialized countries, there is no choice but to act according to principles of
openness and cooperation in fostering solutions that are the result of recognizing a
range of interests rather than attending to short-term needs of specific groups,
whether they be professionals or consumers.

What we need to do is embark on a project of identifying which are the best
institutions and practices realizing specific aims and objectives of our respective
mental health systems. We are likely to find that we can list key elements that are
necessary but insufficient in and of themselves to constitute an effective and morally
responsible mental health apparatus. There is widespread agreement that we need to
find the best case management programs that are assertive and community based. For
persons needing continuing care, we need to implement crisis programs in the least
intrusive manner. In the area of housing, we must commit ourselves to providing
professionally =~ supervised community residences and to assure necessary
governmental support. To successfully implement these policies, governments should
undertake to fashion statutory guidelines ensuring access to mental health services.

Treatment alternatives must be continually clarified and evaluated. We should
avoid “either/or” thinking and rhetorical or ideologically-driven critiques in periods
of frustration. What we have come to know is that it is through a balance between
hospital and community services that patients will be properly attended to. Having
accepted that, we must develop the appropriate structure to accommodate the diverse

needs of specific regions and populations. We should be wary of any moves towards



decentralization that contribute to the erosion of central and authoritative standards
which carry ethical significance. As we have observed, effectiveness at the expense of
professional standards should be questioned and confronted. Welfare-oriented nation
states like Canada still carry the responsibility of maintaining standards that can be
applied consistently for the benefit of all citizens. If there are exceptions, they should
only be on an experimental or short-term basis, as mental health care and services
form part of a state's moral responsibility. However, we must avoid the pitfalls of
excessive concentration of power at the centre, which may be overly bureaucratic and
too rigid to respond to consumer needs.

We must make it an objective of mental health law reform in the next century
to involve consumers of mental health services to the greatest extent possible by re-
engaging their best efforts to make decisions affecting their well-being and their
eventual reentry into productive citizenship. This means that we must commit
ourselves to programs of funding for leadership training that will assist consumers in
articulating their concerns. In addition, we must educate our mental health
professionals and the public about the activities of consumers in a non-stigmatizing
manner. We should also assist families who can be engaged in all the processes
affecting their immediate family members. We should continue to experiment with and
to sustain programs which support the employment of mentally ill persons and be
prepared to evaluate programs that are conducive to psycho-social rehabilitation.

In mental health law reform, there will be no one model for creating a perfect
body constituting a Mental Health Authority. Each socio-political-economic culture
must find its route to effectuate a plan that can meaningfully distribute responsibility
between central and decentralized bodies. What works in one setting will be anathema
elsewhere. Much will depend on the character and type of decision-makers who are
placed at various levels in any given system of decision-making and delivery. The
challenge to integrate systems both vertically and horizontally, remains a real issue for
planners everywhere. First and foremost, we must be able to reflect internally on our
own systems, both in the light of universally shared values and based on relevant
criteria that emerge from established practices and norms of a particular environment.
Mental health professionals should have a sense of moral obligation in searching for
the standards and goals that should be the motor in determining their responses to
suggested changes from government. Government, on the other hand, must strive to
preserve professional standards in the mental health system. Cost-cutting, which
disturbs this dialogue, should be protested against by responsible agents of the mental

health system in all professional quarters. It is necessary, therefore, for mental health



professionals to group together to request and even demand of government and other
corporate interests, such as insurance enterprises, that responsible and quality services
be protected. This means that mental health professionals should be prepared to
establish partnerships with their legal counterparts, consumers, and appropriate
political forces, including the media, to strengthen their requests for the guarantee of
responsive and responsible mental health services.

It is through such partnerships that we can over time build towards an
international consensus of values that will enhance the prospects within both the
public and private sectors of improving the quality of life for persons in need of mental
health services. We must give all our best efforts to devising the ways and means for
ensuring a continuity of care that is responsive and sensitive to specific patients in the
context of diverse locations, and tied to real reference points in mental health services.
Continuity without integration would be tantamount to admitting defeat in achieving
our collective objectives. We have suggested today that we have arrived at a stage in
mental health policy where reasonable persons should not come to unreasonable
disagreements about what are the key issues that need to be addressed. Hospital care
will remain a necessity. Hospitals without community services will regress into
asylums. Community services without public support will fall by the wayside.

The dialogue between government and mental health professionals carries
with it the weighty moral burden of redressing the wrongs that have been done to
mentally infirm persons over centuries. In fact, it will be the measure of our level of
civility that we devote ourselves to finding basic principles together for creating the
kind of legislation that will allow professionals to use their training and best resources
to cooperate in integrating not only mental health services, but also persons suffering

from mental illness, into the pluralistic society that is the measure of a real democracy.
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