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1. INTRODUCTION 

An intercountry meeting on improving quality of service in terms of human dignity and 
rights of people with mental disorders was held at the World Health Organization (WHO) 
Regional Office for the Eastern Mediterranean, in Cairo, from 9 to 11 September 2007. The 
objectives of the meeting were to: 

• present an overview of the present situation of services provided to people with mental 
health disorders in terms of human dignity and rights of patients; 

• present WHO guidelines and checklists and discuss regional experience, including the 
WHO draft monitoring checklist and the draft regional manual and checklist on protection 
from seclusion and restraints; 

• develop a set of recommendations for a regional policy on the dignity and rights of 
patients, in addition to method and assessment tools to evaluate the situation regarding 
services for people with mental disorders. 

In his opening address of Dr Hussein A. Gezairy, WHO Regional Director for the Eastern 
Mediterranean, reiterated the stance of WHO regarding the rights of people with mental illness 
while highlighting UN principles for the protection of persons with mental illness that were 
endorsed in 1991 and which established minimum human rights standards for practice in the 
mental health arena. He also emphasized the substantial cultural asset in the Eastern 
Mediterranean Region in dealing with marginalized populations, including people with mental 
disorders. He referred to historical examples from the Region where people with mental 
disorders were cared for in general hospitals which were supported by benevolent cultural and 
religious attitudes. The community was also involved in their welfare. Treatment methods during 
this period comprised a mixture of psychotherapy, reassurance and support, based on the close 
relationship between psychological set-up, mind and body. Patients with mental disorders were 
neither tortured nor maltreated. A relaxing environment, including the use of music, was a very 
important part of treatment. 

The situation, however, had not been as favourable in more recent centuries. In many parts 
of the world, people with mental disorders continued to be victims of inhumane and outdated 
modes of care inside large psychiatric hospitals where conditions were often extremely poor. 
People with mental disorders could be particularly vulnerable to abuse and violation of their 
rights behind the locked doors of these institutions, as well as outside them. Stigmatization and 
the consequent discrimination against mental illness made things even worse. 

Dr Gezairy stressed that in the process of integration of mental health in primary health 
care and launching community-based mental health initiatives, a structured and practical 
approach was all but necessary in order to render the rights of persons with mental disorders an 
inherent part of the system. Furthermore, the myths and stereotypes that surrounded people with 
mental disorders and the mentally ill needed to be corrected. Public information campaigns 
should make full use of the capacities of the media and civil society, including service users and 
family groups. Legislation was another important mechanism that could ensure appropriate and 
adequate care as well as the protection of the human rights of people with mental disorders.
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However, it must be noted that legislation may infringe on the rights of people with mental 
disorders or place improper or unnecessary barriers or burdens on them. 

Dr Gezairy ended by commending the efforts in different countries to introduce reforms in 
their mental health care systems and their endeavours to move away from conventional 
institutional care or absolute neglect to care which was relevant, human and less restricted. 
However, he stressed the need for spirited and concerted efforts to reduce the suffering and 
torment of people with mental disorders and the attendant stigma and discrimination, through 
better, more humane and respectful services. 

The chairmanship of the meeting was shared on a rotating basis. The agenda, programme 
and list of participants are included as Annexes 1, 2 and 3, respectively. 

2. TECHNICAL PRESENTATIONS 

2.1 WHO perspective on dignity and rights of people with mental disorders 
 Dr Benedetto Saraceno, Director, Mental Health and Substance Abuse, WHO 
 headquarters 

Violations of the rights of people with mental illness are not exceptional. They occur in all 
countries around the world and are occurring in the very places where people should be receiving 
treatment. It is a clear example of how the health facility can become the violation itself. 
Violations are happening in both low- and high-income countries. There are high-income 
countries with mental health facilities which are inhumane, deliver poor quality care and violate 
human rights. Conversely, there are low-income countries which have developed some very 
innovative services in the community which do respect the rights of people with mental disorders 
e.g. in Gambia recently, traditional healers and health service providers collaborated to provide 
treatment to patients at home. Traditional healers can be involved in the prescription of 
medicines and provide follow-up. 

People with mental disorders are often assumed to be lazy, weak, unintelligent, difficult 
and incapable of making decisions. These are common reasons why they are denied employment 
and education and other opportunities. Interestingly, people with mental disorders are also 
thought to be violent and they often invoke fear despite the fact that they are more likely to be 
the victims of violence rather than the perpetrators. A recent study in the archives of General 
Psychiatry (US, August 2005) reported that one out of four people with mental illness were the 
victim of a violent act, more than 11 times higher than the general population. 

Isolation and abuse is not just a problem in institutions but is also a problem in 
communities. It is not uncommon that people with mental disorders are left semi-naked or, 
beaten, tied up, shackled and left to go hungry in many institutions. This kind of treatment is 
both humiliating and destructive. This problem is partly due to the lack of awareness and 
knowledge about mental disorders and the fact that effective treatment is available. In the 
absence of this knowledge, people are seen as dangerous and unmanageable, or even possessed 
by evil spirits. 
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Psychiatric institutions tend to be more like human warehouses than places of care and 
treatment. The buildings are decrepit and filthy. People lack proper clothes, clean water and food. 
They also lack respect for their dignity. Again, these conditions can only lead to a worsening of 
the mental disorder and overall health. In February 2004, 18 people died in an institution in 
Romania of hypothermia and malnutrition. When the treatment settings are so appalling, it is 
quite easy to understand why people do not seek help, and why people actively resist treatment. 
It also explains why so few health care staff want to work in the area of mental health. In many 
institutions, and in a grave violation of human rights, people with mental illness are put in 
seclusion for long periods of time with no human contact. Sometimes in small, prison-like 
rooms, or confined in cage-beds; examples of more harmful, inhuman practices which are still 
prevalent, even in Europe (Turkey, Romania, the Czech Republic, Slovakia and Slovenia). 

Adults and children can be subjected to horrific violence and rape by fellow patients. These 
practices often go unreported and unpunished, leaving the perpetrators free to continue the abuse. 
Many people receive no form of stimulation, and spend days, months and even years living in 
excruciating boredom. Some people are over medicated so that they remain docile and easy to 
manage. This aimlessness, inactivity and social isolation are inhumane and degrading and not 
conducive to recovery or good mental health. Some institutions try to adopt some recreational 
activities but these are more akin to school arts and craft activities than a real engagement in 
meaningful adult activities that will ultimately lead to integration into the community. 

A basic principle identified by the WHO is that everyone in need should have access to 
basic mental health care. This requires that mental health care should be: affordable, equitable, 
geographically accessible, available on a voluntary basis and of adequate quality. Improving 
quality of service means comprehending what quality means for all stakeholders. For example, 
for a person with a mental disorder, quality can mean an improvement in symptoms and quality 
of life as well as being treated with dignity and with full respect of the rights to autonomy and 
independent decision-making. For a family member, quality can mean being provided with 
support to help cope with some of the emotional consequences of having a family member who 
is ill and also being provided with the information and skills to actively assist a family member’s 
integration into the community. For a service provider or programme manager, quality can mean 
ensuring effectiveness and efficiency. From the perspective of a policy-maker, quality can be 
seen as the key to improving the mental health of a population, ensuring value for money 
expended and accountability. WHO adopts all these perspectives and views them as important 
aspects of quality. 

It is interesting to note that in a context where resources are inadequate and mental health 
is emerging as a new priority, some policy-makers and professionals believe that a concern for 
quality issues is premature, if not a luxury. Quality is often seen as more of an issue for well-
established, well-resourced systems than for systems which are in the process of establishing 
themselves. However, it is important to understand that quality is an essential requirement of any 
mental health service, whether the service is in its infancy, with minimal resources, or well 
established, with plentiful resources. 
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A focus on quality helps to ensure that resources are used properly. In most systems, 
resources are not used optimally. Some systems use or even overuse ineffective services, that is, 
services that do not result in improvement or even cause harm. Other systems underuse effective 
services, thus failing to provide what people need. In either case the lack of a focus on quality 
results in resources being wasted. Focus on quality helps to ensure that the latest scientific 
knowledge and new technologies are used in treatment. In the last decade, a great deal of 
evidence-based information has become available on the most effective interventions for mental 
disorders but there is a huge gap between the available knowledge and what is implemented on 
the ground. It also helps to build trust in the effectiveness of the system and to overcome barriers 
to appropriate care. Good quality services help to build people’s confidence in mental health 
treatment, so that they are more likely to seek the care that they need. Without satisfactory 
quality, people with mental disorders, their families and the general public become dissatisfied 
with mental health treatment and care. 

The first step in quality improvement is to align policy so that it facilitates quality 
improvement, rather than acting as a barrier to it. Policy needs to address a broad range of issues 
related to the mental health system and to promote evidence-based practice and human rights. 
Importantly, it is now globally accepted that policy needs to encourage deinstitutionalization, 
integration of mental health into general health care and the development of community-based 
mental health services and this should be a focus in every countries’ mental health policy and 
every strategic implementation plan. 

Aligning policy to promote quality requires consultation with all mental health 
stakeholders, including users and families, both in the development of policy and in all 
subsequent quality improvement steps. Consultation has three critical functions: obtaining input 
from various stakeholders, sharing information across stakeholder groups and building a 
common understanding. An extension of consultation is the development of partnerships with the 
various stakeholder groups. These partnerships form the backbone of the quality improvement 
process and enable long-term sustainability. 

To conclude, a focus on quality is essential for all mental health services, whether the 
service is in its infancy, with minimal resources, or well established, with plentiful resources. 
Quality of care is important, not only to reform past neglect, as seen in historical abuses of 
human rights in psychiatric institutions, but also to ensure the development of effective and 
efficient care in the future. And finally, building the quality of mental health care, even in 
circumstances of minimal services, provides a strong foundation for future service development. 

2.2 Needs and objectives 
 Dr M. Taghi Yasamy, Regional Adviser for Mental Health and Substance Abuse, WHO/
 EMRO 

History has shown that improvement of conditions for people with mental disorders has 
been possible in conditions of poverty lacking sufficient human resources and facilities. In 
Europe, for example, improving the conditions in mental health services started long before the 
accumulation of wealth and the advancements in psychiatry, even much earlier than the advent of 
psychotropic medications. In Egypt, under the rule of the Sultan of Egypt, Al Mansour 
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Kalawoon, 1284 CE, the first general hospital that comprised a ward for those suffering from 
mental disorders was opened with the use of music and humane treatment to cure those who 
suffered from mental illnesses. Modernization of medicine alone did not improve the living 
conditions of patients with severe mental illness. Integration of mental health into primary health 
care is well known as a necessary prerequisite to reduce the stigma and in accepting mental 
illness as a disease. However, it is not sufficient to improve service quality in terms of dignity 
and rights of patients. There are examples where chaining patients starts at home and continues 
in the primary, secondary and tertiary health care system. Mental health legislation is another 
fundamental means to shape health policies in a way that guarantees the dignity and rights of 
people with mental illness, but rights enshrined in mental health legislation would remain 
ineffective if not translated into action on the ground. There is always a need to plan for 
improving the quality of services in parallel with interventions to improve coverage. 

The chain-free initiative has been an example of moving from concrete to abstract concepts 
in addressing quality of service provided to people with mental illness and their dignity and 
rights. It has been piloted in Somalia and Afghanistan and conducted in three phases: 

• Phase one: chain-free hospitals, in which the chains are removed and patient-friendly and 
humane places with minimum restraints are created, in addition to other interventions; 

• Phase two: chain-free homes where chains are removed and family psycho-education is 
provided and family members are trained on a realistic, recovery-oriented approach, and 
home visits are provided; 

• Phase three: chain-free environments, in which the “invisible chains” of stigma and 
restrictions to the human rights of persons with mental illness are removed and the right to 
universal access to all opportunities with and for persons with mental illness are endorsed. 

The challenges ahead are to examine the present situation of services to people with mental 
disorders in terms of the human dignity and the rights of the patient against WHO guidelines and 
checklists and to take an account of different regional experiences to also establish means that 
respect the rights of people with mental illness. Urgent needs include: agreement on 
recommendations/messages for a regional policy, method and assessment tools to monitor and 
evaluate the situation regarding services for people with mental disorders and for methods and 
assessment tools that are feasible, measurable and culturally sensitive in order to evaluate the 
situation regarding services for people with mental disorders. 

2.3 Mental health legislation 
 Nasser Loza, Secretary General of Mental Health Secretariat, Ministry of Health and 

Population, Egypt  

The road map to improve the quality of service in terms of human dignity and rights of 
people with mental illness must include three domains: legislation, management and community 
attitude. Legislation cannot improve the quality of service if the management is not prepared or 
competent to implement the legislation and stigma and community attitudes towards people with 
mental illness may hamper all advances achieved in legislation and render them ineffective. 
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The first mental health act was introduced in Egypt in 1944 to exclusively deal with 
detaining those afflicted with mental disorders. This law has jurisdiction only to hospitals that are 
authorized to admit patients against their will and that opt to be registered under the law, leaving 
the majority of psychiatric hospitals that opt not to register, not subject to its provision. This 
loophole has left the door wide open for the violation of patients’ rights in unregistered hospitals. 
It has also contributed to the development of practices such as compelling patients to sign the 
application for voluntary admission of treatment in psychiatric hospitals. No strict time frame has 
been defined for the detention of patients and regular checks are performed between 1 and 5 
years. 

Psychiatry has witnessed considerable development, as there have been made available 
numerous effective medications to treat people with mental illness as well as their recovery over 
short periods. The conception of psychiatric treatment has changed and the target has become to 
treat patients, as well as return them to society in order to lead productive lives and not to 
exclude or isolate them from society, nor place them in hospitals for long periods as has been the 
case under the current mental health act. 

The draft law intensified the need for accurate measures for the admission of people with 
mental illness and treatment against their will. Moreover, the draft law created the system for 
independent psychiatric evaluation in all cases of involuntary admission by way of guaranteeing 
patients’ rights. The draft law has determined specific periods for the stay of those patients under 
those measures that would limit freedom. It also laid down as a condition, that those measures 
could be repeated on a periodic basis, in case of expiration of those periods stipulated under the 
draft law. This law has discriminated between involuntary admission and involuntary treatment 
and has made separate measures for each one of them. 

The draft law led to the creation of a new system, namely, treatment injunctions which 
would signify imposing treatment on patients that had previously been subjected to measures of 
involuntary admission and treatment with a view to the treatment of patients in society among 
their families, and under circumstances that would contribute to speeding up their recovery 
together with integration into society. This would alleviate the burden shouldered by psychiatric 
hospitals. The draft law has also led to the provision which stipulates the establishment of a fund 
for mental health, with a view to contributing to development and subsidizing the treatment of 
psychiatric patients, and so as also to provide such material for councils of mental health, duly 
assigned to caring for rights of such psychiatric patients. Financing this fund would be effected 
through numerous sources in the manner indicated specifically under the draft law. 

The draft law has led to the creation of a specific organization pertaining to rights of 
psychiatric patients in such a way as to be in keeping with UN resolutions, signed by Egypt, 
laying down criminal penalties in case of violation of these rights. The draft law stipulates the 
rights of patient to participate in their own treatment, by way of giving patients the right of 
options in their treatment, as long as their clinical conditions allow. The draft law gave specific 
importance to the patient’s right concerning confidentiality of medical data, provided some 
warranties concerning some specific types of treatment such as electro-convulsive treatment, and 
laid down some specific guidelines to which the treatment team would act in compliance 
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therewith, in case of resorting to application of seclusion or restraints in such a way as to be in 
keeping with scientific practices duly recognized. 

The new mental health act is a step forward in the restitution of rights of people of mental 
illness whom have been marginalized for decades. However, improvement of quality of service 
through effective and efficient management, and changing community attitudes towards mental 
illness and people with mental illness must be equally addressed to accomplish the task of 
protecting the rights of people with mental illness. 

2.4 Advocacy for the rights of persons with mental disorders 
 Dr Ibrahim Kerdany, Regional Adviser for Media and Communication, WHO/EMRO 

The media have an important role to play in advancing the rights of persons with mental 
disorders. They can promote positive attitudes, alleviate ungrounded fears and assert that 
rehabilitation is possible for most people with mental illness and the media are the conscience of 
the society and their role is to keep an eye on the situation of people with mental disorders. The 
media can report on whether positive legislation and regulations are actually being enforced. 
They can expose inhumane treatment against persons with mental disorders within the 
community or inside health care facilities. They can ensure that changes that happen are 
sustained. Public information campaigns can make substantial use of the capacities of the media 
and civil society. 

There are different types of advocacy actions, including raising awareness, disseminating 
information, conducting education, training, providing mutual help, counselling, mediating, 
defending and denouncing. These actions are aimed at reducing barriers such as lack of mental 
health services, stigma associated with mental disorders, violation of patients’ rights, absence of 
promotion and lack of housing and unemployment. 

Empowerment of consumer and family groups and nongovernmental organizations could 
be accomplished by conferring counselling on the defence of rights, education and training on 
mental disorders and treatment, hotlines for crisis intervention, support to improve: organization; 
issues; access and quality; informed consent; involuntary procedures; confidentiality; complaints 
and appeals; mutual help groups; civil rights; disability pensions; housing; education and 
employment; and positive discrimination. 

General health workers and mental health workers could be encouraged to improve service 
quality and respect for individual rights through including consumers and families in the 
planning and evaluation of services, training on human rights issues and how to defend the rights 
of persons with mental illness. Policy-makers and planners (executive branches of government, 
ministries of finance, other ministries, the judiciary, legislature and political parties) can play a 
fundamental role in improvement of mental health policy and legislation. Advocacy groups and 
the media can help through: dispelling myths, conducting interviews and meetings with key 
persons, distributing printed and electronic documents, visiting psychiatric facilities with policy-
makers and planners, and inviting them to congresses and seminars on mental health. These 
meetings and seminars should address: mental health legislation, resources for mental health, 
equity for mental health, burden of mental disorders and cost-effective interventions. 
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The general population should be a main target for advocacy groups with the purpose of 
raising awareness, increasing knowledge and changing attitudes. This could be achieved through: 
(1) producing educational materials: brochures, pamphlets, posters, videos, slides, multimedia, 
web sites, electronics bulletins; (2) conducting face-to-face meetings: conferences, workshops, 
group discussions; (3) holding public events: rallies, art exhibitions, parties, policy and 
legislation; and media through news conferences, televisions and radio shows and newspapers. 

There are many different groups in society who have equally important roles to play in 
advocating for the rights of persons with mental disorders. Consumers have played various roles 
in advocacy, ranging from influencing policies and legislation to providing concrete help for 
persons with mental disorders. Moreover, provision of care for persons with mental disorders is a 
distinctive role for families, particularly in developing countries. In their role as advocates, 
families share many activities with consumers. 

Promotion of the integration of mental health in primary health care and launching 
community-based mental health initiatives are of prime importance. However, we should not 
stop there. Human rights issues need to be directly addressed within this context. A structured, 
organized and applicable approach is all but necessary to render the rights of persons with mental 
disorders an inherent part of the system. With such treatments, people with mental disorders can 
lead normal lives and become productive members of society. On the occasion of World Health 
Day 2001, WHO launched a media campaign under the slogan: Stop exclusion! Dare to care. 
More campaigns need to be launched to address the rights and needs of persons with mental 
disorders. 

2.5 Health and human rights: regional perspective 
 Dr Fatimah El-Awa, Regional Focal Point for Health and Human Rights, WHO/EMRO 

The WHO Constitution states that "health is a state of complete physical, mental and social 
well-being and not merely the absence of disease or infirmity. The enjoyment of the highest 
attainable standard of health is one of the fundamental rights of every human being without 
distinction of race, religion, political belief, economic or social condition”. Furthermore, the 
International Covenant of Economic Social Cultural Rights (ICESCR) Article 12 states that: 
“The States Parties to the present Covenant recognize the right of everyone to the enjoyment of 
the highest attainable standard of physical and mental health”. The right to health requires four 
elements to be met: availability, accessibility that should observe non-discrimination; physical 
accessibility; economic accessibility; and information accessibility, acceptability and quality. 

Governments have three levels of obligation to realize the right to health. The first level is 
respect through refraining from any activity or policy that may violate the individual's enjoyment 
of the right to health. The second level is to protect through taking measures to ensure that risks 
to health are minimized and that no other party (e.g. the private sector) is able to interfere with 
anyone's right to health. The third level is fulfilled through providing, facilitating and promoting 
all the necessary resources and systems required to meet the health needs of everyone. 

To realize these obligations Members States should adopt the principle of progressive 
realization, which means to move gradually, but effectively, to use the maximum resources 
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available and to take deliberate, concrete and targeted steps. A rights-based approach to health 
means: using human rights as a framework for health development; assessing and addressing the 
human rights implications of any health policy, programme or legislation; and making human 
rights an integral part of the design, implementation, monitoring and evaluation of health-related 
policies and programmes in all spheres, including political, economic and social spheres. 

WHO has three core areas of work within health and human rights: to advance the right to 
health in international law and international development processes; to strengthen WHO's 
capacity to integrate a human rights-based approach into its work; and to support governments to 
integrate a human rights-based approach in health development. Many charters have been 
developed in the Region to spell out the regional perspective of human rights, such as: a 
collection of Islamic Charters on Human Rights; Arab Charter on Human Rights; African Charter 
on Human and Peoples’ Rights and the Asian Human Rights Charter. There is a lack of a 
comprehensive vision for health as a human right. Since the release of the Universal Declaration 
of Human Rights, human rights are seen by many in the Region as a function of the political 
agenda and western supremacy on one side, and on the other, as a political wheel for change 
which does not extend beyond political rights related to work. Health is seen as a human right 
related only in cases of torture. Thus, attempts to promote human rights are likely to be met by 
opposition from some governments. 

Our task today is to link the concept of health as a human right to the Region’s heritage and 
traditions; to involve official institutions and medical associations in the various related 
activities; to work with medical education institutions under this framework; and to expand the 
scope of the materials/publications that explain the various aspects of health as a human right by 
making them available in the different languages of the Region. It is of prime importance to link 
health as a human right with regional priorities and to refrain from adopting agendas and 
priorities that are not relevant to the Region in order to gain the political, as well as the social 
support, needed for integrating health as a human right in national agendas. 

2.6 Overview of the present situation and aspirations in terms of human dignity and the 
rights of the patients 

 Mr Hussein Osman, Representative from the Service Users’ Association 

As a psychiatric patient who has been a resident of a psychiatric institution for the last 
seven years, I want to draw attention to the inhumane and squalid circumstances endured at these 
institutions. Care needs to be given to the standard of accommodation in wards, basic things such 
as changing pillows and ironing bed sheets after they are washed. The quality of food and how 
food is served should also be taken into consideration as there is no variety in meals, and meat, 
when it is served, is not cooked well, and plates are often not provided. 

Nurses should treat patients humanely instead of beating them or insulting them for no 
reason. Patients should be able to reach doctors on a daily basis rather than waiting a month 
before being able to see them, and social workers should be made available to patients to address 
their problems and to listen to them. 



WHO-EM/MNH/182/E 
Page 10 

We have the right to have designated places to receive visits; a place that is furnished with 
chairs and where drinks can be served and to maintain contact with the world outside of the 
hospital through standard means of communications. In this regard, we unfortunately do not have 
access to post office services, or a telephone, and often it is difficult to get a pen or paper to write 
a letter. We want to be able to go out in the evening for a picnic or a walk by the Nile. We want 
to have a cafeteria open in the evening where we can sit. We do not want to be forced to work in 
the ward to perform housekeeping or cleaning activities. Patients are currently forced to clean 
floors, to wash clothes and to collect trash. I am sometimes forced to make my bed immediately 
after waking up while I am still coming around and I am disoriented. We want to be able to take 
a shower with soap; the regular disruption to the water supply in the bathrooms affects our self-
hygiene. Greater care should be given to restrooms that are always in need of repair and are dirty 
and infested with cockroaches. 

Nursing staff should stop punishing patients. We are kept in locked areas for hours 
sometimes in the odorous dining room or in an open backyard with the summer sun beating 
down on our heads all day long. We want to be allowed to wear our own clothes and not be 
forced to wear hospital uniform. We want rehabilitation programmes to address our real needs 
and to help us find jobs and for patients who wish to marry in the future. And finally, I want to be 
cured quickly and discharged. I have been in the hospital for seven years and I receive a family 
visit only once every 6 months. 

2.7 Chain-free initiative in Somalia and Afghanistan 
 Dr M. Taghi Yasamy, Regional Adviser for Mental Health and Substance Abuse, 
 WHO/EMRO 

In recent years, the service gap of mental health in developing countries has been 
highlighted by WHO. It has been shown that up to 90% of patients suffering from mental 
disorders do not have access to treatment. There is also another aspect of service provision, 
which is commonly neglected, the quality of service available for patients who do gain access. 
Outpatients usually receive very short visits without proper examination in crowded settings after 
spending long hours or days on travel or in jammed queues. For those who become inpatients the 
situation is much worse. They typically become long-term residents of poorly maintained, 
crowded wards without privacy. They may have to stay for weeks, months or even years in 
squalid conditions with poor hygiene that is much worse than in their normal habitat. They have 
to sleep in unkempt beds attacked by lice and bed bugs, unprotected from heat or cold. They are 
poorly fed and commonly treated as non-human without any hint of dignity. Doctors rarely 
examine them and their medical condition goes undiagnosed for long periods of time. They 
rarely see a mental health professional or are offered few rehabilitative therapies, and do not 
receive even essential medications. They are not checked for the side-effects of treatments. 

One of the basic defence mechanisms of all living creatures is to move about to avoid 
environmental discomfort. Many of the inmates of mental hospitals are denied this simple right 
by being restrained. Restraints can take different shapes. The most classic, and one of the 
harshest, which is still common in some resource-poor countries is to chain the person to a post 
or a bed, or to chain both legs together. People with mental illness are commonly chained in their 
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homes by their parents or other relatives. Often this practice and the associated attitudes towards 
patients are learned from mental hospitals. 

The whole environment becomes an unsafe place to live for a person with mental illness. 
The rights of people with mental illness continue to be denied by many sectors in society. The 
stigma of mental illness is very high, especially in developing countries. The stigma is so great 
that people with mental illness are unable to find a job, finish schooling, get married, live 
independently, or have their care paid for by the public sector or even insurance companies. 
There is a need to provide technical and financial support for: hospital reform (chain-free 
hospitals); enabling families and the community to provide better domestic 

 conditions for people with mental illness (chain-free homes); and the development of 
community care programmes, raising mental health literacy in the community and among health 
workers, and ensuring that basic rights are monitored and enforced (chain-free environment).  

WHO has been stressing the dignity and rights of persons with mental illness as reflected 
in Organization-wide expected result 1.9.2, stressing, “capacity-building in developing mental-
health legislation, protecting rights and reducing stigmatization and discrimination against 
people with mental health disorders.” The Region has good historical examples of humane 
treatment of people with mental illness. However, especially in some resource-poor countries of 
the Region, complicated political, social and economic factors have contributed to a situation in 
which people with mental illness are not treated properly. There are certain features peculiar to 
these countries. 

Interventions to improve the dignity and rights of service users should be different from the 
top-down approach in industrialized societies. Due to the lower levels of literacy and theoretical 
sophistication there is a need for a step-by-step bottom-up approach, with concrete examples 
such as “dechaining”. Hospitals can act as role models for families who can learn by watching 
how health workers respect the dignity and rights of patients. A step-by-step approach provides 
for a smooth transition from focusing on the concrete needs and rights of patients in mental 
health settings to recognizing more abstract needs regarding their role and full participation in 
communities. Starting with the chain-free hospital would allow the hospital to serve as a model 
for learning and expansion to homes, neighbourhoods and the whole community. 

2.8 Seclusion and restraints: overview of the draft regional manual 
 Dr Moody Zaki, Head of the Psychiatric Patients’ Rights Committee at the General 
 Secretariat of Mental Health in Egypt  

The draft manual has been prepared under the title “Practical guidelines on how to protect 
mental health service users from restraints and seclusion”. The tenet guiding the preparation of 
this manual was the fact that human beings must not be subjected to these kinds of inhumane 
measures and that a host of decent and scientific alternatives should always be available to 
protect the safety of service users and others. The draft manual strives to describe and explain 
physical, social and psychological consequences of using seclusion and restraints on mental 
health service users, together with their families and the staff and the therapeutic milieu. It 
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provides some examples of the ramification of resorting to these restrictive measures, such as 
dehydration, circulatory problems, choking, skin problems, injuries and even increased risk of 
fatalities. Then, it tackled the usually unspoken, yet real reasons and pretexts behind using these 
measures. A great deal of attention has been given to using restraints or seclusion as a way of 
punishment or retaliation against mental health service users. Lack of training of staff has also 
been addressed together with the problem of understaffed wards as one of the main reasons that 
leads to unnecessary use of restrictive measures. 

A separate chapter provides definitions of different medical terminologies that are 
correlated to the application of seclusion or restraint, for example: containment, voluntary time 
out, emergency medication, brief physical holding, seclusion and restraint. Another chapter is 
dedicated to illustrating how to practically reduce the need to use seclusion and restraints through 
better assessment, treatment and monitoring the alarming signs. Proper assessment can reduce 
the risk of development of an emergency that warrants using restrictive measures. A 
comprehensive treatment plan that addresses the service as a whole with special attention to 
environmental and occupational factors can also minimize the need to use seclusion or restraints. 
Practical and easy applicable measures are described in detail to help the staff curtail the use of 
seclusion or restraints. The assault cycle is elaborated on with a detailed prescription of 
activation, escalation and crisis phases. Specific instructions are given to the staff in each phase 
to calm down the service user and avoid further deterioration. Seven examples of different 
psychiatric disorders that are commonly associated with severe agitation and increased risk of 
harm infliction are given with a detailed account of symptoms, alarming signs and how to 
approach the service user. 

Another chapter describes how to apply seclusion and restraint safely under these 
extremely exceptional circumstances and the guidelines that must govern staff in such 
circumstances. Least restrictive measures, for the shortest period of time, always documented, 
with full respect to the human dignity of the service user and closely monitored by trained 
personnel were the most important principles in this regard. Using caring passionate manpower 
to temporarily hold the disturbed service user is more humane than any sophisticated mechanical 
device. The last chapter documents restrictive procedures and how to safely monitor the service 
user during application of these procedures. The manual was annexed with a checklist to check 
facilities’ policies regarding seclusion and restraints in terms of safety and respect to human 
rights and dignity of the service users. 

3. COUNTRY PRESENTATIONS 

3.1 Egypt: Psychiatric Patients’ Rights Committee, Egypt 

The Committee was established in the General Secretariat for Mental Health in Egypt in 
2006 with the mandate of promoting and protecting patients’ human rights. The Committee 
established local committees in all psychiatric hospitals that were overseen by the Secretariat, 
and highlights patients’ rights at all levels of Secretariat activities. Its contribution can be 
summarized as follows: 
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1. Reviewing admission procedures that violate patients’ rights e.g. compelling patients to 
sign a voluntary request for admission, and hence, depriving them of the protection granted 
by the law for involuntary patients. The Committee launched a campaign that targeted 
hospital officials, doctors, nursing staff and social workers. The campaign included: 
training courses, orientation meetings with staff, inspectorial and follow-up visits to 
hospitals to ensure compliance. 

2. Establishing new regulations in respect to discharge procedures to secure patients’ 
discharge as soon as their condition allows. It has launched training courses on patients’ 
rights, seclusion and restraints, consenting procedures and the mental health act with the 
purpose of enforcing and invoking current regulations that protect patients’ rights that have 
been disregarded over many years of negligence without respect to patients’ rights. 

3. Investigating cases of violations of patients’ rights and adopting a tough stance to enforce 
the role of the law. These violations included: physical abuse, breaching confidentiality and 
privacy, hampering the timely discharge of patients, unnecessary application of seclusion 
or restraints, impounding patients inside psychiatric wards, denying patients the right to 
possess personal belongings in hospitals, imposing certain dress codes on patients and 
giving long-stay patients electroconvulsive therapy (ECT) on body parts other than the 
head and without anaesthesia as a treatment for homosexual practices inside hospital 
wards. The investigation of a right that has been breached has often led to the uncovering 
of a pattern of violation of several rights and have prompted expeditious actions. 

4. The Committee has actively and earnestly participated in drafting the new mental health 
act. The draft has set forth psychiatric patients rights as the cardinal underpinning of the 
act. The draft states that each and every institution should set up a committee entrusted 
with caring for patient’s rights and this committee shall be concerned with looking after 
such rights. 

3.2 Morocco: the role and rights of families and the care of persons with mental disorders 
 Mrs Ilham Ibrahimi, Présidente de l'Association "Chams", Morocco 

Some progress has been made in terms of psychiatric patients’ human rights. Human rights 
have been integrated as an integral part in the new draft for mental health. Large institutions have 
been downsized to small hospitals with a maximum capacity of 350 beds. Civil society 
establishments, such as nongovernmental organisations, that work in mental health have grown 
in number to reach 16 societies. One of those associations is the “Chams” Association initially 
called “Association of Tensift for Mental Health”. It was founded in 1972. In the beginning, the 
aim was to improve the condition of patients’ stay at the hospital. Today, the Association is called 
“chams”; the Arabic word for “sun” as it wishes to bring human warmth and a bit of optimism, 
daily, to the patients and their families, in collaboration with the medical profession. 

The association’s objectives are: to improve the morale and social situation of people with 
mental illness; to defend the dignity of patients while taking care of their physical and 
psychological well-being; and to assist them in expressing their artistic and literary abilities or 
any other talents. 
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The Association will organize an exhibition in homage to the painter Saladi, who suffered 
from a psychiatric disorder and whose works are currently displayed in the largest art galleries in 
Europe. The activities of the association include holding working groups and conferences in 
order to address the creativity of people with mental disorders. It also contributes to a host of 
activities to raise the awareness of different groups of the Moroccan population on the nature of 
mental illness. Educational and anti-stigma activities addressing the youth and families of people 
with mental illness have also been conducted. The Association in conferences also conducts 
public awareness-raising campaigns on the dangers of drug abuse, in partnership with the 
association of teachers, establishes contacts and bonds with international health organizations 
and foreign associations with similar objectives. Rehabilitative programmes have been 
conducted at the Marrakech Psychiatric Hospital for stabilized patients, including the installation 
of a cafeteria, audio-visual sets and the conducting of workshops on body expression to enhance 
the social skills of the inpatients. 

3.3  Oman 
Dr Hussein Hamook Abdulla Al Abri, Ibn Sina Hospital, Musiat  

Families still make decisions for psychiatric patients for admission or in cases of 
involuntary treatment. The decentralization of mental health service has gained momentum 
despite the fact that mental health is not considered a national priority. 

3.4 Qatar 
 Dr Suhaila Ali Ghuloum, Qatar National Health Authority  

Written and informed consent is required for ECT in Oman. If the patient has the capacity, 
s/he signs him/herself; otherwise two psychiatrists (one consultant and a specialist) are required 
to approve the procedure. Admission is compulsory only through a court order, or attorney 
general, all others are “semi voluntary” with family influence. An informed consent form is 
required by the research department if a patient is to participate in research. The corporate policy 
is that a patient has the right to access his notes if a doctor feels it is appropriate, in practice, 
patients have no access. Confidentiality is often breached as awareness of the true meaning of the 
concept is lacking even among health care workers and psychiatrists. 
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4. RECOMMENDATIONS 

General 

To Member States 

1. Establish/appoint a national body to monitor and evaluate mental health services in terms 
of dignity and rights of patients. 

2. Plan for monitoring and evaluation at the national level and base it on structured tools and 
checklists. 

3. Ensure that the quality of services in mental health facilities is improved and maintained in 
accordance with regional WHO guidelines. 

4. Involve civil societies in the management of mental health facilities. 

5. Raise the awareness of service users on their rights and encourage authorities to establish 
campaigns to raise mental health awareness and reduce stigma. Involve the mass media in 
national anti-stigma campaigns and in facilitating improved accessibility of the public to 
information on mental health services.  

6. Encourage service users and relatives to participate in the work of nongovernmental 
organizations in the field of mental health. 

Enforcing legislation in mental health 

7. Establish a national body to support the executive programme and identify different task 
forces for implementation and enforcement of mental health legislation. Involve all 
responsible sectors in these committees, including end-users, human rights representatives, 
mental health workers, legal representations, etc. 

8. Develop national standards/guidelines for service provision. Provide information to service 
users on their rights under the Mental Health Act. 

9. Raise authorities' awareness and encourage support regarding the need for legislation to 
protect the rights of patients, staff and society and promote public awareness of the 
legislation once approved. Train staff on implementation of new legislation and report 
incidents of situations where legislation is not implemented. 

10. Establish internal and external monitoring and evaluation of standards through quality 
improvement committees and accreditation agencies. 

11. Issue certification to professionals who are eligible to implement the Mental Health Act. 
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To WHO 

12. Provide technical assistance to Member States to develop or revise national mental health 
legislation. 

13. Assist with periodic evaluation of mental health facilities in Member States and provide 
technical and professional support. 

14. Support anti-stigma campaigns in Member States. 

15. Continue to provide technical support in the development of tools and checklists. 

16. Expand the “chain-free initiative”, as appropriate. 
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ANNEX 1 

AGENDA 

1. Opening session  

2. Opening address of the Regional Director 

3. WHO perspective on dignity and rights of people with mental disorders 

4. Introduction to the meeting (needs and objectives) 

5. Health and human rights in the Eastern Mediterranean Region  

6. Advocacy for the rights of persons with mental disorders  

7. Roles and rights of users of mental health service: overview of the present situation in terms of 
human dignity and the rights of patients 

8. Roles and rights of families and carers of persons with mental disorders  

9. Mental health legislation  

10. Recommendations for a regional policy for the protection and promotion of the rights of persons 
with mental disorders 

11. Experiences from the Eastern Mediterranean Region: country presentations 

12. Seclusion and restraints: overview of the draft regional manual 

13. Group work  

- How to enforce legislation at service level 
- Review of the draft regional manual on seclusion and restraints  
- Adaptation of WHO guidelines and checklists and checklist on restraints 

14. Methodology for monitoring and evaluation 

15. Agreement on key messages/recommendations for the Eastern Mediterranean Region 

16. Closing session 
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ANNEX 2 

PROGRAMME 

Sunday, 9 September 2007 

08:30–09:00   Registration 

09:00–09:30   Opening session  
Address by Dr Hussein A. Geziary, WHO Regional Director, for the 
Eastern Mediterranean 

09:30–10:00  WHO perspective on dignity and rights of people with mental 
disorders 

    Dr Benedetto Saraceno, Director, Mental Health and Substance 
Abuse (MSD), WHO headquarters 

10:00–10:30   Introduction to the meeting, (needs and objectives)  
Dr M. Taghi Yasamy, Regional Adviser for Mental Health and 
Substance Abuse, WHO/EMRO 

11:00–11:30    Health and human rights in the Region 
     Dr Fatimah El Awa, Regional Focal Point of HHR, WHO/EMRO 

11:30–12:00 Advocacy for rights of persons with mental disorders 
    Dr Ibrahim Kerdany, Regional Adviser for Media and 

Communication, EMRO 

12:00–12:30   Discussion 

13:30--14:00   Role and rights of users of mental health service: overview of the  
     present situation in terms of human dignity and the rights of the  
     patients 
     Representative from Service Users’ Association 

14:00–14:30  Role and rights of families and carers of persons with mental 
disorders  
Representative from Association of Families of People with Mental 
Illness 

14:30–15:00    Discussions 

15:30–16:00    Mental health legislation 
      Dr Nasser Loza, Secretary General, General Secretariat of mental 
                                                Health, Egypt 

16:00–16:30    Discussion 
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Monday, 10 September 2007 

08:30–08:45 Recommendations for a regional policy for the protection and 
promotion of the dignity and rights of persons with mental 
disorders 
Dr M. Taghi Yasamy, Regional Adviser for Mental Health and 
Substance Abuse, WHO/ EMRO  

08:45–09:30  Experiences from the Eastern Mediterranean Region 

    Country presentations 

09:30–10:30  Group work: How to enforce mental health legislation at the 
service level  

11:00–12:00   Presentation of group work and discussion 

12:00–12:30  Seclusion and restraints: overview of the draft regional manual 
     Dr Moody Zaki  

13:30--15:00  Group work: Review of the draft regional manual on seclusion and 
restraints  

15:30–16:30   Presentation of group work and discussion 

Tuesday, 11 September 2007 

8:30–09:00 WHO guidelines and checklists for the rights of persons with 
mental disorders 

09:00–10:15  Group work: Adaptation of WHO guidelines and checklists and 
checklist on restraints 

10:45–12:00  Presentation of group work and discussion 

12:00–12:30   Methodology for monitoring and evaluation 

13:30–14:30  Agreement on key messages/recommendations for the Eastern 
Mediterranean Region and closing session 
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ANNEX 3 

LIST OF PARTICIPANTS 

BAHRAIN 
Dr Husain Ali Abdulla Al-Shakoori 
Chief Resident 
Mental Health Hospital 
Manama 

 EGYPT 
Dr Nasser Loza 
Secretary General 
General Secretariat of Mental Health 
Cairo 

ISLAMIC REPUBLIC OF IRAN 
Dr Mohammad Bagher Saberi Zafar Ghandi 
Acting Director for Mental Health Department 
Ministry of Health and Medical Education 
Tehran 

Dr Ahmad Hajebi 
Technical Officer, Mental Health Department 
Ministry of Health and Medical Education 
Tehran 

LEBANON 
Dr Antoine Saad 
National Focal Point of Mental Health 
Ministry of Public Health 
Beirut 

LIBYAN ARAB REPUBLIC 
Dr Mahmud Kh. K. Shmela 
Physician 
Al-Razi Hospital for Psychiatry  
Tripoli 
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MOROCCO 
Dr Fatima Asouab 
Chef de Service des Maladies Mentales 
Direction de L'Epidemiologie et de la  
Lutte Contre les Maladies 
Ministry of Health 
Rabat 

Mrs Ilham Ibrahimi 
Presidente de l'Association "Chams"  
Rabat 

OMAN 
Dr Hussein Hamood Abdulla Al Abri 
Junior Specialist 
Psychiatry, Ibn Sina Hospital  
Muscat 

PALESTINE 
Dr Samah Jabr 
Mental Health 
Ministry of Health 
Jerusalem 

QATAR 
Dr Suhaila Ali Ghuloum 
Act/ Chairperson 
Psychiatry Department, HMC 
Qatar National Health Authority 
Doha 

SUDAN 
Ms Zienat Balla Mohamed Ahmed Sanhori 
Focal point for Mental Health 
Federal Ministry of Health 
Khartoum  
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TUNISIA 
Dr Mounira Nebli 
Focal point of the Mental Health Programme 
Ministry of Public Health 
Tunis 

YEMEN 
Dr Saleh Ghanem 
National Programme Director for Mental Health 
Ministry of Public Health and Population 
Sana’a 

OBSERVERS 

Professor Dr Ahmad Okasha 
President of the World Psychiatric Association 
M.D., PhD, F.R.C.P., F.R.C. Psych., F.A.C.P. (Hon) 
Cairo 
EGYPT 

Dr Ahmed Heshmat 
Mental Health Programme 
Cairo 
EGYPT 
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D Hussein A. Gezairy, WHO Regional Director, WHO/EMRO 
Dr Mohamed Abdi Jama, Deputy Regional Director, WHO/EMRO  
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Dr Jaffar Hussain, Acting/Director Health Protection and Promotion, WHO/EMRO 
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Dr Hala Sakr, Technical Officer, Mental Health and Substance Abuse, WHO/EMRO 
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