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INTRODUCTION 

The BC Coalition of People with Disabilities (BCCPDI was 
incorporated in 1977. We are a non-profit, cross-disability 
organization run by and for people withdisabilities throughout BC. 
Our Coalition represents people with a wide range of disabilities 
working towards a common goal of increased control over our lives 
along with participation and integration in our communities. Our 
members include people with physical, visual, hearing, learning, 
psychiatric and mental disabilities. 

Our ongoing commitments on behalf of people with 
disabilities include: 

-lobbying a1 1 levels of government on legislation, policies 
and attitudes which affect people with disabilities 

- 
-promoting p ~ b l  ic awareness through conferences, workshops 
and the media 

-individual and group advocacy for people with disabilities 
f F :-*s -serving on government and community-based committees and 
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panels. 

The BCCPD is a member of the national Canadian Organization 
of Provincial Organizations of the Handicapped (COPOH) . Together w e  
are part of the emerging Disability Rights Movement in Canada. 
Persons with disabilities are coming together on a cross-disability , 
basis to seek solutions to commonly experienced problems such as 
barriers to employment, inadequate education and training, poverty, 
and human rights concerns. I 

BCCPD PROJECTS 

The BCCPD has initiated a number of special projects to I 

address some areas of specific concern, for example: . . 

Aids and Disabilitv Action Project 

The project produces specialized educational materials on AIDS for 
people with a range of disabilities, as well as raising awareness 
about AIDS as a disability. The two year program will culminate in 
an international conference in October 1991. 



Transition Newsletter Society 

The coalition Newsletter is produced ten times a year and is 
distributed to over 400 groups and 1500 individuals. It is a 
vehicle for sharing information within the disabled community and 
with our able-bodied members. 

Advocacy Access 

This project is based on the model of .persons with disabilities 
empowering other persons with disabilities to claim, their rights 
and responsibilities following the self-help model. This office 
provides an information and referral service on the various 
programs, benefits and services available to disabled consumers in 
B. C. A one-to-one advocacy is available to persons experiencing 
difficulties. The greatest demand has been for information and 
advocacy regarding social assistance and pension programs. The 
advocates have developed skills in representing persons with 
disabilities through negotiation and appeal with several ministries 
including the Ministry of Health and the Ministry of Social 
Services and Housing. 

The Mental Health Advocate Empowerment Project 

Through the work of the Advocacy Access Office and community group 
networking, we recognized the need to expand our operation to the 
field of mental health. This need has become more apparent with 
the downsizing of Riverview and the emphasis on community living. 
Many persons with mental health disabilities are striving to make 
their way in a complex and often confusing bureaucratic social 
service structure. This specific disability community finds itself 
in the same position that other disability groups did in the past. 
Therefore the Mental Health Advocacy Project was formulated to 
facilitate the access of mental health consumers to key community 
services and government programs. 

A training program was established to train two mental health 
consumers. The project targets those programs and services which 
are provided by the Ministry of Social Services and Housing (MSSH) . 
Our priority has been to provide an avenue by which persons with 
chronic mental illness can apply and obtain "handicapped" status. 
This status is important because it provides recipients with a 
higher level of benefits and access to other programs such as 
subsidized housing. We anticipate that this project will provide 
important information on how GAIN legislation and policy may be 
amended to better meet the needs of the mental health community. 



TEE DECADE OF THE DISABLED AND BEYOND 

People will disabilities have made major advances in the past 
decade. In the past ten years we have seen the development and the 
refinement of important concepts such as independent living, peer 
advocacy, and consumer participation. The Declaration of the 
Decade of the Disabled articulates this new philosophy in eleven 
principles. As. we approach the last year of this decade, an 
opportunity arises to consider where we stand and where we are 
going. 

Next year, in 1992, a major international conference on disability 
issues will be held in Vancouver. Through Independence '92 British 
Columbians will be able to show the world the advances that have 
been made in such areas as accessible, mainstream public transit 
systems and in human rights issues ,as embodied in the Canadian 
Charter of Rights and Freedoms. The BCCPD is taking a leadership 
role in promoting these initiatives. Our organization is working 
to improve personal decision-making, enhance human rights and 
ensure dignity and community integration for the whole disabled 
community. 



DEINSTITUTIONALIZATION AND COMMUNITY LIVING 

The BCCPD strongly supports the continued development and 
implementation of deinstitutionalization. However, we do not see 
this process a merely an adoption of principles. Governments 
should not empty institutions without providing the necessary 
community support. Any new legislation must emphasize that people 
with mental health disabilities have control over their lives 
through the provision of a broad range of community based services 
and supports. Programs should strive to recognize the inherent 
dignity and capability of the individual. 

The prihciples of Mental health legislation must recognize the 
autonomy of the individual by providing a framework for community 
living. Community supports and services provide the environment in 
which the autonomy of the individual with a mental illness can be - 
fostered and encouraged.- Legislative principles should ensure that 
maximum community services and supports have been provided 'and 
exhausted before hospitalization is considered. Any involuntary 
hospitalization should be seen as a last resort. 

HUMAN RIGHTS AM) MENTAL HEALTH 

Section 7 of the Canadian Charter of Riqhts and Freedoms provides 
that an individual cannot be deprived of life, liberty or security 
of person unless legislation is in accordance with the principles 
of fundamental justice. Section 9 guarantees the right not to be 
arbitrarily detained or imprisoned. Other legal rights include the 
right on arrest or detention to be informed of the reasons thereof, 
and to retain counsel without delay and be informed of that right. 
Canadians with mental health disabilities should not be exempted 
from these fundamental rights because ok a special "mentally ill 
status". All Canadians should enjoy the same rights and 
protections that the Charter guarantees. 



Riqhts Information and Advice 

~istorically many persons with disabilities have lacked important 
knowledge that could have had an impact upon their lives. The 
BCCPD ' s Advocacy access project provides information and advice 
regarding rights to a broad range of people. Rights information is 
crucial to any person facing a curtailment of their liberty. 
Rights advice must be provided at the time of detention. 
Information must be provided prior to an examination or assessment 
by a doctor. If a person is likely to have their freedom deprived, 
they should have the right to an independent review of that 
decision. Patients with a mental health disability have the right 
to be informed of proposed treatment, the likely side effects, and 
of available alternatives. 

Risht to Refuse Treatment 

A competent patients right to accept or refuse treatment must be 
recognized. All patients must be advised of this right. The rules 
of informed consent apply to hospitalized psychiatric patients both 
voluntary and involuntary. This should not be reviewable. Consent 
must be obtained for each specific -treatment intervention. A 
patient's refusal or agreement to provide consent must be recorded 
with accompanying reasons. The principles of fundamental justice 
require that a patient not be assumed to be incompetent. Should 
incapability be suspected, the patient should have the right to 
request a hearing on the issue of capability. 

Confidentiality 

During psychiatric examination and assessment, patients provide 
information about themselves, their history and their actions. 
This information may be important in formulating a treatment plan. 
A patient has the right to expect that such information and records 
should remain confidential. Mental health legislation should 
include a strict duty of confidentiality as improper release of 
information may have severe consequences. Notwithstanding, a 
patient should have access to his/her own medical records. 
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A PAIR LEGISLATIVE FRAMEWORK 

The Least Restrictive Settinq and Least Intrusive Alternative 

Should intervention become necessary, it must conform to the 
standard of least restrictive setting and least intrusive 
alternative. A person with a mental health disability has the 
right to expect that this standard be maintained during periods of 
personal crisis. The burden of proof must be put on the 
psychiatric facility to justify the restriction of liberty and 
limitation of individual rights. Such intervention must be seen as 
temporary and the medical profession has a duty to restore 
individual liberty and the person's ability to participate in their 
recovery both in the hospital and in the community upon discharge. 
Also the patient has the right to be offered the least restrictive 
and least intrusive form of treatment, The state should not have 
the power to force treatment. - 

Objective Standards and Observable Criteria for Involuntary 
Admission and Detention 

% 
1 

The power to detain and restrict a person's liberty is a profound 
power. Such decisions should be based on objective standard and 
observable behaviours. It requires specific identification of the 
observable behaviour which may lead to detention, such as acting in 
a manner which has caused or is causing another person to fear 
bodily harm from the person. In addition, the examining 
psychiatrist must be able to conclude that as a result of the 
mental disorder, it is likely that the person will cause serious 
bodily harm to self or others. 

Pre-planninq and Substitute Decision Makers 

Preplanning is a desired component of health care for persons with 
mental health disabilities. Individuals must be allowed the means 
and opportunity to express and record their wishes regarding 
treatment and who will make treatment decisions in the event they 
are deemed incapable. These contracts should outline not only 
those treatment options the patient wants, but also those options 
that he/she do not want. If the person, when competent, has 
provided guidance as to future treatment, then the principle of 
informed consent cannot be overlooked at a time or crisis, There 
can be no restriction on a person's liberty or medical intervention 
unless it has been clearly determined through the appropriate 

i "capability" criteria. Consent is a process based on acceptance 
,- and partnership and should not be seen as a hurdle to overcome. 



A person should be able to appoint their own substitute decision 
maker. The decision of the substitute decision maker should be 
reviewable only if the person had no say in choosing the 
substitute. In the event that the person is unwilling or incapable 
of appointing a substitute decision maker, legislation should give 
order of priority to categories of persons who can act as 
substitute decision-makers. 

Independent Reviews 

The legislation must provide for a fair review mechanism that will 
be available to patients to review their detention, decisions about 
competence or transfer to a more secure environment. This body 
would be in addition, not instead of the patient's right to go to 
court. 

Where possible, the appeal mechanism should be community based and 
not overly bureaucratic, legalistic, or medically biased. 
Legislation should ensure that the person requesting the review 
have access to advocacy service to assist and advise them through 
any part of the appeal process. 

&-BJ 
In the view of the- BCCPD, the appeal mechanism established under t&y 

the GAIN legislation, is, for the most part, an accessible and 
independent review process. This provides a good model for other 
areas of legislation. 

Out-patient Commitment 

In no circumstances should legislation permit the forced treatment 
of a competent mentally ill person living in the community. 

CONSUMER PARTICIPATION AND INVOLVEMENT 

Health care systems are recognizing the value of involving persons 
with disabilities in policy-making processes which affect our 
lives. This participation serves to ensure that both health care 
professionals- and poi icies and the decision-making 
levels of government are sensitive to the needs 
persons with a disability on an ongoing basis. 

bodies at all 
and issues of 



The concept of consumer participation requires the formulation and 
promotion of mechanisms which will support and enhance the 
development of this principle. Historically, systems based on the 
medical model have discouraged persons with disabilities from 
becoming actively involved in decision making - administrative 
concerns have often taken precedence over patient concerns. 
Consumer participation can be advanced by the appointment of 
consumer representatives to decision making and advisory bodies. 
Another way of recognizing the principle of consumer participation 
is by fostering the development of consumer controlled service 
delivery systems. 

Lack of social support and employment opportunities are effective 
barriers against greater consumer participation and involvement. 
Legislation can help reduce these barriers and provide frameworks 
for full participation.- Our 'systems and institutions have to 
change to allow for full participation. Service delivery -and 
committee structures need to accommodate the consumers of services. 
The BCCPD believes it is time for consumers to be recognized as 
equal partners in health care delivery. People with mental health 
disabilities, like any other group in the disabled community, must 
be recognized as active and responsible participants in the 
development of legislation and care systems which meet our needs. 



QUESTIONS 

1 a) Are you in favour of a two-step process for involuntary 
patients with the first step being examination and 
assessment and the second being admission? If not, what 
option would you prefer? 

-- BCCPD is in favour of a two-step process for involuntary 
patients. 

Comment: The first certificate should be issued by a doctor and 
the second certificate should be' issued by a 
psychiatrist. The provision of information and rights 
advice to the- individual is mandatory throughout the 
examination and assessment process. Examination ana 
assessment should be conducted in a safe and familiar 
environment where possible. A person should have the 
opportunity to request the support of friends and 
family at this time. 

1 b) What should be the duration of detention (admission and 
renewal) certificates? 

-- BCCPD recommends the following duration of detention 
certificates: 
admission -- up to 7 days 
first renewal -- 14 days 
second renewal -- 14 days 
third and subsequent renewals -- 30 days 
After each renewal there must be a review. 

Comment: Involuntary admission and detention should be for the 
shortest time possible. Medical professionals have a 
duty to explain to the patient all proceedings and to 
make every effort to ensure that the person is aware 
of his or her rights. Psychiatric facilities also have 
a duty to restore liberty as soon as possible and to do 
so in a manner which reduces the impact of any potential 
dislocation from the community. 



2 Which type of definition of mental disorder would you prefer 
for the revised ~ental Eeal th  Act of BC? 

-- BCCPD recommends that the definition of mental disorder 
--.-should be: 

Nental disorder means a substantial disorder of thought, 
mood perception, o-rientation or memory that grossly impairs 
judgment, behaviour and the capacity to recognize reality. 

Comment: The definition of mental disorder-must be narrow in 
scope so that individual rights are not infringed. 

3 Which of the involuntary admission criteria regarding harm 
would you prefer to-have in the revised BC Act? Would you 
prefer that persons suffering deterioration through neglect be 
provided for under mental health or guardianship legislation? 
Do you prefer to include deterioration criteria for both 
involuntary admission and involuntary examination/psychiatric 
assessment or only for the latter? 

-- BCCPD prefers the following involuntary admission criteria 
regarding harm: 
In. the opinion of the psychiatrist, the person is likely to 
cause imminent and serious bodily harm to himself /herself or 
to others. 

-- BCCPD recommends that persons suffering deterioration 
through neglect be provided for under guardianship 
legislation. 

-- BCCPD recommends that deterioration not be a criterion for 
either involuntary admission or involuntary 
examination/psychiatric assessment. 

Comment: The Mental Health Act should not be designed to 
anticipate every possibility and situation a mentally ill 
person may encounter. Guardianship legislation has a 
wider scope and can better address areas of concern such 
as deterioration. 



4 Which of the modifiers discussed should be included in the 
involuntary admission criteria of the revised BC Act? 

-- BCCPD recommends that the only modifier that should be 
included in the involuntary admission criteria is "recent 
evidence" of violent behaviour or threatened violent 
behaviour . 

Comment: Qualifiers should narrow the criteria. The modifier 
"recent evidence" can serve to narrow the 
criteria effectively and fairly when applied to every 
involuntary admission. 

5 Please indicate which of the conditions should be included in 
the revised BC Act. 

-- BCCPD recommends that the only conditions that should be 
included in the new BC Act should be "Not suitable for- 
admission as a voluntary patient." 

Comment: There must be an emphasis in the Mental Health Act on 
informed consent and the right to be a voluntary 
patient. A person cannot be involuntarily admitted 
unless he is "not suitable for voluntary admission". 

6 a )  What should be the maximum period a person can be detained 
for involuntary.examination and psychiatric assessment? 

-- BCCPD recommends that the maximum period a person can be 
detained for involuntary examination and psychiatric 
assessment is 48 hours. 

Comment: A person may be released before 48 hours. 

6 b) Who should be authorized to order a person to undergo 
involuntary examination and psychiatric assessment? 

-- BCCPD recommends that only a physician be authorized to 
order a person to undergo involuntary examination and 
assessment. 



Comment: Attempts should be made to contact a person's doctor or 
psychiatrist (and other support persons) to obtain as 
much information as possible regarding the person's 
current situation. This information may help prevent 
an involuntary admission. 

7 Should patients under the Mental Health Act be governed by the 
same general rules of informed consent as the general 
population? If not, what rules should apply? 

--,The position of BCCPD is that patients under the Mental 
Health Act should be governed by the same general rules of 
informed consent as the general population. 

Comment: Persons who are mentally ill should enjoy the same rights 
and freedoms as every other Canadian. These rights 
should not be restricted, except in life-threatening and 
time-limited circumstances. 

8 What is an emergency that justifies specific intervention 
without consent? 

-- In most situations provision for emergency intervention 
occurs only after a medical assessment indicates that the 
patient is in a life-threatening situation, or permanent and 
serious impairment of the person's health may result. 
Treatment of an involuntary "incapable" patient should occur 
only if there is such an emergency or with the consent of 
the substitute decision-maker. 

Comment : After emergency intervention, it is the duty of medical 
professionals to ensure that the principle of informed 
consent is respected. Medical personnel must recognize 
the right of self-determination and the need for joint 
decision making in all aspects of health care. 



9 What is an appropriate definition of competence? 

-- BCCPD recommends that the determination should be one of 
"capability" rather than "competence." The capability 
determination must conclude that the person has the ability 
to understand the following: 
i) the condition for which the specific treatment is 
proposed 
ii) the nature and purpose of the specific treatment 
iii) the risks and benefits involved in undergoing the 
specific treatment 
iv) the risks and benefits involved in not undergoing the 
specific treatment 

.v)  any other treatment options. 

Comment: Incapability is a temporary state. Many factors may 
affect the capability determination. Negative factors 
may include anxiety, -stress and the priorities of the 
medical establishment. Capability must be reviewed upon 
the presentation of each treatment suggestion. 

10 a) Who should assess the person's capability to make treatment 
decisions and when should this assessment be made? 

--BCCPD recommends that the assessment of a person's 
capability to make treatment decisions should be made by 
a team of the following people: 
1 )  the patient 
2 )  a psychiatrist 
3 )  an independent person mutually agreed upon by the 
patient and psychiatrist 

Comment : The capability determination needs the input of the 
patient, medical insight and an independent person to 
reach a complete decision. This process has serious 
implications and must be seen as a last resort and the 
least desirable way to impact upon a person's treatment. 
If the patient disagrees with the determination, he/she 
should have the matter reviewed by an independent 
tribunal .. 

10 b) Who should make the treatment decisions? 

--BCCPD believes that if the capability team has determined 
that the patient is not able to make treatment decisions 
and a substitute decision-maker has been previously 
selected by the patient, then that decision-maker has the 
right to authorize treatment. 



-- It is important that a person, prior to any period of 
incapacity, select and identify a substitute decision- 
maker. There should be a mechanism established by which 
a person can record and maintain her/her treatment 
wishes. The substitute decision maker would follow the 
person's treatment plan according to the written record. 

The choice of substitute decision-maker should not be 
reviewable, except by the patient himself/herself. If 
there is not an appointed substitute decision-make.r, the 
patient should be asked to select one after 'having the 
role described. If a patient cannot select a substitute 
decision-maker, then someone is selected from the 
following list: 

I) a spouse or partner 
2 )  a child of the patient, a parent of the patient 
3 )  a brother or sister of the patient 
4 )  any other next of kin 
5 )  any other person who will consent to this role 
6 1  a public guardian 

The person occurring first on the above order is the 
person that shall be.the first selection. If the patient 
objects to a selection, this will be recorded with 
reasons and submitted to a review tribunal. 

Comment: Although the informed consent of the patient is the 
most desirable way to make treatment decisions, 
substitute decision making is a way to maintain a 
participatory process which allows the patient 
to retain some control. 

10 c) What standards should apply to the substitute 
decision-making process? 

-- BCCPD recommends that a substitute decision-maker should 
be available and willing to make the decision to give or 
refuse consent. Be/she must have had contact with the 
patient in the last year, and be at least 16 years of 
age. The measures that govern a substitute decision 
are: 
i) expressed wishes-directives and preferences in 
writing (or verbally) by the patient 
ii) knowledge of the patient's values, beliefs, and 

patterns of former decision-making 



-- In the event of a dispute over the expressed wishes, 
a review tribunal may: 
i )  clarify the expressed wishes; 
ii) clarify the application of the wishes to the 
circumstances; or 

. - iii) determine if there are more recent expressed 
wishes. 

Comment: A review tribunal may not override the expressed wishes 
of the patient, but it may replace a substitute decision . 
maker who was not selected by the patient if it can be 
shown that the person is not following the above measures 
that govern the decision-maker, 

11 What should be the exceptions to confidentiality? 

--BCCPD recommends Ehat the exceptions to confidentiality- 
should be: 
i where the records, or a portion of, are made subject to a 
court order in the course of legal proceedings; 
ii) to those medical practitioners and other health .;-'a?% 
professionals directly involved in the patient's treatment ,+:+.i \,+la. 
and who work in the same facility. .j,,-,d 

Comment: A patient's consent for access by another person to 
her/her file must always be sought. Written consent by 
the patient is necessary in order to release the file to 
individuals or agencies. 

12 What should be the limitations to access? 

--BCCPD recommends that the patient have unfettered access to 
his/her own medical files. The only limitation to access 
that my be imposed is when it is likely that harm will be I 

done by the patient to another person as a direct result of 
the information on the file. 

Comment: Patients access to information in their files must be 
allowed for the purpose of determining the reasonabLeness 
of involuntary detention, to allow for the ability to 
give informed consent to treatment and for any 
administrative or judicial proceeding involving the 
course of medical treatment. 



1 3  a) What are your preferences for review tribunal structure? 

--BCCPD recommends a quasi-judicial tribunal structure that 
is community based and independent from the psychiatric 
institutions. The patient would select a nominee, the 
institution would select a nominee, and these two nominees 
would select a chairperson from a list that was compiled 
by the mental health community (including consumers). A 
code of procedure could be outlined in the Act of 
Regulations. 

.--The patient should be present at the tribunal hearing and 
should have prior access to all evidence and information 
presented to the tribunal. Any exceptions to. this must be 
discussed prior to the hearing. The patient should have 
the right to be-represented at the hearing by an advocate 
and to have witnesses give evidence. The tribunal would 
make their decision on the basis of the Act and 
Regulations and the principles of natural justice. The 
decision would be binding on the parties, but the patient 
would not relinquish his/her right to take the matter to 
court. 

Comment: The Advocacy Access project of the BCCPD has direct 
experience of the appeal mechanism set out in the GAIN 
legislation. For the most part, GAIN' tribunals are an 
accessible, effective, well-balanced and timely method to 
to deal with income assistance disputes. Recently, the 
Ministry of Advanced Education, Training and Technology 
adopted a similar model for the purposes of Vocational 
Rehabilitation of Disabled Persons (VRDP)  appeals. 
The present Review Panel process is limited in its 
jurisdiction, often medically biased and lacking in 
community input. Furthermore, few checks and balances 
exist which will guarantee the patient a fair and 
impartial hearing. 

13 b) What types of issues should the tribunal be called upon to 
decide (i.e. jurisdiction)? 

--BCCPD recommends that the tribunal have jurisdiction to 
review: 
- a1 1 decisions regarding detention 
- decisions regarding any treatment plan for a patient 
- decisions regarding capability assessment (or competence) 
- decisions regarding transfer, use of restraints, access 
to information and exceptions to confidentiality 



Comment: It is appropriate to attempt to 
resolve disputes in a timely manner. The request 
for a review tribunal should not be jeopardized by a 
patient's attempts to mediate or solve a problem prior to 
the tribunal hearing, If mediation is pursued and is 
unsuccessful, then the patient has a right to have the 
matter heard at the tribunal. 

13 c). Should there be provision in the Act regarding advocacy? If 
so, what should they include? 

Comment : 

--BCCPD believes that provisions for advocacy must be 
guaranteed through legislation. A patient must have the 
right to be represented, if he/she so chooses, by a 
trained advocate at a review tribunal (if he/she so 
chooses). In order for a patient to adequately enforce 
his/her rights,'advocacy services should be independent 
from the psychiatric facility, and employ trained, para- 
legal staff who work under the supervision of lawyers. 

Currently, many persons with mental health disabilities 
represented by advocates at Review Panels. The legal 
resources available cannot meet all the needs of persons 
with mental illness seeking legal advice and 
representation in this province. Without adequate 
advice and representation, the reality is that many 
persons will remain in hospital when other options 
may exist. Advocacy services also facilitate the 
development of self-help skills which in turn encourage 
fuller participation and self autonomy. 

The BCCPD has provided advocacy services for several 
years, and in 1991, through the Mental Health Advocate 
Empowerment project, mental health issues have been 
targeted. We believe that mental health consumers can be 
trained to become effective advocates. Peer advocacy 
is a concept that legislation needs to recognize. The 
Mental ~ e a l t h  Act should incorporate provisions to 
ensure that mental health patients have access to 
advocacy services. ~urth;r steps should be taken to 
ensure that broader based advocacy legislation is 
introduced to meet the needs of the community. 



13 d l  should there be mandatory administrative reviews for 
involuntary patients? If so, in what time frame (eg. shortly 
after admission, after every six months, etc.)? 

- --BCCPD recommends that there be mandatory reviews. Reviews 
should be: 

first renewal - 14 days 
second renewal - 14 days 
third and subsequent renewals - no longer than 30 days at 
a time 
discharge 

Comment.: The patient's direct consent may not be required to 
review the reasons for his/her detention. 

14 Please indicate whether or not you favour the inclusion of 
i~voluntary outpatient commitment (IOC) in mental health 
legislation in BC, If not, do you think that the main target 
group for IOC can be adequately served through guardianship 
legislation? If you favour IOC, which of the types discussed 
should be considered and with what limitations? 

--BCCPD is not in favour of involuntary Outpatient Commitment 
( I O C )  . 

Comment: The risks of abuse of I.O.C. outweigh any possible 
benefit to the patient. We believe that the Mental 
Health Act should set strict limits to admission and 
detention in hospitals, and that no capacity to restrict 
individual, liberty should exist in other mental health 
legislation. Co-ordinated and planned discharge, with 
guarantees for patient participation, eliminates the 
need for legislation in this area. 
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CONCLUSION 

Mental health legislation cannot be reviewed in isolation. A broad 
range of social policy and legislative initiatives impact upon the 
daily lives of people with mental health disabilities. The 
availability of affordable housing, for example, can have a 
profound effect on a person's ability to establish and maintain a 
healthy living environment. For persons with chronic mental 
illness who are unable to secure employment, the criteria that 
determine disability income benefits may ultimately determine 
whether sufficient financial resources for community living are 
available to the individual. The face of service delivery systems 
and the bureaucracy of government and community-based services 
influences the consumers ability to access essential programs. 
These are just a few key factors that could spell success' or 
failure to the person with a mental health disability who is 
attempting to live independently in the community without fear of 
detention or loss of personal autonomy. 

The BCCPD is aware of the many barriers facing persons with 
disabilities. In particular, the correlation between poverty and 
disability is a statistic that has not significantly diminished in 
the past few years. We need to challenge and break the cycles of 
poverty to which the disabled community are victim. We need to 
remove the potential of mental health legislation to combine with 
income security legislation .to reinforce and exacerbate poverty. 

Society has become more aware of the straight-jacket that the 
culture of institutionalization and compulsion imposes upon human 
rights. The Declaration of the Decade of the Disabled reflects a 
shift in philosophy. Corresponding shifts in legislation, policy 
and practice are gradually evolving but have not kept pace. 
Education plays an important part in this process but we need to do 
more. We, as persons with disabilities, must be prepared to take 
action as individuals and group members and strengthen our networks 
with the rest of the community. ~e'must be prepared to speak out 
and articulate our concerns. The community, in return, must help 
us remove systematic discrimination and preserve the rights and 
dignity of all citizens. 
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