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Abstract (English)

Within the broader context of related major paradighift taking place across the world,
Lithuania is currently undergoing its own deindtitumalization of social care and mental
health services. The abovementioned paradigm &hbift the bio-medical towards a more
comprehensive bio-psychosocial model has been htoabout internationally with the
adoption of the UN Convention on the Rights of &asswith Disabilities over a decade ago.
Lithuania ratified this human rights treaty in 20Ehd over the following years started
implementing its provisions and principles in na@b legislation, policies, plans,
programmes and practices. As a major part of théenstgutionalization process, new
community-based services, such as two ‘Independenhg Homes’ in Vilnius, were
established. It has been planned that these nevicesrwill eventually replace the long-term
residential care, which is presently predominandl aooted in institutional culture. The main
guestions addressed by this study examine the laefigztiveness of such new services, the
quality of care provided in them and the level efpliance with international human rights
standards on the ground. This thesis explores titiead need to ensure that the human rights
based approach is at the core of any new develofsraamd delivery of community-based
services, and of deinstitutionalization in generBased on the comprehensive literature
review, as well as the unique empirical researcidifigs herein, obtained by implementing
the WHO QualityRights Assessment in two Municiradiépendent Living Homes’ in the
capital city of Lithuania, this study points to bdhe good practices, as well as the gaps in
these services’ provision. Additionally, it discvéhe deeply-rooted systemic issues that
surround and restrict the current and potentialhetfuture development, effective delivery
and improvement of community-based services fomthst vulnerable individuals in our
society. This thesis suggests that there is a greatl to critically review the current direction
of the deinstitutionalization in Lithuania. It isucial to ensure its compliance with the
international human rights standards and evidenasdu best practices. At the same time it is
important to truly involve persons, who have meitealth problems, intellectual and/or
psychosocial disabilities, as well as their fansjieand representing organizations, in all
stages of such a review and also of planning ferftiture of community-based support and
services in the country.

Key words

Human rights, mental health, psychosocial disahiliintellectual disability, UN CRPD, WHO
QualityRights, social services, independent living, deinstitodiization, Lithuania

1 WHO QualityRights tool kit to assess and improveliyy and human rights in mental health and socék facilities.
Geneva, World Health Organization, 2012.
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Resumo (Portuguese)

No contexto da mudanca de paradigma que tem o@m@ mundo, a Lituania atualmente
esta a realizar o seu proprio processo de desingtihalizacdo dos servicos de cuidados
sociais e de saude mental. A mudanca de paradigemzionada, de um modelo bio-médico
para um modelo de cuidadso bio-psicossociais, tagarl no cenario internacional, com a
adocao, ha mais de uma década, da Convencéo danaygzio das Nac¢des Unidas sobre os
Direitos das Pessoas com Deficiéncia. A LituaniaifiGou esse tratado de direitos humanos
em 2010 e, ao longo dos anos seguintes, comecooplementar as suas disposicdes e
principios na legislacdo nacional, e nas politicalgnos, programas e préaticas. Como parte
importante do processo de desinstitucionalizacdwarh estabelecidos novos servigos
comunitarios, tais como as duas "Independent Liviognes" (Casas de Vida Independente)
em Vilnius. Em relacdo a esses servicos, 0 planetm@& de que esse irdo substituir os
cuidados de carater asilar de longo prazo, que afi@mlmente predominantse e enraizados
na cultura institucional. As principais questdesoatadas nesta tese examinam a eficacia
real de tais novos servigcos, a qualidade dos cuwdadeles prestados e o nivel de
conformidade dos servicos com os padrdes intermacsode direitos humanos. Esta tese
explora a necessidade critica de garantir que urnardagem baseada nos direitos humanos
seja o0 cerne de quaisquer novas praticas e acoeeildcos baseados na comunidade, e do
processo de desinstitucionalizacdo como um todopaAir da revisdo abrangente de
literatura, bem como dos resultados empiricos desesajuisa obtidos por meio da aplicacéo
do kit de ferramentas Direito € Qualidade da OM3HMWQualityRights) em dois servi¢os
municipais do tipo "Independent Living Homes" lacadlos na capital de Lituania, os
resultados desta tese indicam as boas praticaszadds, bem como as lacunas na pratica
desses servicos. Ainda, revela as probleméticaémsisas profundamente enraizadas que
estdo presentes e criam restricdes, considerandcssarsicos baseados na comunidade
voltados para os sujeitos mais vulneraveis de ness@&dade, para o atual e potencialmente
futuro desenvolvimento, pratica efetiva e melhoeasgs servi¢os. Esta tese sugere que ha
necessidade de revisar criticamente a direcdo atl@d processos relacionados com a
desinstitucionalizagdo na Lituania. E crucial asseg o cumprimento dos padrdes
internacionais de direitos humanos e das boas padtbaseadas em evidéncias. A0 mesmo
tempo, é importante envolver, de fato, as pessqpaes,apresentam problematicas de salde
mental, incapacidades intelectuais e / ou psicdasgcbem como as suas familias e
organizacdes representativas, em todas as etapdaldevisdo e também de planeamento
para o futuro de servicos baseados na comunidadeais

Palavras-chaves

Direitos humanos, saude mental, incapacidade psamal, incapacidade intelectual,
CDPD, WHO QualityRighfé¢ OMS Direito € Qualidade, servigos sociais, viddépendente,
desinstitucionalizagédo, Lituania.

2 WHO QualityRights tool kit to assess and improveliyy and human rights in mental health and socék facilities.
Geneva, World Health Organization, 2012.
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Abstracto (Spanish)

En el contexto mas amplio del importante cambipa®&digma que se esta produciendo en
todo el mundo, Lituania esta experimentando acteate su propia desinstitucionalizacion
de los servicios de atencion social y de salud aleril cambio de paradigma antes
mencionado desde el biomédico hacia un modelo simepocial mas amplio se ha logrado a
nivel internacional con la adopcion de la Convemcide las Naciones Unidas sobre los
Derechos de las Personas con Discapacidad hacedmasa década. Lituania ratifico este
tratado de derechos humanos en 2010 y durantefios aiguientes comenzd a aplicar sus
disposiciones y principios en la legislacion, laslificas, los planes, los programas y las
practicas nacionales. Como parte importante delcesm de desinstitucionalizacion, se
establecieron nuevos servicios basados en la caladni como dos «Viviendas
independientes» en Vilna. Se ha planificado quesestievos servicios sustituyan a largo
plazo la atencidn residencial, que actualmenteres@minante y esta arraigada en la cultura
institucional. Las principales cuestiones abordadasesta tesis examinan la efectividad real
de estos nuevos servicios, la calidad de la atengyestada en ellos y el nivel de
cumplimiento de las normas internacionales de devedhumanos sobre el terreno. Esta tesis
explora la necesidad critica de garantizar que ogue basado en los derechos humanos
esté en el centro de todo nuevo desarrollo y pogstade servicios comunitarios y de la
desinstitucionalizacion en general. Basado en lsién bibliografica exhaustiva, asi como
en los hallazgos de investigacién empirica Unidotermidos mediante la implementacién de
la Evaluacion QualityRights de la OMS en dos iresteines municipales independientes en
la capital de Lituania, esta tesis apunta tantaa buenas practicas asi como las brechas en
la provision de estos servicios. Ademas, desculiseptoblemas sistémicos profundamente
arraigados que rodean y restringen el desarrollauat y potencialmente futuro, la entrega
efectiva y la mejora de los servicios basados ercdmunidad para las personas mas
vulnerables de nuestra sociedad. Esta tesis sugjeeeexiste una gran necesidad de revisar
criticamente la direccion actual de los procesoscem®wnados con la desinstitucionalizacion
en Lituania. Es fundamental garantizar su cumplitéede las normas internacionales de
derechos humanos y las mejores practicas basaddates probatorios. Al mismo tiempo, es
importante involucrar verdaderamente a las persogas tienen problemas de salud mental,
discapacidades intelectuales y / o psicosociales,camo a sus familias y organizaciones
representativas, en todas las etapas de dichaidevig también de la planificacién para el
futuro de apoyo y servicios comunitarios en el pais

Palabras clave

Derechos humanos, salud mental, discapacidad psicals discapacidad intelectual,
UNCRPD, derechos de calidad de la OMServicios sociales, vida independiente,
desinstitucionalizacion, Lituania

3 Herramientas de Derechos de Calidad de la OMSeyataar y mejorar la calidad y los derechos humanosalud mental
y centros de atencién social. Ginebra, Organizaklandial de la Salud, 2012.
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Santrauka (Lithuanian)

Platesniame kontekste, susijusiame su Siuo metgtaryla paradigny kaita visame
pasaulyje, Lietuva patiria sociaks globos bei psichikos sveikatos prigeds paslaug
deinstitucionalizacyy. Minétas paradigm poslinkis ir pegjimas nuo biomedicininio prie
biopsichosocialinio modelio buvo paskatintas tagiaiu mastu daugiau nei pries
desimtmet kuomet buvo priimta JungtiniTaul; Negaliyjy teisiy konvencija. Si Zmogaus
teisiy sutartis Lietuvoje buvo ratifikuota 2010 metaisiuo tada Saligsipareigojo siekti, kad
konvencijos nuostatos bei principaith jtvirtinti nacionaliniuose teiés aktuose, politikoje,
veiksny planuose, programose bei praktikoje. Kaip vienarBlausi deinstitucionalizacijos
proceso daly, Lietuvoje pradtos steigti naujos paslaugos bendruodjen tokios kaip,
pavyzdziui, dveji bendruomeninio tipo savarankisggvenimo namai Vilniuje. Buvo
planuojama, jog mi¢tos naujosios paslaugos galiausiai pakeiSiuo metu dominuojay ir
institucirgje kultiroje jsiSakinijusy ilgalaike socialire globy. Pagrindinis Sio mokslinio
darbo tikslas yra iSnagri¢ti ar Sios naujosios paslaugos yra efektyvios, &okia juose
teikiamos pagalbos Zmeéms kokyb bei koks yra atitikimo tarptautiniams zZmogausiteis
standartams lygis. Siame darbe pristatomas ir nagaimas kritiSkas poreikis uZztikrinti, jog
bet kokiy naujovy plétros, bendruomeninio tipo paslaudpei paiios deinstitucionalizacijos
bendrai Serdis yra poiiis, grjstas zmogaus teisis. Remiantis iSsamia literabs analize
bei rezultatais unikalaus empirinio tyrimo, atlikttviejuose Lietuvos soséje veikiariuose
savarankiSko gyvenimo namuose, pritaikius Pasaudieikatos organizacijos ,WHO
QualityRights* metodik, Siame darbe yra aptariami takpaslaug privalumai ir trzkumai.
Darbe taip pat atskleidZiamos siste@srspragos ir problemos, kurios yra giligiSaknijusios
ir tokiu bizdu apibezia ir apriboja dabartig bei potencialiai ateities ptrg efektywvi
bendruomeninio palwzio paslaug, skirty labiausiai pazeidziamiems sy visuomegs
nariams. Darbe yra sioma kritiSkai jvertinti ir perzuréti dabartiniy, Su
deinstitucionalizacija susijugi proceg krypt Lietuvoje. Labai svarbu uZztikrinti, jog
deinstitucionalizacijos procesai atitikttarptautinius zmogaus teisistandartus ir remjsi
jrodymais gjsta geriausia praktika. Tuo pa visuose Sio proceso etapuose bei ateityje
planuojant geriaujtvirtinti bendruomeninio pafdzio paslaugas Lietuvoje, labai svarbu
proceg jtraukti pafius asmenis, turiéfius psichikos sveikatos problgnintelekto sutrikim,
proto ir/ar psichosocialia negaly, jy artimuosius bei juos atstovaujgias organizacijas.

Raktiniai Zodziai

Zmogaus teis, psichikos sveikata, psichosocidlimegalia, intelekto sutrikimai, proto
negalia, Jungtinj Taut; Negaliyjy teisiyy konvencija, ,WHO QualityRight$* metodika,
socialires paslaugos, savarankiskas gyvenimas, deinstitatzatija, Lietuva

* Pasaulio sveikatos organizacijos ,QualityRights*toskka, paslaug kokybes ir Zmogaus teigi situacijos psichikos
sveikatos ir socialimi paslaug vertinimui ir gerinimui. Pasaulio sveikatos orgaatija, Zeneva, 2012.



Executive summary

Purpose

The aim of this research study was to draw thentate of all key stakeholders, including the
academia and government of Lithuania, to the ingmme of ensuring that the human rights
based approach is at the core of any present ancefdevelopments of community-based
services, and of deinstitutionalization in genefdle findings analysed and discussed in this
study are based on theéorld Health Organization’s QualityRights (WHO QRpsessment of
two community-based ‘Independent Living Home’ famk for persons, who have
intellectual and/or psychosocial disabilities, ifiniuis, Lithuania. It was a unique piece of
qualitative research, completed as such for tist fiime in the country. It also has an applied
practical value, as the produced recommendationsimaediately be used and implemented
in services currently provided in the two assedaetities, in order to improve quality of life
of service users, services' effectiveness and camg@ with international human rights
standards.

Methods

The overall management and coordination ofMt¢O QR Assessments undertaken by the
Author of this thesis, who also had the respongjbfor compiling and coordinating the
Assessment Committee. Individuals from differendfessional and personal backgrounds
were represented in the Assessment Committee. dto@ldieldwork was undertaken by 9
out of 12 Assessment Committee’s members, and ptaate during the months of June and
July 2017. The remaining three members of the Assest Committee provided their
advisory input during the later stages of datayammsland producing of the recommendations.
The data was collected by reviewing both facilitiesternal documents, conducting
observations and carrying out a total of 30 inmd with service users and staff.

Results

Table 1: Summary of the Results

Theme Rating (Home 1) Rating (Home 2)
Theme 1 The right to an adequate standard of living Achieved partially Achieved patrtially
(Article 28 of the UN CRPE) (A/P) (A/P)
Theme 2 The right to enjoyment of the highest Achieved partially Achieved in full
attainable standard of physical and mental health (A/P) (A/F)
(Article 25 of the UN CRPD)
Theme 3 The right to exercise legal capacity and the Achieved partially Achieved patrtially
right to personal liberty and security of person (A/P) (A/P)
(Articles 12 and 14 of the UN CRPD)

5 WHO QualityRights tool kit to assess and improvealiy and human rights in mental health and soc#k facilities.
Geneva, World Health Organization, 2012.
6 United Nations Convention on the Rights of Persaitis Disabilities.



Theme 4 Freedom from torture or cruel, inhuman|or Achieved partially Achieved patrtially
degrading treatment or punishment and from (A/P) (A/P)
exploitation, violence and abuse
(Articles 15 and 16 of the UN CRPD)

Theme 5 The right to live independently and beAchievement initiated | Achievement initiated
included in the community (Article 19 of the UN (A (AN
CRPD)

Discussion

In its current state, the two studied ‘Independauning Homes’ were assessed to have some
positive features and practices; however, improvemare needed in all five thematic areas
explored by this study. The right to an adequadaddrd of living was discovered to be
ensured mostly on the physical and material levedsyever, gaps were identified in practice
related to the lack of human rights based appr@achrecovery oriented models of support
provided in the two facilities. Investment in predéeonal development of staff is lacking,
which creates obstacles for a more effective sesviprovision. The right to the highest
attainable standard gfhysical healthis mostly ensured in both facilities, however,ttba
mental healthis more complicated, neglected and left behind. éNohthe service users are
deprived of their legal capacity; however, neitlsepported decision making nor use of
advance directives are employed in either of the tacilities. In the most severe cases,
especially in cases of fights taking place amosgstice users, the staff of both facilities call
the police or ambulance and the person receivéseatiecessary treatment. However, none of
the staff are trained on alternatives for seclusionestraint, nor on de-escalation techniques
that would help to avoid any harm being done tdIsarvice users and staff themselves. The
right to live in the community is initiated in bothcilities; however, they still display a lot of
features of institutional culture and staff demaaist bio-medical model based attitudes
towards mental health.

Conclusion and recommendations

In the broader systemic context of Lithuania’s galion to implement the principles and
direction of the UN CRPD in its national legislatjgoolicy, action plans, programmes and
practices, this study of quality of care and humaghts conditions in two Municipal
‘Independent Living Homes’ in Vilnius has conclussoon two parallel levels. One is the
facility-based level and the other one is systesedaBoth the good practices, as well as
gaps in these services’ provision have been idedtiby the study. Moreover, the study has
discovered deeply-rooted systemic issues that sadrand restrict the current and potentially
the future development, effective delivery and iaygment of community-based services for
persons, who have mental health problems, intelé@nd/or psychosocial disabilities. The
results of this study suggest that there is a gread to critically review the current direction
of the deinstitutionalization in Lithuania, in ordéo ensure its compliance with the
international human rights standards and evideasedbbest practices.
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Introduction

For decades people who have mental health problémel]ectual and/or psychosocial
disabilities have been confined in large segregatexal care and/or psychiatric institutions
in most countries across the world (Wing and Brow@70; Grob, 1991; Desjarlais et al,
1995; Thornicroft and Tansella, 1999; Thornicraftlaransella, 2004). An institution is any
residential care setting where: a) service usegsisolated from the broader community,
society and/or compelled to live together; b) tdeynot have sufficient control over their own
lives and decisions which affect them; and c) #euirements and interests of the institution
itself takes precedence over the service usersviduhl needs (European Expert Group on
the Transition from Institutional to Community-bds€are, 2012). Despite some ongoing
developments in the field, this is still the maomm of social care and mental health services
in Lithuania up to this day. According to the latdata provided by the Ministry of Social
Security and Labour, over 6,000 adults and childiiga in more than 40 social care
institutions in Lithuania (total population of tle®untry being approximately just over 2,8
million in 2017). Additionally, up to 200 personseaonsistently in queues at any given time
waiting to be admitted. The system of social cawe @sychiatric institutions in Lithuania, like
in most of the other former Soviet republics, i€ af the most disturbing phenomena, where
human rights of individuals tend to be violated awlaily and systemic basis (The Seimas
Ombudsman’s Office of the Republic of Lithuanial@pUnited Nations High Commissioner
for Human Rights, 2017). Institutional culture tla$ in such a segregated, out-dated and
human rights violating mental health care systemhiclv perpetuates stigma and
discrimination not only within an institution it$ebut in wider society as well (Grigaite,
2017).

It has been shown by multiple epidemiological stgdhat the availability and accessibility of
segregated specialist treatment services is fan ®oough to meet the existing demand for
treatment, care and support, due to the very higiigbence of mental health problems in any
population (Grigaite, 2017). Studies have conststevidenced that regardless of a country
where they live, individuals in community-basedvesgs have better overall outcomes, when
compared with institutional care. The better outesnare such as, for example: a) greater
accessibility to care, protection of human rightsevention of stigma (Thornicroft and
Tansella, 2003); and b) greater user satisfacfidrorpicroft and Tansella, 2003; Killaspy,
2007). This is also the main focus of Article 19vibhg independently and being included in
the community” of the United Nations Conventiontbe Rights of Persons with Disabilities
(UN CRPD).

13" December 2006 saw the adoption of the UN CRPDHhey Wnited Nations General
Assembly. None of ‘new’ human rights were creatgdHhis international treaty, however, it
has put a clear obligation on the countries, whatfy it, to fully apply and implement both

in legislation and in practice the principles ohfiamental human rights in the case of people
who have disabilities. The importance and uniquenek this Convention was proven
immediately by the fact that it was signed by 88rtdes on the very first day of its adoption
— this is the highest number of signatures coltbcte the very first day, higher than what any
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other international treaty that had preceded ir egached. The UN CRPD marks a major
shift in attitudes towards people who have disabdi it emphasizes the bio-psychosocial
approach over the strictly bio-medical approacht thad been predominant for decades
before. Also it recognizes persons with disab8itieot merely as ‘objects’ of care and
treatment, but rather as fully-fledged right ho&l@nd citizens, who are capable to make
independent choices and own decisions about altersathat affect their lives. The
Convention defines persons with disabilities as#farho have long-term physical, mental,
intellectual or sensory impairments which in intetian with various barriers may hinder
their full and effective participation in societyn @an equal basis with others'Still it is
important to note that there is no ‘exhaustive maéin’ of disability, which is described by
various professionals and persons, who have disabithemselves, as aavolving concept
(WHO, 2011).

The UN CRPD was ratified by the Lithuanian governmm 2010 as a legally binding
international human rights treaty. One of the ketycles in this Convention is Article 19
“Living independently and being included in the goomity”, which sets-out standards and
principles for full social inclusion, respect forgdity, personal choice and control, and
independent living for all people. Moreover, it pices for an obligation of the states to
ensure not only opportunities for individual choared control related to independent living,
but also to foster the needed support and avathabil community-based services (UN High
Commissioner for Human Rights, 2014). Following tiaification of the UN CRPD, a
number of legislative and policy developments waigated in order to make Lithuanian
laws and practices more compliant with the inteamal human rights standards and
principles. Amongst these changes was the adopfidhe Action Plan (2014-2020) for the
Transition from Institutional Care to Community-BdsServices for Persons with Disabilities
and Children Left without Parental Care. Hencehuania has declared its intention to move
away from institutional models of care for persomd)o have mental health problems,
psychosocial and/or intellectual disabilities, amtstead to build a new network of
community-based services. One of the most impordapects of following this though is
ensuring that the human rights based approach theatore of this soon to be a newly
developed system of care and support services ggdvio one of the most vulnerable and
marginalized yet largest minority groups in ourisbc(Patel and Prince, 2010).

In light of the local context briefly outlined ab®vtwo Municipal community-based
‘Independent Living Homes’ were established on dheskirts of Vilnius, the capital city of
Lithuania, in 2013. This was one of the very fiastempts at establishing completely new
type of (community-based) services for persons, wWiave mental health problems,
psychosocial and/or intellectual disabilities, ithuania. The main idea of establishing and
providing this type of service was to move awaynfréhe institutional model of care,
segregation, social isolation, and to ensure inaéget living, social inclusion and dignity for
all service users.
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The findings analysed and discussed in this studybased on a comprehensive literature
review and theVorld Health Organization QualityRighvHO QR’ assessment of the two
abovementioned ‘Independent Living Homes’ in Vikilt was a unique piece of qualitative
research, completed as such for the first time ithulania. In this thesis, first of all, the
literature review, overall and specific objectivelsthe study will be presented. Then the
methodology of the study will be described, follaMgy a comprehensive presentation of the
study results. This will then be followed by a satton discussion and analysis of the results,
good practice examples and systemic challengestifiéeln Finally, the conclusion and
recommendations will be drawn and outlined.

Literature Review

This thesis was preceded by a critical analysigxs$ting publications, a comprehensive
literature review completed by the Author of thieegis throughout the two years period,
between 2015 and 2017. It was published as a samgleor article in a scientific peer-
reviewed Vilnius University STEPP Journal in JuliZ, tittedThe Deinstitutionalisation of
Lithuanian Mental Health Services, in Light of teeidence-Based Practice and Principles of
Global Mental HealtHsee Annex 1).

Overall Objective

The aim of this study is to draw the attentionted government of Lithuania and of all other
key stakeholders, including the academia, to th@omance of ensuring that the human rights
based approach is at the core of any present andefdevelopment of community-based
services, and of deinstitutionalization in genefidle overall objective of this study was to
assess the quality of care and services’ adhetenicéernational human rights standards, by
implementing an assessment based on\iidO QualityRights Toolkiin two Municipal
‘Independent Living Home’ facilities for adults, whave intellectual and/or psychosocial
disabilities, in Vilnius. It was completed as a garison between reality expressed by
specific indicators, and criteria expressed by ewod-based standards, as per WO
QualityRights Toolkit

Specific Objectives

(1) To assess the quality of care and human riginislitions within two ‘Independent Living’
facilities in Vilnius, according to the five keydmatic areas, as per tiléHO QualityRights
Toolkit (2) To identify and analyse the existing goodctice examples within these two
facilities; (3) To identify and analyse the mairpgan the quality of care and compliance with
human rights standards within the delivery of thesdatively new community-based services;
(4) To produce recommendations for improvementwali as for future development of
community-based and recovery-oriented servicesititulnia that respect and foster human
rights.

7 WHO QualityRights tool kit to assess and improveliyy and human rights in mental health and socék facilities.
Geneva, World Health Organization, 2012.
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Methodology

Assessment Committee

The overall management and coordination ofWt¢O QRAssessmemas undertaken by the
Author of this thesis. In order to invite them také part in the assessment, the Author
approached each one of the potential Assessmenm@taa’s members individually first.
The potential members were identified and selettgdhe Author on the basis of their
previously well-established long term working redaship in the field of human rights and
mental health in Lithuania, as well as internatiynaA range of different professions,
personal and professional backgrounds are repexs@mthe composition of the Assessment
Committee. Also a number of the Committee’s membkaes either family members of
persons, who have disabilities, or they are theveseturrent or former users of mental health
services.

Table 2: Composition of the Assessment Committee

Fieldwork Team: | 1. Prof. Dr. Ainas Germana#ius, Psychiatrist, Psychiatry Clinic, Department
of Medicine, Vilnius University.

2. Ms. Aurelija AuSkalny, Psychologist, NGO Mental Health Perspectives;
member of the Lithuanian Psychologists’ Association

3. Ms. Dovik Juodkait, Lawyer, President of Lithuanian Disability Forum.
4. Ms. Henrika Varnie#) Economist, Director of Lithuanian Disability Fonu

5. Ms. Ind¢ Gegeckag, Self-Advocate, Trainee Psychologist, Lithuanjan
Association of Psychology Students.

6. Ms. Karit Levickaie, Psychologist, Director of NGO Mental Health
Perspectives; member of the Lithuanian Psycholegistsociation.

7. Ms. Kristina RadZvila#, Human Resources Specialist, Lithuanian Autjsm
Association ‘Children of the Rain’.

8. Ms. Monika Nemanyt Self-Advocate, Project Manager, New Theatre ef|th
Disabled.

9. Ms. Ugre Grigait, Social Worker, NGO Mental Health Perspectives,ONG
Human Rights Monitoring Institute (MSc Student, fhehor of this thesis).

Advisory Team: | 10. Prof. Dr. Dainius #as, Child Psychiatrist, Psychiatry Clinic, Depaetrhof
Medicine, Vilnius University; United Nations SpeldRapporteur on the Right ¢
everyone to the enjoyment of the highest attainabdedard of physical an
mental health.

o =

11. Dr. Egk Sumskien, Department of Social Work, Vilnius University; N0G
Mental Health Perspectives.

12. Prof. Dr. Jonas RuSkus, Department of SociafkV¥ytautas Magnus
University; Expert Member of the United Nations @REommittee; member g
the Arka Community in Kaunas, Lithuania.

=
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Training of the Assessment Committee

All members of the Assessment Committee are highlglified, competent and experienced
professionals with expertise and a long-term psofesml and/or personal experience in the
field of mental health and human rights. They amme of the most advanced mental health
and human rights professionals, and deinstitutinatbn advocates in Lithuania. 9 out of 12
are members of the Lithuanian non-governmentalrorgéions and expert€oalition Mental
Health 2030 Members of thi<oalition are united by the modern approach to human rights
in mental health, and their mission is to seek opes, transparency and respect for human
rights in Lithuanian mental health and social cargtems. Th€oalition Mental Health 2030
won a National Equality and Diversity Award for &tgthening Civil Society in March
2017°

Hence, all of the Assessment Committee’s membealtsphaviously been extendedly trained
on topics of human rights and human rights-basqaoaghes, the UN CRPD, global best
practice examples of mental health services, daitishalization, community-based services,
advocacy, recovery-based approach, human rightstonioig tools, such as ITHACA, and
their use, specialist interviewing skills, alteimatcommunication methods, etc.

Having all of the above in mind and due to the s@mperiod, and some of the committee
members having travelled abroad, as well as dubdovoluntary nature of participation in
thisWHO QRassessment, the initial group session with alhefcommittee members present
at one place was not organized. Nevertheless, th#oA and two of the Assessment
Committee’s members (i.e. Ms. Daviluodkai¢ and Ms. Karié Levickaig) received the
official WHO QRtraining by Dr. Melita Murko (WHO Office in Copeaben) during the
assessment period, as a part of the parallel ogghiHO QRregional project in Lithuania.
Additionally, during the month of June 2017, indival training sessions were provided by
the Author to each of the Assessment Committee reesnimdividually, on theVHO QR
Toolkit, specialist interviewing skills and any other maegecific parts of the assessment,
relevant to every individual Assessment Committeeamber. Moreover, the Committee
members met for a discussion before each of theswsorder to clarify any questions they
may have had, to review the interview and obsesmatools in more depth; and then later
following the visits in order to share experien@sl observations from conducting the
interviews.

Ethical Considerations
The National Data Protection Inspection was coedulty the Author, and then an official

letter sent by the Supervisor of the Author to Winius Municipality’s Social Support
Division of the Department for Health and Sociafas. In this official letter compliance

8 Coalition Mental Health 2030: http://perspektyvaoglen/coalition _mental _health 2030.html
9 National Equality and Diversity Awards 2016: hittwww.lygybe.It/lt/'valdovu-rumuose-iteikti-nacionaiai-lygybes-ir-
ivairoves-apdovanojimai-2016
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with both Lithuanian and Portuguese Data Protedtmns was guaranteed for the duration of
this research study, as well as for the quality stahdards of management of the collected
sensitive data following the study’s completion.

Additionally, the Bio-Ethics Committee was approaghby the Author and clarification
received that the Bio-Ethics permit was not neefiedthis particular assessment-research
activities. This was so due to tBecial nature of the study and the fact that no bio-nmeddic
hypothesis was being tested by’it.

Nevertheless, consent forms have been developednpliance with the national laws on
related ethics, in both thextended-writterand Easy-to-Readormats. All interviewees were
fully informed of the purpose of the study in the@ywvand language that they could best
understand; confidentiality and anonymous naturthefresults reporting were also explained
to them; and they were invited to sign the congambs before any interview took place.

Moreover, confidentiality agreements were developed signed by all members of the
Assessment Committee prior to conducting any rebeaglated activities within this study.
All individualised interviews took place in privagend confidentiality assuring environments,
such as the service users’ personal bedrooms-sflal®) leisure rooms, or in cases of
interviewing staff — in staff rooms. Interviews tviservice users were conducted in a sensitive
manner, using alternative communication methodsh s1$ body language, gesture€asy-
to-Readmaterials, as and when needed. No real difficulitecarrying out interviews with
service users were encountered by the Assessmenin@ee, due to the population of the
service users within the two assessed facilitiésgoguite independent individuals, and them
having mostly only mild intellectual disabilities speech impairments, if any.

The Visits

The preparatory contact with the two assesseditfasilstarted back in 2016: June 2016 for
Home 1, and December 2016 for Home 2. The pernmgsiconduct the assessment in both
facilities was obtained from the responsible bodshiv the Vilnius City Municipality in
2016. Research Contracts with the directors of lathities and confidentiality agreements
were signed by the Author at the beginning of 2ME7. The facilities were open and willing
to participate in the assessment, pro-activelyrasko receive recommendations, in order to
improve the services that they provide.

Moreover, from the very start direct contact wasint@aned with Dr. Michelle Funk,
Coordinator at theWHO QR Initiative (Mental health policy and service dey@ient,
Department of Mental Health and Substance AbuseQV@#neva), regarding the completion
of thisWHO QRassessment. Regular updates were provided toylteelAuthor.

101 aw on Ethics of Bio-medical Studies of the Repubfitithuania (2000):
https://www.e-tar.lt/portal/lt/leqalAct/ TAR.234B15962F/wKarWpLPIL
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Table 3: Locations and Dates of the Visits

Name of the Facility | Valakampiai Social Support Facility's Independenivihg Home @/
(Home 1): Valakampi socialini paslaug nam; Savarankisko gyvenimo naiaA
service for persons who primarily have intellectugisabilities.
Country: Lithuania
City: Vilnius
Dates of Visits: 27th June 2017
4th July 2017
14th July 2017
Fieldwork Team: 1. Prof. Dr. Amnas Germanawvius, Psychiatrist, Psychiatry Clinic,
Department of Medicine, Vilnius University.
2. Ms. Aurelija Auskalny, Psychologist, NGO Mental Health Perspectives.
3. Ms. Henrika Varniefy Economist, Director of Lithuanian Disability
Forum.
4. Ms. Inde Gegeckait, Trainee Psychologist, Lithuanian Association| of
Psychology Students.
5. Ms. Karik Levickait, Psychologist, Director of NGO Mental Health
Perspectives; member of the Lithuanian Psycholegistsociation.
6. Ms. Kristina Radzvilait, Human Resources Specialist, Lithuanian Autjsm
Association ‘Children of the Rain’.
7. Ms. Monika Nemanyt Self-Advocate, Project Manager, New Theatre of
the Disabled.
8. Ms. Ugrt Grigait, Social Worker, NGO Mental Health PerspectivesONG
Human Rights Monitoring Institute (MSc Student, fagthor of this thesis).
Name of the Facility | Vilnius City Social Support Centre‘s Independentihg Home “My Own
(Home 2: Home” B/ Vilniaus miesto socialés paramos centro SavarankiSko gyvenimo
namai ,Savi namai): A _service for persons who primarily have
psychosocial disabilities.
Country: Lithuania
City: Vilnius
Dates of Visits: 4th July 2017
14th July 2017
24th July 2017
Fieldwork Team: 1. Ms. Aurelija Auskalnyt, Psychologist, NGO Mental Health Perspectives.
2. Ms. Dovik Juodkai¢, Lawyer, President of Lithuanian Disability Forum.
3. Ms. Ind¢ Gegeckatt, Trainee Psychologist, Lithuanian Association| of
Psychology Students.
4. Ms. Karik Levickait, Psychologist, Director of NGO Mental Health
Perspectives; member of the Lithuanian Psycholeigistsociation.
5. Ms. Kristina Radzvilat, Human Resources Specialist, Lithuanian Autjsm
Association ‘Children of the Rain’.
6. Ms. Monika Nemanyt Self-Advocate, Project Manager, New Theatre of
the Disabled.
7. Ms. Ugre Grigaite, Social Worker, NGO Mental Health PerspectivesONG
Human Rights Monitoring Institute (MSc Student, faghor of this thesis).
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Review of Documents

Neither of the two facilities were monitored by emdependent monitoring body or team
previously. All relevant documents were reviewedath facilities by the Author, according
to theWHO QR Toolkit'sReview of Documents and Observation Tool. Theofeihg is the
list of the reviewed documents:

° Facility policies, guidelines, standards and otifécial directives;

° Administrative records (e.g. number and categasfestaff, number, age and gender
of service users, admission and discharge records);

° Records of specific events (e.g. complaints, intsl®f theft and/or abuse);

° Service users’ personal records and files.

Important to note:Admission and discharge records were not revieasdthese were
unavailable in the two assessed facilities. Theseumhents are a part of the responsible
body's, i.e. Vilnius City Municipality‘s, archive&dditionally, no policies on restraint nor on
alternatives to the use of physical force wereqmem either of the two facilities.

The Observations

All parts of the two facilities were visited, suak personal bedrooms-studio flats with inbuilt
kitchens, eating areas, toilets and bathrooms; comaneas, corridors, staircases, lifts; staff
rooms; laundrettes; emergency exists; common kispoms; etc. Additionally interactions
between staff and service users were observediar tw determine whether service users are
treated with dignity and respect, whether theivgy is respected, and also in order to
observe any power imbalances or expressions cdrigiey.

As per theWHO QR Toolkitobservations were made by all of the Assessmentriittee’s
members with all five senses, i.e. by seeing whetlashing amenities and toilets are clean;
smelling whether the toilets and common areas havad odour; feeling whether there is hot
running water; hearing whether service users sbhowcream, and listening to the tone of
voice of staff members.

Sampling, Sample Size

The number of interviewees was determined in aerard with the guidance provided in the
WHO QR Toolkit All interviewees were selected randomly by usthg online research
randomizer tool (www.randomizer.org). Additionalndmm selection of interviewees was
undertaken, when necessary, by the Assessment Gteapand not the staff, in both homes
during the unannounced visits to the facilities.
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Interviews

In accordance with the guidance provided in YiElO QR Toolkitit was decided by the
Assessment Committee to interview 11 out of 26iserusers (~40%), 5 family members,
and 6 out of 13 staff members (~50%) in the Homantt 11 out of 27 service users (~40%),
5 family members, and 4 out of 8 staff members (bid?the Home 2.

A total of 11 service users and 5 staff memberseweterviewed in the Home 1; and 12
service users and 2 staff in the Home 2. Individaedrviews on average lasted for an hour,
and up to a maximum of 2 hours in a few cases. timta where the interviews were carried
out varied between personal bedrooms-studio flaseovice users, common leisure rooms,
and staff rooms. Every time complete privacy anafidentiality for the whole duration of the
interviews were ensured. Unfortunately, it was possible to interview any of the family
members in either of the homes.

Both male and female service users within a wideragge were interviewed in both homes.
More service users than planned were interviewdtleriHome 2, since there was not enough
staff to be interviewed at the time of one visit,isstead of interviewing staff, the Assessment
Committee member interviewed one extra service. user

Both male and female staff members within a wide agnge, representing a range of
different positions (social workers, social worksiggants, duty guards, managers) were
interviewed in both homes. However, the Assessnt@ommittee encountered serious
difficulties getting to interview staff members ithe Home 2. First of all, there is a small
number of staff working in Home 2 in general, Bepersons. Even though the Assessment
Committee tried to visit the facility on two diffemt unannounced and then even one
announced visit at different times of day, theres\aéways hardly any staff available to be
interviewed. This was due to it being summer holsjastaff members being on sickness
absence, or those who were present at the fabiiitgg too busy with their daily activities
supporting the service users. This proved to ewer Iproblem, when specifically arranged
with the manager of the facility to conduct stafteirviews on the thirdnnouncedisit: when

the Assessment Committee team arrived at the thaatlithe pre-arranged and agreed specific
time, there were only two staff members availablbeg agreed to be interviewed, instead of
the planned four.

In the Home 1, 5 out of the planned 6 staff memben® interviewed due to some of the staff
members not giving their consent for being intemad, and others being on summer holidays
or sickness absence.

Staff members, who were interviewed in both faesit proved to be responding to all of the
questions in a rather tendentious way, with veryilar information provided by all of the

interviewed staff members across both facilitieenég, it was decided by the Assessment
Committee that there was no need to try and irgang@ven more staff members, as it was
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very unlikely that any additional value or importaadditional information would be
collected, if pursuing to interview a higher numbéstaff members.

Even though the plan was to interview a total ofdrhily members across both facilities, this
was not achieved. The reason for this is the fa&t very few of the service users living in
both facilities, and especially in Home 1, have &ayily members in the first place. For
example, only six service users in Home 1 haveratatives. At the time of the visits to the
facilities, service users did not have any visitordho may have been invited to be
interviewed randomly and on the spot. Moreoverydhare major limitations as to what
personal information of the relatives and friendsservice users may be revealed by the
facilities to third parties, such as the Assessn@@rhmittee. Service users themselves did not
share any details of their relatives or friendg] did not really suggest anyone else, who may
have been interviewed for this purpose. A coupléaafily members, whose details service
users themselves did share with the interviewedandt give their consent and did not agree
to participate in the assessment, neither did &nlyase, who were approached and invited to
participate in the study by the facilities’ managsindirectly.

Practical IssuesNo special funding, apart from the Author’s peralofunds, was available
for the completion of this study; hence, all whatpggated did so completely voluntarily.
Nevertheless, theVHO QR Interview Toolas translated into Lithuanian by a paid
professional translator, and then proof-read byAu#hor of this thesis, in order to ensure the
quality and accurateness of the Lithuanian traissiadf the Interview Tool. Due to the lack
of funds only this limited way of validation of thanslated interview tool was possible.
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Table 4: Interviews

Name and
Location
of
Facility

Total

No. of
Service
Users

Total
No. of
Staff

Date and
time of
Visit(s)

Service User
Interviews

Staff Interviews

Family, Friends or
Carers
Interviews

Planned | Conducted

Planned

Conducted

Planned| Conducted

Home ],
Vilnius

26

13

27th June
2017; 14:00
—18:00 (3
team
members)

4th July
2017; 14:00
—18:00 (8
team
members)

14th July
2017;13:00
—17:00 (3
team
members)

Total
Interviews:

11 11

Name and
Location
of
Facility

Total

No. of
Service
Users

Total
No. of
Staff

Date and
time of
Visit(s)

Service User
Interviews

Staff Interviews

Family, Friends or
Carers
Interviews

Planned | Conducted

Planned

Conducted

Planned| Conducted

Home 2
Vilnius

27

4th July
2017; 14:00
—18:00 (8
team
members)

14th July
2017; 13:00
—17:00 (3
team
members)

24th July
2017; 8:30 —
9:45 (3 team|
members)

Total
Interviews:

11 12
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Table 5: Characteristics of Interviewees

Facility No. of No of Age range of | Ethnicity of Range of time
Female Male the the lived/worked in
interviewees | interviewees | interviewees | interviewees the facility
Lithuanian
. Russian 3,5yrs. —
HOME 1 (service users) 6 5 18 - 42 yrs. Polish 4 months.
Belarus
Lithuanian 4yrs. —
HOME 1 (staff) 4 1 27 — 54 yrs. Rus_slan 3 months.
Polish
. Lithuanian 3,5yrs. —
HOME 2 (service users) 5 7 22 — 61 yrs. Russian 3 yrs.
. . 4yrs. —
HOME 2 (staff) - :
HOME 2 (staff 2 0 29 —45yrs Lithuanian 1,5 yrs.

Following each visit, the fieldwork team had brreketings outside of the facility, sharing
their first impressions, experiences and commentsn fthe conducted interviews and
observations. Each interview was audio-recordedthed transcribed and fully anonymised
by the Assessment Committee members. FollowingAtitbor of this thesis reviewing all of
the transcriptions and drafting the initial resuéible with specific comments in it, an online
Google Documenias created as a working file for recording, comtimg on and discussing
the results for each of the two facilities by tlestrof the Assessment Committee’s members
(see Table 6: Extended Results Table). In this tiiey Assessment Committee’s members
could share their views on the initial results,cdss their own findings and add to the group
assessment of the facilities. It also helped tooawet for subjectivity in scoring, as all
members of the Assessment Committee had to comathpnutually agreed scores: each of
the criterions, standards and themes were discesdedsively and various arguments shared,
before the final scores were determined. The overahagement of the process and technical
finalization of the results table was a responiibdf the Author.

The final Assessment Committee’s face-to-face grogpussion and analysis of the results
took place on 29 August 2017 at the Author’s workplace (NGO Meraklth Perspectives)
in Vilnius. Most of the Committee’s members, bdtle Fieldwork Team and Advisory Team,
were present (8 out of 12). The main focus of thal fmeeting and group discussion was put
on theWHO QR Theme No. Fhe Right to Live Independently and being Incldda the
Community’ (Art. 19 of the UN CRPD), and on agregon the final results, conclusions and
recommendations that were to be drawn. Those Cdeenihembers, who were unable to
participate in this meeting in person, providedirttt®mments and input electronically by
using the onliné&oogle Documents Taas well as via regular email, Skype and/or tebegh
communication with the Author.
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Results

The scoring for each of the criterions, standardkthemes was completed in accordance withWhD Quality Rights Toolkitwith the scoring
definitions as follows:

o A/F - Achieved fully —There is evidence that the criterion, standardhemie has been fully realized.

o A/P — Achieved partially — There is evidence that the criterion, standardheme has been realized BOME improvement is
necessary.

o A/l — Achievement initiated — There is evidence of steps towards fulfilling thatecion, standard or theme b&GNIFICANT
Improvement is necessary.

o N/l - Not initiated — There is no evidence of fulfilling the criterioriasdard or theme.

o N/A — Not applicable —The specific criterion, standard or theme doesapepty to the facility in question.

Colour codes in the Extended Results Table:
o Yellow = Theme
o Blue = Standard
o White = Criterion

Facility codes in the Extended Results Table:

o Homel=H1
o Home 2 =H2
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Table 6: Extended Results Table

Theme/ Standard/ Criteria Result Comments

1. [The right to an adequate standard of living (Articke | H1: A/P
28 Of the CRPD

H2: A/IP

1.1 [The building is in good physical conditior H1: A/P

H2: A/P

1.1.1 [The building is in a good state of repair (e.g.daws | H1: A/P | The now over 30 years old building was sated back in 2013, before the
are not broken, paint is not peeling from the W facility opened.

However, the paint is peeling from the walls in @mer of places within th
facility; one communal part of the building hashemating and is very damp.
Service users pointed out the imperfectness oftidte of repair.

Service users do not even think theuld complain about the state of repair gnd
get it fixed.

(1))

H2: A/P | The now over 30 years old building was rated back in 2013, before the
facility opened.

However, the paint is peeling from the walls, arsexially in the basemer
where the laundrette and leisure room are locatedy especially damp an
mouldy.

Service users reported that the building has beeovated but mostly from the
outside; inside the plumbing system is old and s$etadclog-up; hence, it often
needs to be repaired.

Service users also do not think that there cambapgaortunity to fix the problem
within the building when they notice them, or tilaém noticing such problenjs
even matters.

Q. ~

[92)
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1.1.z [The building is accessible for people with phys H1: A/l There is an outdoor lift (which brings yawp to the abovementioned damp and

disabilities unheated communal space and not at the main eajrand a stair-lift, which has
been reported to be ‘unreliable’. Only two rooms thke ground floor have
accessible bathrooms, and are accessible for ersoth physical/mobility,
disabilities to live in. The emergency exit is cdatply inaccessible.

H2: A/l There is a stair-lift and two accessiblell@oms on the ground floor. However, the
rest of the building, the downstairs laundrette baslre room area is completgly
inaccessible.

1.1.Z [The building's lighting (artificial and natural)e&ting | H1: A/P | Some problems with the ventilation systemghe bedrooms-studio flats haye
and ventilation provide a comfortable livii been reported by the service users. The heatinglighting in the facility is
environmen adequate.

H2: A/l It was observed during the visits that afl the corridors are very dark. Many
service users reported ventilation problems inrthedrooms-studio flats. Heatirjg
has been reported to be adequate.

1.1.2 Measures are in place to protect people againstyi | H1: A/l Service users could not tell what exactgedures and steps should be followed in
through fire case of a fire. Staff reported that they had beaimdad, however, service usdrs

could not share the same. The emergency exit iatradt wheelchair accessible.

H2: A/l Service users have heard something abdietysaneasures in case of a fire hut
don’t have a clear knowledge of the related procesiuSome service users have
no idea at all where the emergency exit is located

1.2 [The sleeping conditions of service users a H1: A/P
comfortable and allow sufficient privacy

H2: A/P
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1.2.1

The sleeping quarters provide sufficient living &g
per service user and i not overcrowded.

H1: A/P

People live in bedrooms-studio flats in swar threes. Some service users hlave

reported that they do not have enough living spaspecially they lack spac

where to keep their belongings. In cases wherdcgensers have more persoTjaI

belongings (e.g. a fridge, TV, microwave, etc.)/anthe belongings of their chil
raised there, the living space becomes very limited

Also service users reported that they were notrgeme opportunity to choose
friend, who they would be sharing their bedroondsiulat with; only staff hag
this opportunity.

e

a

H2: A/P

Some service users have their own singlirdmns-studio flats, others have

share theirs with one other person. Some people reported a lack of space for

keeping personal belongings.

to

1.2.2

[Men and women as well as children and older per
have separate sleeping quar

H1: A/IF

People are allowed to live as couples antdmilies; the oldest person in the

building is 45 years of age; mothers live in bednsestudio flats together wit
their children; otherwise men share their bedrosingio flats with men, an
women share theirs with women.

n
)

H2: A/IF

Some of the bedrooms-studio flats are ommlipy couples, families with childre
some are single resident ones, others are shareddretwo persons — either tv
women, or two men.

1.2.<

Service users are free to choose when to get u
when to go to be

H1: A/F

There is no common schedule or rules temeine when service users are to g
bed or get up in the morning. The facility promotieslependent living’ in this
sense and encourages service users to have theitimetable and day-to-dg
routine, in accordance with their own individuabives and needs.

H2: A/IF

There is no common schedule or rules temeine when service users are to g
bed or get up in the morning. The facility promotieslependent living’ in this
sense and encourages service users to have theitimetable and day-to-dg

routine, in accordance with their own individuabimes and needs.
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1.2.< [The sleeping quarters allow for the privacy of gg& | H1: A/P | All bedrooms-studio flats are shared betweé&her two or three persons —jwe
users space is all shared. If a person wants to get @dhng privacy, they have to go
that in the bathroom attached to each flat. If esge wants to have guests |in
his/her bedroom, they may have to ask the othedeesto leave the flat for a
while; or they may have to go to the only sharedcspin the building — thg
‘leisure room’; or outside of the building.

H2: A/IP | The walls are thin, and service users haported that they can hear it quite
clearly, if someone is talking in the corridor adestheir bedroom door, hence, the
building is not very well sound insulated, whichiig turn negatively affects the
privacy situation of service users.

1.2.t [Sufficient numbers of clean blankets and beddie¢ | H1: A/F | Service users buy their own bedding andkess.
available to service use

H2: A/IF | The bedding is not provided by the faciliservice users have to buy their own
bedding and blankets.

1.2.€ [Service users can keep personal belongings and | H1: A/P | Service users lack space where to lock athay most precious belongings |in
adequate lockable space to store tl their apartment itself. There is a lockable commmem in the building next dogr
to the facility, which is a short-term care fagilisome of the service users keep
their belongings in this room. Also they may askfsto keep some of their mopt
precious things in the safe, located in the lookatbaff room.

H2: A/P | Bedrooms are lockable but the only lockati@board/safe is in the staff roon,
where service users may keep their more preciousopal belongings locked
away.

1.2 [The facility meets tygiene and sanitary H1: A/F
requirements.

H2: A/IF

1.3.1 [The bathing and toilet facilities are clean andkimy | H1: A/F

properly

Service users haven-suite bathrooms and toilet facilities in their apartmevlg

They clean and tidy them up themselves, and theyaly clean as much or litt
as they are looked after by each individual person.
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H2:

A/F

Service users hawn-suitebathrooms and toilet facilities in their apartngerin
case of any issue arising with these facilitiessiser users have to take care
fixing them themselves with using their own finasicEhat means some things ¢

be broken and remain unfixed for a while. Althougitording to one service us¢

when there were some issues with clogged-up plummhire facility covered th
repair costs.

of
an

\v

or

or

1.3.Z [The bathing and toilet facilities allow privacy,ck H1: A/F | All service users hawn-suitebathrooms and toilet facilities in their apartngent
there are separate facilities for men and wo

H2: A/F | All service users hawn-suitebathrooms and toilet facilities in their apartngent

1.3.2 [Service users have regular access to bathing datl | H1: A/F | All service users hawn-suitebathrooms and toilet facilities in their apartnsent
facilities.

H2: A/F | All service users hawn-suitebathrooms and toilet facilities in their apartngent

1.3.Z [The bathing and toileting needs of service users H1: N/I There is not a single service user in thality at the moment, who is bedridden
are bedridden or who have impaired mobility or o has mobility or other physical disabilities. Howevilere are only two bedroonps
physical disabilities are accommoda on the ground floor, where such people’s nesxdd be accommodated.

H2: N/I There is not a single service user in thality at the moment, who is bedridden
has mobility or other physical disabilities. Howevihere are only two bedroonps
on the ground floor, where such people’s nesxddd be accommodated.

1.4 [Service users are given food, safe drinkir-water H1: A/P
and clothing that meet their needs and preference
H2: A/P
1.4.1 [Food and safe drinkil-water are available in sufficientH1: A/F | Service users are supported to make shgplsts, shop for their own food ar

guantities, are of good quality and meet with
service user's cultural preferences and physicath
requiremers.

drinking-water, according to their individual negedad budget restrictions.

d

H2:

AlF

Service users buy food themselves and ttes avho are identified by the staff
struggling to manage their finances completely peaelently are helped in th

asS
S

task: they are offered advice on what foods to ang in what quantities. The
facility also gets charity food products from theoll Bank for those service users,
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who live on the smallest budgets and do not hawaigim income to cover the
basic nutritional needs.

d

d
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available to service users, without cership.

1.4.Z2 [Food is prepared and served under satisfa H1: A/F | Service users have personal kitchens inir tlag@artments and cook foc
conditions, and eating areas are culturally appatg themselves. They do get support, assistance apdwiti cooking from staff, if
and reflect the eating arrangements in the conity. they need it.

H2: A/IF | Service users have personal kitchens inir ttagartments and cook foc
themselves. They do get support, assistance apdvwitdi cooking from staff, if
they need it. There are also regular cooking ckadss service users may atteng
the day centre that is a part of the same buildiagthe Independent Living
Facility.

1.4.% [Service users can wear their own clothing and s H1: A/F | Service users buy their own clothes, acogydo their personal wishes at
day wear and night wee according to individual budget restrictions.

H2: A/IF | Service users buy their own clothes, aceogydo their personal wishes at
according to individual budget restrictions. Theilfty does support those, wh
struggle with very limited budgets, to get clotliiesn charity too.

1.4.2 When service users do not have their own clg, H1: A/l Staff reported that no clothing is providég the facility, however, in the pa
gooc-quality clothing is provided that meets the charity clothing was given to service users in ndsdboth the staff membe
person’s cultural preferences and is suitablelfe themselves, and by external supporters.
climate

H2: A/l Service users stated during the interviewwat no clothing is provided by th
facility. However, the staff reported that chasti@e approached if there is a ng
and service users did get clothing this way inpghst.

1.5 [Service users can communicate freely, and the H1: A/F
right to privacy is respected

H2: A/P

1.5.1 [Telephones, letters-mails and the Internet are freely H1: A/F | Service users order and pay for their owoeas to these amenities, and nong

> of

these are limited, monitored or censored by thié& sta
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H2:

AP

Telephones, letters, e-mails and the imtieare freely available to service use

without censorship. Service users order and paytHeir own access to thes

amenities. However, some service users complaindiato the walls being vel
thin they cannot have phone conversations at rigtd, and the privacy is als
guestionable due to this.

|®)

it
e

1.5.2 [Service users’ privacy in communications is respeg | H1: A/P | For those, who have to share their bedsestudio flats, their privacy becom

invaded, especially, if they receive a call at high

H2: A/P | For those, who have to share their bedrestugdio flats, their privacy become
invaded, especially, if they receive a call at highlso the walls are thin s
conversations may be overheard.

1.5.% [Service users can communicate in the languagesot | H1: A/P | During the visits to the facility, the Asseent Committee members did not meet
choice, and the facility provides supy (e.g. any deaf people (or any minorities who might spieadtifferent languages). Als
translators) to ensure that the service users xqaess the team only met people whose second languagghsanian but they speak
their need: fluently enough to not really know, which languagetheir preferred one to us

with staff. According to the staff, most of stafembers at least understand, if not
speak Russian, and some can also speak Polish.

H2: A/P | Similar as above.

1.5.Z [Service users can receive visitors, choose who H1: A/P | There are rules in this facility aroundsthsome service users reported that t
want to see and participate in visits at any realis are only allowed to have family members as visitaus not their friends, othel
time. complained that their visitors are never allowedstay overnight; visitors ar

expected to leave the building by 23:00 in the evgat the latest.

H2: A/F | Visiting possibilities are very flexible ithis facility. Visitors are allowed to ste
overnight, come and go any time of the day, as lamghey do sign in and ot
especially for the first few visits.

1.5.% [Service users can move freely arounc facility. H1: A/IF

H2: A/IF
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1.€ [The facility provides a welcoming, comfortable H1: A/l
stimulating environment conducive to active

participation and interaction. H2: A/l
1.6.1 [There are ample furnishings, and they are comfta | H1: A/P | One service users reported that he hadtsadesk broken for a while and the wall
and in good cndition. in the shower shattered for two months.
H2: A/IF
1.6.2 [The layout of the facility is conducive to interiact H1: A/l A contrast could be felt between the colstheand inanimateness of the shared
between and among service users, snd visitors. spaces and coziness of the private space in tifie@ba. The facility itself looks

a lot like a hospital or possibly like a hosteltiwaut any spaces for leisure or |to
spend time together, apart from one small ‘leissoem’. The bedrooms
themselves are quite small and service users egptmat they are not allowed o
hang any decorations or personal pictures on tlis.wa

H2: A/l The facility itself looks a lot like a hogpl, or possibly like a hostel. There is a
day centre in the same building, which providescedar interaction between and
among service users, staff and visitors. Ther@ismuch of a conducive layout in
the facility for this though, apart from its accdssthe day centre part of the
building and one ‘leisure room’ downstairs in thasément area. This ‘leisufe
room’ is completely inaccessible for persons, whayrhave mobility problem

V)

though.

1.6.2 [The necessary resourc including equipment, are H1: A/l Achieved minimally. The information for sece users about any potential ways
provided by the facility to ensure that servicers: to interact and participate in leisure activitissviery poor. Only a info-leaflet
have opportunities to interact and participatesiaure about an upcoming concert was hung on the infoomatoard but no other more
activities comprehensive information about the public librdrge public events, etc.

H2: A/l Similar as above.

1.€.4 |Rooms within the facility are specifically desigeditas| H1: A/l There is only one shared space in the itgcdalled a ‘leisure room’ and few
leisure areas for service us service users reported that they ever use it. idom is quite separate from the
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living rooms, and it is not very cozy. The ‘leisum@om’ has not very much t
offer — a small library, a TV set, and board ganis.other options, for exampl
few music instruments, etc.

O

1%

of

O

ed

H2: A/IP | There is a shared ‘leisure room’ with spbttaining equipment, a pool table and
table tennis available for service users, howewes, located in the basement
the building, which is extremely damp and mouldgd also it is completel
inaccessible for people who have mobility problems.

1.7 [Senice users can enjoy fulfilling social and H1: A/l
personal lives and remain engaged in communit _
life and activities. H2: A/P
1.7.1 [Service users can interact with other service y H1: A/F
including members of the opposite ¢
H2: AIF
1.7 2 |Personal requests, such as to attend weddir H1: A/F
funerals, are facilitated by ste
H2: A/IF
1.7.% |JA range of regularly scheduled, organized actisiiee| H1: A/l There are neegularly scheduled organized activities neither in thelifganor in
offered in both the facility and the community thae the community.
relevant and a-appropriate. Some service users mentioned having had such teedivdrganized from time t
time in the past, however, not for a while ore relye
H2: A/l Such activities do happen but megularly. Some sort of activities are organiz

from time to time but only a part of the servicenssparticipate in them, and the

appeal to service users in general could be questiocSome of the service use

however, were very satisfied with regular actiatierganised in the day centre

next door, and claimed them to be very useful, el @ directed towards helpir
them to develop skills and become more independent.

2}
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the basis of economic factors or of his or her r
colour, sex, language, religion, political or ot
opinion, national, ethnic, indigenous or sociafor]
property, disability, birth, age or other wus.

on a basis of their disability (i.e. intellectuasability); however, not by the staff

or the facility, where they live, buh the community, as follows: psychologist
consultations were denied at the Mental Health @emsturgery was denied at
hospital, gynaecologist’s consultation was denied &amily clinic, problematic
communication has been had with emergency servgted) as ambulance, a
they were also denied support at their psychi&risthen feeling suicidal. Th
facility’s staff on their part did support serviagsers as a result of the
discriminatory practices as much as they could, faught for them to get th
medical treatment that they needed.

1.7.< |Staff provide information to servi users about H1: A/l All service users reported that there isatice board on which staff sometimes
activities in the community and facilitate theiicass up some information about events in the commu#tythe time of the visits ther
to those activitie: was only one notice about an upcoming concert emdtice board.

H2: A/P | Service users reported that there is acaoboard, where staff put up some
information. Staff do facilitate access to eventthe community, if such a suppc
is required by individual service users.

1.7.t [Staff facilitate service users’ access to entemtaint H1: A/l Refer to comments above.
outside of the facility, and entertainment from
community is brought into the facili H2: A/l | Refer to comments above.
2.  [The right to enjoyment of the highest attainable H1: A/P
standard of physical and mental health (Article 2t _
of the CRPD) H2: A/F
2.1 |Facilities are available to everyone who require H1: A/P
treatment and support.
H2: A/IF
2.1.1 [No persin isdenied acces to facilities or treatment on H1: A/P | Service users have indeed been denied itocamedical facilities and treatme

nt

H2:

AlF
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2.1.2 [Everyone who requests mental health treatr H1: A/[F | Service users are always referred to appatgp medical facilities in the
receives care in this facility or is referred to#rer community by staff, and supported to access thbsach a support is needed.
facility where care can be provid

H2: A/[F | During active communication observed betweke staff and service users,
appears that the staff’'s understanding of what atdrgalth is must be adding
the treatment that follows the need for it by seevisers. Staff’s attitudes towar,
mental health and wellbeing are somewhat outdatddoased on the bio-medic
approach. If a mental health crisis happens irfab#ity, the ambulance is calle
and service users are admitted to the psychiabtspital.

2.1.2 [No service user is admitted, treated or kept ir H1: A/F | Indeed no service users are admitted ot kefhe facility on this basis. Howeve
facility on the basis of his or her race, colox, the Assessment Committee had no opportunity toalligtmeet different servic
language, religion, political or other opinion, ioatl, users of another race, colour, religion, politicalother opinion, indigenous ¢
ethnic, indigenous or social origin, |perty, disability, other status. Nor blind people with intellectuakabilities or mental healt
birth, age or other stati problems, or deaf people. In general, the facpitgvides quite limited and nc

very varied services. It means that it is likelynot be so flexible and staff af
likely to lack competences to support service udesxribed in this criterion.

H2: A/[F | Similar as above.

2.2 [The facility has skilled staff and provides goo- H1: A/l
quality mental health services

H2: A/P

2.2.1 [The facility has staff with sufficiently diverseid&to | H1: A/l The only staff in the facility are socialorkers, who act more as case mana

provide counselling, psychosocial rehabilitati
information, education and support to service uaad
their families, friends or carers, in order to paig
independent living and inclusi in the community.

and the social work assistants, who have beentexptw lack qualifications, an

ers,

basic skills and knowledge for working with persowbo have intellectual and/or

psychosocial disabilities in general. Same is applie for the duty guards. Some
efforts have been shown by staff though, as thelydtgended a three day trainihg
course provided by the NGO Mental Health Perspestiast year about the basjcs

of human rights, person-centred approach, workingthe community an
supporting service users to live more independemlgo there is inclusion

children of service users into mainstream educasenvices, and facilitation af
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employment for service users. Staff do indeed pteraccertain level of inclusioh

in the community; however, not independent livingts broader global sense.
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H2: A/l The staff do not appear to actively promogéeovery or independent living in i
broader global sense. Community inclusion is eragenl somewhat.

2.2.2 |Staff are knowledgeable about the availability esld | H1: A/l Most of the social workers, social work &s$ants and duty guards attended a
of community services and resources to pror three-day training on this topic in 2016 provideg NGO Mental Health
independent living and inclusion in the commui Perspectives. However, no real proactive implentiemtaf this by staff has bee

reported by the service users.

H2: A/l Some service users are indeed encouragedct®ss some community-bas
services, however, they have reported that staff te tell them that it is best f¢
them to stay living in the facility, rather thangearch for other more independs
options in the community.

2.2.3 [Service users can consult with a psychiatrist bex H1: A/l Staff always support service users to applothe psychiatrist in the commun
specialized mental health staff when they wishd: Mental Health Centre, however, discriminatory piad have been reporte
SO towards the persons, who have intellectual didadslin accessing the psychiat

care and services.

H2: AIF

2.2.¢ |Staff in the facility are trained and licensed tegeribe| H1: N/A | All medication is prescribed and reviewadcommunity medical facilities.
and review psychotropic medicati

H2: N/A | Same as above.

2.2.t |Staff are given training and written informationttve | H1: A/l Most of the social workers, social work &$ants and duty guards attended a
rights of persons with mental disabilities and three-day training on this topic in 2016 provideg NGO Mental Health
familiar with international human rights ndards, Perspectives. However, no real proactive implenemtaf this by staff has bee
including the CRPL reported by the service users.

H2: N/I Staff do not have any comprehensive knogkedbout human rights in ment

al
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health, nor the UN CRPD.

v

r

2.2.€ [Service users are informed of and have acce H1: A/l Both service users and staff have repottest service users do complain a Ipt:
mechanisms for expressing their opinions owvice they do so either by directly approaching the Mipalty, or they might go to th
provision and improvemel staff and/or management of the facility first. Hwm®e there are also service users

who do not complain because they do not want teaddirectly to the staff, being
afraid of the potential negative repercussiong late

H2: Al Service users as well as staff reported thay tend to solve all the problems gnd
complaints inside of the facility, i.e. service rsecomplain to staff of
management, and then problems get solved interaally

2.2 |Treatment, psychosocial rehabilitation and links tc | H1: N/I
support networks and other services are elements
a service use-driven recovery plan and contribute | H2: N/I
to a service user's ability to live independentlyn
the community.

2.3.1 [Each service user has a comprehensive, indiviced | H1: N/I Service users have ‘individual plans’ aming service users have ‘person-centred
recovery plan that includes his or her social, e plans’; however, none of the staff nor service sigeported to know of what |a
employment and education goals and objective ‘recovery plan’ means or what it might look like.
recover

y H2: N/I Service users have standardized individalahs, which are completed by social
workers, but none of the interviewed service usene able to say what exactly|is
in their plan or where it is being kept. In gendha staff and service users did pot
express that the aim of the facility is to promeovery. Service users expressed
that they are recovered and cannot live completelgpendently because of thei
social-financial situation, others (staff includedgmonstrated the complete
disbelief in recovery as it is understood in modeuman rights terms and human
rights based approach.

2.3.z Recovery plans are driven by the service usect | H1: N/I See comments in Section 2.3.1.
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his or her choices and preferences for care, drifm
effect ancare reviewed and updated regularly by the
service user and a staff mem|

H2: N/I

See comments in Section 2.3.1.
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support network and/or maintain contact with mers
of their network to failitate independent living in the
community. The facility provides assistance
connecting service users with family and friends
line with their wishe:

2.3.% |As part of their recovery plans, service users H1: N/I See comments in Section 2.3.1. Servicesusee usually not aware at all of t
encouraged to develop advance directivhich alternatives to the treatment they are receivihglokes not seem to be discuss
specify the treatment and recovery options they o between them and the staff. Additionally, somefsiddfen asked questions abc
have as well as those that they don't, to be ugsbdy ‘advance directives’ replied that they do indeedenthose and encourage serv
are unable to communicate their choices at somd users to have them, but then when questioned ire mepth, it became appare
in the future that they were completely unaware of what exadtly ‘advance directive’ was

and thus, their original answer to the question wesrrect and frankly false.
H2: N/I See comments in Section 2.3.1. None ofrimégvees mentioned ever havi
considered this.

2.3.2 [Each service user has access to psychos H1: A/l Service users reported to have been disged from finding and keeping job
programmes for fulfilling the social roles of histger Service users are not at all encouraged to seekehigducation. The on:ly
choice by developing the skills necessary alternative they are sometimes informed of is the of vocational training centije
employment, education or other areas. Skill in Trakai town around 20 km away. Some servicesusdt discouraged to mak
development is tailored to the person's reco any related life changes or developments and exesspred to always live ‘undg
preferences and may include enhancement of life supervision’ or simply lacked the needed supporfinding employment. Any
self-care skills. focused skill development is not observed, nor ggyradic help in some difficu

situations, e.g. drop out of the school. Self-cakdls and cooking skills ar
somewhat promoted and developed with staff’'s suppor
H2: A/l Similar to the above.
2.3.5 [Service users are encouraged to establish a ¢ H1: A/l The facility staff do provide some assistanin connecting service users w

family and friends, in line with their wishes. Hoveg, there is no evidence
doing this to actually facilitate independent ligim the community. There is n
evidence of supporting service users’ networks, sorde service users claim th

they cannot even imagine the staff ever asking takaut their family, significant

ones or friends. There appears to be very littlgpeut in strengthening liaisor
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with family members or significant others. Someve®r users felt that staff
members are discouraging their ties to some faméynbers or friends, and sorpe
reported that they are not allowed to have th&ntis visiting them in the facilit
only family members.

H2: N/I None of the service users mentioned angluohthis kind.

2.3.€ [Facilities link servic users with the general health carell: A/P | Staff do encourage seeking medical help smohetimes accompany people|to

system, other levels of mental health serviced) sig access medical services in the community, but tisegelack of connections with
secondary care, and services in the community asi social and educational services. Staff does helpcgeusers to register in order o
grants, housing, employment agencies.-care be placed in the queue for ‘social housing’ prodidey the government. It is
centres and assisted residential however common practice that people remain in treug for over 10 — 15 years

or more, before they are allocated a ‘social flat'.

H2: A/l Some of the service users mentioned agbiag that staff takes in helping them
connect to various services. No proactive supporhfstaff to register in order to
be placed in the queue for ‘social housing’ prodidey the government was

reported.
2.4 |Psychotropic medication is available, affordable H1: A/P
and used appropiately.
H2: A/P
2.4.1 [The appropriate psychotropic medication (speciffte | H1: A/P | All medications are locked in the staff mjoeach service user is allocated a
the national essential medicines list) is availatlthe medication box in this room, with his/her name tenton it. In case a service user
facility or can be prescribe needs any medication, including painkillers, thega to ask staff to let them info

the staff room in order to get it. During the nigtilt staff are out of the facility,
except for the duty guard. It is not clear how asdade the medication is at night-
time.

H2: A/IF | Psychotropic medication is prescribed bgsychiatrist in the community. Staff
plays a role in controlling and managing some efgfrvice users medication, elg.
reminding them to take their medicine on time. Ehisra nurse employed by the
day centre attached to this facility, who is resplole for dispensing some service
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users medication. Service users who have their cimedat the possession of t

ne

staff and not in their bedrooms, are encouragdzktmore independent since they

go to the staff themselves at the time they ned¢dk® medicine without addition
reminders (at least most of the time), and medioais not brought up to the

bedrooms — they have to be proactive and remenadoegd to the nurse/ staff
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are possible alternatives to or could complen
medication, such as psychother:

anyone may afford private psychotherapy, and fehologists’ consultations
the local community Mental Health Centre were réggobto have been denied

themselves.
2.4.z |A constant supply of essential psychotropic metoe | H1: A/F | Those who need medication get it from thenmunity doctors, who also regularly
is available, in sufficient quantities to meet treeds review the prescribed medication.
of service user . . .

H2: A/F | Those who need medication get it from tbexmunity doctors, who also regulaily
review the prescribed medication.

2.4.% [Medication type and dosagre always appropriate fof H1: A/F | Those who need medication get it from thenmunity doctors, who also regularly
the clinical diagnoses of service users and aliewad review the prescribed medication.
regularly . . .
H2: A/IF | Those who need medication get it from thenmunity doctors, who also regularly
review the prescribed medication.
2.4.¢ |Service users are informed about the purpose ¢ H1: A/l Service users have reported that they &enaiven the medication leaflet to re
medications being offered and any potential : but not much more than that. Some service usersrtegh not have even bes
effects given the leaflet and also having no idea of tlie sffects of the drugs they gre
using.

H2: N/I Interviewed service users could not say twhadication they take, or if they d
know the name of the medication, they did not knatvat it was for, anc
definitely were not aware of any potential sideeef§. One interviewee has
claimed she neither knows what her illness is, what the effects of he
medication are, so it was clearly not explainedht&r in a way she coul
understand it.

2.4.% |Service users are informed about treatment opthoat: | H1: A/ Some service users reported to have beéormed of this; however, hardly

at
to
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persons with intellectual disabilities.

on

asS

of

at the facility

H2: N/I The staff seem to understand the altereatreatment very narrowly and put t
most emphasis on the importance of medication.eAstl two of the interviewe
service users said that the alternatives of theatinent had never been discus
with them, neither by the facility staff nor by theychiatrists in the community.

2.5 JAdequate services are available for general ar H1: A/P
reproductive health.

H2: A/l

2.5.1 |[Service users are offered physical health exanons | H1: A/F | Some service users have reported not havasn screened on entry and later
and/or screening for particular illnesses on etudrthe whereas other reported being screened.
facility and regularly thereafte _ _ _ _ _ _

H2: A/l Service users have their health monitorgdi® community health services, it w
difficult to ascertain how much input or oversigfthis the facility has.

2.5.2 [Treatment for general health problems, incluc H1: A/F | Service users are informed of such treatsmas vaccinations, however, most
vaccinations, is available to service users afdhity them cannot afford it due to the insufficient inanNevertheless, those who
or by referra get such treatment, get it in the community heedthtres.

H2: A/F | Same as above.

2.5.5 \When surgical or medical procedures are needec | H1: A/[F | See comments in Section 2.1.1.
cannot be provided at the facility, there are mefle Nevertheless, service users reported that theyalireeferred to the facilities
mechanisms to ensure that the service users re whenever that is needed in a timely manner.
these health services in a timely mar

H2: AIF

2.5.2 Regular health education and promotion are condt | H1: A/ Some related activities were reported boit @s ones conducted on a regular be

Also the related activities were only reported twared very few of the releva

ISIS.
Nt

topics.
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H2: A/l Lectures were reported to be held irregylavith low attendance from the service
users. There is a weekly cooking class held atdédwe centre attached to the
facility, during which healthy nutrition is promateegularly.

2.5.5 [Service users are informed of and advised a H1: A/l Some service users live in the facility itheir children and all service users are
reproductive health and family planning matt often advised about the means of contraception.

H2: N/I At least most of not all service users haewer had any conversations with staff
about reproductive health and it seemed as if & avtaboo in the facility.

2.5.€¢ (General and reproductive health services are peoh | H1: A/P | See comments in Section 2.1.1.
to service users with free and informed con:
H2: A/IF
3. [The right to exercise legal capacity and the righto | H1: A/P
personal liberty and security of person (Articles 2
and 14 of the CRPD H2: A/P
3.1 [Service users' preferences regarding the place ar | H1: A/l
form of treatment are always a priority.
H2: A/l
3.1.1 [Service users’ preferences are priority in all H1: A/P | Most of the service users are registeredhat same treatment location in the
decisions on where they will access serv community. Although some also did report that thveye offered to choose whigh
clinic they would like to be treated at followingetm moving in to the facility.

H2: A/IP | Service users’ preferences are kept in nontlthe staff and service users have
limited expectations on how individualised the life the facility can be ir
practice.

3.1.2 |All efforts ale made to facilitate discharge so that | H1: A/l Most of the service users have been registend are in the queue for a ‘social

service users can live in their communif flat’" in the community; however, this procedure als takes many yearg,
sometimes even decades, before anyone actuallytigetfiat and may finally

move. Otherwise, it was not reported to be an ad@eilitation, rather an ad-hqc
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work, and service users moving out of their ownoadce.g. moving in with theiL

partners, who rent flats in the community, etc. 8agarvice users felt the ste
have not any interest in them moving-out of thelitgc Some others are not on
not encouraged to move out but rather encourageénagine and plan how the
could remain living in the facility forever, andafit do not seem to see an iss
with that.

(ff

Yy
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H2: N/I

Some service users did not express a wosimave out and are happy with th
life in a facility. Some service users reportedttliaing in this facility is like
living within a community, when people live alomethe room they are happy
find friends when they open their bedroom’s domm® service users have be
in a queue for social housing but in Vilnius it @égskmany years, up to 20,
eventually get one. In terms of staff, there wasewaence found that the

consider it a part of their job to encourage sersers to move out to live moye

independently in the community. They called thelitgca community’ and ‘one
big family’.

Yy

3.1.2

Service users’ preferences are priority for all
decisions on their treatment and recovery p

H1: A/l

Some service users do not feel like theyeha voice, rather they feel they have
fit within the system’s rules that usually are tiexible enough to meet the
wishes. It is difficult to assess this one, siftaré were major differences betwe
the positive picture which was reported by thefstafd a more negative or
reported by the service users.

to

en
e

H2: A/l

Again, it was difficult to assess this ongince there were major differenc
between the positive picture which was reportedheystaff and a more negati

one reported by the service users. Although in fégdity service users were in

general a lot more positive about their image efdtaff than in H1.

3.2

Procedures and safeguards are in place to prevent
detention and treatment without free and informed
consent

H1: A/l

H2: A/l

3.2.1

Admission and treatment are based on the free

H1: N/I

It has been reported to be a standard jphoes when service users are sent to

ive
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informed consent of service us

in the facility and do not really have much sayboice in the matter. This is al

due to the lack of alternative options and of reggiisupport in the community.

Some service users were sent to live in the faakit the only choice offered or tf
second one being way poorer. Others living in thality do not feel like they
would be able to move out and live elsewhere duewoincome (which staff d¢
not really encourage to raise by seeking highecaiitn or better paid jobs) s
they feel stuck in the facility rather than beirdeato choose where to live.

50

0]

H2: N/I

Similar as above.

3.2.2

Staff respect the advance directives of servicest
when providing treatmel

H1: N/I

Even though the advance directives are mowithuanian legislation, as of 201
this is not used in the facility. Additionally, senstaff when asked questions ab
‘advance directives’ replied that they do indeedenthose and encourage serv
users to have them, but then when questioned ire mepth, it became appare
that they were completely unaware of what exadtly ‘advance directive’ was
and thus, their original answer to the question wesrrect and frankly false.

I~
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ce
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H2: N/I

Even though the advance directives are mowithuanian legislation, as of 201
this is not used in the facility. Staff were in may familiar with the term
potential practice.

Q)

3.2.2

Service users have the right to refuse treat:

H1: A/l

Some service users have not heard of tigist at all, some think (it was n¢
confirmed whether it is the staff view) they wouldd asked to move out if the
refused treatment. However, in terms of medicaiiomas reported that they meé
refuse to take it and staff do not force it.

y
Ly

H2: A/l

In cases when staff evaluate the behavadwservice user as inadequate they
be called an ambulance and taken to a psychiatgpital. If they refuse, they a
likely to be hospitalized involuntarily. Howevemn terms of medication it wa
reported that they may refuse to take it and skaffiot force it.

vill
e
S

3.2.4

Any case of treatment or detention in a facilityheut

H1: N/I
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free and informed consent is documented and regp | H2: N/I
rapidly to a legal authorit
3.2.5 |People being eated or detained by a facility without| H1: N/I
their informed consent are informed about proces
for appealing their treatment or detent H2: N/I
3.2.€ [Facilities support people being treated or deta H1: N/I
without their informed consent in acsing appeals
procedures and legal representa H2: N/I
3.2 [Service users can exercise their legal capacity ai | H1: A/P
are given the support they may require to exercis
their legal capacity H2: Al
3.3.1 At all times, staff interet with service users in a H1: A/P | Some paternalistic attitudes and a lackredpect for service users has b
respectful way, recognizing their capacity observed during visits, especially from the sowaiatk assistants and duty guarg
understand information and make decisions side. Antagonism between service users and stadisis visible. According tg
choices service users the staff do not always communicéte ttvem professionally and in
a respectful manner as equal with equal.

H2: A/P | Staff do not always recognize service usapacity to understand information.
such cases they fail to provide information in swchway that it could bg
understood. Staff were observed to treat mentdtthpeoblems and diagnoses
a very negative thing that may happen to peoplé saw it as a ‘life sentence’.

3.3.Z2 [Clear, comprehensive information about the rigiit | H1: N/I
service users is provided in both written and vie

3.3.2 [Clear, comprehensive information about asment, H1: N/I
diagnosis, treatment and recovery options is gie
service users in a form that they understand andhy H2: N/I
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allows them to make free and informed decisi

in their medical files

however, most of the interviewed service users ntedothat they do not kno

where their files are or what information exactigy contain.

3.3.< [Service users can nominate and consult with a st | H1: A/l Service users have a nominated social worke
person oinetwork of people of their own free choicel|in
making decisions about admission, treatment . . ,
personal, legal, financial or other affairs, anel H2: A/l Service users have a nominated social worke
people selected will be recognized by the ¢
3.3.t [Staff respect the authority of a nominated sup H1: A/l Service users have a nominated social worke
person or network of people to communicate _ _ .
decisions of the service user being suppc H2: A/l Service users have a nominated social worke
3.3.€ [Supported decisic-making is the predominant model, H1: N/I ‘Supported decision-making’ as such is mitiated in the facility; however, a de-
and substitute decisi-making is avoided. facto person-centred approach is used as the madelnguiding their work by
some social workers.
H2: N/I ‘Supported decision-making’ as such is imitiated in the facility.
3.3.7 [When a service user has no support person or nle | H1: N/I No evidence of this.
of people and wish: to appoint one, the facility will . .
help the user to access appropriate suf H2: N/I' | No evidence of this.
3.4 [Service users have the right to confidentiality ant H1: A/P
access to their personal health informatior
H2: A/P
3.4.1 |A personal, confidential medical file is createddach| H1: A/F
service use
H2: AIF
3.4.Z [Service users have access to the information ceed | H1: A/P | The personal files are available for sesvitsers to access should they want
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or mental abus

is quite common amongst service users in the facAidditionally, the area wher
the facility is located has been reported to besaf®, and several service usg
have experienced physical, verbal, and even sexyabitation and abuse in tf

H2: A/P | In theory they do but none of the interveelvservice users actually knew Whtre
their files were kept or what was in them. Someviserusers did not think th
files could be handed to them should they ask wewe the information in the
files.

3.4. [Information about service users is kept confidel H1: A/F
H2: A/IF
3.4.4 |Service users can add written information, opini H1: N/I No such practices were reported by thernésvees.
and comments to their medical files with _ — _ —
censorshif H2: N/I | Nobody in the facility seem to considerstioiption.
4.  |Freedom from torture or cruel, inhuman, or H1: A/P
degrading treatment or punishment and from _
exploitation, violence and abuse (Articles 15 andel | H2: A/P
of the CRPLC
4.1 |Service users have the right to be free from verba | H1: A/P
mental, physical and sexual abuse and psical and
emotional negleci H2: A/P
4.1.1 [Staff members treat service users with huma H1: A/l Some paternalistic attitudes and a lackre$pect for service users has b
dignity and respec observed during visits, especially from the sowaiatk assistants and duty guarc
side.

H2: A/IP | Service users were very positive aboufsta¢haviour and attitude towards the
However, some paternalistic and disrespectful ualtit towards service use
mental health conditions were observed during thigsv

4.1.2 INo service user is subjected to verbal, physieadual | H1: A/l Service users as well as staff have repbttat verbal as well as physical violen

ce
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area around the facility.

H2

s Al

It was reported by some service users thatdents of verbal, emotional ar
physical violence do occur between service uselso the area where the facili
is located has been referred to as ‘unsafe’, wlserice users have be
threatened on a number of occasions.

taff
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ney

4.1.% [No service user is subjected to physical or emotional H1: A/P | It has been reported by a few service udessome of the social workers igng
neglect them whilst they observe the same social workemmngonicating in a morg
professional manner with other service users.
H2: AIF
4.1.2 |Appropriate steps are taken to prevent all instauo¢ | H1: A/F | In the most severe cases, (especiallytdigtimongst the service users), the s
abuse call the police or ambulance and the person reseillethe necessary treatme
needed.
H2: A/F | Same as above.
4.1.5 |Staff suppol service users who have been subjected tdl: A/P | It has been reported by two service usdms ad been abused physically that t
abuse in accessing the support they may were neither supported nor talked to about gettivegsupport they may want
need.
H2: AIF
4.2 |Alternative methods are used in place of seclusic | H1: A/P
and restraint as means of d-escalating potential
crises H2: A/P
4.2.1 [Service users are not sutted to seclusion or restraintH1: A/F
H2: AIF
4.2.2 |Alternatives to seclusion and restraint are in @lat H1: A/l Staff do not seem to be particularly tradne de-escalation techniques. They se

em
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the facility, and staff are trained in-escalation
techniques for intervening in crises and preven
harm to service users or st

to know some of those from life experience and comrsense but definitely ncl)t

from professional specialised training.

eir

H2: A/l Staff have reported that they have not bamed on this and just tend to learr
by experience.

4.2.2 |A de-escalation assessment is conducted in H1: N/I None of the service users mentioned theyehaver been even asked about tt
consultation with the service user concerned ireotd preferred methods of intervention.
identify the triggers and factors he or she finipphe
in diffusing crises and toetermine the preferred H2: N/I
methods of intervention in cris

4.2.¢ [The preferred methods of intervention identifiectiy | H1: N/I
service user concerned are readily available insascr
and are integrated into the user’s individual recy H2: N/I
plan

4.2.5 JAny instances of seclusion or restraint are reab H1: A/F

e.g. type, duration) and reported to the heat®
facility and to a relevant external body. H2: AIF

4.2  [Electroconvulsive therapy, psychosurgery an H1: A/F
other medical procedures that may have permaner
or irreversible effects, whether performed at the
facility or referred to another facility, must not be | H2: A/F
abused and can be administered only with the fre
and informed consent of the service use

4.3.1 INo electroconvulsive therapy is given without thee | H1: N/A
and informed consent of service us

H2: N/A
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Clear,evidence-based clinical guidelines on when ahblll:

service users to participate in medical or scien
experimentatiot

4.3.2 N/A
how electroconvulsive therapy can or canno
administered are available and adhere H2: N/A
4.3.% [Electroconvulsive therapy is never used ir H1: N/A
unmodified form (i.e. without an anaesth and a
muscle relaxant H2: N/A
4.3.2 [INo minor is given electroconvulsive there H1: N/A
H2: N/A
4.3.5 [Psychosurgery and other irreversible treatmentsatr | H1: N/A
conducted without both the service user’s free
informed consent ande independent approval of a | H2: N/A
board
4.3.€ JAbortions and sterilizations are not carried ou H1: A/F
service users without their cons
H2: AIF
4.4 |No service user is subjected to medical or scieritif | H1: A/F
experimentation without his or her informed
consent H2: AIF
4.4.1 Medical or scientific experimentation is conduc H1: N/A
only with the free and informed consent of sen
users H2: N/A
4.4.2 |Staff do not receive any privileges, compensatio H1: N/A

remunereon in exchange for encouraging or recruiting

H2: N/A
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4.4.% IMedical or scientific experimentation is not undé&sn | H1: N/A
if it is potentially harmful or dangerous to the\see
user H2: N/A
4.4.< JAny medical or scientific experimentation is apped | H1: N/A
by an independent ethics commit
H2: N/A
4.5 |Safeguards are in place to prevent torture or cruel | H1: A/l
inhuman or degrading treatment and other forms
of ill-treatment and abuse. H2: A/l
4.5.1 [Service users are informed of and have acce H1: A/F
procedures to file appeals and complaints,
confidential basis, to an outside, independentl |
body on issues related to neglect, abuse, seclos H2: N/I
restraint, admission or treatment without inforn
consent and other relevant matt
4.5.2 [Service users are safe from negative repercus H1: A/P | Some service users do not feel this waynewethey have not even tried
resulting from complaints they may fi complain. They feel the staff to be prejudiced gtoas they are and feel th
would receive negative repercussions if they werdd¢ a complaint.
H2: AIF
4.5.% [Service users have access to legal represeniand | H1: N/I There were a few service users who had heereed of finding a lawyer at or
can meet with them confidential time in the past, however, they said they wereinfarmed by staff on how t¢
access one, especially if a shortage of personakynaas the case. They were pot
informed of organisations fighting for human righlkst might be able to ass
them for a lower fee or pro-bono.
H2: N/I
4.5.2 |Service users have access to advocates to infam | H1: N/I
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of their rights, discuss problemnd support them in
exercising their human rights and filing appeald
complaints

H2:

N/I

ne

Nt

and financial resource

4.5.5 [Disciplinary and/or legal action is taken agaimst H1: A/F
person found to be abusing or neglecting serviees _ _
H2: N/I No evidence of this.
4.5.€ [The facility is monitored by an independent auttyc | H1: N/I A few of the service users have talked dtsmme authority coming to inspect t
to prevent the occurrence ol-treatment. facility and ill treatments cases, however, theg dot seem to conduct any
thorough interviews with service users what so eltewas not an independe
body though, as the authority in question is thenidipality, which owns anc
funds these services.
H2: N/I Same as above.
5. [Theright to live independently and be included in | H1: A/l
the community (Article 19 of the CRPD
H2: A/l
5.1 [Service users are supported in gaining access tc H1: A/l
place to live and have the financial resource
necessary to live in the communit H2: N/I
5.1.1 [Staff inform service users about options for housing| H1: A/l As described in the comments in Section,lthe only option explored and pr

actively addressed by staff is registration toiged queue for a ‘social flat’. The

‘social flat’ itself may not be the best option,wever, other options of housir

have not really been reported to have been explmddiefinitely not on a regular

basis. Most of the time the active work has ta fi@me from the service user, e
who expresses their wish to move out from the itgcdnd move in with thei
partner in the community. The facility does notreel® be understood or treat
by staff as an interim service between the semngass leaving a long-term soc

care or psychiatric institution and starting toelimore independently in the

0-

g

g.
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community. In terms of financial resources, staff ithfform service users df
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options and support them to access those.

H2:

Al

Staff do help and inform service users aboptions for financial resource
However, housing options are explored very minignalt must be noted the
realistically there are extremely limited optiors housing for service users

both these facilities in the context of the curremtial care and mental health c
systems. l.e. there is extremely limited suppaat fheople could get if living in

flat in the community.

v)

are

o

5.1.2

Staff support service users in accessing
maintaining safe, affordable, decent hous

H1:

Al

See comments in Section 3.1.2. and 5.1.1.

H2:

All

See comments in Section 3.1.2. and 5.1tk Main problem is that what staff ¢
do is also limited by the systemic issues and ehgks, and the lack of effecti
and accessible community-based services in thetigoun

an

5.1.2

Staff suppct service users in accessing the financia
resources necessary to live in the commu

H1:

Al

Staff do support service users to access thenefits and some service users ilave

been supported to look for a job. However, thesartsfwere reported to be qui
sporadic and not so pro-active on the staff's sidso staff help service users
manage their budget and finances; staff help thétm shopping and avoiding ¢
repaying debt.

e
fo

-

H2:

All

Staff have been report to have helped soimbe service users to find a job. Al

staff help to manage the service users’ financefp them with shopping and

avoiding or repaying debt.

50

5.2

Service users can access education and employm
opportunities.

H1:

All

H2:

All

5.2.]

Staff give service usernformation about education
and employment opportunities in the commui

H1

s A/l

Staff appear to be favouring some specagigducation facilities, and very litt
mainstream education if any is offered to the servusers. This again is
systemic problem in the country.

e

H2

C Al

Staff do advice people about this, howevers mostly on demand and not in
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pro-active way.

5.2.2 [Staff support service users in accessing educ H1: A/l Most of the staff only support service us@¢o access segregated and specialisec
opportunities, including primary, secondary andt- vocational training centres. Again, such a supjooften provided on demand and
secondary educan. not in a pro-active way.

H2: A/l Similar as above.
5.2.% [Staff support serce users in career development andH1: A/l Some support is provided in this area. Hogre some of the staff have begn
in accessing paid employment opportuni reported to have been discouraging and even makmgf service users trying to
access paid employment opportunities.
H2: A/l Some support is provided but it is mostigpwah to the pro-activity of the servige
users themselves.

5.2 |The right of service users to participate in politcal | H1: A/l
and public life and to exercise freedom @
association issupported. H2: AIP

5.3.1 [Staff give service users the information neceskar | H1: A/l Some informational leaflets have been régdrto have been shared with senvice
them to participate fully in political and publiéd and users by staff. These are hardly ever produced Eaay-to-Readormat.
to enjoy the benefits of freedom of associa . : _ . . : :

H2: A/l Some information gets disseminated and somes some discussions take place
amongst service users.

5.3.2 [Staff support service usen exercising their right to | H1: A/P | Service users are given their passpor& @he normally kept in safe in the staff
vote room) and voting cards by staff, and then theytadjether go to vote in thle

community voting stations. It was reported that albbf the service users actually
require such an assistance, nevertheless, everngoneganized together to do
voting as a group, rather than completely indepetiygle
H2: AIF
5.3.% [Staff support service users in joining and paratipg | H1: N/I
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in the ativities of political, religious, social, disabyit | H2: N/I
and mental disability organizations and other gs
5.4 [Service users are supported in taking part in socla | H1: A/l
cultural, religious and leisure activities
H2: A/IP
5.4.1 [Staff give service users information on the sou H1: A/l See comments in Section 1.7.4.
cultural, religious and leisure activity optionsadsble . . _
H2: A/IP | See comments in Section 1.7.4. Some sensees do feel they have an act
social life in the facility (especially with it bag in the same building as a d
centre) and staff organising group outings to evanthe community.
5.4.2 |Staff support service users in participating ingbeial | H1: A/P | Some of the staff do support some of threise users to go out to some social and
and leisure activities of their choi leisure activities. Sometimes as a group actiigugh, rather than an individu
one-to-one support.
H2: A/F | When such a support is needed, staff doigeoit.
5.43 [Staff support service users in participating in H1: A/F
cultural and religious activities of their choi
H2: AIF
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Discussion
The Right to an Adequate Standard of Living (ArteeP8 of the UN CRPD)

Good Practice Examples

Although the buildings of both facilities are o\&% years old, they were renovated before the
opening of the independent living services in 20R&sources from Structural funds,
Municipal and State budget were invested in oraeimprove the physical state of the
buildings, and to create the very first communiasbd services of this type, which people
with disabilities could call their home.

The standard of living inside of both facilitiesrelatively high, if compared with the large
residential social care institutions in the counthere is a total of 26 service users currently
living in Home 1, and 27 in Home 2; service usemsehsingle, double or triple bedrooms-
studio flats with a personal kitchen aed-suitebathroom in each apartment. Couples are
supported to move in together, if they express sughish. Also parents are allowed to live
with their underage children, even if the child slamt have a disability, only the mother or
father. Service users’ privacy is respected, theyelpersonal keys for their bedrooms-studio
flats, and staff must knock and wait for a pernaisgo enter from the service user every time.
Service users’ right to refuse to let staff in, gllathey wish to do so, is respected.

Challenges

The very first thing that may be observed when apgining the facilities is that they are on
the same road, opposite each other, and only ahiewlred meters apart. Another important
factor, which sparked a discussion amongst thegsssent Committee’s members is the area
of the city, where the facilities are located, litskt may be described by some as a location on
the outskirts of the city, although still connecteith scarce options for public transport; and
in terms of travel time it is in fact not too faom the city centre. In order to avoid potentially
stigmatizing the area itself, the Assessment Cotamiecided to only focus on the fact that a
lot of different types of social care and psychatare facilities for various different groups
of vulnerable and marginalised people, including ohthe largest psychiatric hospitals in the
country, are currently concentrated in this ardas Tn its turn suggests a form of segregation
from mainstream society and from the general comiywi the capital city. Such services
provided in segregation pose a higher risk of humghts violations (UN Economic and
Social Council, 2005). Also this system of servides vulnerable people being all
concentrated in this one specific area is an exarmapkthe segregation and centralization of
mental health services around psychiatric hospigéald other related institutions, which
continues to pose a challenge in a lot of importamhan rights related respects (UN High
Commissioner for Human Rights, 2017).

Moreover, one of the main challenges identifiedthiy Assessment Committee with regards
to the service users’ right to an adequate stanofaliding was the fact that even though a lot
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of investment has gone into the improvement ofpthgsical state of the facilities, very little

has so far been invested into the training andngithe qualifications of the staff. This is a
systemic issue, as well as that of each one ofaitibties itself and its management. Home 1
in this sense have reported to have had slightlyenaitempts at training their staff, as
compared to the Home 2. However, in general, engasyof both services would benefit
from more advanced theoretical, ideological anataral training. This is especially relevant
when talking about their lack of knowledge and ustinding of human rights of service
users, and matters related to the UN CRPD, recotrexgry, supported decision making,
person-centred approach and (bio-psycho)social mode

The comprehensive view and human rights based apprao services’ delivery was
identified to be lacking amongst the interviewedffsand in the general atmosphere in both
facilities. Relating both to the individuals’ righenvisaged in Article 28 and Article 19 of the
UN CRPD, in order to ensure an adequate standatvinf), housing and comprehensive
social protection policies are vital. This includeseiving needea@ssistancefor housing,
family, inclusion in the open labour market, witlh r@asonable accommodations ensured in
the workplace, elimination of poverty, malnutritiand also of social exclusion, all of which
play an important role and have a positive impaceeery person’s mental health and general
well-being (UN High Commissioner for Human Righ2§17). Even though in Home 2 the
general atmosphere was observed to be a lot mlareetkand less regimented than in Home
1, nevertheless, the pro-activeness of staff tovigeo the above described type of
comprehensive assistance was missing in bothtfasiliStaff's efforts to provide any related
support in some cases was also observed to beynwostling from their own choices, rather
than from the pro-actively obtained needs and wahthe service users, especially so in
Home 1. This in its turn was observed to createtargially false idea amongst the staff that
service users are not interested in what there isfi@r, which gradually seems to have made
staff less likely to come up with new ideas or ®gjmpns for action or activities at all.

The Right to Enjoyment of the Highest Attainable &tdard of Physical and
Mental Health (Article 25 of the UN CRPD)

Good Practice Examples

In both facilities staff support service users taess health care facilities in the community.
Especially in Home 1 both staff and services reggbthat extended efforts had been made by
the facility’s employees to provide this type opport. Due to the fact that service users have
intellectual disabilities as well as mental healtbblems in Home 1, they reported to have
experienced on a number of occasions disabilitgdasscrimination in medical facilities in
the community. For example, a staff member repotted service users were “on several
occasions denied psychological treatment and stpdhe local Mental Health Centre; this
had been reasoned by the medical facility’s staffnat having beenpurposeful since
service users have intellectual disabilities amal ndt understand anything: the psychologist
support is effective when provided tealthy people, not those who will not understand
anything and there will be no result achieved’isTand similar situations were repeated by
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several staff during the interviews at Home 1. lrchs cases, when they were denied
treatment, such as surgeries, gynaecologist’s ¢atisms, and support when feeling suicidal,
the facility’s staff were very pro-active and meadah between service users and medical staff
in the community. They managed each case indivilaald ensured that service users’ right
to health would be respected, and that the needatirtent would be provided. It is true that
across the world individuals, who have mental leptoblems, experience disproportionately
higher rates of poor physical health and such heatinditions are often left unattended
(WHO, 2013); hence, by their actions the facilitgtaff very positively contributed to making
medical services in the community generally moieasible for people, who have disabilities
and mental health problems.

Challenges

It is apparent from observations, documents revaw interviews conducted with both
service users and staff that matters related tsipalyhealth and service users’ right to the
highest attainable standard of specificalysical healths mostly ensured in both facilities
more than that omental health Staff truly fight for service users’ access t@qulate health
care services in the community. However, at theestme staff in both facilities reported that
they have not had training on mental health crisgagement, anger management or any
other similar interventions, nor on prevention t@ges. In cases of mental health crisis, the
main measure used by staff in both facilities irgpaan ambulance and taking service users
to psychiatric hospitals for treatment. It is atféat the predominant model and methods of
treatment are based on the bio-medical model ih wwspitals in Lithuania. This situation
indicates facilities staff's approach, which is ésnore on the bio-medical paradigm and not
on human rights based approach. It is possiblethigis due to physical health as such being
easier to emphasize with for the staff than memallth, and also it being easier to measure
and monitor.

Additionally, the challenge identified in the sectiabove related to the lack of training for
staff may be at fault too, as illustrated by thatwde towards mental health in general
expressed by one of the staff members in the fatigwvay:“...mental illness is such a thing
that once you get it — that is it, there is no viayget better. Even with depression, you may
try to cure it but eventually it will display it$eh a form of either one’s mood or behaviour...
our service users have been deemed to have a liigdlyi the respective authorities for a
reason... sometimes the emotional state of persasdbgter... though the illness remdins

The prevalence of mental health conditions consnte grow across the world with
significant impact on health and social, economid auman rights consequences (WHO,
2017). It is a common health condition that haotemtial to affect any person at any given
time; nevertheless recovery is possible and evemuan (Boevink, 2017). Hence, staff who
work in facilities that provide support to indivialg, who have mental health problems or
psychosocial disabilities, are ought to be sersitaware and skilled enough to emphasize
with what mental health and well-being is, throwgimore of a recovery based approach, in
order to provide such services in a more effectway. It is important to note that mental
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health is not merely a health issue, and theraange of factors that affect mental health and
contribute to recovery. Moreover, mental healtloften linked to poverty and the economic
hardship: these personal challenges often arigerasult from “the inadequate realization of
economic, social and cultural rights, such as ihlets to education, work, housing, food and
water* (UN Human Rights Council, 2017). The rigbthtealth is inclusive to both health care
and the underlying social determinants of healtil this is where public health has a major
role, through both the individual and collectivangnsions (UN Human Rights Council,
2017; UN Committee on Economic, Social and Cult&ights, 2000).

The right of everyone to health entitles individuab ahealth systenthat supports the
attainment othe highest level of healtyN High Commissioner for Human Rights, 2017).
Nevertheless, another challenge identified is cag&n a system based one. The mere fact
that people, who have intellectual disabilitiegefaliscrimination even from medical doctors
and professionals in the community, points to te that mental health related stigma is still
a major issue in Lithuania. Across the world stigives been reported as a significant
determinant of quality of care and access to the full range ofvems required by persons
with mental health conditions who also have physicenplaints (Lawrence and Coghlan,
2002). In the examples of such discrimination aedative attitudes towards service users
described above, it is apparent that there is fferdhce for the community medical staff,
whether people who have come to seek treatment th@m are residents of the historical
segregated social care institutions or they argleats of an ‘Independent Living’ facility —
the judgemental and stigmatizing attitudes towaesple with disabilities are the same. This
is in violation of international human rights priples. As per UN CRPD, which has been
ratified in Lithuania since 2010ilfe human rights-based approach to disability, ddigion

to other principles, requires the unconditional &pation of the principle of non-
discrimination with regard to persons with disats. No additional qualifiers associated
with an impairment may justify the restriction afmhan rights (UN High Commissioner for
Human Rights, 2017).

Additionally, the question of adapting and usinght@ques and various existing models of
comprehensive human rights based interventionsnpbes of which may be obtained from
global practices and related evidence-base, i®daiStaff in the assessed facilities lack
training, knowledge and skills on how to effectiv@rovide mental health first aid, manage
mental health crisis situations or anger outbuntservice users. Instead of managing such
incidents within the facility, use preventative raeges or de-escalation techniques, they call
an ambulance or police and rely upon these exteznargency services to solve such
challenges. This is not just a problem of these faailities, it is deeply related to systemic
gaps in the general provision of social care andtatdnealth services in Lithuania, and what
is expected of those by the State.

In terms of medication management, service usezsnasstly not allowed to keep their

medications in their own bedrooms-studio flats athbfacilities, and especially in Home 1.
Medication is kept in staff rooms and service userge to come in to take it at certain times
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every day. In this sense, the system and ruldseset facilities are very much similar to those
used in other larger social care and psychiatsttirtions.

Some service users in Home 1 reported to have iod@med of treatment options that are
possible alternatives to or could complement méisasuch as psychotherapy. However,
hardly anyone may afford private psychotherapy, faeel psychologists’ consultations at the
local community Mental Health Centre were reporiechave been denied to persons with
intellectual disabilities. In Home 2 though sta#esed to understand the alternative treatment
very narrowly and put the most emphasis on the tapoe of medication. At least two of the
interviewed service users said that the alternativeheir treatment had never been discussed
with them, neither by the facility staff nor by tipsychiatrists in the community. This was
identified as an important issue by the Assessn@hmittee, since while psychotropic
medications can be helpful, there are also potesitig effects to them, and in many cases
they could be avoided in the first plac@réscribing psychotropic medications, not because
they are indicated and needed, but because eféegiBychosocial and public health
interventions are not available, is incompatibléhnihe right to health. For example, in most
cases of mild and moderate depression ‘watchfultimgli psychosocial support and
psychotherapy should be the frontline treatntferftdN Human Rights Council, 2017).
Unfortunately, the State budget for covering nordive costs is very low due to the poor
provision of such required services, and socia sgstem also does not ensure investment in
(psycho)social rehabilitation and elimination ot exclusion (Petruzyte and Sumskiene,
2017).

In order to address such systemic challenges aglities in health and related social care
systems, the State could employ such frameworksh@as2030 Agenda for Sustainable
Development and the Sustainable Development Gddiese provide an opportunity to

improve the health and human rights of the moshemable groups. Additionally human

rights approach and the right-to-health framewoduld contribute to their effective

implementation and achievement for all individualsieed (UN General Assembly, 2016).

The Right to Exercise Legal Capacity and the Rigbt Personal Liberty and
the Security of the Person (Articles 12 and 14 b&étUN CRPD)

Good Practice Examples

None of the service users, who live in both faeilit have been deprived of their legal
capacity.

Challenges

The reform in legal capacity related national ledien was implemented recently in the

country, and the Advance Directives are now somgthiat could be used in all services as
of 2016. Advance planning refers teh& process of making known one’s choices and
preferences about future care or treatment, andieng that other people are aware of these

choices. Advance plans are sometimes called liwillg or advance directives. They apply
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during times when people may be having importaffiicdlties in making or communicating
decisions (WHO QualityRights, 2017). However, at the timetbe interviews none of the
staff in either of the two facilities were familiaiith such an option for support that they may
provide to service users.

It should be noted that some staff when asked mumssabout ‘advance directives’ replied
that they do indeed have those and encourage sarsars to complete them. However, when
questioned in more depth, it became apparent Heat were completely unaware of what
exactly an ‘advance directive’ was. Thus, theigmal answer to the question was incorrect
and frankly false. In Home 2 staff were too in naywfamiliar with the term or potential
practice related to ‘advance directives’. Moreovaupported decision-making’ as such is not
at all initiated in either of the facilities; netleeless, a de-facto person-centred approach is
used as the main model guiding the work by sommabkaorkers in Home 1.

In addition to the above, discriminatory attitu@es still prevalent amongst some of the staff,
who report that some service users due to theabdis/ should be deprived of their legal
capacity. This is not in line with the principlestbe UN CRPD and its General Comment
No. 1, which clearly states that:

“the denial of legal capacity to persons with disiibs has, in many cases, led to their being
deprived of many fundamental rights, including tigét to vote, the right to marry and found
a family, reproductive rights, parental rights, thight to give consent for intimate
relationships and medical treatment, and the rigbt liberty’, and so there are no
permissible circumstances under international humghts law in which a person may be
deprived of the right to recognition as a persofobe the law, or in which this right may be
limited* (Committee on the Rights of Persons with Disaieii, 2014).

Admission to both facilities was observed not tdobsed on the free and informed consent of
service users. In both facilities it was reported¢ a standard procedure, when service users
are sent to live in the facility by their social tker and do not really have much say or choice
in the matter. This is also due to the systemidbleras, and a lack of alternative options for
required support to be provided in the communitym® service users were sent to live in the
facility as the only option available and offered tbe second one being way poorer, for
example, a large segregated social care institufdimers living in the facility do not feel like
they would be able to move out and live elsewhere to their low personal income (which
staff unfortunately do not seem to really encourtigeaise, for example, by seeking higher
education or better paid jobs), so they feel stndke facility rather than being able to choose
where or with whom to live.

Some service users reported that they do not ifeekiey have a voice, rather they feel that
they have to fit within the system’s rules, whiale aot flexible enough to meet their wishes.
In general it was difficult for the Assessment Coitbee to assess whether service users’
preferences are the priority for all decisions logirt treatment and recovery, since there were
major differences between the positive picture Whieas reported by the staff and a more
negative one reported by the service users. Itth@sase in both facilities, although in Home
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2 service users were generally a lot more posdhwaut their image of the staff than those in
Home 1.

From observations it may be noted that staff imbmmes do tend to interact with service
users in a respectful way, recognizing their cagaa understand most of information and
make decisions and choices. Nevertheless, somenphséic attitudes and a lack of respect
for service users was also observed during visgpgecially from the social work assistants
and duty guards’ side in Home 1. Antagonism betwservice users and staff was also
visible. According to service users, the staff dot mlways communicate with them
professionally and in a respectful manner as amlegith an equal. In Home 2 staff did not
seem to always recognize service users’ capaciyderstand information, however, in such
cases they appeared to in fact struggle to pravidenformation in such a way that it could
be understood by individual service users. Stafevabserved to treat mental health problems
and diagnoses as a very negative matter in itsdfame 2, and reported to see it as a ‘life
sentence’.

In terms of the personal files, those are availémeservice users to access in both facilities
should they wish to do so. However, most of therinewed service users reported that they
do not know where their files are or what inforratiexactly they contain. Additionally,
when asked whether service users are encouragaddtdo their own files or contribute to
their completion in any way, staff in both facii$, but especially in Home 2, appeared
perplexed and reported not to have ever considarell a practice.

Reflecting on all of the above, it should be notkdt the right of every person to legal
capacity should be recognised on both the legalimahigidual basis. All forms of substitute
decision-making should be replaced by supportedsid@emaking arrangements, which
would ensure people remain at the centre of themr decisions and that every person’s right
to make those is respected (Angelova-Mladenova7R0i some cases, where the will of the
individual concerned might be difficult to ascentasuch instruments as advance directives or
powers of attorney could be fostered (UN High Cossiginer for Human Rights, 2017). All
possible and significant efforts should be maderaher to determine the individual’s will,
choices and preferencegnsuring that all possible accommodations, supparnd diverse
methods of communication are made available aneéssible. Where all means have been
exhausted and the individual’'s will remains undetiered, the principle of ‘the best
interpretation of will and preferences of the indival' must be upheld and carried out in
good faitlf (UN Committee on the Rights of Persons with Disaés, 2014).
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Freedom from Torture or Cruel, Inhuman or Degradinglreatment or
Punishment and from Exploitation, Violence and AbagArticles 15 and 16 of
the UN CRPD)

Good Practice Examples

In the most severe cases, (especially, fights astotig service users), the staff off both
facilities call the police or ambulance and thesparreceives all the necessary treatment
needed. Additionally, in Home 1 service users afermed of and have access to procedures
to file complaints, on a confidential basis, to antside, responsible body, i.e. the
Municipality, on issues related to neglect, absse|usion or restraint, admission or treatment
without informed consent and other relevant matt€exvice users are safe from negative
repercussions resulting from complaints they még: féervice users in Home 2 also have
such an option and have been informed of the pdiggito file complaints, however, less
instances of such complaints was reported in Hoywéh2n compared with Home 1.

Challenges

In both facilities staff members were observedréatt service users with humanity, dignity

and respect. However, some paternalistic attitudesrds service users has been noticed
during visits, especially from the social work asmnts and duty guards’ side in Home 1.

Service users were very positive about staffs bebawand attitude towards them in Home 2;

however, some paternalistic and disrespectfuluais towards service users’ mental health
conditions were too observed during the visits.

Service users as well as staff in both homes regdhat verbal as well as physical violence is
a common occurrence amongst service users witleisettacilities, and especially so in the
Home 1. Additionally, the area where the facilitiae located has been reported to be
‘unsafe’, and several service users have expemkemqdgsical, verbal, and even sexual
exploitation and abuse in the area around theitiasil Nevertheless, appropriate steps are
taken to prevent all instances of abuse as mugossble, and in the most severe cases, the
staff call the police or ambulance and the pergsarives all the necessary treatment.

Issues have been identified by the Assessment Cieamon the systemic level, in cases
where service users needed access to legal refages, as a result of experiencing abuse or
ill-treatment in the community. The free legal arhich would be accessible for person, who
have mental health problems, intellectual or psgob@l disabilities, is very limited in
Lithuania. In Home 1 there were a few service ysefso had been in need of finding a
lawyer in the past, however, they said they wereimformed by staff on how to access one,
especially if a shortage of personal funds was d¢hee. They were not informed of
organisations fighting for human rights that midjet able to assist them for a lower fee or
pro-bono either.
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Moreover, in both facilities staff are not trained alternatives to seclusion and restraint nor
on de-escalation techniques for intervening inesiand preventing harm to service users or
staff. Staff reported to know of those from lifepexience and common sense but not from
professional specialised training. A de-escalatissessment is not conducted in either of the
two facilities in consultation with the service usencerned in order to identify the triggers

and factors he or she may find helpful in diffusiogses and to determine the preferred
methods of intervention in crises. None of the merwusers mentioned they have ever been
even asked about their preferred methods of inteiwe.

It should be noted here that choosing alternativethods and eliminating practices of
seclusion and restraint does not mean that efesgsnot needed to support a person not to
hurt themselves or others. Nevertheless, it is maob to recognise the difference between
protective tools and practices of restrairRrdtective actions or devices are different from
restraint in that they are acceptable to the persare non-coercive, and are used with the
informed consent of the persoWHO QualityRights, 2017:2). Such alternative ireds
may include the following: holding a person’s hamdarm to prevent them from falling;
wearing a helmet for head protection by a persoa ds seizures; wheelchair seatbelt worn
by a person with a history of falling forward; ugia leg or arm splint to maintain proper
body positioning or to promote healing; casts dhapaedic devices; use of de-escalation
technigues, sensory approaches and/or comfort r¢dO QualityRights, 2017:2).

Finally, the facilities are not monitored by emlependent authoritio prevent the occurrence
of ill-treatment. A few of the service users hawatked about some authority coming to
inspect Home 1 and the suspected ill-treatmentscésat had allegedly occurred there;
however, they did not seem to conduct any thoraatgrviews with service users what so
ever. It was not an independent body though, aadligority in question is the Municipality,

which is responsible for and provides funding tesen services.

The Right to Live Independently and be Included the Community (Article
19 of the UN CRPD)

Good Practice Examples

The recognition of the need to create new commurased more independent living-type
services instead of institutional care facilitiesitself is a positive occurrence in Lithuania.
The commitment of the government demonstrated forra of the Action Plan (2014-2020)
for the Transition from Institutional Care to Commity-Based Services for Persons with
Disabilities and Children Left without Parental €ais a right step towards the
implementation of country’s obligations under thid GRPD.

In a more local context of the two assessed faslitsome modern attitudes towards mental
health, human rights and person-centred approaplotading support in the community was
demonstrated by Home 1 in particular. Managemeihisfservice ordered training on these
and related topics from NGO Mental Health Perspestin Vilnius for their staff in 2016.
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Additionally, staff in both facilities demonstratedpositive will to support service users to
live their lives as independently as possible; theyide support with day-to-day tasks and
personal skills development to a certain degreeh $laily tasks as budgeting, managing the
available financial resources, avoiding and repaygabt, shopping, and cooking are assisted
with by the staff. Staff were reported to have kdlgome of the service users to find a job
and/or education opportunities, be it mostly sgesgd vocational training options and/or
education provided in segregated settings. Morewmteff give service users the information
necessary for them to participate in political adblic life: some informational leaflets were
reported to have been shared with service usestdffyprior to national and local elections.
These are hardly ever produced in Basy-to-Readformat though. Nevertheless, some
information gets disseminated and sometimes sorigcpbdiscussions take place amongst
service users. Staff support service users in etegctheir right to vote by escorting them to
the voting stations on election days. Staff alsppsut service users in participating in the
cultural and religious activities of their choice.

Challenges

To begin with it is important to note that the ordgfinition of community services in
Lithuania is that described in the Action Plan (2@D20) for the Transition from
Institutional Care to Community-Based Services Raersons with Disabilities and Children
Left without Parental Care asérvices of various types and forms, which areradtéve to
institutional care. These include community-basexvises that provide social, healthcare,
education, or cultural support, which ensures teaery person has an opportunity to live in
the community and get all the needed specialisdul dned assistance that meets his or her
individual needs Additionally, the definition mentions the need such services to foster
independent living, social inclusion and full peigiation in society.

The above outlined definition is partially in limgth the UN CRPD, however, development
of community-based services requires both a palised social approaches: not only does it
consist of creating new services in the commurist tare morespecialisedand provided
specifically to certain groups of vulnerable peoplealso involves broader policy measures
that are necessary for ensuring that all existialglip services, such as housing, education,
transportation, health care and other services sabort, are available and accessible to
persons, who have disabilities, to use in mainstregttings, and live as full and equal
citizens (Angelova-Mladenova, 2017). In many cagesup homes, such as the two assessed
‘Independent Living Homesdo notsupport independent livingwhere they are provided,
they must form part of a range of community-basatices that offer genuine, adequately
funded independent living optidn#&ngelova-Mladenova, 2017).

All of the above points to a very complex and systepicture, without certain pillars of
which no support to persons, who have mental hephbblems, intellectual and/or
psychosocial disabilities, can be truly in line lwihe vision outlined in the UN CRPD. This
can only be ensured, if it is rooted in the compretive human rights based approach, and if
it fosters full choice, control, authenticity, ahdl inclusion of every person in society. The
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plan envisaged in the Lithuanian Action Plan (2@D20Q) is to start development of

community-based services in the regions of the tgwas of 2018. However, the main gap in

this particular part of the Plan is that it doe$ pot enough emphasis on a) human rights
based approach in the new models of support andiatiged services that are being

developed; and b) it lacks emphasis on the bropmture and policy measures that would

ensure that in parallel the accessibility of erigtimainstream services that are already
provided in the community is increased significenfror example, any construction and

building projects should already be covered by stagam policies, plans and programmes,
which include the dimension of addressing the neddseople who have disabilities. Thus,

any newly built building in general should be buwsib it is accessible to persons with

disabilities. Additionally, any training for profeisnals should include mental health,

disability, and most importantly — human rightsatetl topics (Angelova-Mladenova, 2017).

When analysing the risks involved in establishirgyvnservices, such as the two assessed
‘Independent Living Homes’ a number of factors eris Across the world
deinstitutionalization is a lot of the time integped as merely closing-down of large long-
term residential institutions. Hence, the closuréhese institutions is often understood to be
the factor that automatically facilitates individsiaindependent living and inclusion in the
community. As a result, persons who have disagdiire moved out from institutions, with
little attention being paid to the development aoaprehensive network of support services
and to making the existing community services agibés as described above. The main risk
is then for the ‘group-home’ type of settings, tbieh individuals get moved, to become a
new form of a long-term facility with very simildeatures of institutional culture practiced in
it, be it a much smaller establishment. Such neaug home’ settings are

“...commonly presented as a ‘stepping stone’ to fdal in the community, but remain a
permanent ‘home’ for people leaving institutions.the context of poorly developed support
options, their existence encourages the ‘placemehtdisabled people and prevents real
inclusion ... Many countries ‘are showing worryingerds of grouping apartments into
residential compounds, comprised of dozens of ualgeted exclusively at people with
disabilities” (Mulheir, 2015; Angelova-Mladenova, 2017).

The abovementioned risk points to the real potewofiaany newly built ‘group homes’, or
such facilities as the two assessed ‘Independesnd.iHomes’, to become a follow-up of a
prototype of an institution, be it a ‘mini” modef . According to global evidence-base and
best practice examples, investments into such eniths specialised services should not be
prioritised during deinstitutionalisation: residahtservices, such as these, should be one of
the options, alongside other genuine independenhgli opportunities and accessible
mainstream services in the community (European itwalfor Community Living, 2009;
Angelova-Mladenova, 2017). Moreover, the elementchbice’ is often missed out of the
equation: individuals have a right to truthoosewhere and with whom they live. Having
such an autonomy promotes inclusion in the commiu@in the other handristitutionalized
living arrangements, whether in large facilities @maller group homes, amount to
segregation and are inconsistent with inclusiorthea community(UN High Commissioner
for Human Rights, 2017).
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The Assessment Committee, most members of whichmwadtored human rights conditions
in large residential long-term social care insttns in the past, came to an agreement that all
the risks and factors outlined above are relevarthé case of the two ‘Independent Living
Homes’ in Vilnius. Even though it is presented aseptially being a ‘stepping stone’ or a
‘halfway home’ for some service users to eventuaityve out to live more independently in
the community, the reality in practice is very diint. Results from observations, document
reviews, and interviews with both staff and seruisers show that there are in fact no further
algorithms created nor other clear options or agbks services in the community. The
systemic gaps programme such new services to betbeneew hormi, which simply
replaces the old large long-term residential ingths with the new smaller ones. Moreover,
these new services are only foreseen and provinlédet ‘most independent’ service users,
who have mild to moderate disabilities. The indiats with more severe conditions,
according to the current deinstitutionalization rplaare going to remain living in large
institutions of up to 150 — 200 residents, somesieeen more, dotted across Lithuania.

Another major systemic issue is the lack of intxtsral collaboration in implementation of
both the deinstitutionalization in the country ahd UN CRPD in general. Currently a new
methodology for ‘group home’ and ‘independent lyitype of settings is being developed at
the Ministry of Social Security and Labour. Its aismto make such services a part of a
‘chain’, to create an algorithm, which would enstine person’s path through appropriate
levels of specialised services but also, necegsdhié eventual independent living and full
inclusion in society and participation in the commty. This new methodology development
currently does not involve a comprehensive intetesal collaboration between the named
ministry and the Ministry of Health, as well as Mipalities, and other key stakeholders.
Additionally, here it is important to note that dependent living’ in Lithuania is often
understood as a synonym to ‘living alone’, whicma necessarily true in cases of persons,
who have various disabilities. ‘Independent living'such cases is living in the community
with needed, appropriate and adequate supportéaiand accessible to the person.

Going back to the assessment of the two particsdavices in Vilnius, it was apparent
throughout the study that all the systemic issuesciibed above apply in this case. For
example, the only option explored and pro-actiadgressed by the staff of Home 1 in order
to help service users to move to a more independent) in the community, was helping
them to register in order to get in a queue fosacial flat'. It takes years and sometimes
decades to eventually be appointed one of theteiflgoractice. A ‘social flat’ itself may not
be the best option, however, other options of hrusiere not really reported to have been
explored and definitely not on a regular basis. Masthe time the active work has to first
come from the service user, for example, one whesses their wish to move out from the
facility and move in with their partner in the comnity. The facility does not seem to be
understood or treated by staff as an interim serletween the service users leaving a long-
term social care or psychiatric institutions andrtgtg to live more independently in the
community. In terms of financial resources, staff idform service users of options and
support them to access those; however, this isloié with an intent to enable them to move
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out, but rather in order to survive in generalHame 2 housing options are also explored
very minimally. The main reported problem from 8taéide is the fact that there is extremely
limited support available that people could gethiéy were living more independently, for

example, in a flat in the community. Hence, theylddbe essentially left completely alone,

without the support they need, were they to mouebthe facility.

One of the main types of support still missing e ttommunity in Lithuania is personal

assistance. This type of community-based suppantuisial in the case of persons, who have
mental health problems, intellectual and/or psyohizd disabilities, and when ensured to be
of high standard and human rights based, can beregly effective:

“Personal assistance is empowering, flexible andi@dle for both employers and workers,

when it goes well.... we need to give both disaleleghloyers and personal assistants the
skills and knowledge they need to manage thesaaeships effectively ...Respect difference
— respect the personality and values of other pmdpé willing to accommodate difference,

be that personality, culture or ways of practicaléfance may also extent to things not
always being done exactly as you would do themsgliti(Shakespeare et al., 2017).

Even in the ‘Independent Living Homes’ staff coyddtentially provide their support in a
more person-centred way and based on the persesigtamce model. It could include the
recovery based approach, which would mean thabpsraith mental health problems and
disabilities would be recognized as individuals,ondan be supported to achieve their own
aspirations and goals, realize their own potetial act upon it, guide their own path in life,
be empowered, and focus on the strengths they gmssather than limitations. Thus,
recovery in this sense does not mean ‘being curedit is rather about learning to live with
your own condition and gaining new meaning and psepin life (WHO QualityRights,
2017:3; UN High Commissioner for Human Rights, 2017

“...persons with mental health conditions are the fmsnexperts in their own recovery and
in assisting others in their recovery. Peer workprsevide each other with support and a
sense of belonging, in addition to their expertibeis reducing unnecessary admissions, and
their use is central to mental health car@VHO, 2013).

Hence, a dialogue between personal experience-basgdprofessional-based knowledge,
practice and perspectives is of utmost importaBmeyink, 2017). If rooted in the recovery
theory and human rights based approach, thesecesrdo have a potential to shift the
currently still very much institutional culture Wih them towards a more inclusive and
effective community-based service provision. Thigsl go back to the systemic challenges,
as in order for this to be achieved, the State la¢soa role by which to ensure the availability
of recovery and human rights based support in gdmencunity (UN High Commissioner for
Human Rights, 2017).
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Conclusion and Recommendations

In the broader systemic context of Lithuania’s galion to implement the principles and
direction of the UN CRPD in its national legislatjgoolicy, action plans, programmes and
practices, this study of quality of care and humaghts conditions in two Municipal
‘Independent Living Homes’ in Vilnius has conclussoon two parallel levels. One is the
facility-based level and the other one is systesedaBoth the good practices, as well as
gaps in these services’ provision have been idedtiby the study. Moreover, the study has
discovered deeply-rooted systemic issues that sadrand restrict the current and potentially
the future development, effective delivery and iaygment of community-based services for
persons, who have mental health problems, intelé¢end/or psychosocial disabilities.

In its current state, the two studied ‘Independauning Homes’ were assessed to have some
positive features and practices; however, improvegmare needed in all five thematic areas
explored by this study. The right to an adequaséadsdrd of living was discovered to be
ensured mostly on the physical and material levedsyever, gaps were identified in practice
related to the lack of human rights based appr@achrecovery oriented models of support
provided in the two facilities. Investment in preseéonal development of staff is lacking,
which creates obstacles for a more effective sesviprovision. The right to the highest
attainable standard gfhysical healthis mostly ensured in both facilities; however,ttb&
mental healthis more complicated, neglected and left behind.eNohthe service users are
deprived of their legal capacity; however, neitlseipported decision-making nor use of
advance directives are employed in either of the facilities. In the most severe cases,
especially in cases of fights taking place amosgstice users, the staff of both facilities call
the police or ambulance and the person receivabealhecessary treatment. However, none
of the staff are trained on alternatives for sdolusor restraint, nor on de-escalation
techniques that would help to avoid any harm beloge to both service users and staff
themselves. The right to live in the communityngiated in both facilities; however, they
still display a lot of features of institutionallture and staff demonstrate bio-medical model
based attitudes to mental health.

All of the above is surrounded by deeply-rootedtesysc issues and challenges, related to
every single thematic area addressed by this studigh need to be addressed in a complex
and comprehensive way. The results of this studygest that there is a great need to
critically review the current direction of the dsiitutionalization in Lithuania. It is crucial to
ensure its compliance with the international humghts standards and evidence-based best
practices.

Facility—Level Recommendations

° To provide the ‘Independent Living Homes’ servigasa way that would create and
provide a piece of a chain or a pathway for serusers to eventually move to live more
independently in the community. A segregated aretigfised facility, in which around
30 persons, who have disabilities, reside underroong is unlikely to ever become a

68



place that people could caHdme in its true meaning. Such a service could potdiytbe
a ‘stepping stone’ but not the final destinationgeople.
To invest in staff training and facilities’ poliogevelopment around the alternatives to
seclusion and restraint, and de-escalation techsigior intervening in crises and
preventing harm to self and/or others, as wellrgeamanagement.
To invest in staff training, including social wodssistants and duty guards. Knowledge
and skills development in such areas and topicseagal health first aid, recovery theory,
human rights based approach, personal assistandel,np@rson-centred approach, case
management, supported decision making, and UN CR®Dgeneral are highly
recommended.
To ensure that any practices, such as taking awdystoring service users’ passports,
bank cards and/or other personal belongings, ig enér done with a full and informed
consent of the person. Such instances should beubloly documented according to
national laws and regulations.
To ensure that the buildings of the facilities atkequately accessible for persons, who
have mobility problems or physical disabilitiespesially, around the emergency and fire
exits, as well as access to leisure rooms and conareas of the facilities.
To review and improve measures that are in plagedtect people against injury through
fire: regular and comprehensive fire drills thatalve not only staff but service users too,
and stimulations of practical procedures that arbd taken in case of a real emergency
are advised.
To ensure that the ventilation systems and plumiinthe buildings are reviewed and
upgraded in order to provide more comfort and betiEndard of living for the residents.
To enable more choice and control over where arnld whom service users live; also to
consider reducing the number of residents shaoogs-studio flats in order to increase
the personal space that individuals have, storjpace for their belongings, and also
privacy levels of each person.
To review visiting rules, where they are restrigtedorder to respect the right to receive
visitors, choose who one wants to see and parteipavisits at any reasonable time.
To improve the layout of the facilities as to makem more conducive to interaction
between and among service users, staff and visitors
To pro-actively ensure a range of person-centegllarly scheduled, organized activities
in both facilities, but more importantly — in mairesam community settings. To provide
information to service users about activities ia tommunity and pro-actively facilitate
their access to those activities.
To integrate Advance Directives and supported d&tisiaking in the usual practices and
ways of support provided.
To eliminate the existing power imbalances betwsanwice users and staff, paternalistic
and disrespectful attitudes, as well as the remgirfeatures of institutional culture
displayed in both facilities.
To enhance service users’ access to legal repegs@st and related support in cases
when this is needed.
To seek regular monitoring by andependentauthority to prevent the occurrence of
potential abuse and ill-treatment in both facisitie
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System-Level Recommendations

° To review deeply-rooted systemic issues that sadoand restrict the current and
potentially the future development, effective defi and improvement of community-
based services for the most vulnerable individiratsur society.

° To critically review the current direction of theidstitutionalization in Lithuania in
order to ensure its compliance with the internatiohuman rights standards and
evidence-based best practices.

° To truly involve persons, who have mental healtiobfgms, intellectual and/or
psychosocial disabilities, as well as their fansiliand representing organizations, in all
stages of such a review, planning for the futurecommunity-based support and
services in the country, and eventual evaluatiothefeffectiveness of such services’.

° To ensure regular and comprehensive inter-seatott@boration between the Ministry
of Social Security and Labour, Ministry of Healthlunicipalities and other key
stakeholders, such as the academia and non-govetaimarganizations. This is
especially relevant in the context of the ongoinginstitutionalization and
development of new methodologies for community-dasservices, currently
coordinated by the Ministry of Social Security drabour.

° To fully align the national mental health and sbciare policy and legal framework
with human rights standards and the UN CRPD, as agelvith the principles of the
Agenda 2030 for Sustainable Development; develogp iamplement human rights
based strategies and plans in the field of mergalth, and share technical expertise
and other resources, such as good practice examples

° To address the imbalances in society’s attitudaseatal health and related services;
to ensure the shift towards a more comprehensivg@$ychosocial approach instead of
the predominant bio-medical one, deeply rootedhatitutional culture.

° To increase public awareness of human rights intahdmealth and disability related
matters; reduce and eliminate related stigma asaticiination.

° To ensure realization of the right of everyone ¢égal capacity, and mainstream
supported decision-making, as well as other eviddrased best practices.

° To ensure the legal requirement for mechanismsrégular monitoring of any
specialised community-based services byimghependentauthority to prevent the
potential occurrence of ill-treatment, abuse, atiéohuman rights violations.

° To take measures in order to make mainstream ssraiccessible to persons who have
mental health problems, intellectual and/or psyohizs disabilities.

° To ensure continuous research and evaluation ier dodensure the most effective and
human rights based development, as well as bettgalscare and health outcomes, as
a result of the deinstitutionalization of mentadltle services in the country.

Recommendations for Further Research

A broad and comprehensive study of evidence-bagedhational best practice examples and

their adaptability in the Lithuanian context coydvide a solid foundation for the most

effective deinstitutionalization and developmentommunity-based services in the country.
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Abstract. During this time, in which Lithuania is going thiglu the deinstitutionalization of
its mental health services, the principles of Glddantal Health are especially relevant. This
global field for study, research and practice place priority on improving mental health
outcomes as well as reducing respective inequitbesall people worldwide. Scaling-up
support services for persons who have mental hgadtblems based on both scientific
evidence and human rights has become one of the fmaises for action globally, and the
key principles of Global Mental Health apply to @ieuation in Lithuania as much as they do
in a number of other countries. This article exp®the critical need to effectively reform the
existing mental health care system in the counttyich in its current form often results in
human rights violations. It points to the idea, &&®n the global evidence base, that different
Lithuanian authorities and other key stakeholdemuld start working together in an
intersectoral way in order to reorganize mental ltieaservices from institutional to
community-based models of care. It is suggestedhlsy article that a sensible, local
application of the broad key principles of GlobakMal Health could be a mature and
rational step taken by Lithuania. This has the pbt to be a major step toward the
improvement of human rights and mental health acug=in the country.

Keywords:Mental health, human rights, deinstitutionalization

Introduction

The World Health Organization’s (WHO) World Mentdéalth Survey has demonstrated that

even though less prevalent than physical disordeextal health problems and related

conditions lead to higher rates of disability (Galdle Almeida et al. 2013). Additionally, the

“days out of role” due to mental health problems armajor source of lost human capital

(Alonso et al. 2011). Hence, the effects of meh&adlth problems and related disability result
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in having an impact not only on the quality of Idéindividuals themselves, their families and
communities, but also extend to affect the econsnoit countries and employment rates,
which further impact other related policies (Wanhgle2011).

However, the prevalence of mental health problesssproven by multiple epidemiological
studies, far surpasses the availability sfecialist treatmentservices, even despite the
detrimental manifold effect this has on a populati®oreover, there are studies consistently
showing better outcomes worldwide @g@mmunity-basedervices for individuals who have
mental health problems or psychosocial disabilityese studies show greater accessibility to
care, protection of human rights, prevention ofrsta (Thornicroft and Tansella 2003) and
greater user satisfaction (Thornicroft and Tans2li@3; Killaspy 2007) when compared with
other models of support, e.g., institutional cakecording to Patel and Prince (2010), as an
area for study, research and practice, Global Méet¢alth places a priority on improving
mental health, related care and support availgbdiid outcomes as well as on reducing
respective inequities for all people worldwide. @eaily, the Movement for Global Mental
Health is described as a network of persons artidutisns committed to close the significant
treatment gap (Patel and Prince 2010).

The outdated and human rights violating mental theehre system, rooted in institutional
culture, one that perpetuates stigma, social ekolusisolation, segregation and
discrimination still exists in Lithuania, as it dom many other countries across the globe. The
actualimplementatiorof the country’s modern Mental Health Strategy0@2)0 the action plan
and its related programs are currently ineffectiiPairas et al. 2013). Major efforts are
required in order to generate political commitmantd support for this matter. Currently
expressed political, institutional and budgetarynoatment, as per concepts described by
Caldas de Almeida et al. (2013), is lacking in Ldhia and “most of the measures [in the
action plan] are not carried out or their implenagioh is constantly being postponed” (Puras
et al. 2013).

Continuous research and evaluation are essentoatlar to ensure not only the most effective
development, which would be based on human righs,but also the improvement of mental
health care, treatment, support and respectivecesryHanlon et al. 2010). Thus, the aim of
this article is to identify how the key principlaad approaches of Global Mental Health could
be applied to the local context, aiming to purdue trgently needed effective reform and
reorganization of the Lithuanian mental health saygem and services. The objectives of this
article are as follows: to present the backgrouhdGlmbal Mental Health and its related
worldwide movement; to identify the relevance tdbal Mental Health bears on the local
context in Lithuania and how the ongoing deinsititodlization in Lithuania actually relates to
the identified global principles; to discuss theenence of the development of community
based services worldwide and what could be leawnn fthis experience; to analyze the
existing evidence base for the globally identifiedmmon barriers and strategies for
overcoming those in relation to the deinstituticretion of mental health services; to draw
recommendations for further academic research eflsaw to the decision-makers on the more
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practical level, for the potential ways forward developing more effective mental health
services and achieving better outcomes of mentdtthand human rights in Lithuania.

Methodology of the Analysis

The author of this article has reviewed, analyzed lated to the current local context of
Lithuania a number of existing international sdignpublications and best practice examples
in the field of Global Mental Health. This has be@mpleted in conjunction with the author’s
personal and professional experience obtained ghrdwer day-to-day practice in the non-
governmental sector as well as over ten yearstefriational working experience in the field
of mental health in general. The knowledge and eawié base provided by the analysis of
scientific publications and best practice examglesn across the globe has enabled the
author to discuss the relevance of the aims, giesiand outcomes of Global Mental Health
to the current local context in Lithuania. It hdtowed for the analysis of the ongoing
deinstitutionalization and its effectiveness, frtine perspective of these principles, and for
drawing of specific recommendations for the potdmiays forward in order to achieve better
human rights and mental health outcomes in Lithauahiis is especially relevant in the light
of the existing and presently stagnant post-Saviettal health care system and the ongoing
reform of the often-human-rights-violating mentabhh services in the country.

The Concept of Global Mental Health

Global Mental Health may be described as an anestfinly, research and practice that places
a priority on improving mental health, related carel support outcomes as well as reducing
respective inequities for all people worldwide @aind Prince 2010). The main principles of
it address are such global inequities in the memalth field as gaps in care, treatment and
support provision as well as prevalent human rigit¢éations of persons who have mental
health problems and who often suffer from poor dyalf life, stigma and discrimination.
The ultimate goal of Global Mental Health is to mope the quality of lives of individuals,
through looking for a better understanding of thgins and causes of mental health problems
and conditions, as well as to search for effectind affordable treatments, care and support.
Patel and Prince (2010) argue that scaling-up sesvior persons, who have mental health
problems or psychosocial disability, on the twimpiple of scientific evidence and human
rights has become one of the main focuses forrmgtithin Global Mental Health.

In addition to the above, Patel and Prince (20E¥cdbe the movement for Global Mental
Health as a “coalition of individuals and institis committed to close the treatment gap.”
According to Kohn et al. (2004), the treatment gamental health provides that even though
mental health problems are highly prevalent wortthyithere is a significantly large number
of persons who have those remain untreated evemlheffective treatments and other types
of support do exist. According to WHO, the treatingsp for severe mental health conditions
has been between 35-50% in developed countriebetmeeen 76—85% in low- and middle
income countries (WHO World Mental Health Consartilt2004). Patel (2016) argues:
“Given the limited knowledge that we currently pess about the nature of mental disorders
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or their effective prevention and treatment, thiaynmwell be the most important ultimate
contribution of global mental health, i.e. genergtknowledge which not only reduces the
treatment gap, but the actual global burden of alatisorders, and will finally do justice to
the ‘global’ of this discipline.” Becker and Kleiran (2013) identify a number of major
initiatives in Global Mental Health, which includlee following:
- Mental Health and Poverty Project and the Prograrfondmproving Mental Health
Care, both supported by the Department for Inténat Development in the UK;
— The Grand Challenges Canada program;
— Grand Challenges in Global Mental Health, led bg tdational Institute of Mental
Health and the Global Alliance for Chronic Diseasgyartnership with others.

Additionally, several “milestones” are described Bgcker and Kleinman (2013) that mark
significant advances in the integration of mentahlth care into primary health care in
settings with constrained resources worldwide:
— World Health Report devoted to mental health in 20freceded by World Mental
Health,
Harvard (1995) and WHO Nations for Mental HealtB98);
— Mental Health Global Action Programme (mhGAP) i©20
— Series of reviews published in 2009, providing reogendations on a model of
collaborative care (Patel and Thornicroft 2009gPeat al. 2009);
- WHO mhGAP and Global Movement for Mental HealthQ2) mhGAP Intervention
Guide (2010); WHO training package (2012).

The more country-specific initiatives noteworthy their measure of early success identified
by Becker and Kleinman (2013) are as follows: dagrated approach to scaling-up equitable
care for poor populations in Kenya (Kiima and Jask2010) and integrating mental health
into health sector reforms in Egypt (Jenkins e28110). Additionally, due to various policy
and legislative efforts and initiatives, “succes$sind innovative reform processes have taken
place in most Latin American and Caribbean cousitri€aldas de Almeida and Horvitz-
Lennon 2010).

Finally, the shift in Global Mental Health to a keddorative model of care delivery is also
significant. The task-shifting model focuses on the mental health specialishagng a
reconfigured role, emphasizing training, supervisamd tertiary care, “while transferring the
bulk of direct service delivery to community healtlorkers or primary care professionals,
who would receive specific training and supervisiomental health” (Patel 2009). A human
resources gap could potentially be reduced throtgbk-shifting” (Petersen et al. 2011),
which is an “evidence based approach to addressiaghuman resources challenges to
scaling-up effective treatments” for mental hegitbblems (Patel 2009).

The following analysis employs the main messagespaimciples of Global Mental Health as
a prism through which the author looks at how thgaing mental health services’ reform in
Lithuania meets global standards; how effectiveinaffective its deinstitutionalization of

mental health services has been so far; finallw bould one of the main pillars of successful
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deinstitutionalization — the development of comntyHiased services — be improved, based
on the global evidence base and best practice dgamp

Analysis
Applying Global Mental Health Principles and Apprahes to the Lithuanian Context

The main principles of Global Mental Health thatyniee described as specifically relevant to
the current Lithuanian context are as follows: heTacknowledgement of gaps in mental
health care, treatment and support provision; 2 Sdarch for and promotion of effective and
affordable treatments, care and support, and geajinof community-based services; 3)
Respect for fundamental human rights of all persdjsThe fostering of the best possible
quality of life for individuals through looking foa better understanding of the origins and
causes of mental health problems and psychosasiitity; 5) The reduction of stigma and

discrimination against persons who have mentakihg@abblems or psychosocial disability.

According to Puras et al. (2013), the situatiohithuania is very complicated when it comes
to an official acknowledgement of the system asidp@ieffective and as having serious gaps.
It is evident that instead of accepting this fawd @olving the existing problems in a mature
way, currently, the stagnant system is being stremged even further. This, in its turn, only
deepens segregation, stigma, social isolation aotigon. Up until this day, human rights
monitoring in healthcare facilities is very rare@pplied; there is not one independent
monitoring body in the country, which would be resgible for the rights of patients, related
control, addressing of complaints, independentyasigabf the broader situation, monitoring of
legislation review and human rights in this speciield in general (Puras et al. 2013). Such
key issues as policy development versus servicgan@ation and policy implementation
could be seen as central to the current situatiomental health care and services in
Lithuania. However, it appears that any processebange in the existing post-Soviet mental
health care system are often hindered by the ldctom-down and bottom-up initiatives
working together Additionally, such key messages of Global Meitahlth as the resources
to treat and prevent mental health problems remgimsufficient, inequitably distributed and
inefficiently utilized may be seen to apply to g#ituation in Lithuania, as much as they do in
many other countries.

Even though compelling arguments have been mad@idydo advocate for the investment in
mental health services as being “a matter of ctiet#veness, social justice, and even a smart
development strategy” (WHO 2010: 2; Lund et al. PQ1he political commitment to mental
health care in Lithuania has not been reportedremgthen much thus far. The tangible and
effective implementation of the National Mental HleaStrategy (2007), action plan and
related programs is almost non-existent (Puras @043); this indicates that both expressed
political, institutional and budgetary commitmeas, well as inter-sectoral collaboration, are
majorly lacking. Hence, the strong prioritizing lmétter mental health outcomes and scaling-
up of effective services on the principles of stifenevidence and human rights (Lancet
Global Mental Health Group 2007) have thus far b&gnificantly delayed in the Lithuanian
context.
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The outline of the present local situation and argnts, summarized in the two paragraphs
above, illustrate the clear divergence from thst fiwo principles of Global Mental Health. It
points to the abstention from acknowledging thesgapprovision of mental health care in the
first place and then points to this being complet@@rby the lack of active search for and
promotion of effective and affordable treatmentsecand support, as well as of scaling-up of
services, based on scientific evidence and hunggutsti

Nevertheless, partial scaling-up of mental health services may be oleseto have in fact
taken two distinct paths in Lithuania. According®HO and Wonca (2008), it is important to
integrate mental health into primary health carenter to achieve truly holistic care for all
people, additionally integrating mental health caute other existing health programs. This
type of integration has indeed started in Lithuania: Puras et al. p0describes clear
developments in the field from as early as 199%iwthe State Mental Health Centre was
established. This landmark had a strategic meaamywas at the time surrounded by such
other developments as the Government adopting rbgr&#m for the Maintenance of Mental
Disorders (1999-2009). This Program described taespfor improving the accessibility of
mental health services in primary, secondary anthtg levels of healthcare. Additionally,
the National Mental Health Committee was estabtisire 2000, which was assigned the
responsibility for ensuring inter-sectoral colla@oon in the field of mental health policy.
However, according to Povilaitis et al. (2015)pnactice, all outpatient mental health services
in Lithuania are currently provided either by then@ral Practitioners, or at Mental Health
Centers, which are mostly a part of the primaryitheare level. It is argued by Povilaitis et
al. (2015) that, in following a thorough analysistlee services provided at Mental Health
Centers, it is clear that it is dominated by thentédical model and treatments are based on
providing medications: this type of treatment isrently reported to be the most accessible to
all. Additionally, Murauskiea et al. (2013) arguesBecause of the large flow of patients
with mild disorders to the mental health centred &tk of resources (including the staff
numbers and skill mix), interventions are commoinyited to a short consultation with a
psychiatrist and administration of medicines.” M&hile, psychologist consultations or
psychotherapy are only accessible to around 4.338 persons who are registered as having
mental health problems (Povilaitis et al. 2015).

All of the above indicates that the secondary nmenélth care level is practically non-
existent and there are currently next to none gffely working community-based services,
such as mobile outreach teams or psychosocial iteaabn for people who have the more
severe mental health problems or psychosocial ditsah This points to serious gaps in the
mental health services provision and a lack ofatiffeness in the processes of the related
national reform and deinstitutionalization of sees, which again may be described as not
compliant with the key principles of Global Menkdalth.

According to Puras et al. (2013), even though ttsiddal Mental Health Strategy was
adopted by the government of Lithuania in 2007, tmafsits measures have not been
implemented. This may still be observed as beimgddise now in the year 2017, ten years
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after the adoption of the Strategy. Once agairs, ithdicates the significant lack of political
will, among other factors. Additionally, the Lithmian Action Plan (2014-2020) for the
Transition from Institutional to Community-Based r€avas approved by the Minister of
Social Security and Labor on 4 ebruary 2014. However, there are still no pratc
visible improvements within the existing post-Savetyle mental health care and support
system in the country. Moreover, this Action Plaauses only on the social care institutions,
completely leaving out of the planned reform thgcpgatric hospitals and any other medical
facilities or systems. This is due to the medieailities being a responsibility of the Ministry
of Health, unlike the social care institutions tfeat under the programs by the Ministry of
Social Security and Labor. It appears to be inblatahat due to the lack of inter-sectoral
collaboration, no synergies are currently beingnrdbetween potentially reforming both
systems in parallel with each other. This essdntrahy be described as going against the
global principle that to be effective mental heaénvices and systems have to be planned and
managed in an inter-sectoral way (Petersen e0Dall)2

According to the Ministry of Social Security anddaa, there are regular queues of up to 200
people who wait to be admitted to social care ftustins. This indicates that
norinstitutionalization and adequate provision of acws well as continuing, mental health
care and services closer to or in the communitiesre/those affected live (Patel and Prince
2010) are still lacking in Lithuania, and people &orced to wait in queues in order to be
admitted to institutional care instead. The exg{irermanent queues of people waiting to be
placed into institutional care suggest that altiweadorms of support have not been offered to
them. This digression from effective implementatajrihe foreseen reforms clearly results in
non-compliance with yet another fundamental prilecgd Global Mental Health — respect for
human rights of all persons. The lack of and/orvanability of community-based services
inevitably determines subsequent human rights tiarla, especially those under Article 19 of
UN Convention on the Rights of Persons with Distibg, as well as restriction of choice and
loss of dignity and autonomy. This permanent flowoiinstitutional care may be assessed as
contributing significantly to keeping the existimgental health care system stagnant and
resistant to change, whilst programing itself fabsequent human rights violations, poor
quality of life of service users, and restrictiafstheir participation and inclusion in society,
which does not comply with most of the key prinegpbf Global Mental Health.

Moreover, it is relevant to the Lithuanian situatidhat, as stated by Becker and Kleinman
(2013), “[...] the most basic cultural and moral lparto the amelioration of global mental
health problems continues to be the enormously tivegalestructive, and almost universal
stigma that is attached to mental ilinesses, teeptt with a mental illness and their families,
and to mental health caregivers.” People with mdrgalth problems do not tend to seek help,
they struggle with their recovery and are ofteniabcisolated in Lithuania, all due to high
levels of stigma and discrimination linked to meéntaealth and related disabilities
(Murauskier et al. 2013). Currently even in media there aenfyl of publications that are
discriminatory and which reinforce the stigma ie ttitudes toward people who have mental
health problems (Matait§4Dirziené 2011). From all of the above, it is clear thakegration

of such aspects as, for example, the modern “regoapproach” into the new models of
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mental health services in Lithuania are currerdhgr Potentially, such practices would mean
finally moving closer to accepting that people wiave mental health conditions “are central
to their own recovery and can manage their merdalth problems themselves, supported by
family, friends and community” (Saraceno et al. 201The promotion of the recovery
approach in Lithuania could potentially contribwitethe improvement of care, support and
quality of life of people who have mental healttoldems, and move Lithuania closer to
complying with the principles of Global Mental Hemlreducing stigma and discrimination,
too. In its turn, this could also tap into achieyihe collective goals and principles of Global
Mental Health, aiming to improve the lives of indivals living with mental health problems
all around the world (Patel and Prince 2010).

Development of Community-Based Services Acrosswald

The complex process of developing mental healthices has been observed in three periods
across the world: “the rise of the asylum, the idecbf the asylum and the reform of mental
health services” (Wing and Brown 1970; Grob 199&sjarlais et al. 1995; Thornicroft and
Tansella 1999; Thornicroft and Tansella 20@¥)cording toThornicroft and Tansella (2004),
currently there is no global consensus on whicthefmental health service models are most
appropriate in low, medium or high-income countridaturally, different mental health care
models work in different areas of the world, depegan the level of available resources and
other factors. For example, the provision of cerf@llow-up community services is more
prevalent in upper-middle-income countries thanlaw-income countries (WHO-AIMS
2009). Nevertheless, nowadays there is an intematiconsensus on the need “to shift from
the model of care based on the traditional larggcipatric institutions to modern
comprehensive community-based models of care, ditjuacute patient units at general
hospitals” (Caldas de Almeida and Killaspy 2011gnke, there is a clear global call for
deinstitutionalization of mental health serviceslincountries.

The common experience of barriers to mental hesdtivices’ reforms and shifting toward
community-based care and support primarily in lewe middle-income countries presents a
significant body of evidence and factors to consfdeother countries, such as Lithuania, that
are currently undergoing the deinstitutionalizati8araceno et al. (2007) identifies that, first,
the lack of political will evidently poses a grdahdrance to any effective reform of mental
health services in most countries. Secondly, tlete@ advocacy is often not defined clearly
enough, it is not targeted enough, nor empowerimgugh of the people who have mental
health problems and their families themselves. difirthe development of secondary care-
level community-based services is often not pized. Finally, formal and informal
resources, which are already available in the conmyuare often not used in effective and
efficient ways by those developing and deliverimgnenunity-based services. All the above
describes several very clear and commonplace barignich are of relevance and are to be
carefully considered by any country undergoingdbmstitutionalization and developing new
community-based services that eventually are tacepall institutional care.

The development of community-based services glpbhds so far presented that any

comprehensive changes in mental health servicesireegprovision, and that lasting
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improvements take time to achieve and cannot beecu§Thornicroft et al. 2008). This is due
to various factors, such as the adjusting of thataldnealth staff to new ways of thinking and
working, acceptance of change and them actuallyirsgato believe that such changes can be
positive and are likely to bring positive outconfiesthe service users. According to Killaspy
(2006), longer-term studies (Leff 1997; Leff andefman 2000; Trieman and Leff 2002;
Thornicroft et al. 2005) of the outcomes that faléa service users, who had spent a number
of years living in asylums, and eventually movedite in the community with appropriate
support, have demonstrated tlfat.] the majority of people, even those with the sho
complex problems, have increased their social ndsyagained independent living skills,
improved their quality of life and have not require-admission.”

Additionally, support of not only staff but also efrious organizations and agencies,
including international actors, is important andoatakes time to be ensured. It is to be
identified and established gradually in order toca&ed in achieving sustainable mental health
services change. Moreover, as stated by Thornietadt. (2008), it is often necessary to build
a wide political consensus on the national mergalth strategy, so that when the government
changes, it does not affect the consistency ofisgrifor improvement of servicebinally,
“time is also needed to progress from the initiatgtage of a change to the consolidation
phase” (Thornicroft et al. 2008). This is deemegbamiant in order to ensure sustainability
and long-term maintenance of any newly establigystems and services.

With regards to the Lithuanian situation, in redatito the global evidence base described
above, Puras et al. (2013) states that politicdl withe mental health policy field was
demonstrated by the Minister of Health Z. Padaigektin 2005-2007; however, that did not
grow into a wider political consensus and, up umbiv, the long-term strategic and coherent
implementation of deinstitutionalization is missimgthe country. This, in its turn, indicates
that the possibility for Lithuania to use the bgktbal practice examples and evidence with
regards to development and implementing of new comiyrbased services for people who
have mental health problems or psychosocial disaislstill hindered and restricted.

Moreover, hearing the voices and valuing the exgef service users and their families is
seen as being vital across the world. This is ajuaiexpertise, gained through direct
experience and perspectives of people. Since tirealé aim of services’ improvement is to
improve the quality of life of the service usersldheir families/carers, so it is important that
their voices, choices and advice are sought, takemaccount and valued immensely. This is
still observed as lacking in Lithuania, where tlegpert” label is often given to the medical
professionals and personnel of service providessead of the service users. Ruskus and
Mazeikis (2007) argue that especially within thérical vision,” more emphasis is put on the
person’s problems and inabilities, rather thanf@valuing of his/her potential and expertise.
It is then inevitable that whilst being surroundedsuch negative predominant approaches,
the voices of service users and their familiestealy be truly heard and valued.

Another aspect of development of community-basedices worldwide has been related to
economics, finance and budget-planning. It referghe fact that the team managing the
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process of change in service provision is deemexbéal “clear expertise to manage the whole
budget and that the risks are high that servicas@és will be used as an occasion for budget
cuts” (Thornicroft et al. 2008). Commonly, additednfunding is required during the
transitional period, which naturally poses a sigaifit challenge, especially in low- and
middle-income countries (Saraceno et al. 2007). Dugarious reasons, including the lack of
political will, such an additional funding has rimen identified thus far in Lithuania, and one
of the main arguments for the slow deinstitutiaretion by the government officials is often
based on the perceived myth of there being notgmouwney within the system required for
financing the related processes.

Over the years it has also been assessed globatlyhere is no scientific evidence to say that
either hospital serviceslone or community serviceslone can ensure most effective,
satisfactory and comprehensive mental health dastead a “balanced approach,” with
elements of both hospital and community care, e Isupported by both the evidence and
practical experience (Thornicroft and Tansella 200%s described by Thornicroft and
Tansella (2004), the balanced approach framewankbeaapplied differently in settings with
different levels of resources, through the “steppace model.” For example, the balanced
approach in countries with low levels of resourogsy include improving primary mental
health care, with only a specialist back-up, whereauntries with medium resources may
additionally aim to provide “out-patient clinicspmmunity mental health teams, acute in-
patient care, community residential care and foraisemployment and occupation”
(Thornicroft and Tansella, 2004). However, accogdim Thornicroft and Tansella (2004), the
stepped care model does raise a couple of signifctzallenges and implications, as follows.
First, to work most effectively, the model requiees/ell coordinated system with an adequate
and often multidisciplinary management of the psmn of primary and specialist care.
Second, the model implies that the level or resmmrand training of mental health
professionals needs to be adequate to the senage that has been reached. Realistically,
this points to the risk that it may cause gapsraciice, which in turn might seriously affect
local planning and development of quality servickence, it requires an in-depth prior
analysis, consideration and strategic approach.

In general, development of community-based servionemost countries is a lengthy and
complex process (Thornicroft et al. 2008) that $aseveral challenges and barriers, and
Lithuania is no exception here. These barrieraushelsome that exist at the policy level, and
others at the level of the existing health careéesys(\WHO World Health Report 2001). For
example, these could include competing prioritiegk of inter-sectoral collaboration,
underfunding, negative attitudes toward mentaltheahd concerns about skills of staff and
guality of care (Hanlon et al. 2010). Moreover, idgr the deinstitutionalization and
development of community-based services, all ofntia@n areas of people’s lives need to be
effectively addressed, as described by Rossler6)2®br example, for thbousingpart of
individuals, who will eventually be leaving psyctiia hospitals and social care institutions
during deinstitutionalization, the flexible and imdualized supported housingption has
been proven to be mostly effective worldwide. Rdlitabion research shows that “once in
supported housing, the majority stay in housing arelless likely to become hospitalised”
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(Rossler, 2006). With regards émlucation and employment is now common knowledge,
backed up by science, that engaging in work hagipeeffects on mental health. It has been
proven to have the potential for people to achiewproved cognition, quality of life and
better symptom control through engaging in meanihgfork activities. Additionally, the
most promising vocational rehabilitation model tpdtabelieved to beupported employment
In addition to the above, thgocial skillstraining also has an important role to play in
psychosocial rehabilitation and deinstitutionali@at “social and community functioning
improve when the trained skills are relevant fae gatient’s daily life and the environment
perceives and reinforces the changed behavior’qIRo2006). Finally, Rossler (2006) states
that the role of a psychiatrist, integrated in enominity team, is also important as an integral
part of the multidisciplinary support to the indluials, especially those with persistent, long-
term mental health problems and conditions. All #ive demonstrates how complex and
inter-sectoral the processes of deinstitutionabmaare and how much systemic planning and
collaboration between different key stakeholdersdjuires.

Since differences in mental health services betvi@en middle- and high-resource countries
are vast (Thornicroft and Tansella 2004), sheategiesthat could be adopted to address the
related challenges also vary from country to counthe resources (un)available in a country
will severely constrain how the “balanced approaahd “stepped care model” are applied in
practice (Thornicroft and Tansella 2004), and thiselevant in the Lithuanian context, too.
However, regardless of the area, the planning @&atsibn making are always to be informed
by such elements as ethics, evidence and experidinnicroft et al. 2008)and include
both community and hospital services (Thornicroil dansella 2004). Also, the planning and
investment of funds in mental health care worldwitgve included a wide range of
stakeholders, amongst them service users and fan@ipbers/carers, participating in related
decision making. Building coalitionsf stakeholders to oversee the scaling-up of baldnc
care, as well as including advocacy for sustainabs®urces, engaging with other relevant
health and non-health programs to truly integragmtad health in their activities and raising
awareness about mental health, as well as humatsyigre all likely to prove as effective
strategies in the strive for change in any country.

Mostly low-income countries have been found toikely to more effectively provide mental
health services in the primary healthcare levehwsfiecialist supervision, training and backup
(Mubbashar 1999; Saxena and Maulik 2003). Redegithie role of specialists, in general, “is
essential to reforming mental health services wilicome and middle-income countries, and
will require specialists to be trained in adultrl@ag methods to train and supervise others”
(Saraceno et al. 2007). This is especially relevatite Lithuanian context, even though it is
deemed to be a high-income country, neverthelbssspecialist psychiatric community play
a significant role in the mental health servicesping and provision. Additionally, according
to the global evidence base, the development afstomechanisms to ensure reliable supplies
and availability of essential psychotropic medimas is also needed, which would be in
balance with basic and “feasible psychosocial v@etions to augment medication
approaches in the time-pressed primary care séftifanlon et al. 2010).
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Deinstitutionalisation: Common Barriers and Stratéggs for Overcoming Those

As per the contextual analysis presented in th@tehs above, the gaps in the mental health
care system in Lithuania include the following:dnessibility, inadequately used resources, a
lack of new investments, an old post-Soviet infiagture of services, a lack of preventative

measures, prevailing stigma and discrimination ek as the bio-medical approach, a lack of

individualized support, little acknowledgement otml determinants of mental health, often

low quality of care and violations of human rigliBuras et al. 2013). At least three main

specific barriers to effective progress in improesinof mental health services that are
relevant in the current context of the country, nmay defined. Based on the globally

established evidence base, these barriers to iraprent of mental health services in

Lithuania and the potential comprehensive strasefpe overcoming them are described and
looked at below.

Centralised Mental Health Resources, Mostly in Lartate Residential Social Care
Institutions and Psychiatric Hospitals

A smooth transition to decentralized, communitydshservices in Lithuania could be aided
by a reallocation of existing funds as well as s@dditional funding during the transitional
period: both of which are currently lacking. Sucleans would be required from both the
Ministry of Social Security and Labor, responsilfte social care institutions, and the
Ministry of Health, overseeing psychiatric hosgstahdditionally, municipalities also play an
important role here in Lithuania, especially whértomes to development and funding of
community-based services. Unfortunately, as itasumon globally, so too in Lithuania the
main decision makers have “the incorrect perceptltat mental health care is not cost-
effective” (Saraceno et al. 2007), thus investmerthis area is scarce. In many countries,
including Lithuania, “scarce mental health funds spent on long-term institutional care [...]
and on [...] pharmaceuticals which, in general, auetmless cost-effective than community-
based care and generic essential medicines” (Sarasteal. 2007; WHO 2006; Hyman et al.
2006). Not only does institutional care generattpsume most of mental health resources, it
also contributes to the social isolation of indiwads from their natural support systems and
creates opportunities for human rights violations gocietal stigma (Saraceno et al. 2007),
which in itself is a major public health concerm(&eno et al. 2009). Reforms of institutional
care-based mental health care systems commonly tente hindered by a lack of
development of community-based services (Saraceab 2007), and this too may currently
be observed to be the case in Lithuania.

As it also has been observed by Saraceno et &.7)2@ other countries, one of the key
barriers to progress in the decentralization of talemealth services in Lithuania has been the
resistance by mental health workers, whose inter@st served directly by the existence of
large social care homes and psychiatric hospifdelings of insecurity are reported to be
prevalent among them, they are anxious about loieg jobs and do not have adequate
information about the reform; hence, they are taloic to contribute to it and avoid
accelerating the “undesirable changes” in any vigan(skiene et al. 2015).
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Generally, the psychiatric community and manageroérbcial care institutions tend to have
the power over most of the mental health systeatedl|decisions in Lithuania. For example,
the heads of social care institutions are the nmaiited members of inter-ministerial working
groups for deinstitutionalization; the Regional B®pment Councils are responsible for
overseeing related processes in the regions. Héimeanain responsibility for planning and
implementing the reform lies with the persons wlaweénan obvious conflict of interests, a
desire to sustain their own social care institidjoand, at the same time, often lack the
knowledge of human rights based approaches and etemges for the development of
community-based, individualized and person-censegdices (Sumskiene et al. 2015).

Difficulties in Integrating Mental Health Care in Pimary Health Care Services

A recent analysis of mental health services at ghmary health care level shows that
currently, the primary-care Mental Health Centens Lithuania predominately provide
pharmaceutical treatment, mostly due to its acb#ggi and the predominant biomedical
approach. Meanwhile, counselling, psychologist atiaons and/or psychotherapy are only
accessible to about 4.33% of people who have mdmalth conditions (Povilaitis et al.
2015). The assigned functions of Mental Health €entire seen by experts in the field as
needing a review in order to ensure real oppotiesior the provision of preventative as well
as clinical services, especially if having in miheé Mental Health Centers’ extremely limited
amounts of human resources (Povilaitis et al. 20881 example, re-arranging the profile and
structure of the existing Mental Health Centersossr Lithuania to turn them into
comprehensive and truly community-based and petsatred units, from which new
outreach servicesind home-visiting mobile teamsould operate, whilst redirecting mental
health prevention and promotiofunctions to Public Health Centers, could potdlytine a
starting point. Then, at the same time, a netwdrgsychiatric units available inside of the
general hospitals could be established (Caldasleheida and Killaspy 2011).

Moreover, effective psychosocial rehabilitation gnams are reported to be lacking both
inside and outside of the psychiatric, as well @segal hospitals, which could otherwise help
to prepare people for living in the community (Geldde Almeida and Killaspy 2011).
According to Rossler (2006), all people who haveese mental health conditions require
“psychiatric rehabilitation”; however, in practicehe Ministry of Health of Lithuania
currently does not appear to follow the global advio take a “balanced approach” or to
focus on the two intervention strategies describetbw while addressing the needs of
individuals during the future deinstitutionalizatiof psychiatric hospitals in Lithuania.

Rossler (2006) describes that most individuals adanefit from the empowerment to live in
a community through the combination of the follogiitwo strategies: 1) An individual-
centred strategy that aims at developing the pé&rsskills in interacting with a stressful
environment; 2) An ecological strategy directed daoiv developing the environmental
resources to reduce the potential stressors. Irychiatric rehabilitation” the real-life

situations and conditions are to be taken into icenation whilst preparing individuals for
leaving long-term psychiatric hospitals and pregarghe daily living situations that they are

likely to encounter when living in the community gdgsler 2006). Additionally, time and
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attention needs to be devoted to ascertaining patsgoals, focusing on the person’s

strengths, with associated costs and benefitsagetigoals. In order to effectively coordinate

and integrate all the different required serviced professionals involved concentrating on

different aspects of the same perstase managemenbuld be introduced and act as the key
coordinating and integrating mechanism: “The cdemments of case management are the
assessment of patient needs, the development girebemsive service plans for the patients
and the arrangement of service delivery” (Rosd€62.

The above described approaches are relevant toLitheanian context; nevertheless,
currently, the deinstitutionalization of psychiathospitals and integration of mental health
care into general hospitals or generic primary theale in Lithuania is reported not only to
be slow but mostly not adequately happening intpraat all (Puras et al. 2013).

A Lack of Political Will and Thus Funding for the Mre Effective Mental Health Care and
Support

This issue may be seen in some countries as pariécted by inconsistent mental health
advocacy; the concepts used by advocates are wfitdear to the policy/decision-makers. In
Lithuania, this is especially relevant ever sinhe thass emigration started, following the
country joining the European Union in 2004. Sevgedrs later, people started bringing back
to Lithuania more and more new modern and globedhsd based on foreign experiences and
concepts. Moreover, the confusion in understanding advocating for the modern mental
health principles has been even more pronounced &wee the ratification of the UN
Convention on the Rights of Persons with Disakiitand its Optional Protocol on'2Kay
2010, the vision and direction of which differsrirgreviously long-established national laws
and predominantly post-Soviet and biomedical apgrea. Such lack of clarity may also
partially be due to there being “many types of raehealth problems, advocates for mental
health often lobby against one another to drawntitte to different mental health problems,
[...] each of which might need differepublic mental health solutions” (Saraceno et al.
2007). In Lithuania, this may be observed to extémdan additional element of strong
competition among the leading mental health expand non-governmental organizations
(NGOs): due to scarce resources and small sizéeofcountry, they tend to compete for
limited funding, human and other resources; henaafortunately, certain related
disagreements may often literally be down to aHfifpr survival.”

In addition to the above, generally, it is relevenrat people who have mental health problems
and their families “in [...] middle-income countriee only rarely mobilised to form
powerful constituencies, and to press for the abdity of effective and humane mental
health care” (Saraceno et al. 2007). In Lithuatoa, even though it is now classed by The
World Bank as a high-income country, people whoehavental health problems, their
families and/or carers are often invisible, “voa&ss”, experiencing shame, discrimination and
stigma. It is even challenging to engage serviegsuand families in interviews for research
purposes: people do not feel comfortable or williagshare their stories, even anonymously
and with all the appropriate confidentiality measuin place (Grigaite 2014). Moreover,
residents of social care institutions are rarelgoagtely informed about the potential changes
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in the mental health care and support system; haheg end up isolated and denied the
opportunity to take an active part in the reforinstact, most often they are misinformed, for
example, “residents of one [visited] social cargtitntion have been informed that following
the reform they will be accommodated in a new bagdor vice versa, that they all will be
released from the institution” (Sumskiene et all%)0 This naturally leads to heightened
anxiety among service users, consistent lack dfagklocacy and resistance to changes,
which they just literally do not understand.

Potential Strategies for Overcoming the Barriers

There is more and more compelling evidence gloldallyrioritizing mental health (Saraceno
et al. 2009). Saraceno et al. (2007) argues thaimportant to generate political will in order
to overcome the barriers to progress in improvenoénnental health services. In order to
generate political will for prioritizing mental héfa specifically in Lithuania, first of all, a
consensus may be assessed to be needed betweeah meaith and human rights advocates;
the objectives and terminology of mental healthaadey to be more clearly defined, making
it more focused and informative; also, more seruisers and their families/carers could be
empowered to self-advocate.

Mental health advocates in Lithuania mostly workhwihe Ministry of Health, Ministry of
Social Security and Labor, Ministry of Educationdacience and the municipalities.
However, inter-sectoral communication and collaborabetween these various central and
local authorities is still reported to be lackingdais consistently advocated for by local
NGOs. Critical areas in service-planning that aeemded to need addressing by the
Lithuanian policy/decision-makers in the light oédb practices known in Global Mental
Health are as follows: the downsizing of psychatiospitals and development of primary
and secondary level mental health care; the integraf mental health into general hospitals;
the development and provision of community-basedices; the development and promotion
of psychosocial rehabilitation. Trying to achietestcould potentially take a major shift in the
prevailing paradigms, especially the one from thmmiedical to biopsychosocial approach,
with a focus on the social determinants of mengallth, social and psychological dimensions
of care and support. This would naturally requineirger-sectoral collaboration between all
the respective authorities and other key staken®lde

With regards to the primary mental health care llethee document governing the assigned
functions of primary-care Mental Health Centers Lithuania defines such services as
prevention, treatment and rehabilitation. Howeviére volume and type of most such
interventions are not reflected in the nationatistias related to persons who have mental
health problems or psychosocial disability (Potigaet al. 2015). Certain functions of the
Mental Health Centers could potentially be deledjateother bodies; for example, activities
related to mental health promotion and preventionld be transferred to Public Health

Centers, since a key aim of any public health bisdy “prevent disease/disorder wherever
possible and to promote good health” (Saracend. €£089). Also, the availability of and

accessibility to quality counselling, psychologicabnsultations and psychotherapy are
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continuously advocated for local use (Povilaitisabt2015) and could be scaled up as per
principles of Global Mental Health.

Additionally, the development of secondary careslesommunity mental health services has
not yet become a priority on Lithuania’s politiGaenda. “Decentralisation of services and
integration of mental health into general healthecare critical to improve mental health
status in populations” (Saraceno et al. 2009). Domng both of social care institutions and
of psychiatric hospitals would require availability a wide spectrum of community-based
services. Moreover, formal and informal resourdes tlready exist within the community
could be used more effectively: “[...] more actionniseded to ensure that non-professional
community members take part in mental health prognang” (Saraceno et al. 2007). At the
same time, it is argued globally that nonethel@sgestment in primary care or existing
tertiary care is vital, bubnly as long as it is “preceded by, or [...] at leastandem with,
development of community mental health servicesitg8eno et al. 2007).

In the case of Lithuania, evidently most of the dpg&an Union structural funding in 2007—
2013 was used for the improvement of living comuahi§i in social care institutions but without
the tangible parallel development of alternativenominity-based services. In the next
programing period of the European Union structtuatls, an investment into development of
community-based services in Lithuania is expectgdobal NGOs and activists, in order to
overcome the barriers to improvement of the memeallth care system, and specifically to
decentralise mental health services.

Finally, “a set of simple, consensus-based indrsafaeed to] be monitored to track the
progress of countries towards attainment of spet#rgets” (Lancet Global Mental Health
Group 2007). However, the monitoring of the refaamd development of new community-
based services, and related indicators are cuyregplorted to be insufficient in Lithuania:
according to experts in the field, various indicat@are currently missing, especially for
monitoring of the progress of integration of mertahlth into primary health care services
and the decentralization of mental health servi€agas et al. 2013). It was suggested by
Sumskiene et al. (2015) that an accurate trackfnga changes in the number of beds in
social care institutions and psychiatric hospitataild be an important indicator to be
observed: “Along with other indicators of developth@f community-based services, it is
important to assess this number every year to miothie pace of the transitional processes.”

Conclusion and Recommendations

Based on the key messages and principles of GMeakal Health, existing evidence base
and best practices, the author of this article determined that it is clear that the mental
health care system and the mostly institutionaktgervices in Lithuania could be more
effectively reformed and reorganized. As per thennpainciples of Global Mental Health, it
would be important that different Lithuanian Cehtaamd Local Authorities start working
together with other key stakeholders in an inteteal and multidisciplinary way in order to
most effectively achieve the needed change. Thewuldvall be invited to first of all

acknowledge the gaps in mental health care, tredtam@ support provision; then, to search
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for and promote the more effective and affordaldatments, care and support, as well as to
scale up new community-based services. Long-teditigad commitment would be important
here; so, would be the building of respective nekw@nd ensuring of collaboration between
all the key stakeholders. As the central aspeetrespect for fundamental human rights of all
persons and fostering of the best possible qualitife for individuals, through looking for a
better understanding of the origins and causes aritah health problems and psychosocial
disability, is emphasized in and invited by thenpiples of Global Mental Health.
Additionally, the reduction of stigma and discrimiion against persons who have mental
health problems could be addressed as a part girebransive systemic change.

In order to generate political will for prioritiznmental health in Lithuania, first of all, a
consensus could be reached between mental hedlthuaman rights advocates; the objectives
and terminology of mental health advocacy couldob®e more clearly defined, making
advocacy efforts more focused and informative; amdre service users and their
families/carers could be empowered to self-advoddiare active advocacy for prioritizing
mental health and scaling up of effective servimeshe principles of scientific evidence and
human rights for people who have mental health Iprob or psychosocial disability are
important in the current Lithuanian context. A teahtion of financial and other resources,
the development of community-based services, ad aslintroduction of programs of
psychosocial rehabilitation, could all be potemyia@ddressed in parallel with each other. In
addition to the above, all of the related plannamgl decision making could be informed by
such key elements as evidence, ethics, and experighey may also include both
community-based and hospital services. Moreoves, ihportant that the relevant legislation
is adequately reviewed: the main piece of legstatturrently being the Law on Mental
Health Care, which has not been reviewed ever di868.

Moreover, the further academic as well as moretmacexploration of the possibility to

adapt the “task-shifting” model in Lithuania coyddtentially propose a rational redistribution
of tasks and responsibilities among various heaims and providers of medical as well as
social services. In order to make more efficientl aational use of the available human
resources for mental health, very specific taskddcde appropriately moved, from highly

qualified health professionals to community healtbrkers with fewer qualifications, but

instead with specialized training and ongoing sup@&n, as described by Petersen et al.
(2011). Additionally, it is important that the detelization of services and development of
secondary care-level, community-based ones becarpeasrity on the political agenda, since
downsizing the existing mental health institutionsuld require availability of a wide

spectrum of community-based services. The parailgstment in existing care services is
also important here, but only if it is in parallelth the development of community-based
services. Moreover, there is a significant roletfa integration of evaluation and monitoring
of the processes, as well as of the new solutionad. Such interventions could focus on
using low-cost case management and multidiscipliapproaches, as described by Von Korff
and Goldberg (2001). Clear, realistic and measaraidicators could be introduced on the
policy and systemic level and attentively, contiasly, consistently and independently
monitored, evaluated and regularly reviewed frome tlvery beginning of the
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deinstitutionalization processes; they could algodomplemented with further academic
research and expansion of the local evidence batbésifield.

In conclusion, whichever more specific path for areneffective systemic reform was to be
chosen in Lithuania, the resources for mental headtre and support could primarily be
decentralized and made more available and accessiblthe community; it would be
important to include human rights as the centrdapof the newly developed system and
services; awareness raising and time would be wetedprogress; a mobilization of informal
resources in the community could be stepped upssgoats stakeholders could unitedly
advocate for change and take part in the communéwgtal health services development and
delivery. Finally, continuous research and evatrativould be important, too, in order to
ensure the most effective and human rights baseel@@nent, improvement of mental health
care, treatment, and support services’ provisisnyell as better health outcomes, as a result
of the deinstitutionalization of mental health seeg in the country.
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