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1. Does not take into account CRPD which is standard agreed on in the UN as guidance for other human rights obligations as applied to persons with disabilities, superseding older non-binding declarations like MI Principles.

CRPD is particularly relevant due to the high level of participation by civil society organizations of persons with disabilities, including the active involvement of the World Network of Users and Survivors of Psychiatry representing people with psychosocial disabilities.  This gives it a high level of stakeholder legitimacy as well as a high level of expertise in the subject matter coming from experts with lived experience as well as collective and individual study and application of knowledge.

2. What is the need for a mental health bill?  Earliest MH laws were put in place to authorize confinement and custodial care, then psychiatric (medical) treatment, in relation to people who were considered incompetent to decide on their own care and lives, or whose opinions were not considered to matter given the importance to society of confining and caring for them.  The first waves of reform brought in limitations on the power of doctors, families and municipal authorities and the right to a judicial or quasi-judicial hearing and other procedural "safeguards" designed in theory to prevent all unjust, unwarranted and unnecessary commitments while allowing those still deemed to be needed.  But they did not alter the fundamental power of doctors to pass judgment on both a person's "mental health" status and the merits of confinement and forced treatment of that individual, or the underlying social assumptions and power of the non-disabled community over those labeled as having psychosocial disabilities.  

The CRPD calls for an end to these assumptions and power structures, and requires states to give up the practice of confining and caring for persons with psychosocial disabilities against the person's own will.  Given this fundamental shift, is there any need for a legalization of mental health services?  Why should they not be provided simply on the basis of free and informed consent, with a simple law that guarantees the right to consent or refuse of one's own free will, to have support if requested in making this decision, to have the right at all times to be treated with respect for human dignity, individual autonomy and physical and mental integrity, with reasonable accommodation for disability, and to have the right to have acceptable and affordable services provided?  

3. The draft bill authorizes involuntary treatment and involuntary confinement, contrary to the CRPD.  

Sections 18, 22, 24, 30, 32, 33, 34 - 45, 47, 48, 52, 53, 54, 55, 57, 60 -63, 64, 65, 66, 67, 68, 70, 71 all provide for deprivation and derogation of human rights and faciltiate torture and ill-treatment.  

Section 48 can be interpreted to mean that a person can be deemed unable to consent to mental health treatment and then subjected to forced treatment based on substituted consent.  This section by its assumption that the category of "incapacity" or "inability to give consent" is still valid also violates the CRPD per se, even though its structure implies that rights are being guaranteed.  

Section 57 on children tracks CRPD and CRC requirements except for 57.1 on "least restrictive environment" which implies that restriction of liberty in mental health treatment may be used, contrary to the CRPD.

The provisions on guardianship seem to confuse guardianship with supported decision-making.  In 60.6 it's not clear if "substituted judgement" is intended to mean decisions based on the guardian's best understanding of what the person would want if able to express him/herself as opposed to a best interest standard based purely on the guardian's own judgment (the meaning of "substituted judgment" in some jurisdictions) or if it just means substituted decison-making in general.  The substituted judgment standard is close to the supported decision-making approach but the provisions as a whole do not require that the "guardian" follow the wishes of the person (Art. 12.2 and 12.4 CRPD) or that the person can opt out of any "guardianship" by expressing his/her will to that effect.  Those elements would be required for any supported decision-making arrangement that would comply with the CRPD.

4. The rights to non-discrimination and other human rights provisions would be better dealt with in a human rights/anti-discrimination law based on the CRPD and the social/non-discrimination model of disability.  Section 47 has a blatant loophole allowing limitations on rights based on an assessment of capacity, contrary to the CRPD (Article 12).  This and the repeated refied formulation of "persons with mental disorder" in the context of a "mental health bill" that centers around involuntary treatment make the non-discrimination and human rights provisions in essence, privileges conditional on compliance with medical treatment, since a person who rejects mental health labeling and/or treatment and seeks employment or housing or other rights or access to the community will in general simply be confined against his/her will until his/her spirit is broken.  

The few actual rights apparently guaranteed (non-eviction from housing and not losing employment) amount to crumbs thrown out to those who are being tortured.  Take away the torture provisions, scrap the bill and start with full non-discrimination, not subject to any limitations, as required by CRPD and human dignity.  

Agree with comments of Celia Brown on Section 55.2.

