Parallel Report
The Right to Health
Art. 12 of the International Covenant on Economic,
Social and Cultural Rights, General Comment No. 14

Coercive psychiatric treatment of people with
or
without disability in Germany

Addressed to the United Nations Committee on
Economic, Social and Cultural Rights
Addressed to the United Nations Committee on
the Rights of Persons with Disabilities

Bochum (Germany), September 2010

“The States Parties recognize the right of everyone to the enjoyment of the
highest attainable standard of physical and mental health.”
The Fifth State Report of Germany does not mention the quickly growing number of
people in psychiatric treatment. Neither does it take into consideration the rising
mortality rate (since 1970) of patients with a psychiatric diagnosis that were treated
with antipsychotic medication by coercion1 or without informed consensus.
The German government is aware of the strategy of the WHO (see p. 58
E/C.12/DEU/5), but considers these issues as part of responsibilities of the Ministry
of Health.
The German government reports further, that the populations access to water is
secured over the whole country (see p. 61 E/C.12/DEU/5), but forgets the small but
growing group of people treated with fixation or seclusion, for whom this unrestricted
access cannot be secured.
The report on psychiatric coercion1 of the Federal Organisation of (ex-) Users and
Survivors of Psychiatry in Germany (BPE e.V., member of the world association
WNUSP) deals with children, adolescents, adults and elderly people. It is primarily
concerned with people without disabilities, that are temporarily mentally
handicapped or that have been and still are diagnosed wrongly. It is further
concerned with people with long term mental disabilities, that they might have
additional physical or intellectual disabilities.
In the light of new findings from independent pharmaceutical studies and
epigenetics, and considering the high suicide rate and how long term
pharmaceutical treatment probably increases the mortality rate of patients, the
medicinal benefit has to be questioned. The current legislation has to be
assessed and adapted, alternatives for coercive psychiatric treatment have to
be established nationwide.
Approximately 150.000 people with or without disabilities underwent court-ordered
compulsory psychiatric hospitalisations in Germany in 2008, that is about 175 people
per 100.000.
This includes only compulsory hospitalisations that involved coercive treatment with
drugs1. Hospitalisations in case of emergency, that involve a brief coercive treatment
with drugs and are followed by a so called voluntary continuation2, are not
registered.
Affected are very often elderly women, unemployed people, young men and people
that had been hospitalized repeatedly before, over-represented is also the diagnosis
of schizophrenia.3
Statistically, women with disabilities are three times more likely to become a victim of
violence than women without disabilities. Coercive treatment, especially with
antipsychotic medication, should be avoided4, as it always leads to an aggravation of
symptoms and traumatisation5, from which chronic psychosocial disabilities
commonly arise in the long run.
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After coercive treatment the right to health and other rights of the CESCR are
restricted, especially article 6, 9 and 11, which means that also the rights of family
members are restricted.
Long term studies show, that the rate of therapeutic response did not improve
significantly with the introduction of antipsychotic medication.6
In international comparison people with a diagnosis of schizophrenia living in
developing countries (India, Nigeria, Columbia), where only 2,6% to 16,5% of those
diagnosed are treated with antipsychotic medication, over all experience significantly
less psychotic episodes and more full remissions.7
The World Health Organisation estimates that only 50% of the medications
prescribed for chronic diseases are taken by the patients. Thus not taking a
medicine is not the exception.8 None the less patients with the diagnosis of
schizophrenia are commonly supposed to generally have no insight into the illness
and are therefore forced to take highly dosed drugs.
Recommendations: 1, 2, 3, 4, 5, 6, 7, 8, 9, 11, 13, 14, 16, 17 and 18.
According to the German Medical Association only 0,5% of medical malpractice suits
apply to psychiatry. Tanja Afflerbach, damaged by antipsychotic medication9, has
filed a suit since 2005 on federal state level. The small number of legal suits has
several reasons: It is caused by the traumatisation5 of coercive treatment or forced
antipsychotic medication, by the poor quality of life of those addicted to antipsychotic
drugs10, by the extremely adverse legal conditions11 and by the lack of alternatives
to hospitalisation. Taking into consideration the very disadvantageous prospects of a
lawsuit and further risks of health, a long term legal case is out of the question for
most of the patients. Recommendations: 4, 6, 10 and 11
During involuntary detention12, especially with fixation and seclusion, fundamental
determinants of health such as the access to drinking water, adequate sanitation or
the adequate provision of food are often neglected by medical staff. Symptoms of
the illness are thus intensified. Recommendations: 1, 2, 3, 4, 5, 6, 7, 11, 13 and 18
Also, the incomprehensible language in legal correspondents to issue forced
medication orders can aggravate symptoms. The legal support, necessary for
patients to exercise legal capacity, is usually denied to the patients.
Recommendations: 1, 2, 4 and 7
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During hospitalisation in locked wards or half-open units, usually based on a court
order for coercive treatment, the treatment of somatic illness often is not possible for
organisational or economic reasons and is ignored by doctors.13
Recommendations: 1, 3, 17 and 18
Until now there is no adequate education of psychiatric medical staff in Germany
that involves also the relationship between health and human rights.
Recommendations: 5 and 7
One of the intentions of the WHO regional office Europe is to improve the health of
the population until 2020 and lower the suicide rate by a third... This goal can be
reached, when human rights are respected and the quality of life for people with
mental health problems, especially with chronic disorders, is improved.14
According to official statistics15 around 10.000 people kill themselves in Germany
every year: The suicide figure for men is about 19,7 per 100.000, for women about
6,6 per 100.000. The number of suicide attempts is even ten times higher.
Individuals with a diagnosis of schizophrenia are almost thirteen times more likely to
commit suicide than the general population (SMR 12,86).16
Comparable epidemiological studies do not exist yet for Germany, even though they
could help future improvements in the psychiatric health system. A central register of
suicides17, that illustrates the relationship between suicide rate and coercive
psychiatric treatment, has not been established. Illegal treatments such as nonauthorized coercive treatments and restraints or off-label18 medication should be
taken into account. Recommendation: 9
Antipsychotic medications often provoke depression and thus cause or aggravate
suicidal tendencies.19 Depression, suicidal tendency, excitation states and deliria
caused by antipsychotic medication often happen, even though the patient has taken
the dose prescribed by a doctor.20 However, antipsychotic drugs do not medicate the
cause of the mental health problem, which are usually profound conflicts. They
provoke a positive symptom, which is the postsynaptic block.21
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Risks like irreversible tardive diskinesia, neurodegeneration, overweight22, diabetes
mellitus, metabolic syndrome and cardiotoxicity23 are underrated. Serious
consequences like the increased mortality24 are ignored.
Because of the research, publicity, training and lobbying25 financed by the industry,
society underestimates the risks and dangers of antipsychotic drugs and misjudges
them as a cure. Appropriate health information26 regarding these issues are not
accessible for the majority of the population. Recommendations: 10 and 17
On the 16th of October 2002 the charter of patients´ rights in Germany was provided
to implement valid rights into practice. The charter describes the rights of patients to
advisory, provision of medical care, Information and instruction. The patient takes
part of the responsibility for his health and can prevent or overcome disease or
disability by leading a healthy lifestyle, by participating in health prevention programs
and by active compliance to therapies and rehabilitation. As a basic principle the
patient has the right to choose freely or change doctor and hospital.
During coercive treatment it is usually denied to the patients to choose freely doctor
and hospital. They are not informed about the serious effects and the remote
damages of antipsychotic medication. Guidelines for dosage are ignored or avoided
by poly-medication. There are no gender-related limits for dosage. Epigenetical
issues and factors for health risk are not taken into consideration. Serious health
risks are accepted. Even though it is more efficient27 and less dangerous,
psychosocial therapy without pharmaceuticals is not offered to patients, because it is
not permitted by the cost accounting system of the German health care.
Interactions with other pharmaceuticals have rarely been investigated and are hardly
calculable. There is a higher risk of mortality with antipsychotic poly-pharmacy.28
Neither patients nor their court-ordered official or voluntary assistants nor the
responsible judges are able to consent with competence to the therapy and make a
qualified decision.
___________________________________________________________________
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Therefore the decision which risks are considered to be serious, and which are not,
completely depends on the doctors. Serious mental and somatic side effects, the
denial of sexual self-determination and tardive damages are usually considered as
acceptable risks. The so called psychiatric psychotherapy serves to secure insight
into the illness (psycho-education) and the long term consumption of
pharmaceuticals (compliance).
Doctors are not acquainted with the basic recovery oriented approaches.29 The
traumatic experience of coercive treatment and the difficult living conditions
afterwards are rarely taken into consideration. Patients are usually not informed
about the devastating consequences of discontinuing or reducing antipsychotic
medication.30 Most doctors avoid talking about how to discontinue medications in a
qualified and enduring way.31 Health insurances put pressure on hospitals to
release patients, a lot of them have to be resumed.
Recommendations: 1, 2, 3, 4, 6, 7, 8, 9, 10, 11, 13, 14, 17 and 18
The German law maker’s intention to avoid hospitalisation as much as possible has
been undermined in the last ten years, as most doctors do not know about
preventive sociotherapie32 (socialtherapy) and health insurances have contracted
only a few providers.
Some hospitals use so called sociotherapeuts to secure outpatients` adherence to
antipsychotic medication. According to article 74 no.19 of the German Constitution
the job title sociotherapeut is not standardized.33 Recommendations: 12 and 17
Law makers have facilitated the Integrated Care (Code of Social Law V), that allows
alternatives to stationary care. This could develop to a user-oriented Therapy in
permanently reliable structures, that are built in a coordinated, close meshed
cooperation of the different institutions. Such alternatives have only started and are
financed by only a few health insurances.
Following the compulsory long term care insurance (Code of Social Law XI) Soteria
concepts34 and approaches of preventive, qualified home-based treatment (that take
need-adapted treatment35 and open dialogue36 into account) are rarely offered,
because only a little number of health insurances have signed contracts according to
the Code of Social Law.
Until now the budget spent for alternative treatments is marginal in comparison to
the budget for stationary care. The medication of clients37 could be reduced.
___________________________________________________________________
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Educated recovery assistants are neither financially nor professionally
acknowledged, a need-adapted assistance that is critical towards psychiatry (peer
support38) is rarely possible yet. The possibility of participation in the development of
peer support education is not sufficient. Recommendations: 1, 3, 7, 8, 12, 13, 14,
15, 16 and 17
The high requirements on the professional competence of court-ordered official and
voluntary assistants have not been regulated yet by law makers. Such directions
would be of great importance to conciliate legal practice with legal status and to
keep things in proportion. Recommendations: 2 and 13

The Bundesverband Psychiatrie-Erfahrener (BPE) e. V. recommends, that the
committee takes up the following topics for the list of issues and for the
dialogue with the German government about the Fifth State Report:
1 Construction of an effective network of legal and social support, that paves the
way for a contemporary and adequate health care system, that enables recovery29,
rehabilitation and empowerment and that is consistent with the articles 2 and 12 of
the CESCR and the articles 12(3), 13, 14, 19, 25, 26(1) of the CRPD (see also
article 74, sec. 1, no. 7 German Constitution)
2 Assessment of the legal practice of restraint for coercive treatment in
accordance the laws relating to guardianship §1906 and § 1631b of the German
Civil Code as well as to the 16 Mental Health Laws and Laws of involuntary
commitment of the Laender. Plus the specification of their concepts of law to
facilitate rehabilitation and empowerment and to conciliate the mentioned laws with
article 12 of the CESCR and with the articles 4, 5, 12(3), 13, 14, 16, 19, 25, 26(1) of
the CRPD (article 74 sec.1 no. 7 German Constitution).
3 Assessment of all forms of coercive treatment (Fixation, seclusion, coercive
medication and restricted freedom of movement), whether they are consistent with a
contemporary and adequate health care system, and creation of a nationwide
network of coercion-free retreating spaces that are also outdoors39 in accordance
with article 12 of the CESCR and the articles 4, 5, 16, 19, 25 of the CRPD and article
74 sec.1 no. 7 of the German Constitution.
4 Nationwide establishment of patient’s lawyers that are specialized in medical
malpractice law, in the right to health and in independent pharmaceutical research,
that are thus able to help people with disabilities or temporary disabilities to assert
their right to health in accordance with the articles 2 and 12 of the CESCR and the
articles 5, 12(3), 13, 14, 25, 26(1) of the CRPD.

___________________________________________________________________
29
Baker, K. (2007). Families: a help or hindrance in recovery? In: Stastny, P.; Lehmann, P. (Eds.). Alternatives beyond
Psychiatry. Berlin, Eugene, Shrewsbury: Peter Lehmann Publishing, 254-260.
Watkins, P. N. (2009). Recovery – wieder genesen können. Ein Handbuch für Psychiatrie-Praktiker. Bern: Huber
38
Mead, S. (2006). Peer Support: an Alternative Approach. Plainfield: self publication.
39
See project of the European Union COST E39

6

5 Nationwide securing of the education and secondary training of mental health
personnel on human rights, research on psychiatric drugs that is funded
independently from pharmaceutical companies and the social importance of the right
to health in accordance with articles 2 and 12 of the CESCR and the articles 4, 14,
16, 25, 26(1) of the CRPD.
6 Nationwide securing of the training of the judical system personnel including
police and penal system on the human right to health and independent
pharmaceutical research in accordance with the articles 2 and 12 of the CESCR and
the articles 4, 13, 14, 26(1) of the CRPD.
7 Nationwide securing of qualified, enduring reduction and tapering of
antipsychotic medication, of recovery-approaches and peer-support, and of human
rights in practice in the curriculum and the education of doctors in accordance with
the articles 2 and 12 of the CESCR and the articles 25 and 26(1) of the CRPD.
8 Securing of the revision of the national health regulations for the treatment of
schizophrenia taking into account recovery-approaches, peer-support and new
findings of independent pharmaceutical research in accordance with the articles 2
and 12 of the CESCR and the articles 4, 5, 12(3), 14, 16, 19, 25 and 26(1) of the
CRPD.
9 Introduction of a national patient-oriented suicide register in cooperation with
independent former psychiatric patients, that takes into account the involvement of
pharmaceutical medication, electric shocks, isolation, fixation and other forms of
previous psychiatric treatment, including illegal treatments in accordance with article
12 of the CESCR and the articles 14, 16, 25, 26(1), 31 of the CRPD.
10 Introduction of a research register for quality assurance of pharmaceuticals to
publish the negative results in accordance with the articles 2 and 12 of the CESCR
and the articles 16, 25, 26(1), 31 of the CRPD.
11 Drafting a national patient’s law, that secures that psychiatric patients have the
same rights as patients with non-psychiatric diagnoses in accordance with the
articles 2 and 12 of the CESCR and the articles 2, 12(3), 16 of the CRPD.
12 Nationwide securing of the norming of the quality standards for home based
treatment, of the professional title and of the quality standards for socio therapists
and recovery assistants38 in accordance with the articles 2 and 12 of the CESCR
and the articles 14, 16, 25, 26(1) of the CRPD.
13 Nationwide obligatory regulation of the professional competence of courtordered official and voluntary assistants taking into account new findings of
independent pharmaceutical research and the human right to health in accordance
with the articles 2 and 12 of the CESCR and the articles 5, 12(3), 16, 26(1) of the
CRPD.
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14 Development of a national law for prevention that introduces a nationwide
network for help, that reduces handicaps and enables recovery26, rehabilitation and
empowerment in accordance with the articles 2 and 12 of the CESCR and the
articles 5, 16, 19, 25, 26(1) of the CRPD.
15 Development of a national plan of action to build a coordinated, nationwide,
close meshed cooperation of the different institutions for an integrated care that
reduces handicaps and that enables recovery29, rehabilitation and empowerment in
accordance with the articles 2 and 12 of the CESCR and the articles 2, 14, 16, 19,
25, 26(1) of the CRPD.
16 Nationwide allocation of funds to private and non-governmental organisations to
build a patient oriented preventive health network in accordance with the articles 2
and 12 of the CESCR and the articles 16, 19, 26(1) of the CRPD.
17 Adjustment of the standards and putting into practice the guidelines of the
Federal Joint Committee as outlined in the Code of Social Law, book no. 5, book no.
9 and book no. 11 according to the article 12 of the CESCR and the articles 2 and
25 of the CRPD.
18 Instant establishment of a federal commission for the nationwide prevention of
violence, abuse and degrading treatment and punishment in hospitals that are under
responsibility of the Laender in accordance with the articles 15 and 16 of the CRPD.
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