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I. Introduction  

There is a global need to address discrimination and promote human rights in mental health care 

settings. This includes: Eliminating the use of coercive practices (e.g., forced admission/ treatment 

and manual, physical or chemical restraint/seclusion) and tackling power imbalances between health 

staff and service users.   

The Convention on the Rights of Persons with Disabilities note that a fundamental paradigm shift 

within the mental health field is needed which requires rethinking across different sectors in terms 

of policies, laws, systems, services and practices.  

While many countries want to promote the rights of community inclusion, dignity, autonomy, 

empowerment and recovery, the legislative framework and policy needed, is lacking. This document 

by the WHO gives examples and guidance for improving mental health systems and services. While 

this summary does not cover specific examples given by WHO, they can be accessed by linking out to 

the full text at the bottom of this page.  

II. Significant social sector changes are also required 

Social variables are often overlooked or excluded from mental health conversations and practice, 

however people living with mental health challenges often experience more barriers to things such 

as education, employment, housing, and social benefits. Therefore, it is important to develop mental 

health services that take these issues into account and make sure services are accessible and provide 

holistic support. To integrate mental health services in the wider community requires engagement 

and coordination with many services including:  

• Welfare 

• Health 

• Judiciary  

• Authorities 

• Cultural, sports and other initiatives  

III. Scaling up mental health service networks   

Scaling up of networks of mental health services so that they interact with social sector services is 

requires for a holistic approach. This means having well-established, structures and evaluated 

networks. They must 

• Have strong and sustained political commitment to reform 



 

• Adopt a human rights and recovery based approach 

• Embrace new policies and laws 

• Increase allocation of resources to community-based services 

The need to provide high quality, person-centred, recovery oriented mental health services that 

protect human rights is increasingly being understood.  

People in decision making positions can make a positive impact by taking action to introduce and 

scale up good practice services, which include broader sections of the community and protect 

human rights.  

 

 

 

Areas where change is needed: 

Mental health policy and 

strategy 

Law reform 

Service delivery 

Financing 

Workforce development 

Psychosocial and psychological 

interventions 

Psychotropic drugs 

Information systems 

Civil society and community 

involvement  

Research 

To integrate a person-centred, recovery-oriented, and rights-based 

approach in mental health, countries need to: 

Change and broaden their mindset. 

Address stigmatising attitudes. 

Eliminate coercive practices. 

Shift beyond the biomedical model and consider all aspects of an 

individual’s life. 

Societies and communities need to: 

Be accepting of diversity. 

Respect and promote human rights. 

Change negative community attitudes. 

Raise awareness of the rights of people with lived experience. 

Increase investment in research into rights-based approaches. 

Include people with lived experience as active participants in the human 

rights and recovery agenda. 

Commit to continuous development. 



 

Chapter 1: Overview of Person-centred, Recovery and Rights-based 

Approaches in Mental Health 

There is growing awareness of the challenges in mental health because of decades of low 

investment. Globally median government expenditure on mental health is less than 2% of total 

health expenditure. Increased investment is needed but will not solve all problems.  

The focus in mental health care is on diagnosis, medication, and symptom reduction. Other social 

determinants that impact mental health are often ignored, leading to over diagnoses of distress and 

an over-reliance on medication to the detriment of psychosocial interventions.  

Stigmatising attitudes and mindsets continue to exist in society, and in decision making positions 

which increases stigma, leads to an increase in biomedical model thinking and an acceptance of 

coercive practices.  

As a result, people with mental health challenges often experience broad human rights violations 

and discrimination. 

To ensure that human rights underpin all actions in the field of mental health there is a need to 

rethink policies, laws, systems, services and practices.  

1.2 Key international human rights standards and the recovery approach 

Several international human rights instruments help to create obligations for countries to respect, 

protect and fulfil rights and freedoms for all people. Some of these are listed in Box 1. For further 

information see the original WHO document.  

1.3 Critical areas for mental health services and the rights of people with 

psychosocial disabilities 

To provide better services for people with mental health conditions, significant changes to the way 

services understand and provide care, is needed. Several key areas for change are:  

1. Respect for legal capacity – many people are denied the 

right to make decisions for themselves because of 

stigmatising attitudes. Promoting people’s autonomy is key 

for their mental health, wellbeing and is also a legal 

requirement. Practices such as involuntary 

admission/treatment should be eliminated and replaced by 

practices that align with their will and preferences.  

 

2. Non-coercive practices – getting someone to do something 

against their will via threat or compulsion is denying their 

right to exercise their legal capacity. When coercive practices 

are used people report feeling:  

• Dehumanised 

Box 1.  

International Human Rights 

Instruments 

The Universal Declaration of 

Human Rights (UN, 1948) 

International Covenant on Civil 

and Political Rights 

International Covenant on 

Economic, Social and Cultural 

Rights 

UN Convention on the Rights of 

Persons with Disabilities (CRPD) 

• Several reports by the 

UN Special Rapporteurs 



 

• Disempowered 

• Disrespected 

• Disengaged  

• Traumatised  

• Untrusting of mental health staff and 

• Less likely to seek treatment 

 

3. Changes to law and policy - There needs to be changes to law and policy and the creation of 

services that do not use coercion. This can be done by:  

• Educating staff about power differences 

• Educating staff about coercive practice and the consequences 

• Training on non-coercive responses 

• Individualised planning with service users 

• Modifying the physical and social environment so that it is welcoming 

• Effective listening and responding to complaints 

• Reflection and change of all stakeholders (e.g., justice system, police, community) 

 

4. Participation - People with mental health conditions or psychosocial disabilities are often 

excluded from decision making, both in their own life and in society.  This marginalises them and 

puts them on an unequal basis to others. There is increasing recognition of the vital and 

beneficial role that people with lived experience can have and they are being increasing 

adopted. Knowledge and insights from people with lived experience have a central role to play in 

the design, development, and transformation of mental health services, as well as supporting 

and delivering direct services.  

 

5. Community inclusion – the ongoing institutionalisation of people with mental health conditions 

and psychosocial disabilities often leads to exclusion from society and negatively impacts on 

health and wellbeing. Community based services and supports are key and to achieve this 

psychiatric and social care institutions should be closed and mental health services should 

respect the right to be independent and choose their own services.  

 

6. Recovery approach – the recovery approach highlights that many individuals can and do create 

their own journey to recovery. When mental health services embrace a recovery approach, they 

ensure that there is care and support for people accessing services and consider the whole 

person – their life and experiences. Recovery oriented services centre around:  

• Connectedness 

• Hope and optimism 

• Identity 

• Meaning and purpose 

• Empowerment 



 

1.4 Summary  

A human rights and recovery-based approach requires services that take social impacts and short- 

and long-term needs into account.  

Mental health services need to respect people’s legal capacity to make their own decisions about 

treatment and care. Coercion should not be used, and the mental health sector should draw on 

expertise of those with lived experience.  



 

Chapter 2. Good Practice Services that Promote Rights and Recovery 

Chapter 2 details several services to demonstrate what can be learned from the diverse ways that they 

have promote human rights and the recovery approach.  

While none are perfect, they are examples of what can be achieved, even when operating under 

restrictive legal and policy frameworks.  

2.1 Mental Health Crisis Services 

Crisis response services support those who are experiencing acute mental distress. These types of 

services are where individuals are at a higher risk of being violated (e.g., forced admission/treatment and 

coercive practices).  

The example services that are detailed under 2.1 (Box 2.) all take a holistic, person-centred approach to 

care and support. The services also acknowledge:  

• A crisis is a personal, unique, and subjective experience 

• A crisis requires different levels of support for each individual 

• A focus on power asymmetries within the service is key 

• Peers should be meaningfully involved 

• A safe space and comfortable environment should be offered 

• The person experiencing the crisis is an expert in their own 

care and support needs 

• The person seeking support should never be removed from 

community life 

 2.2. Hospital-based Mental Health Services 

Hospital-based mental health services provide treatment and care though inpatient and outpatient units, 

as well as via community outreach services.  

Historically hospital-based services have been psychiatric hospitals or social care institutions which are 

isolated from the broader community and may have people staying for weeks to years. There is a high 

association between extensive coercive practices and human rights violations and hospital-based mental 

health services.  

The example services given in this section (Box 3.) are integrated 

within the general health system and the broader community and are 

organised so that inpatient care is minimised. They also aim to: 

• Keep people connected to their support networks 

• Connect people to other community-based services 

• Provide supports beyond those provided in the hospital 

setting 

• Facilitate peoples’ return to their lives and community 

• Have processes in place to end the use of coercive practices 

• Respect people’s right to informed consent and autonomy 

Box 2.  

Good practice examples 

Afiya House (Massachusetts, 

U.S.A) 

Link House (Bristol, U.K.) 

Open Dialogue Crisis Service 

(Lapland, Finland) 

Tupu Ake (South Auckland, N.Z) 

Box 3.  

Good practice examples 

BET Unit, Blakstad Hospital, 

Vestre Viken Hospital Trust 

(Viken, Norway)  

Kliniken Landkreis Heidenheim 

gGmbH (Heidenheim, Germany) 

Soteria (Berne, Switzerland) 



 

2.3 Community Mental Health Centres 

Community mental health care centres provide care and support for people with mental health 

conditions and psychosocial disabilities in the community.  

Support options can vary, but the examples in this section (Box 4.) provide consultation services and 

individual or group support to begin, continue and/or stop forms 

of care (e.g., therapy, medication etc.). They all take a holistic 

person-centred approach to care and support and try to reduce 

power imbalances between staff and service users.  

The services emphasise community inclusion and therefore 

include peer support and support for accessing: 

• Employment 

• Training 

• Education 

• Social and leisure activities.  

2.4 Peer Support Mental Health Services 

Peer support mental health services involve individual or group support sessions which are provided by 

people with lived experience. Peers are experts by experience who can uniquely connect with and relate 

to others because of their own knowledges and experience. Peer supporters are compassionate listeners, 

educators, coaches, advocates, partners, and mentors, who’s support is always provided in a way that is 

free from judgment. 

The example services included in this section (Box 5.) are all peer-run and operate in a way that ensures:  

• Participation is always based on choice and informed consent. 

• People seeking support are given free will and autonomy. 

• Social support networks are facilitated and created. 

• Active steps are taken to avoid coercive practise. 

• People’s legal capacity is respected. 

Overall, peer support is based on the premise that recovery is 

different for everyone, and people can benefit from: 

• Sharing their experiences 

• Being listened to  

• Being respected  

• Being supported to find meaning in their experiences and 

their own path to recovery.  

Box 4.  

Good practice examples 

Aung Clinic (Yangon, Myanmar) 

Centros de Aten ção Psicossocial 

(CAPS) III (Brasilândia, São Paulo, 

Brazil) 

Phoenix Clubhouse (Hong Kong 

Special Administrative Region 

(SAR, China) 

Box 5.  

Good practice examples 

Hearing Voices Support Groups  

Nairobi Mind Empowerment 

Peer Support Group (USP, 

Kenya) 

Peer Support South East Ontario 

(Ontario, Canada) 



 

2.5 Community Outreach Mental Health Services 

Community outreach services (e.g., see Box 6.) involve support to the population in their homes, public 

spaces or even on the streets. Community outreach teams may include health, social workers and 

community members and can include helping people with:  

• Emotional support. 

• Counselling. 

• Supported living. 

• Support for medication. 

• Autonomous decision making. 

• Help with their recovery journey. 

• Connecting and navigating services and systems. 

• Providing information. 

In addition, they may be involved with mental health prevention 

and promotion advocacy.  

2.6 Supported Living Services for Mental Health  

Supported living services help with independent living via 

providing or supporting access to accommodation for people who 

are homeless or have complicated and long-term mental health 

needs.  

Historically, supported living services were hospital-based and 

isolated people from the community. However, good practice 

services (Box 7.) respect to a person’s right to choose where and 

who they want to live with and provide individualised services.  

2.7 Conclusion  

Good practice services are increasingly popular due to the realisation that people have not been properly 

services by traditional care services and systems. This has required re-thinking and creating services 

which prioritise human rights and the recovery approach. The examples given in the full document show 

that progress can be made by: 

• Helping people talk about their experience and requirements outside of the traditional 

biomedical model. 

• Helping people address all areas of their life in a holistic manner. 

• Promote people to give good and bad feedback on their services. 

• Undertake ongoing self-assessment to improve their services. 

• Promoting non-coercive practices. 

• Valuing community including and participation. 

• Taking a person-centred recovery approach. 

• Collaborating with other services. 

• Incorporating a human-rights approach. 

Box 6.  

Good practice examples 

Atmiyata (Gujarat, India) 

Friendship Bench (Zimbabwe) 

Home Focus (West Cork, Ireland) 

Naya Daur (West Bengal, India) 

Personal Ombudsman (Sweden) 

Box 7.  

Good practice examples 

Hand in Hand Supported Living 

(Georgia) 

Home Again (Chennai, India) 

KeyRing Living Support Networks 

Shared Lives (South East Wales, 

U.K.) 



 

Chapter 3. Towards Holistic Service Provision: Housing, Education, 

Employment and Social Protection 

Chapter 3 describes issues regarding housing, education, and social benefits, giving examples of 

global services.  

3.1 Housing 

Adequate housing is a human right, impacts on mental health and recovery and is a public health priority. 

Adequate housing can protect against early death, positively impact recovery, and is required for people 

with disabilities to fully participate in the community.  

However, people with mental health conditions and psychosocial disabilities are more likely to 

experience homelessness due to an increased risk of barriers to securing adequate housing including: 

• Stigma 

• Discrimination 

• Poverty 

• Lack of available facilities 

The “housing first” approach helps break the cycle between poor mental health and homelessness by 

prioritising people’s access to basic needs must be addressed before mental health issues. The “housing 

first” approach understands that services should be individualised and individual’s choices should be 

respected. 

 

3.2 Education and training 

Education is key to human and economic development and impacts on health, employment, poverty, and 

social capital.  

People with mental health conditions and psychosocial disabilities are often excluded from education, 

face discrimination and stigma, or have their education interrupted. This impacts the individual in several 

ways including: 

Taking a ‘housing first’ approach has been shown 

to: 

Benefit quality of life. 

Improve community adjustment. 

Improve social integration. 

Improve some aspects of health. 

 

Traditional institutionalised settings include: 

Isolation and segregation from independent life. 

May result in a lack of control in their own life 

decisions. 

A rigid routine which does not prioritise autonomy. 

Supervision of living arrangement. 

Sharing or limited influences over who is assisting 

them. 



 

• future education 

• income 

• living standards 

• Community participation 

• Social exclusion 

• economic exclusion.  

To change this education providers must have 

good practice services (Box 8.) and ensure they 

have inclusive approaches, provide health and 

social support and give reasonable 

accommodations.  

3.3 Employment and income generation 

Despite all the benefits access to paid employment can bring, people with mental health conditions and 

psychosocial disabilities continue to face barriers to employment due to discrimination and when they 

are employed they may have poor employment stability and low pay. Traditional approaches often give 

people work in environment with other people with disabilities or with poor work quality, therefore a 

redesign of giving access to well-designed work is needed.  

 

3.4 Social Protection 

Living in poverty increases the risk of developing a mental health condition and psychosocial disabilities.  

Having a mental health condition and/or psychosocial disabilities increases the risk of living in poverty 

due to discrimination, unemployment, and poorer access to beneficial support such as welfare payments 

and support, which negatively impacts recovery.  

Box 8.  

Good practice services 

Support people to identify their own educational goals. 

Support people to (re) enter education of their choice. 

Coordinate with other services 

Provide one-to-one and/or group skill building activities. 

Provide supported education programs. 

Improve self-esteem. 

Build hope. 

Benefits of access to paid employment: 

Provide financial stability and access to basic 

needs 

Improve quality of life and recovery 

Give a sense of purpose and achievement  

Give a sense of autonomy 

Enable individuals to contribute to society 

Help people build a sense of identity and status 

Improve social networks  

Result of gaining work from traditional 

approaches:  

Poor working conditions 

Repetitive work  

Low salaries 

No professional development 

Low transition rates to the broader labour market 

Marginalisation 



 

Ensuring the right of people to have an appropriate standard of living and social protection without 

discrimination is key. However, across many countries eligibility criteria for benefits are becoming more 

strict and more complex to navigate which negatively impacting people with mental health conditions.  

When social protection focuses on work capacity it ignores the stigma and discrimination that many face 

in the employment sector. Additionally, mandatory requirements for social support such as job search 

requirements have been shown to be inappropriate for people with mental health conditions and 

psychosocial disabilities and can result in negative health outcomes. Even when social protection is 

obtained, stigma and discrimination may occur due to receiving the benefits.  

3.5 Conclusion 

Prioritising human rights and a recovery-based approach means making sure that people with mental 

health conditions and psychosocial disabilities have equal access to housing, education, employment and 

social protection. 



 

Chapter 4. Comprehensive Mental Health Service Networks 

This chapter identifies several examples of countries that established networks which provide services 

which collaborate with other services to provide holistic support to people with mental health conditions 

and psychosocial disabilities. 

Developing service networks can help address social determinants of health and associated challenges 

that face people with mental health and psychosocial conditions.  

The most beneficial and successful networks are those that rethink and reshape the relationships 

between services and service users so that they are driven by human rights and a recovery-oriented 

approach.  

Such services collaborate with other sectors such as housing, education and employment and ensure that 

the expertise and unique requirements of service users are heard and met.  

4.1 Well established mental health networks 

Well-established networks are those that have been built over many years and are always working to 

make sure that the rights of service users are respected.  

Well-established networks have a strong and sustained political 

commitment to reforming the mental health care system to drive: 

• A rights and recovery-based approach 

• New policy development 

• Development of new laws 

• An increase in the allocation of resources 

• Development of community-based mental health 

services 

• Integration of community-based mental health services 

and community sectors 

4.2 Mental health networks in translation  

Across the world many countries are trying to expand and develop their mental health networks and 

increase community-based, rights-oriented, and recovery-focussed services.  

These networks focus on rapid development and expansion of community-based mental health centres 

and the move away psychiatric hospitals. This results in ensuring that service users are active participants 

in the community.  

Many networks are also working to better integrate mental health services by taking a multidisciplinary 

approach to care and support, leading to a holistic approach to services. This is done by engaging, 

collaborating and coordination with other community sectors, such as: welfare, health, justice, cultural, 

sports and other varied services.  

Box 9.  

Good practice examples 

Brazil Community Mental Health 

Service Network: A Focus on 

campinas  

East Lille Community mental 

service network (France) 

Trieste community mental health 

service network (Italy) 



 

Given the traditional hospital-based approach to mental health care services is associated with poorer 

outcomes and human rights violations, many countries (e.g., 

Box 10.) are trying to significantly reform their hospitals and 

orientate towards a human rights-based approach via 

deinstitutionalisation. Successful deinstitutionalisation involves 

a set of comprehensive reforms for the whole mental health 

care system, including: 

• Development of community-based services 

• Shift in mindset to person-centred care 

• A move to rights-based support 

• A move to a recovery-approach 

• Efforts to reduce hospitalisations 

• Efforts to close large psychiatric hospitals 

• Increase opportunities for support in general hospitals, 

primary health care centres and community-based 

centres/homes. 

• Include individuals with lived experience as partners in 

change processes and advocacy 

4.3 Conclusion 

Having an integrated network of services and systems is key to good mental health services and should 

reflect the diversity of individual needs.  

They should be accessible to the general population as well as those with mental health conditions and 

psychosocial disabilities.  

A holistic approach is needed which recognises that mental health care is just one factor which leads to 

social isolation, with housing, employment, education, and social protection, all being important factors.  

Integrating social services promotes recovery, community inclusion and human rights.  

A genuine political commitment to the continuous development of community-based service which takes 

a recovery approach is key to building comprehensive networks.  

Box 10.  

Good practice examples 

Peru, with a focus on expanding 

community mental health centres 

Bosnia and Herzegovina, with a focus 

on comprehensiveness of mental 

health centres and community 

linkages 

Lebanon, with a focus on quality 

improvement and the recovery 

approach in hospital-based care 

Lebanon, Peru, Bosnia, and 

Herzegovina, with a focus on 

strengthening civil society organisation 

and meaningful participation of people 

with lived experience) 



 

Chapter 5: Guidance and Action Steps 

There is a global opportunity to place human rights at the centre of mental health systems to enable 

better and more inclusive services.   

Decisive action to establish and maintain good practice services that protect and promote human rights is 

required by: 

• Governments 

• Health and social care professionals 

• Non-government organisations and  

• Organisations with persons with disabilities, and other diverse stakeholders 

Actions will be required across: 

• Policy and strategy 

• Law 

• Service and delivery models 

• Health workforces 

• Information systems 

• Finance 

• The community 

• Research and academia 

5.1 Policy and strategy for mental health 

By making sure human-rights and recovery is key in policy 

and system changes, it is possible to have significant 

positive impacts socially, economically, and politically for 

both government and the broader community. Changes 

also need to be driven by a human rights model which 

recognised the importance of a holistic approach and 

therefore the development of strong collaborations 

between health and social sectors to be successful.  

Taking a human-rights approach to mental health policy, 

strategy and systems also requires a shift in mindset from 

the traditional biomedical model to an approach that 

ensures: 

• The use of non-coercive practices 

• Service users’ legal capacity is respected 

• The right to live in the community is 

acknowledged  

• A recovery approach is taken 

• Those with lived experience are involved in 

decision-making processes 

Policy and strategy actions required:  

Implementing (and integrating) holistic, person-centred, 

recovery-oriented practices that respect people’s autonomy 

and preferences, right to participate in the broader 

community and does not include coercive practices 

Environments that value social connection and respect 

across broader institutions (e.g., education) are created 

Policies and strategies explicitly define how the mental 

health system will be provided and  integrates with other 

social services and supports  

Policies and strategies clearly outline the accountability 

mechanisms which will exist to ensure sustainable change 

A clear strategy to achieve deinstitutionalisation 

A strong commitment to the provision of peer support, 

preferably run by independent peer support organisations 

Acknowledge and formalise in policy the key importance of 

lived experience in decision making processes 

Commitment to monitoring / ending human rights 

violations 



 

• Deinstitutionalisation  

• Development/expansion of community-based services 

• Workforce development across health, mental health professionals and peer supporters 

• Increased financial resources 

• Accreditation and service monitoring to ensure human rights are being met 

• Increased prevention and advocacy initiatives  

• Increasing community understanding of mental health, stigma, and discrimination 

5.2 Law reform 

Mental health related laws directly impact whether 

people can exercise their human rights and 

requires a move away from 

deinstitutionalisation, coercive practices, and 

discrimination. 

Law reform can also be key in ensuring access 

to health care, the ability to be recognised as 

equal to others in terms of: 

• legal capacity 

• informed consent 

• confidentiality 

• access to justice  

• ability to withhold medical information  

• support for decision making 

• the right to liberty and security 

• community inclusion  

• not being exposed to exploitation, 

inhuman treatment, or violation of 

human rights.  

5.3 Service model and delivery of community-based mental health services 

In addition to community care being more accessible it should also be:  

• Personalised 

• Inclusive 

• Comprehensive 

• Rights-based 

• Contribute to independent living 

• Contribute to community inclusion 

• Involves a range of services (e.g., crisis response, outreach, peer support etc.) 

Mental health law reform actions required:  

People with lived experience are engaged in the law reform processes 

Key stakeholder receive training to improve their understanding and 

capacity prior to law reform 

Law reform processes identify problematic legislation  

Discriminatory provisions in law across broad community sectors  

Substitute decision-making legislation with law that recognises capacity 

Ensure that admission / treatment laws are based on informed consent  

Laws and regulations provide alternatives to coercive practices and 

protect against outside encouragement / coercive practices 

Laws and regulations provide provisions for support and 

accommodation  

Laws and regulations cover will determination for people who are not 

able to communicate 

Laws and regulations cover consequences of breaches of human-rights 

Mechanisms for monitor services are articulated in law and regulations 

Ensure legal aid services are accessible 



 

Community-based services cannot fill every need and 

therefore it is important that mental health services 

and social sector services engage and collaborate in a 

practical and meaningful way.  

While formal services will always be required, they can 

be complimented by families, carers and support 

persons can also provide some support. Family 

support has been shown to:  

• Reduce hospitalisation rates and duration 

• Reduce mental health crises 

• Improve recovery 

Traditional and faith-based healers and organizations 

can also play a supporting role, but instances of 

coercive measures have been reported. 

The QualityRights assessment tool kit (WHO) can be 

used to assess the quality and alignment of mental 

health services and social care homes with human 

rights. There is also a Transformation tool to help 

countries transform and improve services based on 

gaps found via the QualityRights tool.  

5.4 Financing 

In many countries investment in mental health is low and as a result has low access and is poor quality. 

80% of mental health budgets in low/middle income and 

35% in high-income countries countries goes to mental 

hospitals (WHO, 2017). However, the equivalent 

support in the community has been shown to be 

cheaper. Further, health insurance/national health 

system reimbursement schemes drive a biomedical 

model approach, rather than a recovery-oriented and 

human-rights centred approach.  

By changing the types of services and interventions 

that are funded, the use of coercive practices can also 

be reduced and a person-centred approach can be 

encouraged.  

One way to improve services are by governments 

contracting NGOs to deliver services, e.g., Afiya House 

(USA), services in Bosnia and Herzegovina, Hand in 

Hand (Georgia). To appropriately integrate and enable 

NGO’s governments must consider a holistic 

Service model actions required:  

Develop a network of community-based mental health services 

and start the process of deinstitutionalisation  

Develop person-centred, inclusive, comprehensive, and rights-

based services within the network 

Ensure adequate support is provided to all key stakeholders 

Educate stakeholders to build knowledge and support tools 

Work to stop the use of coercive practices used by traditional and 

faith-based healers and capitalise on the positive support given  

Ensure community-based care is human-rights aligned 

Introduce policies and practices to protect against coercive 

practices and enable autonomy  

Address stigma and cultural barriers and involve people with lived 

experience in service development, design, and delivery 

Create services that provide unique and holistic approaches to 

recovery, which are also culturally appropriate. 

Ensure services are accessible and responsive to all. 

Collaborate with social services to enable access to resources, 

education, employment, and community participation 

Collect and respond to independent and anonymous feedback 

Ensure regular independent assessments of services 

Provide independent services that allows for complaint raising 

 

Financing actions required:  

Increase the budget for mental health  

Invest in (and incentivise) evidence-based/human-rights 

based/person-centred/recovery-oriented community services 

and supports  

Invest in the social sector to provide holistic support 

Eliminate discrimination for people with mental health conditions 

or psychosocial disabilities (e.g., fair insurance plans and 

premiums, accessible long-term support) 

Incentivise the closure of psychiatric hospitals  

Eliminate incentives for non-evidence-based interventions and 

treatments 

Incentivise non-coercive approaches / holistic approaches  

Prioritise good practice, community-based services as an 

alternative to institutionalisation/over reliance on specialist care 

Integrate recovery-oriented NGO services   

 



 

reimbursement model (e.g., services but not transport costs can lead to barriers to service uptake). 

5.5 Workforce development and training 

Type and quality of services are impacted by staff: 

• Recruitment 

• Motivation 

• Retention 

• Education 

• Training (which is balanced with person-

centred and recovery approaches, not 

just the biomedical model) 

• Professional development 

To move to a person-centred and recovery-

oriented approach changes must occur in 

staff/leaders/policy makers and others: 

• Attitudes (e.g., reducing fear and stigma) 

• Knowledge 

• Competencies 

• Skills 

Additionally, educational institutions should ensure 

that the teachings they offer reflect the fact that individuals will have unique needs that need to be met 

and should offer education in a variety of ways to make it more accessible (e.g., online, face-to-face, 

practical). 

5.6 Psychosocial interventions, psychological interventions, and psychotropic drugs 

Access to evidence- and human rights-based interventions, including psychosocial and psychological 

interventions, and psychotropic drugs, is a human right. However, whether these interventions are 

helpful differs depending on the person and their circumstances.  

Limitations, side-effects (including withdrawal) and use should be based on an individual’s own will, 

preferences, and consent.  

Psychotropic drugs are often still seen as a primary treatment path and while some evidence shows they 

can help, it is key that they are not overused or abused. When people wish to come off psychotropic 

drugs they should be actively supported to do so.  

A holistic and personalised approach should always be taken to treatment and support, and this includes:  

• psychosocial interventions (e.g., support with housing, education etc.) 

Workforce development and training actions required:  

Provide competency-based education and ongoing training, 

which highlights the importance of social determinants of mental 

health (e.g., poverty, violence, discrimination etc.) 

Undertake curriculum redesign in relevant higher education 

courses so that they include training on human rights, disability 

and person-centred, recovery approaches in mental health and 

social care. This should also include how to support 

reduction/elimination of psychotropic drugs when it is desired 

Build networks that can provide internships/placements in 

human rights and person-centred, recovery approaches 

Offer ongoing PD which includes training on human rights, 

disability and person-centred, recovery approaches in mental 

health 

Enforce required accreditation on human rights, disability, and 

person- centred-recovery approaches in mental health 

Ensure community wide co-production and educational/training 

design and delivery with those with lived experience 

Ensure education and training is accessible to all geographical 

areas and unique learning needs. 



 

• Psychological interventions 

• Peer support  

Psychological interventions require the providers to 

have an alliance with the service user and 

understand cultural and world view implications. 

Types of psychological interventions that have 

been shown to be effective include:  

• Interpersonal therapy 

• Cognitive behavioural therapy 

• Dialectical behaviour therapy  

• Mindfulness-based interventions 

While online mental health tools and apps are increasing popular it is important that they take an 

evidence-based, comprehensive approach to understanding mental health in a holistic way and include a 

person-centred and recovery-oriented approach and do not weaken the responsibility of governments to 

provide appropriate mental health services and supports.  

5.7 Information systems and data 

Mental health information systems are key to having a mental health system that functions well.  

Data can be used to evaluate and assess the mental health system and inform the public about the 

quality of various services. Therefore, data should be publicly available and accessible.  

To give an accurate insight in the the mental health system, data must be collected within and outside 

the health sector. Surveys can also be used to investigate a particular area. Data should be collected in a 

way that it can be broken up by age and sex.  

The following are examples of what kind of data could be collected:  

• % of the mental health budget given to community-based services vs. psychiatric hospitals/beds 

• Amount of the budget allocated for each form of treatments (e.g., psychotropic drugs, 

psychosocial interventions etc.)  

• Mortality rates (by type and cause) of people with mental health conditions and psychosocial 

disabilities 

• Suicide rates/ attempts among persons with mental health conditions or psychosocial disabilities 

• Demographics relating to poverty, incarceration, income, employment, education, housing and 

homelessness, social protection etc of those with a psychosocial disability vs. other disabilities 

and general population 

• Health related demographics, including access to care and treatment 

• Cost and prescription rates of psychotropic drugs 

• Number of people receiving support and the type of support 

• Number of people (and demographics of) those under guardianship or other substitute decision-

making situations 

• Rates of involuntary hospitalization 

• Rates of people with legally enforceable advance plans or directives 

Intervention actions required:  

Implement a systematic approach to obtaining wilful, informed 

consent for interventions.  

Ensure that psychosocial interventions are holistic and 

individualised  

Ensure a range of accessible treatment options (pharmacological 

and non-pharmacological) and the pros and cons are 

comprehensively discussed 

Provide support to those wanting to reduce/eliminate their use of 

psychotropic drugs 

Evaluate and monitor the use and costs of all treatment options 



 

• % of services that meet quality and human rights standards 

• % of relevant staff who are trained on human-rights (by profession and industry type 

Within the population of those with mental health conditions and psychosocial disabilities the following 

are examples of data that could be collected by age and sex:  

• % residing in institutions vs. % in secure/forensic units 

• % undergoing forced interventions 

• % subjected to seclusion, physical, mechanical, and chemical restrains 

• % subjected to involuntary admission 

• % accessing services (by service type) 

• % with legally enforceable advance plans or 

therapeutic recovery plans 

• % who have died in mental health services 

and institutions. 

Service exit survey data may include:  

• Use of coercive practices 

• Experience of violence, abuse, or neglect 

• Respect for autonomy, will and preferences  

• Support to develop an advance directive or 

recovery plan (and whether they were 

upheld, revised etc.) 

• Level of attention to ensuring community 

inclusion in a recovery plan 

• Access to peer support 

5.8 Civil society, people, and the community 

Broad efforts are required to truly create inclusive societies and communities. There are several actions 

described in section which can contribute.  

5.8.1 Addressing negative stigmatizing and discriminatory attitudes of whole communities 

Action needs to be taken to change negative and stigmatising attitudes, mindsets, and discriminatory 

practices both within health care settings but also across community and sectors (e.g., NGOs, educational 

institutions, workplaces, justice sectors etc.). Advocacy campaigns and human rights training are some of 

the key ways in which stigma and discrimination can be addressed and work best when they involve 

personal contact with those who have lived experience themselves.  

Addressing stigma and discrimination also helps to promote diversity, acceptance, and inclusiveness.  

To address these issues, people with mental health conditions and psychosocial disabilities must be fully 

aware of their rights. In addition, family members and carers must understand, support, and respect 

these rights.  

Information systems and data actions required:  

Review, discuss and prioritise which indicators will be used, and 

which data will be collected from a national and service level 

Collect and report on data at national and service levels and 

break this down by demographics where appropriate 

Collect information from exit surveys to assess quality of care and 

respect 

Clearly articulate data collection methods 

Use data to inform the community about the state of mental 

health and the way that policy, strategy, and interventions can be 

used to improve 

Make collected data transparent and verify it with other available 

data 



 

People with lived experience should have a key and unique role in designing and implementing advocacy 

and awareness campaigns.  

5.8.2 Supporting the development of civil society 

To ensure the broad community can be mentally healthy, civil society should contribute to decision-

making at the political, social and community level. By increasing the political empowerment of civil 

society, a community’s engagement to identifying problems and solutions, is also increased.  

Civil society groups can play a key strategic role in human-rights advocacy and to ensure policy and 

services reflects the needs of their community.  

In many countries people with mental health conditions and psychosocial disabilities have many barriers 

to actively participating in policy creation and decision making. This can be due to a lack of lived 

experience organisations, a lack of funding, lack of human resources and/or support.  

Reflecting on and adapting learnings from historical issues which were addressed, such as with HIV, 

shows that it is important to empower those with lived experience and actively engage them in all 

advocacy activities and empowering them to fight for their rights.  

Organisations of people with lived experience have unique perspectives that can ensure that the mental 

health systems and services adequately address the needs of individuals and respect their human rights. 

Therefore, they can and should play a key role as advisors to the government in relation to mental health 

policy, laws, regulations, and service transformation.  

Other important roles that civil society can play include:  

• Advocate to change negative attitudes and practices and calling governments to account  

• Provide education and training on mental health, disability and human rights 

• Provide services where direct support is provided (e.g., crisis support services, peer support etc.)  

5.8.3 The Media 

The media can influence public awareness, knowledge, and responses to mental health issues both in 

good (increasing knowledge) and bad ways 

(increasing stigma).  

Therefore, media companies and journalists have 

a key role in promoting a human rights and 

recovery agenda and can do so by highlighting 

successful stories of recovery and respect for 

human rights. 

Social media has great potential to increase the 

knowledge and promotion of human rights and 

recovery and supportive interventions. It also 

offers a place for those with lived experience to 

express themselves and build networks.  

Media actions required:  

Ensure training on human rights is provided to all key influencers 

across sectors 

Invest in and support the establishment and sustainability of 

representative organisations for those with mental health 

conditions and psychosocial disabilities. Additionally, make sure 

these organisations are collaborated with in terms of policy, 

planning, legislation, and service development 

Work with media to make sure they report accurately and 

responsibility on the lives of people with mental health and 

psychosocial disabilities. This includes advocacy and educating the 

public on human rights violations and helping to end stigma 



 

5.9 Research 

Psychiatric research has been dominated by the biomedical model, with a focus on neuroscience, 

genetics, and psychopharmacology. Human rights-based approaches to mental health in research is 

limited.  

However, the research that exists have shown that reducing coercive practices via de-escalation, 

response teams, comfort rooms, individualised plans, and interventions to increase autonomy is 

evidenced and therefore should be implemented. However, research on the social, economic, and 

cultural issues impacting mental health and interventions is still very limited, yet important in moving 

away from a biomedical model understanding of 

mental health problems.  

Importantly, there is no evidence to justify coercive 

interventions and research shows coercive 

practices have negative impacts (e.g., on physical 

and mental health and can even lead to death). 

A significant increase in investment for qualitative 

and quantitative research looking at costs and 

outcomes for recovery-oriented approaches is 

needed. Those with lived experience can make 

significant contributions and should play a 

leadership role in this research. However, research 

being designed and led by those with lived 

experience are sparse.  

People with lived experience must be genuinely 

and meaningfully involved at all levels to bring new 

meaning and strength to the research.  

 

 

 

 

Research actions required:  

Increase investment and funding for quantitative and qualitative 

research and evaluations of recovery-oriented services, policy, 

law, and approaches to ending coercion, increasing autonomy, 

and reducing over-reliance on medication. 

Incentivise research focusing on person-centred and recovery-

oriented services and their integration into health and social 

systems 

Push for meaningful research outcomes to mean ‘participation 

and inclusion’ rather than clinical outcomes and symptoms.  

Incentivise research that focuses on interventions to address 

social, economic, and cultural issues impacting mental health 

Promote research on the determinants of mental health 

Appoint those with lived experience to leadership roles in setting 

research agendas, developing and implementing research 

Communicate the results in an accessible way to all stakeholders 

(e.g., practitioners, policy makers, society, NGO’s, OPDs and 

academia) 


