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Foreword
This Guidance on mental health policy and strategic action plans provides countries with a comprehensive 
pathway to mental health policy reform. This is in line with an increasing consensus on the importance of 
embracing rights-based, person-centered, and recovery-oriented approaches that emphasize autonomy and 
dignity, while also engaging people with lived experience in planning and decision-making.

Our collective vision is for a world where mental health is integrated into primary health care, and where services 
are accessible, respectful, and empowering. Mental health planning should also take into account the social and 
structural factors such as poverty, housing, education, and employment, as well as the negative impact of stigma, 
discrimination, and other systemic barriers. Addressing these interconnected issues is fundamental to achieving 
holistic and sustainable outcomes. Collaboration across sectors is essential to implement equitable and effective 
community-based services.

This publication is a testament to the invaluable contributions of people with lived experience, whose voices 
and insights are central to this transformative agenda. It is their stories, resilience, and advocacy that underpin 
the urgency of this work and inspire us towards a more inclusive and compassionate world. This Guidance is a 
vital resource for policymakers, practitioners, and advocates alike, providing practical and actionable strategies 
to accelerate progress, while helping to protect the rights and dignity of those seeking care.

Dr Tedros Adhanom Ghebreyesus
Director-General
World Health Organization
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Glossary
Biomedical model
The biomedical model views mental health conditions as primarily caused by neurobiological factors (1, 2). With 
this approach the main focus of care is on diagnosis, medication, and symptom reduction, often overlooking 
the social and structural factors affecting mental health and individuals’ needs and rights for inclusion, social 
protection, among others (3).

Community mental health care
Community-based mental health care, including both specialized and non-specialized care, allows people to live 
and to receive care within their own communities, rather than in institutional settings (such as psychiatric 
hospitals or social care facilities), promoting equality and inclusion within society. Community mental health 
care involves a network of interconnected services, including: mental health services integrated into general 
health care; community mental health centres; outreach, providing care at home or in public spaces; and access 
to key social and other support services. While there is no universal model for organizing these services, every 
country can take steps to restructure and expand community mental health care to uphold the right to live and 
be included in the community (3).

Deinstitutionalization
Deinstitutionalization involves relocating individuals from institutional settings back into their communities and 
closing institutional beds to prevent further admissions. Successful deinstitutionalization requires comprehensive 
community-based services, sufficient financial and structural investment, and a shift in mindsets and practices 
to value people’s rights to community inclusion, liberty, and autonomy (3).

Disability
According to the United Nations Convention on the Rights of Persons with Disabilities (C R P D), disability results 
from the interaction between individuals with impairments or health conditions and societal barriers that limit 
their full and equal participation. Article 1 of the C R P D defines “persons with disabilities” as those with long-term 
physical, mental, intellectual, or sensory impairments that, when combined with barriers, hinder their full and 
effective participation in society. This reflects the social model of disability, which highlights the role of societal 
barriers that give rise to disability, and the human rights model, which asserts that people with disabilities have 
the right to demand the removal of these barriers to ensure equality and non-discrimination (4).

Groups that face discrimination
This refers to groups of people within a given culture, context and history, who face, or are at risk of, discrimination 
and exclusion due to unequal power relationships. These groups may face discrimination based on age, gender, 
sexual orientation, disability, migrant and refugee status, race and ethnicity, indigeneity, houselessness status, 
language, religion, political or other opinions, education or income, living in various localities, or any other status 
(5). Discrimination on any such ground is prohibited in international human rights law.

Human rights-based approach
This is an approach grounded in international human rights law, aimed at promoting and protecting human rights. 
In mental health, it involves adopting legal and policy frameworks that comply with State obligations under international 
law. It equips both State and non-State actors to identify, analyze, and address inequalities and discrimination, and 
to reach those who are marginalized. It also provides avenues for redress and accountability when necessary (6).



	 Glossary	 xiii

Legal capacity
The C R P D defines legal capacity as “…the capacity to be both a holder of rights and an actor under the law. Legal 
capacity to be a holder of rights entitles persons to full protection of their rights by the legal system. Legal capacity 
to act under the law recognizes the person as an agent with the power to engage in transactions, and create, modify 
or end legal relationships” (7). Legal capacity is an inherent and inalienable right, distinct from ‘mental capacity’ 
(which refers to people’s decision-making abilities) since, regardless of a person’s perceived abilities to make decisions, 
under the C R P D they nevertheless retain their right to exercise their legal capacity on an equal basis with others.

L G B T I Q +
L G B T I Q + is an acronym for lesbian, gay, bisexual, transgender, intersex and queer/questioning people. The plus 
sign represents people of diverse sexual orientation, gender identity, gender expression and sex characteristics 
who identify with other terms. This acronym, adopted from a Western (predominantly Anglophone) context, has 
become a term of convenience in the realm of public health and health research, including for some normative 
statements on human rights by W H O and other U N entities (8). While the acronym L G B T I Q + (or a derivation of 
it, such as L G B or L G B T) is widely used globally and in U N publications, it does not encompass the full diversity 
of terms used to describe sexual orientation, gender identity and expression, and sex characteristics.

Lived experience
This can refer to personal experience with mental health services, mental health conditions, or specific living 
conditions like poverty. It describes how someone has experienced and understands a particular situation, 
challenge, or health issue.

Mental health and psychosocial support (M H P S S)
This is a composite term for any local or external support aimed at protecting or promoting psychosocial 
well-being or preventing and treating mental health conditions (9).

Procedural accommodation
This refers to necessary modifications and adjustments in the context of access to justice, ensuring equal 
participation for persons with disabilities and other groups. Unlike reasonable accommodations, procedural 
accommodations are not limited by the concept of disproportionate or undue burden (10).

Person-centred care
This focuses on aligning care with individuals’ preferences, needs, values, and strengths, and with people’s 
unique circumstances and goals in life. It requires that people actively participate in decisions about their 
treatment and care, aiming to foster trusting partnerships, dignity, respect, and autonomy, while also addressing 
social and structural factors affecting mental health in order to provide holistic care (11).

Psychiatric and social care institutions
Institutions are living environments where residents are separated from the broader community, are often 
isolated, and lack control over their lives and decisions affecting them. Such settings also often prioritize 
institutional over individuals’ needs (12). Institutions may include standalone psychiatric hospitals, social care 
homes, and other facilities where people experience these restrictions. Even small, community-based facilities 
can be considered institutional if they impose rigid routines, restrict autonomy, and fail to promote genuine 
community inclusion. This definition does not include psychiatric units or services located in the community 
and integrated within general hospitals, and within the broader general healthcare system, provided that 
autonomy and rights are respected.
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Psychosocial disability
This guidance adopts the definition of disability set out in the C R P D — see above. In this context, psychosocial 
disability refers to the barriers (for example discrimination, stigma and exclusion) that arise from the interaction 
between individuals with mental health difficulties and attitudinal and environmental factors that hinder people’s 
full and equal participation in society. This term emphasizes a social rather than a medical approach to mental 
and emotional experiences. While the C R P D uses the term “impairment”, this Guidance avoids this term in order 
to respect the diverse perspectives of people with lived experience of psychosocial disability, and the dynamic 
nature of mental and emotional states (3, 13, 14).

Reasonable accommodation
The C R P D defines reasonable accommodation as necessary and appropriate modifications that do not impose 
a disproportionate or undue burden, ensuring that persons with disabilities and other groups can enjoy and 
exercise all human rights and fundamental freedoms on an equal basis with others (15).

Recovery
The recovery approach in mental health focuses on supporting people to regain or maintain control over their 
lives. Recovery is personal and different for each person, and can include finding meaning and purpose, living 
a self-directed life, strengthening self-worth, healing from trauma, and having hope for the future. Each person 
defines what recovery means for them and decides which areas of life to focus on as part of their recovery 
journey. Recovery views the person and their context as a whole, rather than aiming for the absence of symptoms 
or a so-called cure (16).

Substitute decision-making
This refers to regimes where a person’s legal capacity is removed, and a substitute decision-maker is appointed 
to make decisions on their behalf, often based on what is perceived as the person’s best interests, rather than 
their own will and preferences (17).

Supported decision-making
The C R P D describes supported decision-making as regimes that provide various support options enabling a 
person to exercise legal capacity and make decisions with support (18). Supported decision-making can take 
many forms but does not remove or restrict legal capacity. A supporter cannot be appointed by a third party 
without the person’s consent, and support must align with the individual’s will and preferences (19).
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Executive summary

Mental health policy reform is urgent

Mental health has become a global priority, recognized as influencing every aspect of life — from emotional 
and social well-being to physical health, relationships, and community involvement. It is a vital asset that should 
be protected and nurtured for individuals and societies to thrive. To achieve this, governments need to establish 
robust policies and approaches to address the mental health needs of their populations, while continually acting 
to protect and promote mental well-being.

In response there is growing momentum for policies to adopt a rights-based, person-centred, and recovery-
oriented approach, in line with international human rights commitments, such as the Convention on the Rights 
of Persons with Disabilities and the W H O Comprehensive mental health action plan 2013–2030 (20, 21). These 
approaches emphasize addressing stigma and discrimination and ensuring people’s autonomy, dignity, and 
rights are respected. They also stress that mental health should be integrated as a core component of Universal 
Health Coverage (U H C) and the universal need for equitable access to comprehensive, quality mental health 
services, regardless of people’s socioeconomic status or geographical location.

Despite these global commitments, many countries still lack mental health policies and plans that fully align 
with international human rights standards or address the broader societal factors affecting mental health. All 
countries having endorsed W H O’s Comprehensive mental health action plan 2013–2030 are committed to developing, 
updating, and implementing national policies and strategies, with a global target for 80% of countries to achieve 
this alignment by 2030.

A comprehensive framework for reform

This Guidance on mental health policy and strategic action plans was created to support countries in reforming 
their mental health policies and updating strategic action plans, placing human rights and the social and structural 
determinants of mental health at the core of all policy reform efforts. Grounded in international human rights 
frameworks, particularly the U N Convention on the Rights of Persons with Disabilities (C R P D), the Guidance calls 
for mental health systems that promote legal capacity, non-coercive practices, participation, and community 
inclusion. It aims to ensure that all people are treated with dignity, respect, and on an equal basis with others. 
By addressing broader social and structural determinants – such as poverty, housing insecurity, unemployment, 
and discrimination – and emphasizing multi-sectoral collaboration, the guidance promotes a holistic approach 
to mental health reform, advancing equity and social justice.

This Guidance serves as a valuable resource not only for policy-makers and planners but also for a wide range 
of stakeholders, including individuals and organizations involved in mental health advocacy and reform. It can 
help these stakeholders gain a better understanding of mental health systems, policy reform processes and 
key issues to be addressed in the development and implementation of rights-based mental health policy and 
strategic actions.

https://iris.who.int/handle/10665/345301
https://apps.who.int/iris/handle/10665/345301
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Structure of the Guidance

The Guidance discusses important policy areas for reform and outlines key steps that countries should work 
through in developing, implementing, evaluating and monitoring their mental health policy and strategic 
action plan. The Guidance is divided into five modules published as separate documents.

Module 1. Introduction, purpose and use of the guidance

This module discusses the challenges related to mental health policy and the need for reform in line with the 
international human rights framework, highlighting essential considerations and new directions.

Module 2. Key reform areas, directives, strategies, and actions for mental health 
policy and strategic action plans (this document)

This module details five key policy areas for reform together with associated directives, strategies and actions 
that can be prioritized and adapted by policy-makers and planners according to each country’s specific contexts. 

Key policy areas for reform

Within each policy area, a menu of policy directives, strategies, and actions guides reform efforts, helping policy-
makers and planners prioritize and tailor policies to their specific context, in line with their available resources 
or organizational structures. At the end of each policy area, the Guidance highlights key issues requiring special 
considerations for diverse groups: children and adolescents, older adults, women, men and gender-diverse 
persons, the L G B T I Q + community, persons with disabilities, migrants and refugees, persons from minoritized 
racial and ethnic groups, Indigenous Peoples, and persons who are houseless or with unstable housing. Due 
to unique characteristics, life circumstances, or unmet needs, these groups may require specific support and 
attention beyond that of the general population.

Policy area 1. Leadership, governance, and other enablers

Policy area 1 discusses strengthening leadership and governance structures to ensure the sustainability, 
accountability, and effective implementation of mental policy reforms.

Policy directives

	ꞏ coordination, leadership and accountability;

	ꞏ financing and budget;

	ꞏ information systems and research;

	ꞏ people with lived experience, civil society, and communities;

	ꞏ rights-based law reform.

https://iris.who.int/handle/10665/380465
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Policy area 2. Service organization and development

Policy area 2 discusses development and implementation of comprehensive community-based mental health 
services and support that are rights-based, person-centred and recovery-oriented; and reorganization of mental 
health systems to transition from institutionalized care to services in the community. 

Policy directives

	ꞏ coordinated rights-based community mental health services and support at all levels of care; 

	ꞏ integrated mechanisms that respond to social and structural factors and take rights-based approaches in 
mental health;

	ꞏ partnerships for community inclusion, socioeconomic development, and for protecting and promoting rights;

	ꞏ deinstitutionalization.

Policy area 3. Human resource and workforce development

Policy area 3 discusses building a diverse, competent and resilient workforce capable of delivering person-
centred, rights-based, and recovery-oriented mental health services and support.

Policy directives

	ꞏ a multidisciplinary workforce with task sharing, training and support;

	ꞏ recruitment, retention and staff well-being;

	ꞏ competency based curricula for mental health.

Policy area 4. Person-centred, recovery-oriented and rights-based assessment,  
interventions and support

Policy area 4 discusses providing assessment, interventions and support that is comprehensive, offers choice, 
is responsive to individual support needs and is rights-based, person-centred and recovery-oriented. 

Policy directives

	ꞏ assessment of mental health and support needs by multidisciplinary teams;

	ꞏ physical health and lifestyle, psychological, social and economic interventions;

	ꞏ psychotropic drug interventions.

Policy area 5. Mental health sector contributions to addressing social and structural 
determinants and society-wide issues impacting mental health and well-being

Policy area 5 discusses expanding the mental health sector’s role to address the social and structural determinants 
that shape mental health outcomes, promoting equity, human rights and inclusiveness. 

Policy directives

	ꞏ improved literacy and transformed mindsets to promote mental health and well-being and combat stigma, 
discrimination, and exclusion;

	ꞏ joint actions on social and structural determinants and society-wide issues.
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Module 3. Process for developing, implementing, and evaluating mental health 
policy and strategic action plans 

This module outlines key principles and nine discrete and non-linear steps.

1.	 Conduct high-level policy dialogue. Bring together high-level stakeholders from key sectors and civil 
society to establish commitment and engagement for mental health reform.

2.	Establish a multistakeholder advisory committee. This committee is important to oversee development 
and implementation of the policy and strategic action plan with input from all relevant sectors and stakeholders, 
including people with lived experience.

3.	Build understanding and new mindsets. It is key to address stigma and discrimination and resistance to 
rights-based approaches from the outset of policy development.

4.	Review international human rights obligations and commitments. Understanding key international 
human rights frameworks, including the U N Convention on the Rights of Persons with Disabilities (C R P D) is 
essential to inform policy development. 

5.	Undertake situational analysis. Assess the current mental health context, identifying gaps, priorities, and 
challenges to inform policy and strategic action plan development.

6.	Draft the mental health policy. Develop the mental health policy, including key areas for action and policy 
directives based on a situational analysis, incorporating input from all relevant stakeholders.

7.	 Draft the mental health strategic action plan. Develop a strategic action plan with defined strategies 
including timeframes, targets, indicators, specific actions, outputs, and costs to effectively implement the policy.

8.	Implement the policy and strategic action plan. Well-planned and sustainable implementation requires 
awareness-raising, dissemination, and communication; incremental and scaled up implementation processes; 
fundraising; and a realistic programme of work.

9.	 Monitor and evaluate. Set up mechanisms to continuously track progress, identify challenges, and adjust 
for successful implementation.

Checklists are also included to help planners assess and evaluate both pre-existing and newly drafted policies 
and strategic action plans.

https://iris.who.int/handle/10665/380467
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Module 4. Country case scenarios

This module provides three country case scenarios to illustrate the varied approaches countries can take when 
reforming their mental health policy, including how policy directives, strategies, and actions can be tailored to 
fit specific local contexts.

Module 5. Comprehensive directory of policy areas, directives, strategies and 
actions for mental health

This module provides a quick access directory to material discussed in Module 2, enabling easy navigation.

A pathway to action

This Guidance offers a comprehensive blueprint and framework for developing national mental health policies 
and strategic action plans and aligning them with international human rights standards. It outlines key policy 
areas for reform, including policy directives, associated strategies and actions that are adaptable and can be 
selected and prioritized in line with country-specific contexts. It also advocates a rights-based, person-centred, 
and recovery-oriented approach while addressing the social and structural determinants of mental health. By 
promoting multi-sectoral collaboration, the guidance provides a pathway to building equitable, inclusive mental 
health systems that respect autonomy and dignity. 

Countries are urged to implement this guidance to reform their mental health policies, so that these deliver 
lasting, evidence-based and rights-driven solutions for all.

https://iris.who.int/handle/10665/380468
https://iris.who.int/handle/10665/380469
https://iris.who.int/handle/10665/380466
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Introduction
This module outlines five key policy areas often in need of reform:

	ꞏ leadership, governance and other enablers;

	ꞏ service organization and development;

	ꞏ human resource and workforce development;

	ꞏ person-centred, recovery-oriented and rights-based assessment, interventions and support;

	ꞏ mental health sector contributions to addressing social and structural determinants and society-wide issues 
affecting mental health and well-being.

The first policy area, Leadership, governance, and other enablers, is cross-cutting, influencing each of the other 
policy areas and fostering important interrelationships among them. Additionally, there are frequent cross-
references between these areas, reflecting their close interconnections.

For each of these policy areas, the module offers a menu of policy directives, strategies, and associated actions 
to guide reform efforts and address human rights challenges and social determinants of mental ill-health 
(see Box 1). Each policy area begins with an overview of key challenges, followed by policy directives that provide 
contextual information and illustrative text examples. Strategies and actions are then organized under each 
directive, offering clear guidance on the necessary steps to implement the policy effectively.

Box 1. Example social and structural determinants of mental health

Social and structural determinants include (but are not limited to):

	ꞏ stigma, discrimination and racism based on individuals’ status or identity;

	ꞏ poverty;

	ꞏ gender (for example, inequality and harmful gender norms);

	ꞏ lack of, lower levels of or interrupted education;

	ꞏ unemployment, job insecurity or income inequality;

	ꞏ houselessness or unstable housing;

	ꞏ food insecurity (in terms of availability and type of food);

	ꞏ public health emergencies (for example, COVID-19);

	ꞏ climate change, natural hazards, pollution and industrial disasters;

	ꞏ humanitarian crises (such as war, armed conflict, forced displacement, natural disasters, human-
caused disasters, and other complex emergencies) and forced displacement and migration;

	ꞏ violence and abuse; and

	ꞏ loneliness and social isolation.

At the end of each policy area, the Guidance highlights key issues requiring special considerations for diverse 
groups. Due to unique characteristics, life circumstances, or unmet needs, these groups may require additional 
support beyond that of the general population. Figure 1 presents a schematic representation of the policy areas, 
directives, themes, and groups requiring special consideration covered in this module.
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All five policy areas emphasize: a person-centered, recovery-oriented and rights-based approach, in collaboration 
with diverse government sectors (see Box 2); the meaningful participation of people with lived experience; 
eliminating stigma and discrimination; and fostering positive changes in attitudes, mindsets and culture within 
mental health.

Box 2. Government sectors with influence over mental health

This non-exhaustive list highlights sectors that can play a role in protecting and promoting mental health:

	ꞏ culture, art, and sports;

	ꞏ defence and veterans’ services;

	ꞏ education;

	ꞏ employment;

	ꞏ environment, conservation and climate protection;

	ꞏ financing and treasury;

	ꞏ health;

	ꞏ interior;

	ꞏ justice;

	ꞏ social protection; and

	ꞏ urban and rural development.

The policy directives, strategies, and actions outlined in this module show how key challenges in mental health 
can be addressed. Countries are encouraged to prioritize and select options based on their specific needs, 
tailoring policies, and strategic actions to fit their unique local contexts, circumstances and resources. It is not 
expected that countries will adopt every policy directive, strategy, or action listed in the Guidance. Some may 
choose only a limited number of areas to focus on, while others may select a broader set. Prioritization should 
be a collaborative, bottom-up process engaging diverse stakeholders (See Box 3). Module 3 provides a 
comprehensive discussion of the development and implementation process, along with checklists to assist 
policymakers and managers. Module 4 provides illustrative case study scenarios and Module 5 offers a quick 
access directory of policy areas, directives strategies and actions.

https://iris.who.int/handle/10665/380467
https://iris.who.int/handle/10665/380468
https://iris.who.int/handle/10665/380469
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Box 3. Key actors and groups/organizations to engage

Key actors

	ꞏ people with lived experience of mental health conditions and psychosocial disabilities;

	ꞏ policy-makers and managers from health and social sectors;

	ꞏ politicians (for example, ministers, city and town mayors);

	ꞏ representatives from groups that face discrimination;

	ꞏ community leaders and gatekeepers, such as local chiefs or village leaders, traditional and faith-based 
healers or leaders;

	ꞏ mental health and general health practitioners as well as other relevant and allied professionals at all 
levels of health care;

	ꞏ families and other caregivers;

	ꞏ legal and human rights experts and professionals;

	ꞏ academics and researchers; and

	ꞏ philanthropists.

Key groups and organizations

	ꞏ government sectors/departments (see Box 2);

	ꞏ organizations of people with disabilities;

	ꞏ organizations of people with lived experience;

	ꞏ other organizations of groups that face discrimination; 

	ꞏ local civil society groups;

	ꞏ nongovernmental organizations (N G Os);

	ꞏ charity and voluntary organizations;

	ꞏ faith-based organizations;

	ꞏ organizations representing mental health practitioners, general health practitioners,  
and other multidisciplinary practitioners;

	ꞏ organizations representing families and caregivers;

	ꞏ academic and research institutions; and

	ꞏ legal aid and human rights organizations.

Furthermore, each policy directive, strategy, or action outlined in this module can be modified or adapted to 
meet a country’s unique needs, reflecting its specific history, organizational structures, and stage of mental 
health system development. The examples provided are intended to guide, not prescribe, offering a flexible 
model for how policies and strategic action plans might be drafted. Final texts should reflect each country’s 
context, clearly outlining the purpose, scope, and commitments of its policy. Additionally, countries are encouraged 
to introduce new directives, strategies, and actions that may not be covered in this Guidance.

The annex gathers practical resources from wide-ranging sources that may help policy-makers and implementers. 
These tools and references are grouped by the policy directive they can help implement.
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Fig. 1. Overview of policy areas, directives, themes and groups needing 
special consideration

Integrated themes  
for policy areas 1–5
Person-centred, recovery-
oriented and human rights-based 
approach; meaningful 
participation of people with lived 
experience; eliminating stigma 
and discrimination; changing 
attitudes, mindsets and culture in 
mental health; and addressing 
the social and structural 
determinants of mental health

Diverse groups that need 
special considerations for 
policy areas 1–5
Children and adolescents; older 
persons; women, men and 
gender diverse persons; persons 
belonging to the LGBTIQ+ 
community; persons with 
disabilities; migrants and 
refugees; persons from 
minoritized racial and ethnic 
groups; Indigenous Peoples; 
persons who are houseless or 
with unstable housing 

Policy area 1.  
Leadership, governance 
and other enablers

Policy directives

1.1 Coordination, leadership and 
accountability

1.2 Financing and budget

1.3 Information systems  
and research

1.4 People with lived experience, 
civil society,  
and communities

1.5 Rights-based law reform

Policy area 2. Service organization and development

Policy directives

2.1 Coordinated rights-based community mental health services and 
support at all levels of care

2.2 Integrated mechanisms that respond to social and structural factors 
and take rights-based approaches in mental health

2.3 Partnerships for community inclusion, socioeconomic development, 
and for protecting and promoting rights

2.4 Deinstitutionalization

Policy area 3. Human resource and workforce development

Policy directives

3.1 A multidisciplinary workforce with task sharing, training and support

3.2 Recruitment, retention and staff well-being

3.3 Competency-based curricula for mental health

Policy area 4. Person-centred, recovery-oriented and 
rights-based assessment, interventions and support

Policy directives

4.1 Assessment of mental health and support needs by multidisciplinary 
teams

4.2 Physical health and lifestyle, psychological, social and economic 
interventions

4.3 Psychotropic drug interventions 

Policy area 5. Mental health sector contributions to 
addressing social and structural determinants and society-
wide issues impacting mental health and well-being

Policy directives

5.1 Improved literacy and transformed mindsets to promote mental health 
and well-being and combat stigma, discrimination and exclusion

5.2 Joint actions on social and structural determinants and society-wide 
issues
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Policy Area 1: Leadership, 
governance and other enablers

Key challenges

The government plays a crucial role as the ultimate guardian of a population’s mental health. It is responsible 
for establishing and coordinating governance mechanisms, including institutional, legal, and financial frameworks, 
to meet mental health needs and promote overall well-being. These mechanisms need to be supported by 
strong leadership and held accountable to people with lived experience and the broader community, using the 
best available data and evidence. To eliminate discriminatory practices and ensure equal human rights for people 
with mental health conditions and psychosocial disabilities, countries should also adopt mental health legislation 
aligned with the C R P D and other international human rights standards (22). The key challenges outlined below 
highlight some of the barriers and gaps that effective governance should address.

Inefficient coordination

Efficient coordination within the mental health sector and between other government sectors is often lacking. 
This results in fragmented and insufficient responses to mental health needs, wasting precious human and 
financial resources. In addition, poor coordination arises from procedural and administrative gaps, such as 
misaligned policies and ineffective communication between national and local government levels and mental 
health services (3, 23–25). Mental health spans multiple sectors, requiring strong collaboration between sectors 
as well as inclusive processes for developing and implementing strategies that address the social and structural 
determinants of people’s mental health (see Box 1). Effective coordination mechanisms are crucial for integrating 
services at both national and local levels and between sectors, ensuring the development of person-centred, 
recovery-oriented, and human rights-based mental health systems and services.

Lack of rights-based skills and mechanisms for leadership

Leadership often fails to promote a rights-based approach to mental health, which requires overturning decades 
of entrenched policy and practice. Many mental health systems remain focused on diagnosis, drug treatment, 
and symptom reduction — an emphasis embedded in academic curricula, service practices, and community 
campaigns — while often neglecting essential social and human rights dimensions necessary for comprehensive 
care. Strong leadership and a commitment to rights-based approaches are essential to advancing a broader 
vision for mental health, guiding a shift toward inclusive, rights-focused policies and practices. 

Insufficient mental health data

Health information systems and research frequently lack comprehensive, valid, and reliable mental health data, 
particularly at the population level. Even when data are collected, national systems often focus on limited 
indicators, such as medication usage and hospital admissions (23). Furthermore, mental health research has 
been disproportionately focused on neuroscience, genetics, and psychopharmacology, with insufficient attention 

1
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given to non-pharmacological approaches, community-based service delivery, and broader recovery-focused 
interventions that address social and structural determinants (26–29). Yet informing countries about performance, 
identifying gaps, sharing best practices, monitoring outcomes and redirecting research efforts can be crucial 
to improve care quality and protect rights at individual, service, and population levels.

Lack of independent monitoring, evaluation and accountability

There is a critical absence of systematized, independent monitoring, evaluation and accountability mechanisms 
to address human rights violations in mental health services, including inadequate sanitation and food, 
overcrowding, outdated or harmful treatments such as unmodified electroconvulsive therapy, overmedication, 
violence, abuse and coercive practices like forced admission and treatment and seclusion and restraint (30–37). 
Establishing independent monitoring and evaluation systems is essential to assess and improve the quality of 
care and protect human rights within mental health services, and can help to promote change and accountability. 

Inadequate or misallocated resources

Many countries do not adequately invest in mental health, and this leads to limited access to services and poor quality 
of care (3). Even when adequate resources are invested, they are often allocated to psychiatric hospitals or reimbursement 
for hospital services rather than rights- and community-based services and evidence-based interventions (38). 
Stand-alone interventions (such as medications) are often used rather than more complex interventions that 
might benefit person-centred, recovery-oriented, human rights-based services in the community (39).

Lack of civil society engagement, especially from those with lived experience

Mental health services often fail to involve civil society, particularly organizations of persons with lived experience. 
Historically, individuals with mental health conditions and psychosocial disabilities have been excluded from 
decision-making processes and their concerns overlooked (40, 41). Those facing multiple forms of discrimination 
are further marginalized in political structures, leading to many of the issues, challenges, and barriers they face 
being ignored in the area of mental health. Participation is instrumental to self-determination — an essential 
element for fulfilling human potential and promoting each person’s mental health (42, 43). Participation should 
be encouraged in mental health settings and through collaboration with other government services. A strong 
civil society, especially organizations of people with lived experience, can help develop more effective and 
accountable mental health policies, laws, and services that align with international human rights standards.

Discriminatory legal frameworks

Legal frameworks in many parts of the world continue to authorize and regulate — and thereby legitimize —
coercive practices in mental health settings, such as involuntary admission and treatment, seclusion, and 
restraint. These laws often restrict and regulate people’s legal capacity, allowing health practitioners, family 
members, or court-appointed guardians to make decisions on their behalf (44–46). Additionally, legislation 
frequently limits key rights for people with mental health conditions and psychosocial disabilities, such as the 
right to own property, marry, or vote (47–49). Reforming these legal frameworks is crucial to eliminating 
discriminatory practices and ensuring that people with mental health conditions and psychosocial disabilities 
enjoy their rights on an equal basis with others.
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Policy directive 1.1 Coordination, leadership and accountability

A mental health system requires coordinated services, interventions, and actions that reinforce a common vision. 
Without alignment to this vision through a harmonized coordination mechanism, fragmentation, inconsistency, 
and conflicts can arise, making policies and strategies less effective. These coordination challenges are not 
unique to the mental health sector and will need collaboration and joint action with other sectors, civil society, 
and the private sector to achieve healthier populations and successful societies.

Illustrative example text

This policy directive will strengthen coordination mechanisms across all levels of the mental health system — 
national, regional, district, and community — in collaboration with other sectors. It will focus on building and 
sustaining person-centred, recovery-oriented, human rights-based mental health systems and services. Additionally, 
it will invest in strong leadership skills to support this vision.

Strategy 1.1.1

Establish coordination structures and mechanisms within the mental health sector  
and across sectors to strengthen leadership and governance for mental health.

Actions

	ꞏ Create a mental health department or smaller unit within the ministry and/or clarify responsibilities 
and authority, while improving communication channels through to community-level mental health 
staff. A mental health department or organizational unit should be well staffed and have significant agency 
within the health sector, for example, through an independent reporting line to the health minister. This 
central mental health department plays a crucial role in coordinating with regional, district and municipal 
units and focal people working in communities. Mental health experts (including people with mental health 
conditions or psychosocial disabilities, and people from groups that face discrimination) can be recruited to 
work with the central mental health department or unit.

	ꞏ Establish a national advisory board for mental health and convene working groups to advise on policy, 
legislative, strategic and evaluation issues. Key directions for mental health should respond to the needs 
of diverse stakeholder groups. Engaging these groups brings valuable insights and fosters commitment to 
policy changes. Stakeholders can be represented on high-level advisory boards and working groups, with 
clear terms of reference and specified term of tenure, to guide discussions and decision-making. Representation 
should be broad, including key government sectors and other groups (See Box 3 for examples). All members 
should receive leadership training, including on rights-based approaches (see actions for Strategy 1.1.2 on 
strengthening leadership). Crucially, several representatives of people with mental health conditions and 
psychosocial disabilities should be included to ensure they feel confident, safe, and supported in expressing 
views that may challenge established norms. If a ministerial-level council or similar body exists to coordinate 
mental health sector responses, integrating the national advisory board’s work into these discussions is vital.

1.1
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	ꞏ Hold regular coordination meetings along the chain of responsibility linking the national mental 
health department and regional, district, and community-level units or focal staff. These will proactively 
solve challenges, share best practices, and continuously improve coordination. Issues to cover include: needs 
and priorities; analysis of successes and failures; bottle necks; referral mechanisms; problems in coordination; 
service gaps and solutions. Other stakeholders, for example, organizations of persons with lived experience, 
N G Os, and community leaders (see Box 3), can be brought in as required. 

	ꞏ Establish a regular forum to gather stakeholder views. An annual forum can be held, with options for 
more frequent meetings as needed. It is essential to ensure that people with lived experience of mental 
health conditions, including service users, and those from groups facing multiple forms of discrimination, 
have a voice. This forum will broaden understanding of priorities and challenges and help generate potential 
policy responses.

	ꞏ Create an accessible information source for navigating services, support and treatments. A user-friendly 
website can offer stakeholders and the general public clear information on available community services, 
support, and treatment options. The site should be accessible to everyone, including individuals with disabilities, 
and should prominently feature services for groups facing discrimination.

Strategy 1.1.2

Strengthen mental health sector leadership aligned with the rights-based,  
recovery-oriented and person-centred approach.

Actions

	ꞏ Provide leadership training for managers and members of advisory boards and committees. Develop 
a leadership programme or facilitate access to existing national, regional, and global programmes. Training 
should cover change management, training on policy and strategic action planning, culture change, rights-
based approaches, transformation strategies, communication styles, conflict resolution, inspiring and 
empowering others, performance assessments, feedback techniques, and team development strategies.

	ꞏ Celebrate successes and reward good leadership towards transformative change. Recognize and 
celebrate achievements, both large and small, as they occur and through specially created events. Celebrations 
remind managers, staff, and stakeholders of progress made, helping to keep them motivated and engaged. 
Rewards and incentives, such as monetary bonuses, official recognition, increased visibility, or additional 
leave days, are effective strategies for empowering and motivating managers.

	ꞏ Create a coaching and mentoring system that supports aspiring managers and stakeholders. For 
example, a peer mentoring programme could pair new leaders with mentors who have successfully navigated 
similar challenges, providing practical guidance and support. This system helps improve knowledge, skills, 
and work performance through regular discussions with experienced professionals about leadership and 
managerial challenges.
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Strategy 1.1.3

Monitor service quality and rights protection, including via an independent monitoring 
committee and complaints mechanism.

Actions

	ꞏ Identify or create an independent committee or mechanism for monitoring service quality and human 
rights protections. Existing mechanisms, such as national prevention mechanisms or health commissions, 
may lack experience in monitoring according to international human rights standards. Additionally, their 
members may not reflect the diversity of stakeholder groups or possess expertise in mental health, human 
rights, disability, social determinants, and lived experience. Bringing in external experts may be necessary 
to assess services, provide recommendations, and train committee members. If appropriate committees do 
not exist, new ones can be established, and a pool of trained assessors can be developed.

	ꞏ Establish a service monitoring framework with a centralized reporting mechanism linked to the 
appropriate accrediting organization. The framework should specify (i) the assessment tools to be used, 
(ii) the schedule of (re)assessments, reporting, and co-production of recommendations, and (iii) the approach 
to quality improvement or transformation. The W H O QualityRights assessment toolkit and transformation 
guidance (50) provide detailed information on setting up such a process and can be used individually or in 
combination with other tools and guides. Linking the monitoring mechanism to accreditation from the relevant 
national or regional body will help ensure high standards and, in turn, improve the community’s confidence 
in services.

	ꞏ Define and implement an independent complaints mechanism. This should cover all mental health 
services, allowing individuals concerned, staff and others to escalate complaints directly to the independent 
monitoring body if unresolved at the service level, and access the justice system for criminal allegations (18). 
To ensure efficiency and accessibility, complaint processes and forms should be clear, easily understandable, 
available, and accessible to all individuals. The mechanism should regularly report all complaints to the 
monitoring committee, which can act on them and influence accreditation decisions (see also Strategy 1.5.2 
on mental health legislation reform). A dedicated website for reporting violations, tracking responses, and 
sharing lessons can enhance service accountability and public trust.

For practical resources related to Policy directive 1.1 Coordination, leadership and accountability see the 
relevant section of the annex.
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Policy directive 1.2 Financing and budget

Many countries underinvest in mental health, leading to limited access, poor quality services, and inadequate 
prevention and promotion efforts. Mental health is often either excluded or minimally covered by the package 
of services provided through public health systems or health insurance schemes. Despite evidence that 
hospitalization costs often exceed the costs of equivalent treatment, care and support in the community, 
psychiatric hospitals continue to receive the largest share of mental health funding (51).

Illustrative example text

This policy directive commits to increasing mental health funding by 10% of the total government health budget 
over five years,1 with additional allocations to address mental health in education, social protection, employment, 
interior, culture, arts, sports, and justice sectors. These budgetary changes will accrue benefits and savings for 
the sectors involved and improve the mental health and well-being of the general population. Incentives and 
disincentives for shifting towards person-centred, rights-based community services will be analyzed and 
disincentives will be addressed in order to overcome resistance to change.

KEY POINT: limited mental health funding must be used strategically. In many countries, minimal mental 
health funding necessitates prioritizing key initiatives; integrating mental health interventions into existing 
services for other health issues or into other sector actions; and leveraging community mobilization to 
support implementation.

Strategy 1.2.1

Build a sustainable funding base for mental health, including within universal  
health coverage.

Actions

	ꞏ Analyse, formulate and report the budget and multi-year expenditure plan for mental health. Mental 
health and financing experts, health economists, and representatives of people with mental health conditions, 
psychosocial disabilities, and marginalized groups should be involved. The task force should calculate the 
total and annual mental health budget for the duration of the strategic action plan, including funds required 
for implementation, and identify funding sources and gaps. Funds for both operational (new human resources 
and activities) and capital (long-term infrastructure) expenditures should be outlined (see Module 3, 
Step 7.6). To ensure long-term sustainability, the budget should be adjusted for inflation. For countries with 
strong cross-sector collaboration, the mental health budget analysis should include both direct sector funding 
and allocations from other sectors for mental health-related issues (as detailed in Policy directive 5.2 Joint 
actions for social and structural determinants, to ensure a holistic approach for meaningful transformation.

1	  Please note this figure is included for illustrative purposes only. Each country will need to determine the percentage increase appropriate to their particular context.

1.2

https://iris.who.int/handle/10665/380467
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	ꞏ Make the investment case for mental health, highlighting both short- and long-term returns to the 
sector and wider society. It is important to show how addressing mental health reduces societal costs 
(for example, unemployment related costs) and yields economic benefits (52). Specific interventions can be 
modelled to illustrate potential costs and gains. The obligation to respect human rights should be emphasized 
in the funding case, ensuring that all proposed strategies and interventions align with a human rights-based 
approach. The funding case should also use an appropriate time horizon to capture the impact of interventions 
that require short as well as medium and long time periods.

	ꞏ Explore all opportunities to secure the funding base for mental health. Domestic resource mobilization, 
along with external funding options, should be examined. Examples of domestic resource mobilization include 
treasury funds; tax-based national health insurance schemes; community fundraising activities; excise taxes 
on tobacco, alcohol and sugar-sweetened drinks; reallocation of under-used funds in the health or other sectors; 
linking mental health programmes to other funded priority programmes such as maternal health; and strengthening 
public-private partnerships. External funds could potentially be mobilized from multinational or bilateral donors, 
foundations, philanthropists, lottery funds, or pay-for-success mechanisms like social impact bonds (53).

	ꞏ Create budget lines for mental health interventions and support within the health sector. Budget lines 
for mental health can be created within other health service areas (for example, maternal health, child and 
adolescent health) and health system areas (for example, universal health coverage, health emergency 
protection). However, these budget lines should balance accountability and flexibility. It is important to 
recognize that tracking mental health expenditures can be challenging when services are fully integrated 
within broader health systems.

REFLECTION on innovation funds. Could creating a mental health innovation fund help inform mental 
healthcare delivery? Innovative projects in neglected service areas might evaluate and demonstrate new 
and successful ways to deliver services and initiatives, offering a rationale for future investment.

Strategy 1.2.2

Reorient funding and insurance schemes towards person-centred recovery-oriented 
and rights-based services and initiatives for mental health.

Actions

	ꞏ Negotiate with government financing authorities to fund mental health services through publicly 
financed health protection schemes. There are three broad financing/purchasing models between 
governments/private funders and providers: reimbursement models (providers are paid after services are 
supplied); contract models (payers and providers agree on costs and services, for example, N G O-delivered 
recovery-based services funded through health insurance); and integrated models (a single agency funds 
and provides care, as seen in government-financed public health systems). Each model offers different 
incentives, allowing governments and other purchasers to choose the most appropriate mechanism. Regardless 
of the mechanism, rights, equity, and effectiveness should be protected and promoted. This should include 
timely and consistent payment of the mental health workforce to improve recruitment and retention of staff 
and support stable, effective mental health service delivery.
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	ꞏ Explicitly include mental health distress and conditions, as well as treatments, support, and services, 
in essential care packages and financial protection schemes, and remove discriminatory practices 
that limit access. Discrimination can take many forms. For instance, health insurance schemes may exclude 
mental health interventions, cover only drug interventions but not psychological therapies, or deprioritize 
people with mental health conditions for treatment, as seen during the COVID-19 pandemic. Additionally, 
people with psychosocial disabilities may be denied health insurance based on their disability status. This 
should be prohibited. Regulations can ensure that insurance plans and premiums are fair and reasonable 
(54). Such protections should also cover people with complex or costly needs (for example, people with disabilities, 
older adults with complex health needs, migrants, and refugees requiring translation services or culturally 
adapted care). Moreover, health insurance should cover long-term care and support, not just acute admissions.

	ꞏ Review financial incentives and disincentives to providing, using, and paying for rights-based and 
evidence-based community mental health services and interventions. Perverse incentives may maintain 
the status quo, hindering the development of person-centred, rights-based, and recovery-oriented services. 
Disincentives often exist at the service level, such as public health finances or insurance schemes that offer 
higher payments for inpatient care, discouraging community-based services. Additionally, health insurance 
or national health system reimbursement schemes may favour interventions that do not align with human-
rights and evidence-based approaches, such as restraints or polypharmacy. The need for a diagnosis in 
insurance claims can also limit treatment options, favouring traditional interventions such as medications 
over more complex, holistic approaches like lifestyle, psychological, social, and economic interventions. This 
limits treatment options and choice. The review should capture how these incentives and disincentives affect 
individuals, requiring input from stakeholders like service users, peer supporters, family members, caregivers, 
volunteers, and those from groups facing discrimination. For instance, individuals might face the disincentive 
of co-payments for comprehensive rights-based treatment while medications are free. Or they might encounter 
additional barriers to attending psychological interventions compared with the convenience of drug treatments. 
Conversely, incentives might include insurance coverage for rights-based interventions and support, or being 
able to access online services (see W H O Guidance on community mental health services: promoting person-
centred and rights-based approaches (55) and Policy area 2 Service organization and development for more 
information).

	ꞏ Negotiate and adjust financial incentives and disincentives in order to promote and prioritize access 
to rights-based community mental health services. Key stakeholders include policy-makers, insurance 
agencies, and managers of independent hospitals. The following options can be considered.

	ꞏ Remove financial incentives that sustain psychiatric hospitals and social care institutions, and instead 
incentivize their systematic downsizing and eventual closure with careful planning for residents’ transition 
to community-based supported living.

	ꞏ Adjust financial incentives to encourage referrals from hospitals to more cost-effective community-
based services.

	ꞏ Reallocate cost savings obtained through the shift to community services to expand these services, other 
activities, and staffing to reach more people.

	ꞏ Use financial incentives, including insurance reimbursements, to implement a comprehensive range of 
treatments that avoid coercion and support holistic, evidence-based, person-centred recovery.

	ꞏ Introduce budget flexibility to allow reallocation of costs between hospital and community-based settings.
	ꞏ Ring-fence funding for community services to protect resources from being redirected.
	ꞏ Use financial incentives to encourage collaboration between the health sector and other key sectors.

https://iris.who.int/handle/10665/341648
https://iris.who.int/handle/10665/341648
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KEY POINT: deinstitutionalization needs overlapping funding. Sufficient temporary overlapping funding 
(potentially double) is needed when developing community services before downsizing and eventually 
closing institutions (see Strategy 2.4.1 on establishing the foundation and enabling environment for successful 
deinstitutionalization). A well-planned and adequately funded budget will minimize the risk of disorganized 
institutional closures and ensure that former residents have access to the comprehensive community-based 
services and supports they need to live independently and be fully included in the community.

Strategy 1.2.3

Allocate sectoral budgets and financing to protect and promote mental health 
according to both joint and sector-specific responsibilities.

Actions

	ꞏ Make sector-specific cases for investing in rights-based mental health interventions, estimating costs 
of inaction and potential benefits. The cost of inaction, as well as the potential benefits, should be estimated. 
For example, within the employment sector, employers can be provided with data on the costs of poor mental 
health, such as workdays lost, and reduced productivity. Some groups could be prioritized for interventions, 
such as young employees, or groups that face discrimination. Decision-makers will need to understand 
expected outcomes in terms of mental well-being and productivity in relation to their sector, as well as the 
overall economic and social return of investing in mental health interventions. It is important to differentiate 
benefits to the sector being considered, other sectors, and wider society, both in the short and long 
term. Guidance on how to make an investment case for mental health can be found in W H O publications 
Investing in mental health: evidence for action (56, 57) and in Mental health investment case: a guidance note (56, 57).

	ꞏ Talk with government sectors at local, regional, and national levels to discuss budget allocations for 
mental health, and advocate for more resources. Joint initiatives between sectors can be co-financed. For 
example, mental health and housing sectors could collaborate to fund supportive housing with ongoing mental 
health care for people with psychosocial disabilities. Each sector might also finance initiatives related to their 
specific responsibilities. For instance, the social protection sector could extend benefit schemes to include 
people with mental health conditions and other at-risk groups. This might involve creating disability benefits, 
transport concessions, tax breaks, or personalized care budgets. Budgets can be based on a plan with a care 
provider to help individuals achieve their life goals. Cash transfers could support people with psychosocial 
disabilities in fully exercising their rights to housing, employment, education, and social inclusion (58).

	ꞏ Establish intersectoral funding mechanisms, including joint budgets, to facilitate collaboration. Some 
services, projects, and initiatives require joint or complementary actions between sectors. For example, in 
France, the Un chez soi d’abord initiative, adapted from the Housing First model used in New York in the 
1990s, provides people in precarious situations and with challenging mental health conditions direct access 
to stable and supported housing, leading to overall cost savings compared to traditional care. The initiative 
is supported through collaboration and joint financing from various French government sectors, including 
health, housing, and territorial cohesion (l’agence régionale de santé, la direction régionale et interdépartementale 
de l’hébergement et du logement, et les collectivités territoriales) (59–61).

https://iris.who.int/handle/10665/87232
https://iris.who.int/handle/10665/340246
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KEY POINT: mental health is a human right with cross-sectoral benefits. Mental health is a human right 
and not solely the responsibility of the health sector. Governments have obligations to protect and promote 
mental health across all sectors, regardless of immediate or long-term payoffs or whether investments 
benefit other sectors. Addressing mental health in areas like employment can lead to broader benefits, such 
as fewer sick days, improved productivity, and reduced workforce turnover. These actions also benefit other 
sectors, such as by reducing healthcare pressure, lowering disability payments, minimizing family conflict, 
and enhancing children’s well-being and learning. Although these impacts may take time to manifest and 
can be complex to measure, cumulative cross-sectoral action can yield substantial benefits.

For practical resources related to Policy directive 1.2 Financing and budget see the relevant section of the annex.

Policy directive 1.3 Information systems and research

Data are essential for understanding and guiding mental health responses, and helping to build a responsive 
system that evolves over time according to population needs. Evaluations of policy, services, and interventions, 
along with new data generated from research, are key to guiding investments. Given the impact of social 
determinants and the importance of human rights in providing good care and support, data, indicators, evaluation, 
and research are needed not only in the health sector but also in education, employment, justice, social protection 
and other sectors.

Illustrative example text

This policy directive aims to strengthen the information system both in the health and other government sectors 
to better understand population needs and monitor system changes over time. It also establishes evaluation 
and research frameworks to improve policy, services, and interventions related to mental health, while generating 
new information in areas with significant gaps.

Strategy 1.3.1

Establish indicators and information systems to track progress for mental health  
and well-being.

Actions

	ꞏ Identify and rank indicators that can track progress. There are many potential indicators and associated 
data requirements. Groups of indicators should be ranked (at individual, service and population levels, 
see Box 4) according to their importance, validity, reliability, cost, relevance, specificity, sensitivity, balance 
and the feasibility of collecting them. These indicators can be incorporated into population-level information 
systems, surveys and other tools to track trends, inform policy decisions, and support data-driven 
interventions. Cohort and longitudinal studies can also be valuable for monitoring mental health progress 
among specific populations and risk groups. While these data sources can help guide proactive policies, 
it is essential to avoid data overload or inefficient data use, as this can detract from the effective delivery 
of services and interventions.

1.3
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	ꞏ Identify appropriate information systems to store and manage data. Data can be stored and managed 
through general health information systems, mental health information systems, or other sectoral systems. 
Decisions should be made about which systems to use. All suicides should be recorded in a death certificate 
and be registered in a national Civil Registration and Vital Statistics (C R V S) system. All cases of self-harm 
presenting to health facilities should be registered in a hospital-based self-harm surveillance system.

	ꞏ Identify which data will be collected as well as where and how. The data collected will depend on the 
selected indicators and should be detailed enough for disaggregation by service type, gender, age, sexual 
orientation, race/ethnicity, disability, and other relevant variables. Such sensitive data should be used solely 
to promote health and well-being. Mental health data handling requires strict confidentiality, with careful 
consideration of data security, including anonymization for aggregated data. Data can be collected routinely 
through the chosen information system or via one-off or regular surveys, such as national population-based 
surveys, census surveys, specific epidemiological studies, or rapid assessments.

	ꞏ Improve mental health data collection with walk-through analyses, reviews, and revised procedures. 
Walk-through analyses can track how key data are collected and flow through information systems (62). A 
systematic analysis of the entire process should map how data are collected, processed, analyzed, disseminated, 
and used, identifying problems and areas for improvement. Gaps can be addressed by updating instruction 
and procedural manuals as needed.

	ꞏ Transform manual information systems into electronic systems where feasible. This change improves 
data collection and processing. Using electronic records and unique service user identifiers can facilitate the 
integration of data across service providers, enhancing continuity and quality of care. This advancement 
strengthens information systems, allowing seamless integration with other databases and supporting more 
comprehensive, coordinated care (23). Before digitalizing information, data protection guidelines need to be 
established and the necessary technology should be consistently available throughout a region or country. 
Proper training for all users is essential for effective system management.

	ꞏ Collate, routinely report and use mental health data to improve outcomes. Data should be disaggregated 
as appropriate by sex, age, gender, race, ethnicity, disability, or other variables to identify population trends 
in mental health and well-being. These can then inform mental health service development and delivery, and 
promotion and prevention strategies. Data are key to understanding: (i) morbidity and mortality caused by 
treatments and interventions (or by exclusion from treatments and services); (ii) the needs and challenges 
for groups that face discrimination; (iii) demographic subsets that disproportionately experience human 
rights violations and coercive practices; (iv) quality of care delivered in services in terms of accessibility, 
appropriateness, continuity of care, equity and safety; (v) cost-effectiveness of interventions, services and 
approaches; and (vi) policy impacts. Data are also crucial to inform the community about the treatment quality, 
human rights protections and outcomes linked to their mental health services. Data and reports need to be 
readily available to all, including discriminated-against groups, and should include accessible formats.
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SPOTLIGHT on avoiding pitfalls when developing a sustainable information system.

Lack of clarity and training. If service providers and staff don’t understand why data is being collected or 
how it will be used, data collection is likely to be poor, especially when staff are overburdened. This issue 
can be mitigated through proper training (63).

Local use of data. Even when data is efficiently collected, it often bypasses local analysis and goes directly 
to national systems. Information systems should be designed to serve both senior managers and local staff, 
ensuring that data is useful at all levels (64).

Unanalysed data. A significant amount of collected data often remains unanalysed, suggesting that the 
data isn’t perceived as useful or that there are insufficient resources for analysis. Managers should be trained 
to use indicators and generate relevant questions for the system. Additionally, the health sector should 
enhance information sharing between services and across sectors (64).

Centralization and staffing. Information systems are often over-centralized and understaffed, leading to 
inefficiencies. It is essential to avoid wasting limited resources on inappropriate systems by ensuring the 
right balance between centralization and local needs (390).

Box 4. Examples of indicators, and their constituent data at population, service and 
individual levels

Population level indicators include:

	ꞏ the proportion of the mental health budget allocated to community-based services and support, 
compared with the budget allocated to psychiatric hospitals and beds;

	ꞏ the budget allocated to forms of treatment, such as psychotropic drugs, psychosocial interventions 
and psychological therapies;

	ꞏ prevalence rates for mental health conditions;

	ꞏ the number and proportion of people receiving psychological and psychosocial interventions;

	ꞏ rates of poverty, income level, employment, educational attainment, secure housing status, social 
protection requirements, and disability support among people with psychosocial disability, other 
disabilities, and among the general population;

	ꞏ mortality rates by mental health condition and cause, particularly the number of people who have died 
in mental health institutions; 

	ꞏ numbers and rates of completed suicides and suicide attempts in the population; 

	ꞏ the number and proportion of homeless people with mental health conditions or psychosocial disabilities;

	ꞏ morbidity and mortality rates associated with treatments, interventions, comorbidities, lack of access 
to health care, and inequalities in care;

	ꞏ prescription rates and costs for psychotropic drugs;

	ꞏ the number and proportion of people under guardianship or other substitute decision-making mechanisms;

	ꞏ the number and proportion of people receiving support for decision-making; and

	ꞏ the number and proportion of people with legally enforceable advance plans or directives.
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Service level indicators and data include:

	ꞏ the number of institutions and number of residents per institution;

	ꞏ the number of secure/forensic units and the number of people in these units;

	ꞏ the number and proportion of inpatient services using seclusion, and how frequently seclusion is used 
within each service;

	ꞏ the number and proportion of inpatient services using physical, mechanical or chemical restraints, and 
how often these are used within each service;

	ꞏ the number and proportions of voluntary and involuntary admissions per service, and the length of 
voluntary and involuntary stays for each service;

	ꞏ the number and proportion of inpatient services administering forced interventions (for example, 
medication, ECT, psychosurgery, sterilization) without informed consent, and the frequency of these 
interventions within each service;

	ꞏ the number of services, and the number of people per 100,000 accessing various services, including: (i) 
community-based mental health centres (ii) crisis services (iii) hospital-based services (iv) outreach 
services (v) supported living and home support services and (vi) peer support services;

	ꞏ the number and proportion of services meeting quality and human rights standards (the QualityRights 
assessment tool kit can be used to measure this); 

	ꞏ the number and proportion of service staff (health, psychiatric, mental health, social care and 
supported living service, and institutional staff) trained on the rights of people with disabilities;

	ꞏ the number and proportion of services using legally enforceable advance plans, and how frequently 
they are used within each service;

	ꞏ the number and proportion of services using recovery plans and the proportion of service users using 
these within each service; and

	ꞏ mortality rates per service.

Individual level data include:

	ꞏ the incidence of discrimination, violence, abuse or neglect;

	ꞏ the incidence of coercive practices including forced treatment (for example, medication, seclusion, 
physical, mechanical, or chemical restraint), and any subjective perceptions of coercion.

	ꞏ whether the person has had support to develop an advance directive;

	ꞏ whether existing advance directives expressing will and preference have been upheld;

	ꞏ whether the person has had support to develop, revise, and implement a recovery plan;

	ꞏ whether the recovery plan addresses community inclusion and social connection;

	ꞏ whether the person has access to complaint mechanisms;

	ꞏ how many complaints the person has made, and the services these relate to;

	ꞏ whether peer support has been offered within or outside the service; and

	ꞏ the person’s level of satisfaction with the service.
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Strategy 1.3.2 

Set a prioritized research and evaluation agenda in collaboration with stakeholder groups.

Actions

	ꞏ Establish a research and evaluation agenda that is grounded in the human rights-based approach to 
mental health. Studies on rights-based approaches to policy, law, services, treatment, interventions and 
support should be prioritized (see Box 5). Key focus areas to consider for research). This is crucial because 
most countries have ratified the C R P D and have committed to taking such measures as part of their obligations 
under the convention. The research agenda should be developed and implemented with inputs from stakeholders, 
especially people with lived experience of mental health conditions and psychosocial disabilities, and people 
belonging to groups that face or are at risk of discrimination amongst others. A variety of research and evaluation 
methods can be used, for example quantitative, qualitative, and mixed-methods research and evaluations. 
It is useful to bring all stakeholders together in a forum to discuss the research and evaluation agenda.

	ꞏ Establish commitment and consensus to include human rights criteria in research projects. Government 
funding bodies, foundations and other donors and independent research organizations can commit to upholding 
human rights in all research projects. Key standards include non-coercive approaches, respect for legal capacity, 
participation, community inclusion, and adopting a recovery approach. Upholding these standards should be 
a prerequisite for individuals, researchers, and institutions seeking research funding (see Guidance on policy 
and strategic actions to protect and promote mental health and well-being across government sectors (58)).

	ꞏ Create centres of research excellence that employ and engage a multidisciplinary workforce using 
participatory approaches. Centres of excellence should have the capacity to assess needs and evaluate the 
effectiveness, implementation, and scale-up of services and programmes, including those focused on human 
rights and recovery approaches. A centre’s workforce can include people with mental health conditions and 
psychosocial disabilities, including those from groups facing discrimination.

	ꞏ Strengthen collaboration around research and evaluation. Collaboration between universities, research 
institutes, centres of excellence, health, mental health, and social services, other relevant sectors, and 
community actors should be strengthened. Joint research projects and funding mechanisms can foster co-
development and co-production. Establishing direct links with services and service users helps ensure that 
research is relevant and addresses the real and priority needs of the community. Such research should lead 
directly to improved services and support and inform curricula for mental health.

SPOTLIGHT on how to enrich the research agenda by engaging people with lived experience.

Engage people with lived experience on ethics committees. They provide crucial perspectives on ethical 
issues in research, treatment, and care, and can help ensure that human rights standards are maintained.

Increase representation of lived experience through investment in diversity scholarships and awards, and 
ensure these researchers lead research design and implementation.

Redefine what constitutes expertise in mental health to include lived experience, for example, survivor-
scholars, peer researchers, or user researchers.
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Box 5. Key focus areas to consider for research

Focus areas include:

	ꞏ rights-based services and support within mental health and social care systems;

	ꞏ policies, laws, services, and training to end coercion, respect legal capacity and autonomy, and reduce 
over-reliance on medication;

	ꞏ interventions targeting social and structural determinants of mental health at both individual and 
population levels;

	ꞏ bringing lived experience into ethical decision-making, research design, the research team itself, and 
how research is interpreted and used;

	ꞏ approaches, services, and interventions that meet the needs of groups facing discrimination;

	ꞏ local beliefs about, and responses to, distress and mental health conditions, including harmful 
responses (chaining, use of toxic substances), protective factors (for example, social support, 
traditional customs), as well as local help-seeking behaviours (such as seeking support from traditional 
and faith-based healers or leaders);

	ꞏ general health, lifestyle, psychological, social, and economic interventions, including for groups facing 
discrimination, (where research is scarce);

	ꞏ redefining research outcomes to include participation, community inclusion, and recovery dimensions, 
rather than focusing solely on clinical outcomes and symptom-based categories;

	ꞏ understanding intersectional effects on mental health;

	ꞏ the social and economic benefits of mental health investment, which are vital for policy change and 
multisectoral investment, requiring collaboration between health economists and other researchers;

	ꞏ how to use digital technologies to promote mental health (for example, using video calls to deliver 
psychological therapies, and online interventions); and

	ꞏ implementation approaches to accelerate uptake of research findings and translation into policy.

For practical resources related to Policy directive 1.3 Information systems and research see the relevant section 
of the annex.

Policy directive 1.4 People with lived experience, civil society,  
and communities

International human rights standards require countries to nurture an active civil society. People with mental 
health conditions, psychosocial disabilities, and their organizations should play a key role in policy-making and 
decision-making at political, social and community levels. Their involvement helps define problems and generate 
solutions that are acceptable to local people and communities. Organizations of persons with lived experience, 
including (ex-)mental health service users and groups facing multiple forms of discrimination, provide crucial 
perspectives to ensure that the mental health system meets their needs and respects their rights. These groups 
have an important role as advisors to the government on mental health related policy and laws, on reforming 
mental health and social services and on measures to protect human rights. However, they often face barriers 
to participation due to limited funding, resources, and support (55, 65).

1.4
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Illustrative example text

This policy directive recognizes that improving mental health requires creating inclusive societies where diversity 
is accepted, and human rights of all people are respected. Strengthening health and social systems alone is 
insufficient. People with mental health conditions and psychosocial disabilities, and their organizations, will play 
key roles such as: (i) conducting advocacy campaigns to change attitudes and practices, including engaging 
with international human rights systems to hold governments accountable; (ii) providing education and training 
on mental health, disability, and human rights; and (iii) directly providing services like crisis support, peer support, 
livelihood initiatives, and personal assistance.

SPOTLIGHT on how to engage and involve people with lived experience.

Dignity and respect. Participation is a human right. People’s lived experience should be valued as expertise, 
equal to traditional evidence in global public health policy and practice.

Power and equity. Participatory approaches should remove systemic and structural barriers, address power 
imbalances, and eliminate stigmatization and discrimination.

Inclusivity and intersectionality. Engagement should account for intersecting identities, ensuring inclusivity 
and accessibility.

Accommodations for participation. Information must be available in accessible formats. Meetings must 
offer flexibility in times and methods of input, and creating safe spaces for discussion, particularly before 
joining larger groups.

Commitment and transparency. Engagement should be consistent and transparent at every stage, with 
clear communication on who will be involved, how, and when.

Embedding engagement. Engagement should be formally integrated into organizational practices and 
culture to ensure it is meaningful and sustainable (399).

Strategy 1.4.1

Build and invest in a network of people with lived experience, and representatives  
from other stakeholder groups, to contribute to high-level decision-making as part  
of advisory boards and working groups on policy, law, strategy and evaluation.

Actions

	ꞏ Employ people with lived experience in the government department responsible for mental health. 
This should include individuals with lived experience of mental health conditions and psychosocial disabilities, 
(ex-) mental health service users, and those from groups facing multiple intersecting forms of discrimination. 
Whenever possible, it is beneficial to recruit individuals who also possess knowledge, experience, and expertise in 
policy, legal, and service areas. Providing reasonable accommodations is essential for ensuring meaningful participation.
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	ꞏ Engage people with lived experience, and other stakeholder groups, on the main government-led 
advisory board and working groups and build their capacity to participate. Sufficient funds should be 
allocated to involve people with lived experience, including where possible those representing organizations 
of persons with mental health conditions and psychosocial disabilities, alongside other stakeholder groups, 
on government-led advisory boards and working groups. Funds should cover fair compensation for their 
work, transport costs, and provision of reasonable accommodations to ensure equal participation. Capacity 
building is crucial for meaningful involvement and may include training on rights-based approaches, mental 
health systems, policy-making, and other relevant factors influencing the system.

	ꞏ Establish mechanism(s) to maintain the independence and autonomy of organizations of people with 
lived experience. Organizations of people with lived experience are scarce or nonexistent in many countries, 
despite their crucial role in decision-making. Governments can provide financial support to establish and 
scale up these organizations, but it is vital they retain autonomy to prevent government co-opting. Transparent 
funding agreements with clear terms, expectations, and conflict of interest statements are needed to safeguard 
against political interference. Multi-year funding should be prioritized for sustainability and long-term planning. 
Governments can also help civil society organizations diversify funding sources by forming partnerships with 
foundations, philanthropic organizations, development bodies, academic institutions, and other donors, 
reducing reliance on a single source (66, 67).

Strategy 1.4.2

Implement standards so that people with lived experience can participate meaningfully 
in policy, law, service delivery, training and research.

Actions

	ꞏ Draft standards collaboratively with organizations and individuals with lived experience to broaden 
their representation and participation. These standards will foster meaningful involvement of people with 
lived experience in all aspects of mental health policy, services, training, and research. Standards for developing 
policy could include ensuring people with lived experience are in leadership roles, are involved in selecting and 
overseeing priority directives, in monitoring and evaluation processes, and in strategic decision-making at 
managerial and operational levels. Standards for services could involve people with lived experience as regular 
staff members, as peer workers in support programmes, and in strategic decision-making roles. Standards for 
training initiatives could ensure that all training programmes are co-developed and co-delivered with people 
who have lived experience. Standards for research initiatives could involve people with lived experience in 
developing research themes, selecting projects, and co-developing or leading funded research projects. 
Standards for capacity building could require that staff at mental health services, training facilities, and research 
institutions receive training on valuing contributions from people with lived experience, establishing cooperative 
environments that reduce power imbalances, and incorporating accommodations for broader participation.

	ꞏ Incentivize increased representation of people with lived experience within policy development, 
service delivery, training initiatives, and research. Incentives could include financial compensation (payment 
or reimbursed expenses) on an equal basis with others involved, opportunities for professional development 
and progression based on newly acquired skills and knowledge, leadership positions in training and research 
for people with lived experience, and public recognition of their participation and contributions, including 
authorship and acknowledgements in publications, articles, media, and public meetings.



22	 Guidance on mental health policy and strategic action plans: Module 2

Strategy 1.4.3

Conduct national and local advocacy campaigns led by and featuring people with lived 
experience of mental health conditions and psychosocial disabilities.

Actions

	ꞏ Prepare campaigns and advocacy efforts focused on pressing mental health issues. Key topics could 
include raising awareness about the need for mental health investment, advocating for person-centred, rights-
based services, and challenging stigma and discrimination. More focused efforts might promote mental health 
law reforms or community housing support for people with psychosocial disabilities. Campaigns should actively 
involve those connected to the theme. Campaigns can be aligned with significant dates like World Mental Health 
Day (10 October), World Suicide Prevention Day (10 September), International Day of Persons with Disabilities 
(3 December), and Human Rights Day (10 December) to amplify messages and enhance stakeholder engagement.

	ꞏ Work with traditional and social media to promote responsible coverage of mental health issues and 
actively educate against stereotypes and human rights violations. This collaboration should be led by 
people with lived experience. Excessive focus on risk, harm, danger, suicide and crimes can link mental health 
conditions with danger in the public consciousness (68). This is often compounded by stigmatizing language 
and labels (69). Journalists have an important role in promoting a human rights and recovery agenda by 
focusing on recovery success stories and respect for human rights (70). Social media is increasingly the forum 
through which mental health issues are explored, and offers people with mental health conditions and 
psychosocial disabilities from all demographics a space to express themselves and to make connections (71). 
It has substantial potential for education and for promoting human rights and recovery, as well for delivering 
supportive interventions (72).

SPOTLIGHT on responsible reporting of mental health and suicide.

Guidelines for reporting on mental health should emphasize using sensitive, non-sensational, and accurate 
language. Avoid stigmatizing terms like mentally ill, mental disorders, schizophrenic, psychotic, and committed 
suicide.

Promote positive recovery narratives and best practices for interviewing people with lived experience.

Provide journalists and social media influencers who might cover mental health and suicide-related stories 
with links to crisis hotlines, support services, and contact information for experts, including those with lived 
experience (73).

For practical resources related to Policy directive 1.4 People with lived experience, civil society, and communities 
see the relevant section of the annex.
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Policy directive 1.5 Rights-based law reform

National mental health legislation, along with associated rules, regulations, and operational mechanisms for 
implementation, should be developed or updated in line with international human rights standards, including 
the C R P D. This will protect and promote the rights of people with mental health conditions, codify rights-based 
principles, and support the aims of mental health policies and strategies. Aligning legislation with these standards 
can help change ingrained attitudes, reduce stigma and discrimination, and foster rights-based mindsets. 
Conversely, outdated laws reinforce stigma, discrimination and violations, hindering the development of person-
centred, rights-based mental health systems and services.

Illustrative example text

This policy directive will initiate a law review process to identify legislation to be abolished, modified or adapted 
to align with international human rights standards. Reforms will target both stand-alone mental health laws and 
discriminatory provisions in laws related to education, employment, social welfare, housing, health, justice, family 
rights, and participation in public and political life. The mental health sector will collaborate with legislative 
bodies (for example, Attorney General’s offices, other offices with the same function, or parliamentarians) to 
repeal guardianship and substitute decision-making laws and replace them with law that recognizes legal capacity 
and promotes supported decision-making, including the use of advance plans.

Strategy 1.5.1

Conduct training for wide-reaching mindset change and advocacy for law reform. 

Actions

	ꞏ Implement widescale capacity building with key stakeholders and the community to change mindsets, 
reduce stigma and discrimination, and promote a rights-based approach in mental health. A priority 
is to provide stakeholders who will be engaged in the law reform, including the drafting committee, alongside 
the broader community (also see Strategy 1.5.2 on reforming legislation) with information and training on 
country obligations under international human rights law, including the C R P D, and on applying these 
standards in the mental health sector. Progress in law reform requires a significant mindset shift to avoid 
superficiality. New laws risk being minor improvements or failing in implementation if interpreted through 
outdated perspectives. To change attitudes among stakeholders, training programmes should go beyond 
imparting knowledge and engage participants emotionally through debates, discussions, and case studies 
(see also Strategy 5.1.1 on awareness strategies).

	ꞏ Hold dialogues with the key stakeholder groups to discuss the need for, and implications of, legislative 
reform towards a rights-based approach. These dialogues should explain the main components of the 
new legislation and its impact on various sectors. Engaging members of the executive branch and legislature 
from all political parties early on is crucial to inform them about the challenges and gaps in existing legislation; 
the implications for rights enjoyment; the background of the proposed law and the concerns of people with 
mental health conditions and psychosocial disabilities; and the human rights obligations and political 
commitments under the international human rights and sustainable development framework. People with 
lived experience should play an active role in these discussions and activities (22). 

1.5
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	ꞏ Implement awareness campaigns with the media, highlighting the need for change. Stigma, myths, 
and misconceptions about mental health conditions and psychosocial disabilities make it harder to implement 
rights-based legislation. It is crucial to start changing attitudes and mindsets before developing new laws. 
Awareness efforts should explain the importance of a human rights-based approach in law, and why it  
applies to everyone. The media can play a key role in emphasizing the importance of respecting human rights 
and educating the public about new approaches to mental healthcare, particularly the value of community-
based approaches.

REFLECTION on driving change. Changing the law can take years. But people can start change within 
existing laws. For example, even if the law gives guardians decision-making power, they can still act in the 
spirit of the C R P D, supporting individuals to make their own choices, and respecting these. A culture shift 
and legal reform should work together.

Strategy 1.5.2 

Reform legislation related to mental health to align it with human rights standards, 
including the C R P D.

Actions

	ꞏ Undertake a rights-based analysis of current laws, policies, and services related to mental health to 
understand alignment with international human rights standards. Initially, it is important to identify 
which United Nations and regional human rights treaties have been ratified by the country. A thorough review 
of these international instruments is crucial for understanding the legal obligations imposed on the government 
and ensuring they are reflected in national legislation. Human rights standards from conventions not ratified 
by the country should also be considered, as they provide valuable guidance. The analysis should also examine 
domestic mental health laws and other related laws — such as those covering general health, social care, 
anti-discrimination, patients’ rights, capacity, employment, disability, and access to justice — to determine 
whether they promote or hinder human rights. Laws that directly violate human rights, such as those 
criminalizing suicide and self-harm, should be identified as barriers to care and support and repealed (409). 
Additionally, policies, services, and other aspects of the mental health system should be reviewed to identify 
potential obstacles to rights-based law reforms (see Step 4, on reviewing international human rights obligations, 
in Module 3, Process for developing, implementing, and evaluating mental health policy and strategic action plans).

	ꞏ Repeal, amend and draft laws for alignment with human rights standards using multidisciplinary 
expertise and inputs from consultations. The analysis and technical work should be conducted by a drafting 
committee made up of experts with collective experience in human rights, legal and clinical issues, and lived 
experience of mental health conditions (see Box 3 above). This approach can ensure that legislation aligns 
with C R P D human rights standards. Stakeholders, including people with mental health conditions and 
psychosocial disabilities, should inform the drafting process through ongoing consultation and negotiation 
and have the opportunity to review and provide feedback on draft versions of the bill to ensure their views 
are accurately captured and reflected.

https://iris.who.int/handle/10665/380467
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	ꞏ Facilitate the legislative process during debate and adoption phases. The multidisciplinary committee 
should address queries and clarify technical issues, including the impacts and costs of proposed amendments. 
Mobilizing public opinion is also crucial (see Strategy 1.5.1 on training and capacity building). Advocacy efforts 
are essential for building and demonstrating support. These efforts might include aligned coalitions of 
advocates, newspaper articles, radio and television broadcasts, meetings with key parliamentarians and 
decision-makers, or letters to influential figures. It may help to identify champions for the reform, such as 
senior officials within the Ministry of Health, parliamentarians, journalists, or well-known national personalities.

KEY POINT: mental health legislation can be separate from, or integrated into other existing laws. 
Mental health provisions can be established as stand-alone laws. However, they can also be integrated into 
existing law, such as law on health, disability, discrimination, welfare, education, employment, housing, or 
the judiciary. Prioritizing integration into mainstream law can better ensure equal rights, reduce stigma, 
discrimination, and marginalization. Some countries will combine the approaches. Whichever is chosen, the 
focus should remain on protecting human rights, ensuring individuals with mental health conditions enjoy 
equal rights with others.

Strategy 1.5.3 

Set up implementation mechanisms and actions including training.

Actions

	ꞏ Establish an oversight agency and bodies for monitoring and implementing the law. Establish an 
oversight agency and monitoring bodies to implement and enforce the law, including review bodies, courts, 
and similar mechanisms. Legislation should define the mandate and composition of these bodies, determining 
whether they operate nationally or at local, district, or regional levels. The functions of independent monitoring 
mechanisms (see Box 6) may vary by country and can complement the court’s role. A key responsibility of the 
oversight body is to eliminate involuntary admission and treatment. It should have a set timetable for 
implementing reforms, measurable targets, and sufficient administrative and financial authority. Complaints 
procedures in the reformed legislation should be designed to be both speedy and effective.

	ꞏ Draft and adopt regulations and codes of practices. After reforms become law, regulations for implementation 
need to be developed, finalized, and published in the official gazette by relevant ministries or agencies. Public 
consultations are often required before finalizing these regulations. Codes of practice should accompany 
regulations, offering practical advice for professionals on complying with legal obligations, including best 
practices and relevant case law. All regulations, guidance, and codes should align with the law’s text.

	ꞏ Raise public awareness of the law. Ongoing efforts to raise public awareness of mental health and human 
rights, reduce stigma and discrimination, and overcome resistance to change are crucial, especially with new 
legislation. The public, professionals, advocacy groups, and people with lived experience often lack information 
about new laws and some of these groups may resist changes, particularly when the legislation requires 
significant shifts in customary mental health practices.
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	ꞏ Train stakeholders on rights and the law. Stakeholders in the mental health and social care system, as well 
as other sectors and the broader community, should receive training on relevant laws and rights. This training 
should be provided to diverse groups, including individuals with mental health conditions, families, health 
and social workers, traditional and faith-based healers or leaders, lawyers, civil society organizations, and 
magistrates. The training should cover each provision of the legislation in detail, ensuring a thorough 
understanding of people’s rights and the obligations of stakeholders to uphold them. Additionally, it should 
include capacity building on international human rights standards and conventions (see Box 4 Resources for 
understanding human rights in mental health, in Module 3. Process for developing, implementing, and 
evaluating mental health policy and strategic action plans).

	ꞏ Evaluate whether implementation meets the new legislation’s objectives and requirements.  
A comprehensive evaluation should assess: the law’s impact; relevance to people’s needs; effectiveness in 
achieving its objectives; cost-efficiency; coherence with other actions; effectiveness in addressing inequalities 
and improving equity; and should identify any harmful effects of the law. This ensures the law is implemented 
as intended and meets its goals.

Box 6. Important roles and functions for oversight agencies and bodies

Roles and functions for agencies and bodies tasked with monitoring and implementing the law include: 

	ꞏ conducting regular and unannounced inspections of mental health settings or services; 

	ꞏ guiding efforts to eliminate coercion, and monitoring progress;

	ꞏ collecting and reviewing data and statistics relating to service provision (for example duration of 
hospitalizations, use of specific treatments, suicides, natural or accidental deaths);

	ꞏ monitoring deinstitutionalization plans and community-based support services;

	ꞏ ensuring that major, invasive or irreversible interventions (for example, psychosurgery, 
electroconvulsive therapy) are not practiced, or are only permitted with free and informed consent;

	ꞏ maintaining registers of mental health settings and enforcing quality and human rights standards;

	ꞏ proposing penalties for legislative breaches including accreditation withdrawal;

	ꞏ directly reporting to government minister(s) with responsibility for mental health services;

	ꞏ recommending legislative improvements;

	ꞏ raising awareness and supporting training for the human rights-based approach to mental health; and

	ꞏ publishing findings regularly and reporting to regional and international human rights bodies.

For practical resources related to Policy directive 1.5 Rights-based law reform see the relevant section of 
the annex.

https://iris.who.int/handle/10665/380467
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Special considerations for diverse groups  
Policy area 1. Leadership, governance and other enablers

Coordination, leadership and accountability

Participation of diverse groups

	ꞏ Ensure diverse groups are properly represented: within leadership, coordination, and accountability functions, 
including government departments, advisory groups, monitoring committees, and complaints mechanisms.

Financing and budgets

Children and adolescents

	ꞏ Allocate funds to provide accessible age-appropriate psychological support services within schools and 
community settings for children and adolescents exposed to bullying and peer violence.

	ꞏ Support evidence-based social skills training programmes for children and adolescents with autism and  
other disabilities. 

	ꞏ Include provisions for caregiver training to support the social, emotional, and cognitive development of  
these individuals.

Older adults

	ꞏ Support companionship schemes to maintain social connections and maintain or initiate an active life.

	ꞏ Establish support schemes to help develop advance directives for future care and support preferences.

Women, men and gender diverse persons

	ꞏ Fund psychological support for survivors of gender-based violence and those undergoing gender-affirming 
treatments. 

	ꞏ Support programmes to assist persons transitioning gender, their family members or caregivers.

	ꞏ Allocate resources for suicide prevention initiatives that consider and target the unique risk factors faced by 
different groups, including men, women, and gender-diverse persons, such as gender-based violence, poverty, 
social discrimination, employment insecurity, social isolation, and pressures from traditional gender roles.

Persons belonging to the L G B T I Q + community

	ꞏ Provide psychological support to individuals questioning their sexual orientation and those facing homophobia, 
transphobia or other forms of discrimination based on sexual orientation.

Persons with disabilities

	ꞏ Finance schemes for reasonable accommodations, such as communication devices and those that facilitate 
access to mental health services (such as access ramps, non-fixed examination tables, and improved signage 
within mental health facilities).

	ꞏ Provide personal budgets for a range of supportive services including training and education opportunities, 
essential accessible equipment, and technology that supports independence
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Migrants and refugees

	ꞏ Allocate funds to create culturally appropriate environments in mental health services for example by providing 
interpretation services and ensuring access to culturally appropriate food.

Persons from minoritized racial and ethnic groups

	ꞏ Support psychological and psychosocial interventions addressing collective trauma and other culturally 
specific needs (for example, genocides or racist crimes affecting entire societies).

Indigenous Peoples

	ꞏ Support culturally safe mental health practices, (for example, ceremonies, spiritual cleansing, healing circles).

Persons who are houseless or with unstable housing

	ꞏ Provide support for basic needs such as food, clothing, and hygiene for houseless individuals

Information systems and research

Children and adolescents

	ꞏ Track the impact of global challenges such as conflict, climate crisis, social withdrawal, isolation, polarization, 
and economic downturn on children’s mental health and well-being. 

	ꞏ Research how social media and digital technologies affect the development and well-being of children and 
adolescents.

	ꞏ Examine both the positive and negative impacts of screen time, considering not only the duration but also 
the content and context of use.

Older adults

	ꞏ Address the risks of overmedication and oversedation on people’s health in care homes and general hospitals

	ꞏ Consider the complexities of physical comorbidities when supporting older adults with mental health conditions, 
as medication interactions can complicate their care.

Women, men and gender diverse persons

	ꞏ Understand and respond to the higher rates of psychotropic drug prescriptions among women.

	ꞏ Understand the extent, impact and causes of domestic violence on women.

	ꞏ Focus on (over-)admissions and harmful treatment practices, focusing on instances of misdiagnosis and 
ineffective treatments, such as conversion therapy.

	ꞏ Incorporate non-binary and diverse gender categories into monitoring and evaluation tools to achieve 
comprehensive and accurate data collection and analysis.

Persons belonging to the L G B T I Q + community

	ꞏ Design data collection tools that avoid heteronormative assumptions and that use inclusive language.

	ꞏ Include indicators to assess how homophobia and discrimination based on sexual orientation impacts mental 
health outcomes.

Persons with disabilities

	ꞏ Design research instruments that address not only health conditions/impairments but also the functional 
limitations and barriers faced by people with disabilities.

	ꞏ Conduct research on effective reasonable accommodations in mental health services for people with disabilities.
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Migrants and refugees

	ꞏ Address barriers that prevent undocumented migrants, immigrants with unclear status, and refugees from 
accessing mental health care.

	ꞏ Develop culturally appropriate research tools and indicators, presented in the languages used by migrants 
and refugees, to ensure meaningful data collection and analysis for these populations.

Persons from minoritized racial and ethnic groups

	ꞏ Focus on the racial disparities in incarceration rates and the use of involuntary treatment and coercive practices 
among individuals with mental health conditions and psychosocial disabilities (74–76). 

Indigenous Peoples

	ꞏ Include Indigenous Peoples’ values and healing practices in mental health research.

Persons who are houseless or with unstable housing

	ꞏ Investigate the effects of chronic and temporary housing instability on mental and physical health. 

	ꞏ Focus on the challenges houseless individuals face in accessing basic needs, such as food, clothing, and 
hygiene, and explore effective support mechanisms.

People with lived experience, civil society, and communities

Representation of diverse groups

	ꞏ Include representation from all groups facing discrimination in high-level decision-making.

	ꞏ Incorporate diverse experiences and perspectives to build a comprehensive mental health system that 
accommodates a diverse range of needs.

Rights-based law reform

Children and adolescents

	ꞏ Incorporate provisions in legislation to make sure children and adolescents are involved in healthcare-related 
decisions consistent with their evolving capacities, and to provide them with age-appropriate supported 
decision-making, if they wish.

	ꞏ Establish clear legal frameworks that protect children and adolescents from harmful practices.

	ꞏ Prohibit harmful practices in mental health care, such as electroconvulsive therapy in childhood and adolescence.

Older adults

	ꞏ Include safeguarding mechanisms to prevent abuse of older adults.

Women, men and gender diverse persons

	ꞏ Repeal legislation that allows (i) female genital mutilation (ii) conversion therapies (iii) involuntary admission 
based on non-binary identity.

Persons belonging to the L G B T I Q + community

	ꞏ Reform laws to ensure sexual and reproductive health rights are respected and to prohibit conversion therapies 
and involuntary admission based on sexual orientation.
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Persons with disabilities

	ꞏ Introduce accommodations for expressing will and preferences in health-related and other matters.

Migrants and refugees

	ꞏ Establish provisions to ensure that migrants, asylum-seekers, refugees, and stateless persons, regardless of 
documentation status, have access to the same mental health services, supports, and treatments as nationals.

Persons from minoritized racial and ethnic groups

	ꞏ Prohibit discrimination in healthcare access and promote active participation of minoritized racial and ethnic 
groups in developing mental health programmes.

Indigenous Peoples

	ꞏ Repeal colonial mental health laws and integrate provisions that acknowledge mental health and well-being 
within its cultural context.

	ꞏ Respect and incorporate indigenous approaches and traditional healing practices that align with human rights.

Persons who are houseless or with unstable housing

	ꞏ Repeal laws criminalizing houselessness and ensure people are not penalized for resting, sleeping, and eating 
in public spaces.
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Policy Area 2: Service 
organization and development

Key challenges

Many countries have limited or no access to basic mental healthcare (77–79) and where access exists, care is 
often poor quality and violates people’s human rights, including in high income countries. To ensure the right 
to health for all, governments should address the following key challenges.

	ꞏ Limited access to quality community-based mental health services. Many people are prevented from 
receiving the appropriate care they want because services are unavailable, inaccessible, unaffordable, or of 
poor quality (80, 81). In most countries, mental healthcare is concentrated in major cities. Large psychiatric 
hospitals and institutions are often the main providers (82). W H O’s 2020 Mental Health Atlas reports that 41% 
of countries allocate more than 60% of their mental health budget to mental hospitals (51). When care is 
provided through large psychiatric hospitals or institutions, less money is available for community care 
options, which are more accessible, acceptable, and generally higher quality. Hospitals and institutions are 
places where people are often forced to live for long periods, without control over their daily lives or decision-
making. People are confined to rigid routines that prioritize institutional needs over individual ones, leading 
to isolation and segregation from the community. Institutions have a track record of poor-quality care, poor 
health outcomes, and widespread human rights violations (12, 83–85).

	ꞏ Human rights violations, including coercive practices, denial of legal capacity, and institutionalization. 
Human rights violations are widespread in mental health services across the globe, occurring in high-, middle-, 
and low-income countries, and cannot be attributed solely to a lack of resources (86). Violations include poor 
quality care, the denial of legal capacity, lack of informed consent, and coercive practices, such as involuntary 
admission and treatment, seclusion, and restraint. While such violations can occur in any setting, some of 
the worst abuses are found in large institutions, where issues such as inadequate infrastructure, overcrowding, 
poor sanitation, and inadequate food are common. In addition to coercion, these institutions often perpetuate 
physical, sexual, and emotional abuse and neglect, (30, 31, 87, 88). Smaller community services can also 
replicate these violations, acting as mini-institutions. Therefore, deinstitutionalization efforts require services 
to develop or transform towards a human rights approach, comprehensively eliminating institutional mindsets 
and practices.

	ꞏ Over-reliance on the biomedical approach and psychotropic drugs. Many mental health services rely 
significantly on a biomedical model that focuses predominantly on diagnosis, medication, and symptom 
reduction. Even when the biopsychosocial model is referenced, it often prioritizes the ‘bio’ component over 
other factors. This approach often neglects holistic treatments that support recovery by addressing broader 
aspects of a person’s life, such as relationships, meaning, and living conditions (1, 89).

2
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	ꞏ Failure to address social and structural determinants of mental health. Social and structural determinants 
are crucial factors influencing populations’ and individuals’ mental health but are often overlooked in mental 
health discourse and practice (90, 91). As a result, mental health professionals are often ill-equipped to address 
these issues, leading to over-medicalization of human distress including over-reliance on medication. Broader 
psychological, social, and economic interventions are under-used, even though, when implemented collaboratively 
with communities and non-health sectors, these can address the root causes of mental ill health (92–95).

	ꞏ Poor coordination between mental and physical health services. People with mental health conditions 
and psychosocial disabilities are at higher risk of developing physical health problems, such as diabetes, 
cardiovascular disease, cancer and H I V/AIDS, due to factors like the effects of psychotropic drugs, lifestyle 
factors (for example, high rates of smoking), living conditions, and discrimination (96–98). Poor coordination 
between mental and physical health services leads to worse physical and mental health outcomes. (25, 80, 
99). People with mental health conditions have an excess mortality rate two to three times higher than the 
general population (they are more likely to die, of any cause, than the overall population) (98, 100). Of these 
deaths, 60% are linked to physical health conditions, reflecting how people with mental health conditions 
have often had their physical health neglected for decades (101–103).

	ꞏ Insufficient financial resources. Countries underfund mental health services, resulting in insufficient 
staffing, inadequate training, and limited support for quality improvement efforts (50). This lack of resources 
significantly contributes to lower-quality care.

When addressing these challenges and selecting policy options, it is helpful to consider what an integrated 
service model might look like within a policy framework. Fig. 2 highlights key considerations for building this 
model. While not every element needs to be included, policy-makers can adapt these and other relevant factors 
to suit their specific contexts. These elements, spanning service types, functions, settings, partnerships, financing, 
interventions, and operational structures, provide a robust foundation for developing policy that establishes 
adaptable and inclusive mental health services. Such a model builds upon and complements the framework 
outlined in the World mental health report: transforming mental health for all (104). The model maintains alignment 
with the Report while offering additional depth and operational guidance. Each of these components is further 
explored in this and subsequent sections.
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Fig. 2 A framework to help countries build their service policy model 
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Fig. 2 A framework to help countries build their service policy model continued
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Policy directive 2.1 Coordinated rights-based community mental 
health services and support at all levels of care

The right to health requires governments to provide communities with access to quality mental health care services 
that respect people’s rights and dignity, and that continue for as long as people need care. Decades of research 
show that coordinated community-based services enhance acceptability, accessibility, and quality of care, leading 
to better health and social outcomes. However, not all countries can implement every type of service outlined in 
this Guidance. Appropriate service provision depends on each country’s specific context, including whether they 
operate in low or high-resource settings. The mental health services presented here are not a rigid model for 
universal adoption. Instead, they are a flexible menu of options, allowing countries to select and scale up services 
that align with their specific economic and policy frameworks, while still promoting human rights and recovery.

Illustrative example text

This policy directive aims to establish a network of community-based, person-centred, and human rights-focused 
mental health services. These include services in general hospitals, crisis response, community mental health 
centres, outreach programmes, peer support, primary care, integrated health services, and specialist mental 
health care (55).

The network will operate across various settings, interfacing with social and other sectors to provide crisis 
support, ongoing treatment, and community inclusion. Developed within a human rights framework, the services 
will emphasize non-coercive care, meaningful participation, and community integration, addressing social and 
structural factors that undermine mental health. The network will meet health needs alongside social, economic, 
housing, employment, and social protection needs, ensuring coordination and continuity of care across mental 
health and social services.

This integrated approach offers a spectrum of care throughout a person’s life, ensuring access to comprehensive 
services tailored to individual needs. It also recognizes the crucial role of families as primary caregivers, providing 
them with necessary support to be active participants in the care journey of those with mental health conditions 
or psychosocial disabilities.

A diverse group of stakeholders will be involved in developing and delivering this network, including individuals 
with lived experience, policy-makers, politicians, representatives of marginalized groups, community leaders, 
health practitioners, families and caregivers, legal experts, academics, and philanthropists (See Box 3).

In building this community mental health network, service providers will also focus on creating healthy, 
environmentally sustainable services, acknowledging the country’s climate commitments and emerging evidence 
that engaging with nature improves well-being and is cost-effective (105, 106).

KEY POINT: sustainable workforce and service planning is essential. Long-term workforce planning can 
ensure there are enough trained staff to run new services and implement the required interventions. 
If financial and human resources are limited, begin with a small-scale service that could expand over time 
and eventually be scaled up across districts and regions. This is relevant to all the strategies discussed under 
this policy directive.

2.1
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Strategy 2.1.1

Create and expand rights-based, short-term inpatient units, outpatient, and community 
outreach services in general hospitals.

Actions

	ꞏ Consult with hospital authorities and stakeholders on creating short-term inpatient unit(s) or beds, 
outpatient units and community outreach services. To facilitate informed decision-making, hospital 
authorities should understand the scope, functions, and challenges of integrating mental health services, 
along with the health and social benefits. They may need to tackle stigma and discrimination, accessibility 
issues (for example for people with disabilities) and financial barriers. Securing commitment from hospital 
authorities and selecting suitable general hospitals in accessible locations for the local community may take 
time. It is crucial that new hospital units do not replicate the coercive practices and neglect that is common 
in many existing psychiatric units (see Policy directive 2.1 on deinstitutionalization).

	ꞏ Identify appropriate space and designs for inpatient and outpatient unit(s) in hospitals. Inpatient units 
should be small, with bed numbers limited to prevent overcrowding and institutional approaches. They should 
remain unlocked to ensure a voluntary, recovery-oriented atmosphere. Stays should be brief, focused on 
recovery, with community living options explored if returning home isn’t possible. Both inpatient and outpatient 
units should provide a welcoming, comfortable, and stimulating environment that fosters active participation 
among users, staff, and visitors. Sleeping, bathroom and toilet areas, should be separate for women and 
men, uphold high standards of sanitation and maintain privacy (See W H O QualityRights assessment toolkit (50)).

	ꞏ Establish operational protocols for the mental health services within the hospital. This should include 
protocols for rights-based assessment, treatment and support (see Policy area 3) as well as for service quality. 
Functions may vary based on service type (inpatient, outpatient, liaison services within the hospital and 
community outreach), requiring clear protocols for collaboration within the hospital. Operational protocols 
will need to specify roles and responsibilities for staff, including for those carrying out ongoing supervision 
and education (See Policy area 3 on human resource and workforce development). Standards need to be 
specified and should be backed by anonymous feedback and complaint mechanisms, to ensure ongoing 
evaluation and improvement (see Strategies 2.2.2 on upholding rights, eliminating coercion and promoting 
recovery and Strategy 1.1.3 on monitoring service quality and rights protections).

	ꞏ Establish the range of specialized mental health services to be provided in general hospitals, based 
on the local context. Specialized services should address the specific needs of the populations the hospital 
serves. These may include services for dementia, eating disorders, neurodiversity (such as autism), suicide 
risk and attempts, alcohol and other psychoactive substance use, and support for groups facing discrimination, 
such as those experiencing gender-based violence, seeking gender-affirmative care, or involved with the 
justice system. Establishing these services may require introducing specific functions, investing in specialized 
equipment, and recruiting or training staff with the necessary expertise.

https://iris.who.int/handle/10665/70927
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	ꞏ Recruit and/or deploy trained multidisciplinary staff in hospital mental health services. Implementing 
a person-centred, recovery-oriented, rights-based approach across inpatient, outpatient, and community 
outreach services requires staff with diverse skills. Recruitment should prioritize engaging multidisciplinary 
teams, whenever possible, including individuals who can provide peer support. Potential staff should be 
identified early to ensure efficient operation of mental health services. Training new staff and re-deploying 
existing ones requires time. It is also important to increase the number of university and college students 
training for required professions (see Policy area 3 on human resource and workforce development).

	ꞏ Train and supervise other hospital staff on rights-based care and support for mental health. All staff 
in general health services should receive basic training in rights-based mental health and psychosocial 
support. Those employed in the newly established services will be well-positioned to deliver this training.

Strategy 2.1.2 

Create and expand rights-based crisis response services.

Actions

	ꞏ Establish mental health-friendly environments and rights-based responses in accident and emergency 
units. Emergency departments in general hospitals, or in other acute care centres, are places that people 
use when experiencing acute distress. It is important that staff, including first responders, are trained to 
support people experiencing an emotional crisis or severe distress, without coercion, and that they can call 
on additional expertise to respond to a crisis. Incorporating peer support roles within emergency departments 
can offer valuable, empathetic assistance to individuals in crisis, drawing on lived experience to provide 
understanding and comfort. Additionally, creating a calm, comfortable space where individuals can wait while 
being supported is crucial, as the typical noise and activity of a busy emergency department can intensify 
distress and emotional crises.

	ꞏ Establish crisis telephone line(s) with rights-based operational protocols. Implementing crisis telephone 
lines with rights-based protocols is crucial for mental health emergencies. Warmlines are preferable to 
traditional hotlines, as they avoid police involvement and involuntary detention, offering support during 
crises, reducing isolation, and connecting individuals to resources. Importantly, they respect autonomy, 
allowing individuals to seek help without fear of unwanted interventions. Effective crisis lines, available 24/7 
and staffed by skilled workers, including peers, require strong communication, empathy, and mental health 
understanding. They should allow anonymity and ensure continuous support in emergencies until a mobile 
crisis team arrives, without imposing unwanted assistance.

	ꞏ Establish mobile crisis team(s), their functions and rights-based operational protocols. This enables a 
rapid in-person response to someone who is experiencing extreme distress. A mobile crisis team should 
prioritize a person’s expressed immediate needs and offer support in an unobtrusive, non-coercive and non-
threatening manner. The mobile team needs to be skilled and experienced in engaging people. Staff should 
implement collaborative problem-solving to help the person to cope more effectively with their immediate 
stresses and to de-escalate the situation, making it safer for the distressed person and their community. 
The team can also link the person to other services and support and resources for longer term follow-up.
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	ꞏ Establish crisis accommodation, its functions and rights-based operational protocols. Crisis 
accommodation, should include gender-specific options and provide a home-like healing environment where 
people can work through an emotional crisis at their own pace and in their own way. Crisis housing should 
accept people on a voluntary basis only. Staff should be available to stay with a person going through a crisis 
day or night and provide counselling, peer support, help to develop wellness plans and advance plans, a 
supportive communal living environment and access to community resources, all without resorting to coercion. 

SPOTLIGHT on responding to people in crisis

Mental health crisis and suicide risk and attempts. In mental health crises, where suicide risk and attempts 
may be present, coercive practices like involuntary admission and treatment are often imposed. However, 
prioritizing de-escalation, offering care options, and developing a support plan to connect individuals with 
community resources fosters trust and encourages future support-seeking (22).

Prioritizing care over policing in crises (107). Police-only crisis responses often fail to meet the needs of 
individuals during mental health crises and can increase the risks of distress, harm, arrests, and fatalities, 
particularly among marginalized groups. Establishing crisis response teams that combine mental health 
expertise with lived experience can help address these challenges and reduce the need for police involvement.

Crisis support during humanitarian emergencies. In humanitarian emergencies and refugee contexts, 
crisis response services, such as emergency units, crisis teams, and telephone hotlines, should address the 
specific needs of affected populations. This includes having staff who speak relevant languages, respecting 
cultural preferences, and ensuring accessibility without stigma. Collaboration among mental health services, 
government departments (for example, telecommunications, social protection, health ministries), and N G Os 
is essential to establish and maintain these crisis lines, including referral pathways for those in crisis. It is 
also vital that refugees and people displaced to other countries have access to these services.

Strategy 2.1.3

Create and expand rights-based community mental health centres and outreach services.

Actions

	ꞏ Establish functions and operational protocols for community mental health centres. It is important to 
define and detail the core functions of assessment, recovery/treatment planning and follow-up, crisis support, 
prevention and promotion, coordination and linking to community resources.

	ꞏ Establish functions and operational protocols for community outreach mental health teams. Outreach 
teams can plan and deliver assessments, rights-based recovery and treatment planning, follow-ups, crisis 
support, and coordination with community resources to individuals at home or living on the street. They are 
ideally positioned to operate from community mental health centres or other mental health services and 
should be available around the clock.
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	ꞏ Establish the range of specialized services that community mental health centres and outreach 
services will provide. Specialized services should meet the specific needs of the population being served. 
They may include specialized services for dementia; eating disorders; neurodiversity including autism; suicide 
risk and attempts; alcohol and other psychoactive substance use. Community beds may be needed for people 
who require specialized support after a mental health crisis. Services may be needed for people from groups 
that face discrimination, for example people experiencing gender-based violence, people seeking gender-
affirmative care, trauma-informed services for refugees or services for people coming into contact with the 
justice system. Establishing specialized services may require mapping of, and collaboration with, other services 
in the community (see also Strategy 2.3.2 on strengthening partnerships). Investment in specialized equipment 
may be needed alongside recruitment and retention of staff with specific competences, or training for existing 
staff on specialized care and treatment.

	ꞏ Recruit and/or deploy trained multidisciplinary staff to work in rights-based community mental health 
centre(s) and outreach service(s). Establishing and scaling up community mental health centres and outreach 
teams depends on having sufficient human resources available and trained (new recruitment, staff deployed 
from other services etc.). As far as possible, community mental health teams should be both multidisciplinary 
and reflect local community diversity, including groups facing discrimination. 

REFLECTION on crises. Humanitarian crises, such as conflict or health emergencies, can quickly disrupt or 
overwhelm general hospitals and other health and mental health services. At such times, outreach teams 
can be crucial in reaching out to individuals, including displaced persons, and providing support directly in 
the community.

Strategy 2.1.4 

Create and expand rights-based peer support services.

Actions

	ꞏ Create or expand one-to-one peer support. Mental health services can employ people with lived experience 
of mental health conditions or psychosocial disability to support service users. Alternatively, independent 
peers (potentially from peer-run organizations) can provide voluntary or paid support within services and 
within the community. Service users can also provide mutual unpaid peer support. It is also important to 
ensure that peer supporters receive adequate support for their own well-being in these roles, aligning with 
a duty of care approach that safeguards their mental health as they support others.

	ꞏ Create or expand group peer support. Support groups can operate within mental health services, in the 
community, or both. Group peer support offers companionship, helps people understand their mental health 
and experiences, supports decision-making, and creates and strengthens social networks. Group support 
can lead to social change and can foster inclusion for people with mental health conditions and psychosocial 
disabilities at community and national levels.
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	ꞏ Create or expand peer support for family members and caregivers. Rights-based one-to-one and/or 
group support services can help people who support relatives/others with lived experience of mental health 
issues. Families and other caregivers develop valuable knowledge, experience, and perspectives and can 
share this through peer support. For example, peer support can help a family member when their relative is 
receiving treatment and care, or transitioning from inpatient care to their family home or community residence. 
Families affected by a suicide, or a suicide attempt, may need immediate or ongoing support, particularly 
when they are the primary support for the distressed person.

SPOTLIGHT on peer support

Aims of peer support. Peer support plays a crucial role by offering emotional support, helping individuals 
understand and share information, resources, and experiences. It also supports decision-making, promotes 
autonomy, fosters social inclusion and advocacy, and helps people access social benefits (108). Peer support 
can be tailored to specific conditions, such as depression, issues like bereavement, or broader issues like 
emotional distress, or voice hearing. Another key role is to provide information on human rights and access to 
justice, supporting people to navigate these systems and advocate for themselves. Peer support can also help 
people obtain official identification and ensure their personal information, such as name and age, is properly 
documented, which is important for human rights protection, access to social benefits, and other services.

Integrating peer support into mental health care. Peer support, embodying values of mutuality, equality, 
self-determination, empathy, and a person-centred, recovery- and rights-oriented approach, should be 
integral to mental health referral pathways and networks. Peer supporters, particularly in official roles, 
should also be competent in core helping skills, which may require formal or informal training. Fostering a 
culture that values peer support is crucial to overcoming staff resistance and deepening their understanding 
of the peer role (109).

Employment and independence. Ideally, peer supporters working within health or social services should 
be employed through independent peer organizations to preserve their independence. Direct employment 
by the service may pressure peer supporters to assume a staff role rather than maintaining their peer 
identity. However, it is important to recognize that some peer supporters may prefer the security, stability, 
and respect that come from being part of a funded health team. There are benefits to facilitating naturally 
developing relationships between peers, but peers who are filling a part of a mental health service should 
always be compensated at the same rate and scale as other expert staff.
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Strategy 2.1.5

Integrate rights-based mental health approaches into primary care and other  
health services.

Actions

	ꞏ Identify and integrate mental health functions and operational protocols into primary care. Primary 
care centres, clinics and dispensaries, and community health centres can provide assessment, recovery and 
treatment planning and follow-up, crisis support and prevention and mental health promotion while also 
addressing physical health needs. Primary care settings provide an opportunity to implement a collaborative 
care model, where primary care staff collaborate with mental health and other relevant professionals to 
address people’s care and support needs. This holistic approach improves accessibility, affordability, and 
health outcomes, reducing the costs associated with specialized mental health services. Primary care services 
should coordinate with secondary care and other community resources. Where possible, additional professional 
and support staff should be recruited.

	ꞏ Identify and integrate mental health functions into specialized health services. People using specialized 
health services may be experiencing emotional distress or mental health conditions, sometimes due to a 
general health condition or a side effect of its treatment (see also Strategy 2.1.1 on services in general hospitals). 
Specialized health services include (but are not limited to): accident and emergency services; child and maternal 
health care; older adult care; noncommunicable disease care (such as for cancer, cardiovascular, respiratory, 
and autoimmune diseases); palliative care; sexual and reproductive health care; communicable diseases care 
(such as for H I V/AIDS, tuberculosis, malaria, and neglected tropical diseases), and services addressing alcohol 
and other psychoactive substance use.

	ꞏ Define tasks, roles and training of staff at primary care and at specialized health services so they can 
provide rights-based mental health interventions. Services should carefully define the mental health 
responsibilities and tasks of primary care and specialist staff, taking local contexts into account. Targeted 
efforts are essential to reduce stigma and discriminatory attitudes among health workers and to provide 
relevant training, equipping staff to support people experiencing mental health issues and to offer treatment 
and assistance within a recovery-oriented approach. In addition, primary care staff should be specifically 
trained to support individuals experiencing suicidal thoughts, ensuring timely referrals to appropriate specialized 
services when needed. Furthermore, it is essential for staff to be knowledgeable about community resources 
in order to connect individuals with additional physical health, lifestyle, psychological, social, and economic 
interventions that may fall outside the scope of primary care.
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Strategy 2.1.6

Implement an integrated, comprehensive and sustainable approach in and  
across services.

Actions

	ꞏ Provide wide access to assessments, interventions and support for service users and caregivers. 
Mental health services should provide comprehensive assessments of individuals’ support needs and offer 
a wide range of rights- and evidence-based interventions as part of recovery and treatment plans. A key 
priority is supporting families and caregivers, helping them navigate and access appropriate services. Staff 
should be trained and supervised to effectively deliver these interventions and support, which may include 
physical health and lifestyle changes, psychological, social, economic, and pharmacological interventions. 
Service users should be offered a variety of support and interventions, with their will and preferences respected. 
Even when a full range of options is not immediately available, maintaining choice remains crucial. For further 
guidance, refer to Policy area 3 on person-centred, recovery-oriented, and rights-based assessment, 
interventions, and support, as well as other parts of Policy area 2 on human resource and workforce development.

	ꞏ Put in place a system and protocols to provide consistent access to psychotropic treatments. A proactive 
monitoring system (including reliable ordering and supply chain mechanisms) is key to ensuring psychotropic 
drugs in the national formulary are available, and remain in date, at all levels of the health system, from 
specialized care through to community and primary care. Supply chain difficulties and shortages of psychotropic 
drugs in pharmacies can worsen outcomes for people. Abruptly stopping medication is often unsafe and can 
lead to avoidable mental health crises, withdrawal symptoms and reduced trust in services. Ensuring timely 
delivery from central stores to services and pharmacies avoids shortfalls in availability, and the knock-on 
effects this can have.

	ꞏ Continue liaison with government authorities and health insurance agencies, even once services are 
established, in order to secure long-term funding. Even where there has been initial government commitment 
for new services, ongoing dialogue, and reflection on, or adjustment of, insurance schemes is essential for 
sustainable success.

	ꞏ Develop high-quality and secure digital infrastructure for delivering online mental health interventions 
and support. Psychotherapy, counselling, crisis response and other services can sometimes be successfully 
delivered online. However, services should establish safe and secure channels that ensure confidentiality and 
privacy (110). Online services should also be accessible, aligned with global standards around the accessibility 
of digital health (see Web content accessibility guidelines (111) or W H O-ITU global standard on accessibility of 
telehealth services (112)). Video and teleconferencing, websites, and apps being used to deliver interventions 
and support, should offer strong data protection and their interventions should be evidence-based. Services 
need to avoid digital exclusion, and instead provide all groups and communities with widespread access to 
interventions. This should include underserved areas, such as rural and peri-urban areas, as well as people 
with physical, sensory, or other disabilities. Where people cannot use a digital intervention, it should be 
offered in a non-digital format such as phone-based interventions. It is important to note that digital services 
should complement, not replace, in-person support, as face-to-face interactions remain vital for social 
engagement and community integration, particularly for those at risk of isolation (see also Strategy 2.3.1 on 
improving people’s meaningful connections).

https://www.w3.org/TR/WCAG21/
https://iris.who.int/handle/10665/356160
https://iris.who.int/handle/10665/356160
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	ꞏ Implement referral, back referral and other coordination mechanisms. Collaboration, coordination and 
continuity of care within and between mental health services, general health services and other sector services 
(such as housing, social services, employment, education etc.) is important to ensure people can access a full 
range of support. For example, link workers may be needed to help people, or their caregivers, navigate 
complex and at times fragmented services across sectors. Services can develop partnerships and collaboration 
agreements and can designate focal points or coordination teams at district, regional and national levels.

	ꞏ Continually monitor and evaluate services and publish the findings. Evaluation can identify areas for 
improvement and can also provide government policy-makers and health insurance agencies with data that 
convince them to continue and perhaps scale up funding for services. Broad outcome measures should be 
considered, including: user satisfaction; quality of life; community inclusion (such as employment, education, 
income levels, housing status, and social benefits); recovery and symptom reduction rates; physical health 
indicators; and the frequency of coercive practices like involuntary treatment and mechanical, chemical, and 
physical restraints. It is important to track both the number and duration of these events per year, as well as 
the number of individuals affected. Periodic assessments are necessary to ensure services meet core quality 
and human rights standards. Tools like the W H O QualityRights assessment toolkit and transformation guidance 
are valuable for identifying gaps in quality, rights, and service provision, and for developing strategies to 
address these issues (50). Additionally, collecting data disaggregated by age, gender, disability and any relevant 
marginalized groups (for example, refugees and migrants, people from minoritized racial or ethnic groups 
or L G B T I Q+ individuals) is essential for assessing discrimination and addressing disparities in how individuals 
experience care.

	ꞏ Advocate and promote the service with all stakeholders, and establish ongoing dialogue. Public forums, 
hearings, and meetings are effective platforms for people to express their views on mental health services, 
share ideas, and address concerns. Depending on the local context, key groups to involve might include 
individuals with lived experience, those facing discrimination, families, politicians, health insurance agencies, 
O P Ds, N G Os, traditional and faith-based healers and leaders, village leaders, and city and town mayors (or 
additional stakeholders, refer to Box 3). Advocacy and promotion efforts should involve active outreach 
through both traditional and social media. Publicly highlighting the services’ successes is an effective way to 
engage and bring more people on board.

KEY POINT: sustainable care is essential during emergencies. In humanitarian emergencies, action to 
ensure continuity of care is critical, for example relocating services, integrating mental health into general 
healthcare, establishing remote support, and making services accessible for refugees and displaced persons. 
Examples of measures to improve accessibility include covering cost, providing services in appropriate 
language, and ensuring cultural relevance (113).

For practical resources related to Policy directive 2.1 Coordinated rights-based community mental health 
services and support at all levels of care see the relevant section of the annex.
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Policy directive 2.2 Integrated mechanisms that respond to social 
and structural factors and incorporate rights-based approaches in 
mental health

Over the past decade, policy has increasingly emphasized promoting and respecting human rights within mental 
health services. Despite this, people continue to experience poor care, inadequate living conditions, violence, 
abuse, and neglect, all of which damage their mental and physical health. Services should strive to eliminate 
coercive practices and fully respect individuals’ will and preferences. Furthermore, services frequently focus on 
diagnosis, drug treatment, and symptom reduction rather than adopting a holistic, person-centred, recovery-
oriented approach. While diagnosis, symptom reduction, and medical treatment are beneficial for some individuals 
in certain situations, a more comprehensive approach is needed: one that addresses the root causes of distress, 
often rooted in social and structural factors.

Illustrative example text

This policy directive marks a paradigm shift: moving from a focus on diagnosis and symptom management to 
considering the individual in the context of their entire life. A broader range of interventions will address physical 
health, lifestyle, psychological, social, and economic factors. Central to this approach are informed consent and 
respect for people’s will, preferences, and choices, with the goal of eliminating coercion. New service-level 
policies will be implemented through evidence-based actions, with an emphasis on building staff capacity and 
collaborating with community organizations. Guided by the principle ‘Nothing about us without us’, services will 
ensure that those with lived experience co-develop, implement, and evaluate services. Mental health services 
will also address climate-related mental health issues, recognizing their significant impact.

Strategy 2.2.1

Operationalize mechanisms within services to address the social and structural 
determinants of mental health.

Actions

	ꞏ Delineate ways to address social and structural determinants of mental health in service policy. Service 
policies should be firmly rooted in a thorough understanding of the local community’s needs and assets, 
particularly focusing on the social and structural determinants that impact mental health. This requires a 
comprehensive assessment of these determinants within each community. Engaging in ongoing dialogue 
with community members is crucial for gaining insights into social dynamics and prevalent issues, allowing 
services to effectively tailor their actions to address the underlying factors contributing to or exacerbating 
mental health conditions. It is crucial for services to assess and respond to these determinants without 
pathologizing normal responses to adversity. Rather, they should adopt strategies that directly address issues 
like discrimination and marginalization.

	ꞏ Educate and train staff of all services on addressing the social and structural determinants of mental 
health. This action should span staff in general hospitals, crisis response teams, community mental health 
centres, those working in peer support efforts, and those in primary care and in other health settings. 
Education and training should help staff recognize how social and structural determinants affect the ways 
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mental health services are conceptualized and delivered (for example, the roles of implicit biases, past histories 
of institutional racism, privilege). Education and training should also explore how social and structural 
determinants affect the way people receive mental health services (for example, the roles of internalized 
racism, ableism, and self-stigma). Furthermore, education should consider the best approaches for mental 
health professionals to continuously improve their knowledge, competence and confidence in recognizing 
and responding to these issues.

	ꞏ Ensure that assessment, treatment and support in services directly address individuals’ experiences 
of social and structural determinants. For example, assessments should record individuals’ experiences 
of social and structural determinants. Treatment should be informed by this knowledge. Support should 
include access to services and resources, such as those for housing, education, employment and income 
generation, legal support/aid, and organizations combatting discrimination and domestic violence.

	ꞏ Task staff of services with supporting individuals to access social and economic interventions, including 
disability and social protection benefits. Making staff responsible for informing people of their rights and 
entitlements, and for supporting people to access these, is crucial. Helping people to navigate the often 
complex and confusing process of applying for opportunities and benefits can directly improve their mental 
health and overall quality of life (also see Policy directive 2.3 on partnerships for community inclusion, socio-
economic empowerment and for protecting and promoting rights).

	ꞏ Create safe spaces in services for discussing how social and structural factors influence mental health. 
Services should make it easy for service users, families, concerned stakeholders and staff to share distress and 
concerns about social and structural determinants, and to explore ideas on tackling these. This requires a mechanism 
for talking openly in a non-judgemental atmosphere where feelings are met with validation and support.

	ꞏ Maintain good knowledge of, and collaboration with, local community and support services. Mapping 
the availability and location of other sector services can facilitate access to housing, education, employment, 
and social protection. It can also help service users access support groups and specialized services addressing 
specific challenges such as violence, racism, loneliness, and the need for connection. Mapping is not a one-
off activity, as local community assets change regularly. Maintaining this knowledge requires continuous 
monitoring and updating in collaboration with the external services (See also Strategy 2.3.2 on strengthening 
partnerships and Strategy 2.3.5 on engaging with families and informal care providers).

	ꞏ Build environmentally friendly and sustainable services that help mitigate climate change and address 
climate hazards. Service design and operations should follow practices that help address global climate 
change, such as saving energy, using clean energy, ensuring safe water and sanitation, reducing waste, 
recycling, and serving sustainable food. Additionally, services should provide proper cooling, heating, and 
ventilation to address the impacts of climate change. Services can also educate staff, service users, and 
visitors on environmental issues and promote lower-carbon, healthier transportation options, such as walking 
and cycling, where appropriate. Services can foster social connections and support employment inclusion 
by partnering with environmental organizations, cooperatives, and volunteer groups to engage staff and 
users in environmental activities. See Guidance on policy and strategic actions to protect and promote mental 
health and well-being across government sectors (58).
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	ꞏ Include nature-based interventions in service delivery. This is sometimes called green care and involves 
improving access to nature for service users and staff, perhaps by creating green spaces within services. 
Where possible, services should educate service users and staff on the environmental exposures harming 
their lives, and how to avoid these, and on the benefits of more sustainable choices in improving mental health 
and well-being. Peer support meetings, team consultations, and group activities in green spaces can foster 
connection and collaboration. Activities such as hiking, sports, and teaching relaxation techniques in natural 
environments like parks can be promoted in order to help people relax and connect. Again, see Guidance on 
policy and strategic actions to protect and promote mental health and well-being across government sectors (58).

Strategy 2.2.2

Uphold human rights, eliminate coercion, and promote recovery while continuously 
improving service quality.

Actions

	ꞏ Introduce policy guidelines and protocols for improving quality and embedding respect for human 
rights into the service. Service-level policies should define values, principles, and practices that promote 
quality rights-based services and enhance well-being. Policies should eliminate forced admission, treatment, 
and coercive practices such as physical, mechanical, and chemical restraints, as well as seclusion and address 
the higher rates of coercion among individuals from discriminated groups. Community treatment orders that 
compel compliance with treatment lack evidence, violate human rights, and should be discontinued (114).
Key areas to address in service-level policy include:

	ꞏ preventing and eliminating coercion (instead using de-escalation techniques, comfort rooms and other strategies);
	ꞏ protocols for informed consent, supported decision-making, and advance planning and access to information, 

privacy and confidentiality;
	ꞏ ensuring individuals have official identification and records that document basic demographic data and 

interventions received;
	ꞏ establishing complaints mechanisms; and
	ꞏ developing recovery plans (22, 50, 106).

See W H O QualityRights face to face training tools for additional information (115).

	ꞏ Train service staff on understanding human rights, disability and recovery in mental health. Training should 
extend to all health and auxiliary staff in hospitals, crisis teams, community mental health centres, peer support 
services, primary care, and other health services. Training should cover: informed consent and respect for legal 
capacity; the rights of people with mental health conditions and psychosocial disabilities; recovery principles and 
planning; human rights approaches to crisis interventions; zero coercion strategies (including using de-escalation 
and communication techniques); trauma-informed approaches; addressing power dynamics and unconscious 
bias; and intersectional and life-course approaches (22, 116–20). Useful tools are W H O QualityRights e-training 
on mental health, recovery and community inclusion (121) and the QualityRights face to face training tools (115)

https://www.who.int/publications/i/item/who-qualityrights-guidance-and-training-tools
https://www.who.int/teams/mental-health-and-substance-use/policy-law-rights/qr-e-training
https://www.who.int/teams/mental-health-and-substance-use/policy-law-rights/qr-e-training
https://www.who.int/publications/i/item/who-qualityrights-guidance-and-training-tools
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	ꞏ Involve people with lived experience in developing, delivering and managing the service, as well as 
making peer support an integral component. Meaningful participation of people with lived experience at 
all service levels is essential for upholding rights, ensuring quality care, and meeting people’s needs. Services 
can employ individuals with lived experience as staff across all hierarchical levels. Additionally, peer support 
workers can be hired to provide one-to-one peer support or to lead peer support groups (122). Formal 
structures should also be established to systematically collect and use service user feedback for continuous 
improvement and planning (55, 108, 109). See also Strategy 1.3.1 on indicators and information systems.

	ꞏ Introduce holistic recovery plans for people using services. A recovery plan outlines personal goals, 
wellness strategies, crisis management and post crisis actions. Mental health services should support service 
users in creating these plans, ensuring plans reflect individual treatment and life goals. Recovery plans also 
identify additional support and community resources, promoting a personalized and integrated approach 
to recovery. See Person-centred recovery planning for mental health and well-being: self-help tool: W H O QualityRights 
for further guidance (123).

	ꞏ Set up protocols that integrate supported-decision-making into the service and train all staff to 
understand and follow these. Supported decision-making helps individuals assert their right to legal capacity 
within mental health services. A supporter is chosen by the person who wishes to receive support, and helps 
them make their own decisions, including about treatment and care. Their role includes gathering information, 
discussing options for support, treatment and care with the service user, helping the person communicate with 
health staff, providing emotional support, advocating for their choices, and ensuring respect for those choices. 
People can specify their supporter in their advance directives (see the action on advance directives below). 
See Supported decision-making and advance planning. W H O QualityRights Specialized training: course guide 
for further guidance (124).

	ꞏ Introduce advance directives/plans to promote the right to legal capacity within the service. Advance 
plans, also known as living wills or advance directives, allow people to record their future preferences if they 
later cannot communicate their wishes. Supporters and health care workers can refer to the advance plans 
to ensure decisions align with the person’s directives. Advance plans are especially useful for individuals who 
may experience distress, psychosis, or dementia, or who wish to specify their preferences in advance. Typically 
written, advance plans can also be in audio or video formats. Services should adopt protocols for using 
advance plans, provide training to support their development, and include additional protocols to uphold 
legal capacity (see Box 7). See Supported decision-making and advance planning. W H O QualityRights Specialized 
training: course guide for further guidance (124).

	ꞏ Set-up comfort and calming spaces within the service. Comfort and calming spaces are designated areas 
specifically designed to promote relaxation, reduce stress, and offer a sense of calm. They serve as retreats 
from potentially stressful, escalating, or overwhelming situations. Staff and service users should collaborate 
to plan these spaces, drawing on people’s lived experiences. Key considerations include purpose, usage, 
furnishings, decor and the overall desired environment. Safety is also key, for example removing potential 
hazards like glass, flammable objects, or harmful fixtures. See Strategies to end seclusion and restraint. W H O 
QualityRights Specialized training: course guide for further guidance (120).

https://iris.who.int/handle/10665/329598
https://iris.who.int/handle/10665/329609
https://iris.who.int/handle/10665/329609
https://iris.who.int/handle/10665/329609
https://iris.who.int/handle/10665/329605
https://iris.who.int/handle/10665/329605
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	ꞏ Train staff on communication and de-escalation procedures. This training can equip staff with the 
knowledge, tools, and skills to clearly convey information, resolve conflicts, navigate challenges with empathy, 
and build positive relationships. It should extend beyond health staff to include allied staff, such as security, 
administrators, porters, cleaners, and maintenance, who also need de-escalation skills (see Strategies to end 
seclusion and restraint. W H O QualityRights Specialized training: course guide for further guidance (120)).

	ꞏ Set up response teams that can address difficult and conflictual situations. The team should include 
members from diverse backgrounds, including those with lived experience, and should be skilled in communication, 
de-escalation, problem-solving, and leadership. A comprehensive response plan should outline roles, 
responsibilities, and procedures for intervening in a variety of crisis situations. Additionally, procedures 
for documenting incidents and outcomes are essential for continuous learning and improvement 
(see Strategies to end seclusion and restraint. W H O QualityRights Specialized training: course guide for further 
guidance (120)).

	ꞏ Put in place comprehensive service assessments, monitoring, improvement/transformation plans 
and reporting to assess quality and human rights conditions in services. It is essential to establish 
comprehensive monitoring and reporting systems through an ongoing cycle of assessment, feedback, action 
planning, and continuous monitoring. While service self-assessments are encouraged, it is also important 
that these are periodically complemented by objective external evaluations from independent teams trained 
in human rights and relevant standards (50). An improvement or transformation action plan should cover key 
areas such as service culture, power dynamics, and addressing specific gaps and priorities identified during 
the assessments. All assessments, feedback, improvement plans, and ongoing monitoring should be carried 
out by multidisciplinary teams (50, 117) that include service users, families and caregivers, and professionals 
such as psychiatrists, nurses, social workers, and lawyers (see Box 3 and also Strategy 1.1.3 on monitoring 
service quality and rights protection). The QualityRights assessment toolkit (50) and W H O transformation 
guidance tools (117) can be used.

	ꞏ Develop an anonymous complaints mechanism that feeds into improvement/transformation plans. 
Complaint mechanisms should be accessible to all, with information available in multiple languages and 
formats, such as Braille or Easy Read. Complaints should be accepted in writing, orally, or via a support person 
or advocate. An independent central mechanism should be available for unresolved cases (116). Both service-
level and central complaint mechanism should inform service improvement plans and be linked to safeguarding 
systems to address and monitor safety and well-being concerns (see also Policy directive 1.1 above and 
Freedom from coercion, violence and abuse. W H O QualityRights Core training: mental health and social services. 
Course guide for further guidance (116)).

https://iris.who.int/handle/10665/329605
https://iris.who.int/handle/10665/329605
https://iris.who.int/handle/10665/329605
https://iris.who.int/handle/10665/70927
https://iris.who.int/handle/10665/329611
https://iris.who.int/handle/10665/329611
https://iris.who.int/handle/10665/329582
https://iris.who.int/handle/10665/329582
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Box 7. Legal capacity and informed consent

Informed consent, a fundamental aspect of legal capacity, means that a person has consented after receiving 
and understanding all available information concerning a treatment and care. Information should include 
benefits and risks of the treatment, and any alternatives. A requirement for informed consent also means 
that people have the right to refuse treatment. Mental health services should:

	ꞏ plan how informed consent will be achieved and recorded for all treatment decisions;

	ꞏ provide service users with full information about medication, including its efficacy and any potential 
negative effects;

	ꞏ consider how to support people to make informed decisions and choices about treatment and care options;

	ꞏ plan how to provide supported decision-making and how to establish and use supporters to help 
people make their will and preferences known;

	ꞏ establish mechanisms to support advance plans;

	ꞏ support people to make a complaint if they need to; and

	ꞏ facilitate access to legal advice and representation (for example, refer people for pro bono legal 
representation) if service users need this.

For practical resources related to Policy directive 2.2 Integrated mechanisms that respond to social and 
structural factors and incorporate rights-based approaches in mental health see the relevant section of the annex.
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Policy directive 2.3 Partnerships for community  
inclusion, socioeconomic development, and for protecting  
and promoting rights

Mental health services are crucial for fostering community inclusion, but they cannot meet all the needs of those 
they serve. Many people with mental health conditions and psychosocial disabilities have limited social networks, 
living in isolation and experiencing loneliness, which can contribute to poor mental health and increase the risk 
of suicide (125–129). Enhancing community inclusion and social connections is key to helping individuals build 
meaningful lives. To achieve this, many also require employment, housing, income, education, and social protection. 
Practical collaboration with social and other related sectors (including civil society organizations and local, 
national and international N G Os) is essential. The strategies and actions under this directive interlink with Policy 
directive 5.2 on joint actions addressing social and structural determinants.

Illustrative example text

This policy directive will guide services in helping people with mental health conditions and psychosocial 
disabilities build strong social and peer networks while addressing their social, economic, housing, employment, 
and protection needs. The strategies aim to reduce isolation and loneliness, which are key risk factors for mental 
health conditions. Actions under these strategies will foster an enabling and inclusive environment, bringing 
new meaning to people’s lives. Additionally, success stories, achievements, positive impacts, and challenges will be 
documented and shared to raise community awareness about available opportunities, resources, and social groups.

Strategy 2.3.1

Improve meaningful social connection for people using mental health services

Actions

	ꞏ Map and connect with local opportunities for engagement and participation. Mental health services 
should identify and map opportunities, activities, and organizations in the local community that may benefit 
service users. For example, staff could connect with sports and social clubs, cultural societies, and local 
charities to discuss ways to engage and facilitate participation. It may be possible to create programmes that 
encourage long-term involvement for people with mental health conditions and psychosocial disabilities. 
These programmes could include mentoring, where individuals already involved in a social activity welcome 
newcomers, helping them integrate and build friendships. In undertaking these efforts, mental health services 
should consider the specific needs of diverse groups who experience marginalization and exclusion (for 
example, based on gender, age, disability, minority, or ethnic status) and identify appropriate opportunities 
to enable them to (re)gain meaningful social connection and inclusion.

	ꞏ Create or utilize support groups and social communities (both face to face and online) to combat 
loneliness and reinforce social connectedness. Whenever possible, it is beneficial to work with existing 
groups or communities, encouraging them to welcome and include people with mental health conditions 
and psychosocial disabilities, as creating new groups can be challenging and often requires additional financial 
resources. Where these do not already exist, services can establish a coordinating team, including individuals 
with lived experience of mental health conditions, to collaboratively create support groups or social communities 
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(130). This team should discuss and determine the purpose of the groups or communities, their goals, whether 
meetings will be in person or online, or a mixture of both, and the scheduling and locations for gatherings. 
These groups or communities can be promoted within health and mental health services, as well as through 
local organizations, cultural and sports centers, community centres, and partnerships with other services or 
organizations, such as mental health N G Os and O P Ds. Also, see Peer support groups by and for people with 
lived experience. W H O QualityRights guidance module: module slides (109) and Strategy 2.1.4 for additional 
guidance around peer support and 2.1.6 for additional guidance for ensuring secure online platforms.

	ꞏ Mobilize community-based workers or volunteers to assist people at risk of isolation, or who lack 
support networks. Community-based workers or volunteers play a crucial role in identifying and supporting 
individuals or groups at high risk of isolation by facilitating connections to existing support networks or 
creating new ones (130). Whenever possible, workers or volunteers should come from the same background 
as the people they assist. For example, if a specific migrant population is at risk of isolation, recruiting workers 
or volunteers from that migrant community can enhance the effectiveness of support efforts.

	ꞏ Support continued access to a range of services and resources that maintain social connectedness. 
Ongoing support is crucial for rebuilding social lives, especially during crises like public health emergencies, 
which can exacerbate loss of social connections, isolation, and loneliness. Technology, such as video conferencing, 
helps maintain services and enables online support groups. Continuing these tools beyond crises, alongside 
in-person interactions, can strengthen social connectedness. Mental health services can better provide 
ongoing support through strong partnerships with social services, community organizations, crisis phone 
lines, and other support networks. Including strategies to foster social connection and support in emergency 
response planning is also essential.

REFLECTION on addressing social isolation, loneliness and stigma. Stigma and misconceptions often 
shrink social networks for people with mental health conditions, especially for individuals experiencing 
multiple forms of discrimination. Mental health services should not overlook the importance of supporting 
social connections. Services should support socially isolated people but also people who feel lonely despite 
being socially engaged, because social isolation and loneliness are separate.

https://iris.who.int/handle/10665/329644
https://iris.who.int/handle/10665/329644
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Strategy 2.3.2

Strengthen partnerships between mental health services and other sector services, 
including housing, education, employment, justice, and social protection

Actions

	ꞏ Liaise and collaborate with wide-ranging partners, and explore ways to formalize links and to strengthen 
referral pathways. Mental health services should actively engage with N G Os, private organizations, and 
government services in areas such as social affairs and social protection, including housing, education (schools, 
universities, and other institutions), employment, culture, media, arts, and sports. Box 3 outlines key stakeholder 
groups to engage. To strengthen collaboration, mental health services could implement joint training (see the 
next action); hold regular meetings to exchange ideas and share information and resources; formalize partnerships 
through agreements outlining joint activities, roles, and responsibilities; and initiate joint projects. For example, 
mental health professionals or peer supporters could accompany police during patrols to connect individuals 
with community-based mental health services, multidisciplinary crisis teams, or crisis hotlines (58).

	ꞏ Organize joint training with various organizations and sectors so they better-understand mental 
health, and rights-based services, actions and support. For example, joint training on mental health and 
human rights for first responders, such as police, ambulance personnel, and mental health services, can 
enhance their ability to handle mental health crises, alcohol and other psychoactive substance use incidents, 
and houselessness. By exploring innovative roles and collaborative approaches, this training can improve 
intervention strategies in crisis situations, leading to more effective crisis management. Through information 
exchange on the unique challenges faced by different responders, and collaboration on overcoming these 
obstacles, such training promotes a shared understanding of human rights, effective de-escalation techniques, 
and the communication skills essential for non-coercive responses. This approach equips first responders 
to navigate crises while fully respecting individuals’ rights. See also Strategy 2.2.2 on respect for human rights, 
eliminating coercion, promoting recovery, and continually improving services and also Strategy 5.2.2 on 
collaborating to agree and implement changes to government policies that address social and structural 
determinants of mental health. 

	ꞏ Advocate for increased social sector funding, services and programmes for people with mental health 
conditions and psychosocial disabilities and for people belonging to groups facing discrimination. 
While providing a full range of community services and supports is not solely the responsibility of the mental 
health sector, it is crucial to acknowledge their importance, advocate for them, and connect individuals to 
these services and supports where available. See also Strategy 1.2.3 on allocating sectoral budgets and 
financing to protect and promote mental health according to both joint and sector-specific responsibilities.

KEY POINT: there are critical gaps in services Inadequate and poorly coordinated services for housing, 
employment, education, social protection, and disability benefits are critical gaps in service provision. Mental 
health services should prioritize facilitating access to local programmes and advocating for their development 
where they are lacking.
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Strategy 2.3.3

Establish accessible disability and social protection benefits and schemes for people 
with mental health conditions and psychosocial disabilities.

Actions

	ꞏ Establish dialogue with the social protection sector to address gaps in disability benefits and social 
protection schemes for people with mental health conditions and psychosocial disabilities. Often, 
social protection schemes do not cover individuals with mental health conditions or psychosocial disabilities, 
even when these benefits are available to other marginalized groups. The mental health field can play a crucial 
role by examining the eligibility criteria for these schemes to identify whether they unfairly exclude people 
with mental health conditions or psychosocial disabilities. Based on these findings, stakeholders could 
advocate for changes that ensure inclusion. Potential schemes to examine include: support mechanisms; 
accommodations and adjustments such as tax credit exemptions; cash transfers; economic empowerment 
programmes; education grants; back-to-work training; transport grants; trade tool grants (for example for 
purchasing work tools); or cost waivers for income-generating opportunities like market stall fees. Partnerships 
with other stakeholders, such as local authorities, the transport sector, employers, and other partners, could 
be negotiated to implement these schemes and waivers. Additionally, it is important to consider benefits and 
social protection schemes for families and carer givers. See also Policy directive 5.2 on joint actions on social 
and structural determinants and society-wide issues, and its associated strategies and actions.

	ꞏ Collaborate with the social protection sector to simplify procedures and establish support mechanisms 
that help people navigate social protection and disability schemes. Accessing these benefits is often 
challenging and time-consuming. Collaboration with the social protection sector is crucial to simplify procedures 
and establish support mechanisms that help individuals with mental health conditions or psychosocial 
disabilities access benefits. See Strategy 2.1.3 on rights-based community mental health centres and outreach 
services and also Policy directive 5.2 on joint actions on structural and society-wide issues, and its associated 
strategies and actions.

Strategy 2.3.4

Develop tailored services for people with long-term needs and support requirements.

Actions

	ꞏ Link to, or create, diverse housing options for varying support needs. Develop a variety of housing options 
tailored to people with different support needs. This could include housing with varying levels of support based 
on individual choice and requirements, reuniting or reconnecting individuals with families or social networks if 
they wish, or providing medium to long-term family-like group housing with needed support. New services may 
be required, especially for those with long-term intensive needs. Supported housing options should be 
integrated into the community rather than isolated facilities that replicate an institutional setting. Consider 
programmes such as Housing First (131) and Home Again (132), which aim to promote long-term housing stability.

	ꞏ Link to, or create, supported education services and resources for varying support needs. Examples 
include individual assistance programmes that provide one-on-one support as someone pursues their 
education, services that help people navigate the education system, and retraining opportunities and vocational 
training to help people acquire new skills and transition into new careers.
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	ꞏ Link to, or create, supported programmes and services for work and income generation. This may 
include transitional employment programmes, supported employment initiatives, or assistance in developing 
independent employment, such as small businesses and livelihood programmes. Support could also involve 
helping people maintain their current employment or return to their previous jobs. New services may be 
needed, especially for people with long-term intensive needs.

	ꞏ Link to, or create, programmes and services that provide personal assistance. People with mental health 
conditions and psychosocial disabilities may need support in many different areas of their lives, such as 
managing household tasks, personal care, organizing appointments, transport, financial matters, and 
decision-making more generally. The goal should be to help people live active and autonomous lives. Assistance 
should always be wanted and never imposed.

KEY POINT: equal access and specific support are both needed. It is crucial that people with mental health 
conditions and psychosocial disabilities have equal access to mainstream services, as well as access to 
services that cater to their specific needs and requirements.

Strategy 2.3.5

Engage with families and other informal care providers in local communities,  
including religious centres, family homes, schools, and villages.

Actions

	ꞏ Map and highlight community resources and support to address inclusion, socio-economic development, 
and rights. Mental health services can collaborate closely with local community groups to map and highlight 
local resources, services, organizations, social and cultural networks. Often, services are unaware of the full 
range of available community resources. Creating local-community working groups can facilitate this mapping 
process, ensuring that local knowledge is incorporated and that no resources are overlooked. Inclusive 
mapping, which considers organizations representing diverse identities and those facing multiple forms of 
discrimination, can create stronger connections between mental health services and the community. This 
collaboration fosters social inclusion by promoting social connectedness, sharing essential information on 
housing, education, and benefits, and assisting individuals in navigating social systems. Ensuring that information 
about these resources is accessible in various languages and formats, such as Easy Read, Braille, and sign 
language, is crucial for broad reach and effectiveness.

	ꞏ Engaging communities in mental health awareness and dialogue. Mental health service-led activities in 
the community can raise awareness about mental health issues, help services understand local concerns, 
and provide information on available support. These activities, which can be held in public spaces such as 
parks, leisure centres, and museums, help build stronger connections between services and communities. 
Public meetings, community dialogues, and discussion forums allow deeper exploration of mental health 
concerns, generate actionable ideas, and challenge misconceptions. These discussions can create a supportive 
environment for groups facing discrimination and promote appreciation for the cultural, social, and economic 
contributions of marginalized groups. 
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	� During humanitarian emergencies, forums for open discussion play a vital role in addressing mental health 
challenges, supporting marginalized groups, and gathering community feedback on available services and 
improvements, though it is important to note that they should not be used for psychological debriefing. 
Partnerships with local groups (for example, youth groups, women’s safe spaces) can help identify, support, 
and refer people to mental health and psychosocial support services. Additionally, cross-sector services (for 
example for health, nutrition, livelihoods, education, protection) can work together to promote mental health and 
resilience by disseminating messages that encourage effective coping and stress management strategies (113).

	ꞏ Engage with stakeholders embedded in local communities to understand and address the local drivers 
of poor mental health. Engage with community stakeholders, such as hairdressers, traditional and faith-
based groups, civic organizations, local businesses, and local politicians, to understand and address what 
drives poor mental health within their communities. Mental health services can empower these stakeholders 
to identify factors affecting mental health and well-being in their networks, develop tailored solutions, and 
collaborate in identifying, supporting, and where appropriate, referring individuals in emotional distress. 
Mental health representatives can undertake an assessment of the skills and expertise required by local 
groups and provide necessary training. Utilizing trusted local settings and organizations can foster collective 
recovery (133).

	ꞏ Collaborate with and train families, traditional and faith-based leaders and healers, schools and 
communities to improve literacy on mental health and human rights, and to support people in distress. 
Training well-trusted community members can enhance mental health literacy, protect human rights, and 
dispel myths. Families, volunteers, traditional and faith-based leaders and healers, and schools can develop 
skills to support those in mental distress. However, some stakeholders may engage in harmful practices, such 
as secluding or restraining individuals at home or in religious centres due to stigma, lack of knowledge, or 
limited resources (134). Establishing respectful dialogue is essential to understanding these practices and 
promoting more positive, culturally appropriate approaches to mental health. Collaboration with religious 
and community leaders, police, and others may be needed to address religious, cultural, or other forms of 
intolerance related to suicidal thinking. Gatekeeper training for these groups, as well as other community 
actors such as N G Os, O P Ds, and teachers, can equip them to identify and support individuals at risk, connect 
them to services, manage crises, and provide suicide prevention interventions (see Policy directive 5.1 on 
programmes to improve understanding and change negative attitudes on mental health, including combating 
stigma and discrimination, for the population as a whole) (135, 136).

For practical resources related to Policy directive 2.3 Partnerships for community inclusion, socioeconomic 
development, and for protecting and promoting rights see the relevant section of the annex.
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Policy directive 2.4 Deinstitutionalization

Many adults and children with mental health conditions, psychosocial and developmental disabilities continue 
to live in large, segregated psychiatric hospitals and social care facilities known collectively as institutions. These 
institutions are often linked to human rights violations, including poor living conditions, coercive practices, 
violence, and abuse (30, 137). residents may be detained for months or years against their will, with no autonomy 
over daily decisions, isolated from their communities, families, and social networks. Institutions lead to poor 
mental and physical health outcomes (162), especially for children and adolescents, who face dire consequences 
for their health, development, and future life (138, 139). During health emergencies like COVID-19, institutional 
residents had higher infection risks and worse outcomes due to close living quarters. Restricting visitors and 
group activities further harmed their physical and mental well-being (140). Despite common beliefs, institutions 
are more costly per service user than community-based services, while serving only a small subset of the 
population (141). Concentrating care in these settings also prevents people from living in their communities.

Illustrative example text

This policy directive promotes a deinstitutionalization process, transitioning from institutions to community-based 
care in line with C R P D obligations. This includes downsizing and eventually closing all psychiatric and social care 
institutions and other forms of institutional care, alongside and in pace with the development of community 
services to support former residents. Building new institutions will be prevented. All institutional residents, 
including those with complex needs, will be covered by the deinstitutionalization policy. Staged transitioning, 
as community care is established, will prevent adverse outcomes like houselessness, deaths, incarceration, or 
rehousing in inappropriate settings. The focus on person-centred, recovery-oriented, and rights-based community 
mental health services will ensure that new mini-institutions do not emerge in the community.

Strategy 2.4.1

Establish the foundation and enabling environment for successful deinstitutionalization.

Actions

	ꞏ Document the characteristics and location of institutions and discuss deinstitutionalization with staff 
to bring them on board. Countries often have numerous institutions, many of which, particularly in the 
private sector, are not well documented. Understanding who lives in these institutions and their support 
needs is crucial for guiding the development of community services that can replace institutional care and 
for setting realistic timeframes for this transition. Additionally, it is important to document the characteristics 
of the staff working in these institutions as part of efforts to retrain and relocate them to community-based 
services. This documentation process provides opportunities for focused discussions with staff to bring them 
on board and address their concerns. Job insecurity is a key factor behind staff resistance to deinstitutionalization, 
so it is important to reassure staff about future employment when they are willing to work in a new environment 
and learn the necessary skills.

2.4
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	ꞏ Implement a communication strategy to support deinstitutionalization. Success in deinstitutionalization 
relies on the commitment of all stakeholders, including institutional leaders, policy-makers, civil society, and 
local communities. Changing attitudes and practices that favor institutionalization is crucial to gaining stakeholder 
support throughout the planning and implementation process. A well-crafted communication strategy should 
present clear arguments for deinstitutionalization, grounded in international human rights standards and 
positive outcomes for those leaving institutions. This strategy should target all institutions and their staff, 
stakeholders in health, social, and other sectors, as well as local communities. Effective communication can 
help pre-empt resistance and remove barriers, and it should begin at the ideas stage and continue through 
planning and implementation. It is important to emphasize that simply transitioning to smaller community-
based residential settings is not true deinstitutionalization if rigid routines and an over-reliance on medical 
interventions still limit individuals’ autonomy. It is also important to note that different stakeholders may have 
varying concerns about deinstitutionalization, and tailoring communication messages to address these 
specific concerns is key to gaining broader support.

	ꞏ Train service providers and key stakeholders on the human rights-based approach in mental health 
and tackling stigma and discrimination. Many stakeholders will need more than just persuasion; they 
require a comprehensive understanding of human rights-based approaches in mental health, covering all 
age groups, and the skills to apply this understanding in practice. Training should be provided to everyone 
involved in health and social services, as well as other community services that need to respond to mental 
health issues or to support people who have left institutions. 

	ꞏ Hold focused discussions in the new community locations where people leaving institutions will be 
living, in order to assuage community reservations and prepare for deinstitutionalization. These 
discussions should include all stakeholders in health, social, and related sectors, as well as members of the 
local community. Listening to and responding to stakeholders’ specific concerns can help mitigate resistance 
to newly established living arrangements.

	ꞏ Make person-centred and rights-based community mental health and physical health services available 
and accessible to people leaving institutions. In addition to standard physical health services, special 
attention should be given to reproductive health and dental care: areas often neglected and in need of 
targeted support. Many individuals with long-term support needs may require specialized, tailored services. 
Moreover, people with complex physical and mental health needs are frequently overlooked during the 
planning stage or classified as ‘too difficult’, resulting in them being the last to transition out of institutions. 
Their needs should feature in plans from the beginning to ensure they are not left behind. Services should 
centre on individual agency and human rights and should engage directly with the person, listening to their 
will and preferences to understand the specific support measures they require, ensuring that these effectively 
overcome the barriers they face (see Policy directive 2.1 on coordinated rights-based community mental 
health and primary care services and support and Policy directive 4.2 on physical health and lifestyle, 
psychological, social and economic interventions).

	ꞏ Create or link with a variety of services beyond the health sector to facilitate community inclusion 
and participation. These connections should include housing and social sectors, supported education 
services, work and income generation opportunities, personal assistance, and other forms of support. When 
linking individuals to these resources, it is crucial to recognize their potential for independent living over time 
and avoid making judgments about their level of functioning based on their previous life in institutions, where 
opportunities for autonomy and independence were often lacking. See also Policy directive 2.3 on partnerships 
for community inclusion, socio-economic development and for protecting and promoting rights.
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	ꞏ Budget sufficient funds, including double funding for the first phase of deinstitutionalization, and 
eliminate financial barriers. Double funding will be required during the initial phase of deinstitutionalization 
to ensure a successful transition from institutions to community-based services. Initially, funds will be needed 
to develop and expand new community services while temporarily maintaining existing institutions. This double 
funding is a temporary measure. It is crucial to also plan how longer-term financial resources will be obtained, 
how funds will gradually be reallocated from institutions to community-based services, and to budget for people’s 
daily needs when living in the community. Additionally, funds will be needed to train institutional staff on human 
rights and other skills necessary to support people in community-based services. Resources allocated for 
deinstitutionalization should not be diverted to improve institutions, though some funding may be necessary to 
prevent ongoing violations and meet basic needs during the transition. Financial incentives that currently maintain 
institutions, such as budgets based on occupancy, should also be restructured to support deinstitutionalization 
and community living (see also Strategy 2.4.2 on developing and implementing deinstitutionalization plans).

KEY POINTS: action is needed to avoid the deinstitutionalization process stagnating, even when 
commitments have been made.

Setting a roadmap with clear timeframes, milestones, and budgets is essential. Carefully considered and 
phased implementation approaches and plans are needed, for example by institution, by district/region, or 
another suitable approach.

Where mental health institutions are privately operated under government contracts, deinstitutionalization 
could lead to lost income. Consider restructuring contracts to incentivize the shift to community-based care.

Strategy 2.4.2

Develop and implement a deinstitutionalization plan for each institution that 
immediately improves rights and quality for all residents.

Actions

	ꞏ Establish a deinstitutionalization management committee in each institution to develop and implement 
the deinstitutionalization process. The committee should include staff representatives, people living in 
the institution, their supporters, organizations of people with disabilities, representatives from community 
services, other local community members, and external experts in areas such as planning, financial management, 
and budgeting. If local expertise is limited, external experts from other countries who have been actively 
involved in previous deinstitutionalization processes can provide useful operational-level advice.

	ꞏ Develop and implement a deinstitutionalization plan for each institution. The plan should outline specific 
actions, timeframes (including for closing the institution), milestones, and budgets. Ongoing monitoring and 
evaluation of progress are essential to ensure the plan’s effectiveness and to make necessary adjustments. 
The operational plan should also include actions to immediately improve the rights and quality of life for 
residents, addressing issues such as poor living conditions, neglect, abuse, and coercive practices. These 
actions should be limited to practices, rather than refurbishing, rebuilding, or building new departments 
within institutions, and this should be emphasized. Inputs into the plan should be sought from members of 
the key stakeholder groups represented on the management committee.
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	ꞏ Train staff working in institutions on rights-based and recovery-oriented approaches in mental health. 
Training should include the recovery approach, legal capacity, supported decision-making and advance directives, 
eliminating coercive responses, independent living and community inclusion, and psychological intervention.

	ꞏ Train staff to develop individualized plans for people leaving institutions. Individualized plans need to 
be based on individuals’ will and preferences, and to incorporate choice. These plans should address physical 
and mental health care options, housing, education and training, employment opportunities, economic 
assistance or benefits, and personalized support. External experts may be needed to provide training and 
assist staff in developing these plans effectively.

	ꞏ Identify community-based mental health services to which staff can apply for work and be deployed 
as part of deinstitutionalization transitioning. The plan for each institution should address both moving 
residents into community living and transitioning staff into community-based services. This transition should 
be managed safely and promptly, with decisions based on an appraisal of each staff member’s work, 
qualifications, and background, as well as their willingness to engage in any additional training required for 
the role and their commitment to human rights-based and recovery-oriented practices.

Strategy 2.4.3

Create individualized support plans for each resident transitioning to the community.

Actions

	ꞏ Assess each person’s need for support. This assessment should include physical health needs, mental 
health support, social care, independent living skills, income generation and work, education and training, 
and social support. Special attention should be given to residents with complex conditions and disabilities, 
such as neurological, developmental, and intellectual disabilities. A knowledgeable and experienced assessment 
team is essential to fully understand and address these medical and social support needs whilst respecting 
the wishes and preferences of the person concerned.

	ꞏ Provide individuals with accessible and understandable information on all aspects of the 
deinstitutionalization process. Long-term residents of institutions may struggle with the idea of 
deinstitutionalization, feeling overwhelmed by change and new responsibilities. It is essential to provide them 
with accessible and understandable information about what this process means for them, including details 
on social and recreational activities, health, housing, and financial support, such as social protection and 
disability benefits. It can be helpful to explain the changes that will occur and organize visits to the community 
and potential living options to ease the transition. Providing information on the various options available, the 
challenges that might arise, and the supports in place can give individuals a clearer sense of what their new 
life might look like. It is also important for staff to listen to and address individuals’ specific concerns.

	ꞏ Develop an individualized plan for each person based on their active participation, support needs 
and choices. Each person should actively participate in creating, developing, and reviewing their individualized 
plan, benefiting from supported decision-making to ensure the plan truly reflects their will and preferences. 
The plan should outline the person’s strengths and challenges, how they envision their day-to-day life, their 
hopes and goals, and what they want to avoid or achieve. It should also include strategies, action steps, and 
the necessary support to help them reach these goals. It is important to keep friends and couples together 
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and offer them the option to live together in the community. Where appropriate and desired, families and 
other caregivers can be involved in developing the plan. They may also need support to help them effectively 
assist the person concerned (see Policy directive 4.1 on assessing mental health and support needs).

	ꞏ (Re-) establish and support contact with families and other caregivers and general social networks 
if residents leaving institutions want this. If residents leaving institutions wish to reconnect, it is important 
to (re)establish and support contact with families, caregivers, and social networks. Some families may prefer 
institutional care due to perceived better support, financial constraints, or fear of stigma. Understanding 
these motivations is essential for exploring support options for reunification if both parties are interested. 
For example, where financial barriers exist, support could include financial assistance and care support for 
families who wish to be reunited. Safeguards should be in place to prevent potential abuses, especially when 
financial support is involved. In many cases, residents or their families may not choose to live in the same 
household, but families may still genuinely wish to be involved in other ways. Support could include financial 
assistance and care support for families who wish to engage. A supporter may also be involved throughout 
the deinstitutionalization process to ensure the resident’s choices and rights are fully respected.

	ꞏ Assign everyone leaving institutions a focal point person to assist them through the transition process. 
Assigning a focal point person to each individual leaving an institution is crucial for a smooth transition. 
Having a single focal point helps build a relationship, facilitates a better understanding of each person’s 
needs, ensures continuity, and aids in coordination. Importantly, the focal point should be someone the 
resident chooses, or agrees to.

	ꞏ Identify, secure and document each person’s living arrangements and personalised support needs. 
Before transitioning into the community, it is essential to identify, secure, and document each person’s living 
arrangements and personalized support needs. These details should be recorded in the person’s plan, 
reflecting their will and preferences. Living arrangements should align with individual needs and desires, 
with options such as independent living, supported housing, shared housing, transitional housing, or family-
based housing considered. Personalized support may include assistance with daily living, employment or 
vocational training, social integration activities, and support for accessing and navigating health, mental 
health, and social services, as well as medication management.

	ꞏ Conduct formal discussions with each individual and their service providers about their care plan 
before transitioning to the community. These discussions should involve both formal and informal providers 
to ensure that appropriate services and support are in place, promoting a successful transition to the community.

Strategy 2.4.4 

Repurpose suitable infrastructure, buildings and land into centres of excellence and/or 
community-based services for rights-based integrated care and support.

Actions

	ꞏ Identify institutions whose infrastructure, buildings and land can be repurposed. Some of these 
institutions can be transformed to provide general healthcare services with integrated mental health care, 
while others could be developed into centres of excellence for health teaching, training, research, or community-
based services offering integrated mental health care and support. Selection should consider the infrastructure’s 
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quality, location, and accessibility to the population. Institutions with well-constructed buildings, good transport 
links, and that are close to active population centres may be particularly suitable for repurposing. If psychiatric 
hospital land is sold or rented, the proceeds should be reinvested in transforming and improving mental health 
care. Policies should ring-fence this value towards mental health and person-centred, rights-based approaches.

	ꞏ Develop a vision and concept paper for repurposing institutions, to ensure that plans align with needs 
and a human rights-based approach. It is crucial that any repurposing of infrastructure, buildings, and 
land does not merely rebrand existing institutional care, such as by renaming it a centre of excellence. The 
focus should be on promoting a paradigm shift from the old institutional model to person-centred, rights-
based community mental health services. For example, a new teaching centre could pioneer curricula that 
move away from traditional biomedical models, inviting stakeholders such as mental health staff, civil society 
organizations, O P Ds, traditional and faith-based healers and leaders, and community leaders to participate. 
When creating a new research centre, the concept paper could outline focus areas that align mental health 
practices with human rights and evidence-based approaches, could detail methodologies, and identify 
potential collaboration partners. For integrated, human rights-based services, a concept paper could identify 
innovative, community-based services and outline steps for scaling them locally or nationally.

	ꞏ Appoint a multidisciplinary management and leadership team with demonstrated expertise, and core 
values aligned with the centre’s goals and a human rights-based approach. This team should include 
researchers, mental health professionals, and individuals with lived experience of using services, including 
people from groups that face discrimination. The team members should all have a track record of innovative 
thinking in mental health.

	ꞏ Create close partnerships with academic and research institutions to support research, teaching and 
training. These partnerships should broadly encompass disciplines, universities, teaching and research 
institutions, or community networks that share aligned interests and vision. Senior management should 
actively engage in generating ideas and negotiating collaboration agreements. Joint research and teaching 
initiatives should be explored, with a focus on defining the scope, duration, funding, and responsibilities of 
each party involved.

	ꞏ Collaborate with innovative services and organizations to develop, provide, and evaluate a person-
centred rights-based community service. To foster new and effective services, it can be valuable to visit 
good practice services both nationally and internationally. Such exchange programmes offer opportunities 
to build skills, increase capacity, and learn from other people’s experiences of setting up, implementing, and 
evaluating their services. These visits should extend beyond health services to include a broad range of 
services that support independent living, education, employment programmes, and supported living. Examples 
of evaluated good practice services can be found in Guidance on community mental health services: promoting 
person-centred and rights-based approaches (55).

For practical resources related to Policy directive 2.4 Deinstitutionalization see the relevant section of 
the annex.

https://iris.who.int/handle/10665/341648
https://iris.who.int/handle/10665/341648
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Special considerations for diverse groups  
Policy area 2. Service organization and development 

Children and adolescents

Continuity of care

	ꞏ Integrate child and adolescent mental health care into paediatric hospitals, paediatric departments within 
general hospitals, and other relevant child and adolescent health services.

	ꞏ Provide a full range of specialized services across the continuum of promotion, prevention and care including 
early childhood mental health services, parenting programmes, school-based mental health support, 
encompassing social emotional learning programmes, among others.

Community-based services

	ꞏ Embed services for children and adolescents in schools, early childhood development and learning centres, 
family guidance centres, youth centres, sports facilities and other similar settings.

	ꞏ Design friendly, age-appropriate and rights-based services with input from young people and families/caregivers.

	ꞏ Provide peer support for young people and family members and other caregivers offering them a network 
of individuals with shared experiences to foster understanding, resilience, and mutual support.

	ꞏ Establish safe, child-friendly spaces where young people can openly discuss how social and structural factors 
impact their mental health.

Accommodations for overnight stays

	ꞏ For any overnight stays, accommodate children and adolescents separately from adults.

	ꞏ Allow a family member or caregiver to stay with their child.

Evolving capacities

	ꞏ Involve children and adolescents in healthcare decisions in line with their evolving capacity, providing age-
appropriate information and supported decision-making options, and gradually reduce parental or legal 
guardian involvement as the young person’s decision-making abilities grow.

Transition support

	ꞏ Improve transitions from child to adult mental health services with better coordination and referral mechanisms 
within the mental health sector and across sectors, taking into account differing needs across developmental 
stages, with particular attention to continuity of care/relationships.

Participation

	ꞏ Provide opportunities and spaces for children and adolescents that foster their meaningful inclusion and 
participation. They should be able to discuss issues that affect them, share their experiences, and participate 
in decision-making processes for service development and other areas.

Social isolation

	ꞏ Provide face-to-face and online support groups for children and adolescents to reduce loneliness and 
encourage social connections while implementing digital literacy and online safety programmes to protect 
against cyberbullying and online exploitation.
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Educational needs assessment

	ꞏ Conduct thorough assessments of the educational needs of children and adolescents, recognizing how mental 
health challenges impact learning and school attendance.

Deinstitutionalization

	ꞏ Advocate for deinstitutionalization by developing a communication strategy that highlights the harmful effects 
of institutionalization on child development and promotes family and community-based environments.

	ꞏ Support family reunification with clear safety protocols in collaboration with child and youth services.

	ꞏ For those unable to return to families, ensure safe, homelike alternative living arrangements such as foster 
families that do not recreate institutional settings.

Suicide prevention

	ꞏ Provide training to assess and address suicide risks specific to adolescents, focusing on factors such as 
bullying (including cyberbullying), social isolation, identity challenges, academic pressures, and struggles 
related to gender identity and sexual orientation.

	ꞏ Partner with schools and community organizations to identify and address risk factors for diverse groups 
and implement evidence-based, age-appropriate suicide prevention strategies, involving young people, 
parents/caregivers, teachers, and other key stakeholders. See Guidance on policy and strategic actions to 
protect and promote mental health and well-being across government sectors – Mental health in the education 
Sector (58).

Maternal mental health promotion

	ꞏ Address the adverse effects of maternal mental stress on children’s physical growth and development of 
cognitive and socio-emotional skills, leading to long-term health risks, reduced life satisfaction, and increased 
risky behaviours into adulthood.

	ꞏ Provide comprehensive mental health support for mothers during and after pregnancy, with early interventions 
to prevent the intergenerational transmission of poor mental health outcomes and promote healthy development 
in children (142).
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Older adults

Integrated care for older adults

	ꞏ Address complex health needs by coordinating with various health services, ensuring comprehensive and 
continuous care for older adults.

	ꞏ Develop individualized plans for older adults, particularly those who have spent most of their lives institutionalized 
and have lost skills. Focus on restoring abilities and addressing their unique needs.

	ꞏ Incorporate physical rehabilitation and occupational therapy into care plans to help restore and maintain 
motor skills (which may be diminished for people living in institutions), and enhancing opportunities for 
community participation and potentially for reintegration into the workforce.

Specialized services

	ꞏ Develop specialized mental health services tailored to older adults, including memory clinics, late-life depression 
programmes, and palliative care.

Overmedication and coercion prevention

	ꞏ Implement protocols and training to monitor and prevent overmedication and oversedation in older adults, 
both in hospitals and community settings like care homes.

Suicide prevention

	ꞏ Train service staff to assess and address suicide risk among older adults, especially those facing social isolation, 
chronic illness, or bereavement.

	ꞏ Create accessible support networks, including phone and online counselling, for older adults who may have 
limited mobility or access to in-person services.

Social connection

	ꞏ Provide community spaces or facilitated group activities where older adults can build and maintain connections 
offline, ensuring everyone has access to meaningful social support.

	ꞏ Create diverse opportunities for social interaction that meet the needs of older adults, including in-person 
and phone-based options for those who may not have access to, or familiarity with, online platforms.

	ꞏ Offer digital literacy and online safety training to help those interested in connecting with peers, friends, and 
family online, thereby enhancing confidence in digital communication.

Financial support

	ꞏ Regularly review the financial needs and eligibility of older adults who are at high risk of poverty.

	ꞏ Help older adults access benefits for health conditions, nursing support, and disability, as part of comprehensive 
mental health care.

Accessibility

	ꞏ Provide older adults with homes that have accessibility features like ramps, grab rails, and adapted washing facilities.

	ꞏ Facilitate easy access to healthcare services, whether older adults remain at home or are transitioning out 
of institutions.
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Women, men and gender diverse persons

Gender-responsive safety, support, and violence prevention

	ꞏ Create referral systems for those experiencing domestic or gender-based violence, connecting them with 
specialized support services.

	ꞏ Consider developing gender-specific services, such as crisis centres.

	ꞏ Provide separate spaces, sanitary areas, and sleeping rooms to accommodate diverse genders overnight. 
Private or gender-neutral options, such as single-occupancy rooms, can be offered to accommodate diverse 
preferences and privacy needs.

Gender appropriate services

	ꞏ Train providers in non-stigmatizing, non-discriminatory, and gender-appropriate care for gender-diverse persons.

	ꞏ Where appropriate, offer support for those undergoing gender-affirming treatments.

Prohibit coercion

	ꞏ Prohibit forced admission to mental health services based on gender identity, recognizing it as a rights violation.

	ꞏ Implement clear protocols to prevent such practices and ensure policies explicitly ban forced contraception 
for women and forced sterilization for women and gender-diverse individuals.

Support for people experiencing gender-based violence

	ꞏ Establish a mechanism to refer anyone experiencing domestic violence and abuse to specialized gender-based 
violence services.

	ꞏ Offer emergency accommodation with mental health support for victims of domestic violence.

	ꞏ Consider direct cash transfers where these give people experiencing, or at risk of, gender-based violence 
greater control over their support.

Suicide prevention

	ꞏ Build capacity to assess and address suicide risk factors. These include gender-based violence, poverty, social 
discrimination, employment insecurity, social isolation, and pressures related to traditional gender roles.

	ꞏ Partner with women’s organizations to deliver mental health and crisis counselling, prioritizing accessibility 
in rural and underserved areas.
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Persons belonging to the L G B T I Q + community

Prohibit coercion and conversion therapy

	ꞏ Prohibit forced admission to mental health services based on sexual orientation, recognizing it as a rights violation.

	ꞏ Train staff on how to prevent discriminatory treatment of L G B T I Q + individuals in mental health settings. 

	ꞏ Implement policies that explicitly ban conversion therapy and other forced practices aimed at changing a 
person’s sexual orientation.

Inclusive services

	ꞏ Train providers in non-stigmatizing, non-discriminatory, and gender-appropriate care.

	ꞏ Provide crisis and other support for people experiencing rejection, discrimination, or violence due to their 
sexual orientation or gender identity and expression.

	ꞏ Provide support services in schools for adolescents questioning their sexual orientation.

Suicide prevention

	ꞏ Train service staff to assess and address suicide risks specific to L G B T I Q + people, and to promote services 
that are inclusive, nonjudgmental, and affirming.

	ꞏ Establish anti-bullying and cyberbullying interventions in schools and communities to address harassment 
and provide safe spaces for L G B T I Q + young people and adults.

Persons with disabilities

Accessibility

	ꞏ Address physical barriers to mental healthcare for people with disabilities by investing in accessible equipment 
and ensuring accessibility in buildings (for example with elevators, ramps).

	ꞏ Provide information in accessible formats so people with disabilities can give informed consent (see Box 7).

	ꞏ Budget for and implement specific communication strategies, such as translation, sign language, Easy Read, 
Braille, as well as text-based options, video relay services, TeleTYpewriter (T T Y) for phone-based services, or 
artificial intelligence tools.

	ꞏ Train staff to respect individuals’ preferences and to use these strategies to communicate effectively. 

Coordinate for complex health needs

	ꞏ Address the complex health needs of people with disabilities by coordinating with various health services 
and maintain continuity of care across different conditions and impairments.

Prohibit sterilization 

	ꞏ Implement policies to prohibit forced sterilization.

Reasonable accommodations

	ꞏ Facilitate accessibility assessments in workplaces and schools to identify and implement necessary 
accommodations for individuals with disabilities.

Social connection

	ꞏ Link individuals to accessible in-person social opportunities, such as different interest groups, and community 
meetups, to reduce loneliness and build connections.
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	ꞏ Connect people to accessible online social or peer groups, providing necessary software or tools for participation, 
along with digital literacy and safety training to enhance confidence in digital spaces.

Deinstitutionalization planning

	ꞏ Include people with disabilities in deinstitutionalization plans, addressing their specific needs early.

Migrants and refugees

Overcoming language and cultural barriers

	ꞏ Provide interpretation services and culturally appropriate information and care for migrants and refugees.

Integration with resettlement Services

	ꞏ Integrate mental health services within broader resettlement and integration support rather than creating 
stand-alone services for migrants and refugees.

Access to care for undocumented migrants

	ꞏ Increase access to mental health care for undocumented migrants by collaborating with local organizations 
and addressing administrative and practical barriers.

Suicide prevention

	ꞏ Train health care and support workers to assess and address suicide risks specific to refugees and migrants, 
focusing on factors such as trauma, displacement, cultural adaptation, and social isolation. 

	ꞏ Promote services that are culturally appropriate, accessible, and responsive to these people’s unique experiences.

	ꞏ Collaborate with local N G Os to establish support networks for refugees experiencing social isolation, 
discrimination, or trauma.

Community and cultural supports

	ꞏ Work with local organizations that understand migrants’ and refugees’ languages and cultures to provide 
support, especially for those without family or social networks.

Continuous care and support in camps

	ꞏ Provide access to continuous mental health care and support for long term migrants and refugees living in 
camps, beyond immediate basic and psychological first aid and crisis management.

	ꞏ Support social connection for refugees and migrants, coordinating with community organizations and 
resettlement services to rebuild social networks.

Social and economic integration

	ꞏ Promote migrants’ and refugees’ full participation and inclusion in society, by connecting them with opportunities 
for education, employment, and community support networks.
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Persons from minoritized racial and ethnic groups

Specialized services for populations experiencing racism

	ꞏ Develop and integrate specialized services, such as racial and cultural identity affirmation services, trauma-
informed care, and anti-racism and advocacy programmes. 

Overcoming access barriers 

	ꞏ Implement measures to overcome system mistrust and provide financial support or health insurance. 

	ꞏ Build staff capacity on cultural issues and on addressing deep-rooted bias, including by recruiting therapists 
and other staff from minority groups.

Removing coercion and involuntary treatment

	ꞏ Implement policies and protocols to eliminate coercion and monitor service provision, recognizing that racial 
and ethnic minorities often face higher rates of involuntary treatment (74–76).

Indigenous Peoples

Indigenous services

	ꞏ Recognize and incorporate Indigenous community-based services and supports by embedding traditional 
knowledge and practices into mental health services, fostering culturally aligned approaches to well-being. 

	ꞏ Promote collaboration between public mental health services and these local initiatives to enhance accessibility, 
trust, and alignment with Indigenous cultural values.

Specialized and culturally safe services

	ꞏ Address the unique needs of Indigenous Peoples, related to historical colonization and dispossession, by 
providing specialized services and supports including high-quality interpretation, culturally safe care, and 
healing practices. Specialized care can also be integrated into existing services.

Access to a full range of services and support

	ꞏ Overcome barriers in accessing housing, education, income opportunities, and disability benefits by creating 
local assistance hubs or mobile units staffed by individuals and peers who speak Indigenous languages and 
understand the culture.

Suicide prevention

	ꞏ Implement culturally grounded suicide prevention strategies that incorporate Indigenous ways of knowing, 
healing practices, and community-driven approaches.

	ꞏ Provide mental health training so community leaders, elders, and healers can recognize and support those 
at risk, ensuring culturally respectful and locally relevant intervention strategies.
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Persons who are houseless or with unstable housing 

Access to services

	ꞏ Revise eligibility criteria to ensure that people who are houseless or with unstable housing are not excluded 
from mental health services.

	ꞏ Allow flexibility for missed appointments and incorporate active outreach (132).

Collaboration with local organizations

	ꞏ Establish collaborative care services by working with local organizations, leveraging existing relationships in 
order to engage directly with people in night shelters, day centres, or on the street to improve access to care 
and support.

Housing prioritization

	ꞏ Collaborate with other sectors to prioritize housing provision through programmes like Housing First (131) 
and Home Again (132), promoting stable housing as a foundation for recovery.

Suicide prevention

	ꞏ Incorporate suicide prevention strategies in all services for people who are houseless or have unstable housing.

	ꞏ Provide specialized training for health staff and workers in shelters and day centres.
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Policy Area 3: Human resource 
and workforce development

Key challenges

The mental health workforce faces several key challenges worldwide, influenced by varying population needs, 
service delivery systems, and resources (143). Workforce development depends on many factors including recruitment, 
retention, deployment, motivation, and continuous professional development. Transitioning to person-centred, 
recovery-oriented, and human rights-based mental health services demands significant changes in the knowledge, 
skills, and attitudes of service providers (55). Governments need to address both barriers and gaps.

	ꞏ Staff shortages. Many countries, especially low-income ones, lack sufficient mental health workers to meet 
population needs (143, 144). Globally, the median number of mental health workers is just nine per 100,000 
people, or fewer than one mental health worker for every 10,000 people, with numbers as low as one per 
100,000 in some low-income countries compared to 72 per 100,000 in high-income regions (38). This shortage 
is exacerbated by mental health workers migrating to better-paying countries, leaving nonprofessionals, 
including families, to fill the gap (145, 146). Additionally, many mental health professionals are drawn to more 
attractive opportunities in the private sector, further reducing the number of professionals available in public 
health systems.

	ꞏ Limited and non-diverse workforce. The mental health workforce is often both small and lacking diversity. 
Even in better-resourced countries, it is predominantly composed of psychiatrists, nurses, and psychologists. 
This narrow, health-focused approach may overlook people’s wider needs within their communities.  
A multidisciplinary approach is necessary for a more holistic and inclusive response to mental health (see 
Box 3 for key actors and groups/organizations to engage).

	ꞏ Inequitable distribution of mental health workers. The mental health workforce is predominantly 
concentrated in large institutional settings, leading to inequitable distribution of expertise. Mental health 
workers are often concentrated in urban areas, where better training, support and career opportunities exist, 
leaving rural and marginalized communities particularly underserved. Staffing in remote or rural areas remains 
a significant challenge (147, 148).

	ꞏ Lack of knowledge and skills. In many countries, mental health workers lack the necessary knowledge, 
skills and competencies to provide comprehensive care (38, 143, 145). There is a notable lack of training in 
evidence-based treatment and care, preventing mental health professionals from applying the most effective 
interventions for diverse needs (55). Some countries lack training facilities or programmes for specialist mental 
health workers. Moreover, available training often focuses on diagnosis and symptom reduction, neglecting 
the recovery approach, which emphasizes lifestyle, psychological, social, and economic interventions to 
address the full range of social determinants impacting mental health. Additionally, human rights training 
for health professionals is rare, resulting in limited awareness of service users’ rights and providers’ 
responsibilities (149, 150).

3



	 Policy Area 3: Human resource and workforce development	 71

	ꞏ Stigma and negative attitudes. Mental health workers sometimes harbour stigmatizing and negative 
attitudes toward people with mental health conditions. This can manifest in discriminatory behaviours, such 
as derogatory language, assumptions about decision-making capacity, and coercive practices (3, 41, 80, 151–155). 
Changing these attitudes and practices is crucial to improving care and overall population well-being.

	ꞏ Demoralization and staff burnout. The general population, as well as medical students, other health 
professionals, and the media have a poor image of mental health work (156). Many studies show that mental 
health professionals often feel under-appreciated, stigmatized, and discriminated against because of their 
profession (157, 158). Several factors compound the low morale, including: low rates of pay; high workloads; 
role ambiguity; conflicts with families and service users; frequent use of coercive practices; and lack of 
resources (159). These factors may discourage students from enrolling in mental health studies, or cause 
them to leave their mental health career, worsening staff shortages (160–163).

Policy directive 3.1 A multidisciplinary workforce with task 
sharing, training and support

Human resources are the most valuable assets in mental health services. Developing and nurturing the workforce 
is key to providing responsive, high-quality care. Transitioning towards a community-based, person-centred, 
and rights-oriented model requires a well-resourced multidisciplinary workforce (see Box 8). Education, training, 
and deployment should adapt to these changing roles and tasks.

Illustrative example text

This policy directive will guide service planners in reorganizing staff roles and tasks based on a situational 
analysis of human resources (including staffing numbers, distribution, competencies, and skills) within existing 
health and mental health services. It can help reorganise staff roles and tasks according to new functions and 
approaches being introduced. Psychiatrists, doctors, psychologists, nurses, social workers, and other staff will 
be trained for their new roles, with core training in alternatives to coercion, recovery approaches, and key 
techniques like advance directives and supported decision-making. These changes will broaden access to 
specialist competencies and ensure high standards of care for all.

Education and training will expand, including in-service training and opportunities for study abroad, where 
necessary. College and university courses will be updated to meet new standards and continuing professional 
development (C P D) will be available to maintain staff skills over time. A mix of in-person and online training will 
increase accessibility and reach.

Multidisciplinary teams will allow skill sharing at local levels and create opportunities for close supervision, 
mentoring, and for disseminating specialist knowledge. Specialists will provide formal supervision and support 
to ensure that consistently high service standards are maintained. These services will be formally assessed for 
quality and effectiveness at regular intervals.

Committees supporting this policy directive, such as those analyzing human resources or overseeing recruitment 
and retention, curricula and training, will include experts from marginalized groups, including people with lived 
experience. This ensures the workforce is responsive to the needs and challenges of those facing discrimination.

3.1
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Box 8. Staff that can make up a multidisciplinary workforce

Core mental healthcare workers can include: psychiatrists; nurses; medical doctors; psychologists; peer 
supporters and workers; social workers; community health workers; occupational therapists; counsellors; 
clinical staff; and community volunteers.

In addition, other important roles within a multidisciplinary approach include: other health professionals 
such as nutritionists, physiotherapists, and dentists; neurologists; pharmacists; employment and education 
specialists; physical activity trainers and sports coaches; art and music therapists; speech therapists; legal 
advisers; traditional and faith-based leaders or healers

Families and other caregivers are crucial resources for supporting people, and it is important that they 
receive appropriate training and support to fulfil this role (see Strategy 2.3.5 on engaging with families and 
other informal care workers). However, they are not part of the formal support system, unless they have 
been engaged as family/caregiver peer supporters (see Strategy 2.1.4 on creating and expanding rights-based 
peer support services).

A multidisciplinary team can be based across the public, private, N G O or O P D sectors.

Strategy 3.1.1

Leverage regulatory and administrative processes to introduce role and task sharing.

Actions

	ꞏ Achieve consensus among professional groups, policy-makers and administrators on role changes 
and task sharing needed to strengthen mental health services and support. In this context, task sharing 
means sharing responsibilities for a mental health task in a way that strengthens interventions and support 
through a multidisciplinary workforce (see Box 8). It does not involve abdicating responsibility for any task. 
Task sharing may be implemented differently across varying settings and countries (see the discussion below). 
During the consensus-building process, it is valuable to consider how task sharing can meet service needs 
without overburdening staff with increased workload, while also ensuring that quality of care is not compromised.

	ꞏ Use current or newly revised regulatory tools (laws and proclamations, rules and regulations, policies) 
to enable staff to practice their redefined roles. For example, it may be necessary to redefine regulations 
to establish a new cadre of worker, or to allow staff other than medical doctors to prescribe medication, or 
allow professionals beyond psychologists to provide psychological interventions. Depending on the setting, 
it may be necessary to redefine conditions for insurance reimbursements or similar to allow for these new 
roles (see Strategy 1.2.2 on reorientating funding and insurance schemes). A fast-track strategy should be 
considered to allow quick implementation, while pursuing longer-term measures within a comprehensive 
and nationally endorsed regulatory framework.

	ꞏ Create job descriptions that align with new roles, responsibilities, and tasks. Job descriptions should 
set the foundation for recruiting and retaining people, and should clarify the job purpose, duties, and 
responsibilities. They might cover tasks to be performed, such as delivering lifestyle, psychological, or social 
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and economic interventions. They might specify the type of contact with service users, family members and 
other individuals in the community; and the level of supervision provided or to be provided to others. Job 
descriptions record the role’s required qualifications. These might include degrees/certifications on peer 
support or culturally appropriate and trauma informed care, and knowledge and competencies on human 
rights or interventions to tackle social and structural determinants of mental health. Job descriptions may 
specify how many years of experience is expected. They may also specify expected results, mechanisms for 
evaluating performance, and the role’s working conditions (for example, specifying outreach work in the 
community rather than work on a hospital ward, or changes from having fixed hours to joining an on-call rota).

	ꞏ Create or modify certification/accreditation/licensing mechanisms for newly created staff roles. 
Certification is needed to ensure quality. New roles, such as peer support workers, community health volunteers, 
or liaison staff, may need a new or modified certification mechanism. Mechanisms should be based on 
standardized competency assessments to ensure that all staff are competent in their role and tasks. It is 
important to note that requiring formal education or degrees may restrict recruitment, especially for those 
with limited educational opportunities. Peer workers’ expertise, and also their roles, are based on lived 
experience. Certification should avoid burdening them with protocols or regulations that are only appropriate 
for medical roles.

	ꞏ Prepare and implement continuing professional development (C P D) schemes. C P D schemes can help 
thoroughly evaluate staff competencies, can consolidate existing skills, develop new ones, and keep staff up 
to date with new developments in mental health. C P D should be a key pre-requisite for holding and maintaining 
a professional licence. C P D scheme design requires careful attention to the menu of training opportunities, 
the format of training programmes, the type of assessments/evaluations, and how often staff are expected 
to undertake training.

SPOTLIGHT on role and task sharing

Role and task sharing can transform mental health services by redistributing work across professional 
levels. For example, prescription management tasks can be delegated from doctors to specially trained 
nurses. This is especially helpful in regions with limited specialist staff or recruitment challenges. 

Services can be reshaped alongside role and task sharing. For example, staff can transition from institutions 
to community-based settings. Roles can be realigned to deliver person-centred, rights-based, and recovery-
oriented care by introducing new practices for all staff, such as using recovery plans and advance directives. 

New cadres of staff can be created through role and task sharing. New mental health nurses, peer support 
specialists, and community mental health workers can bring fresh perspectives to transforming services. 
The effectiveness of this approach may vary across regions and countries, proving particularly beneficial in 
rural or resource-poor settings facing staff shortages. But it should not be viewed as a cost-saving measure. 
Instead, it is a means of optimizing expertise and skills, enabling specialists to focus on more complex cases. 
Any costs saved should be redeployed: continued investment in mental health services is essential to 
achieving parity with physical health.

Anticipating resistance is crucial, particularly from professions that may see task sharing as a challenge to 
their traditional authority. Therefore, it is important to present task sharing as a way to enhance care quality, 
ensuring that new roles are clearly defined, inclusive, and contribute to a more collaborative and integrated 
approach to mental health services.
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Strategy 3.1.2

Implement staff training initiatives across and within services.

Actions

	ꞏ Identify (re)training requirements for services. Training or retraining may be required for staff across 
both mental health, general health and specialized health services (See Policy directive 2.1 on coordinated 
rights-based community mental health services) with training needs depending on the specific context. For 
example, all service staff may need to be trained on evidence-based mental health care, as well as on the 
person-centred, rights-based, and recovery approach, particularly if there has been a policy shift in this 
direction and they have not been previously taught these concepts. Non-specialized staff may also require 
additional foundational and clinical training in mental health. Additionally, staff from other services may 
require more focused training in areas such as trauma-informed care, gender-based violence support, disability 
inclusion, cultural sensitivity, addressing stigma, discrimination unconscious biases and micro-aggressions, 
as well as in specific lifestyle and physical health, psychological, social, economic, and drug-based interventions. 
A variety of tools are available from W H O to assist with the training (see the annex for practical resources for 
developing a multidisciplinary workforce).

	ꞏ Schedule in-person and online training and assemble a diverse training team. This team should have 
wide-ranging skills and knowledge, including individuals with lived experience of mental health conditions, 
representatives from groups that face discrimination, staff from local education institutions or universities, 
clinical experts, and human rights experts. Online courses with remote support and supervision or hybrid 
models combining in-person and online training can offer flexibility, reduce travel and time commitments, 
and maximize reach, enabling large-scale impact (115, 164).

	ꞏ Set-up a training mechanism within each service. This mechanism should be formalized to facilitate 
efficient training for both existing and new staff and should manage long-term ongoing training.

	ꞏ Seek collaborations outside the country to access and provide quality training. When in-country training 
is unavailable and short-term development is not feasible, it is useful to form partnerships with universities, 
mental health services, and research institutions in other countries, as well as with international organizations 
and professional bodies with the required expertise. Identifying and collaborating with suitable partners can 
help ensure access to high-quality, specialized training. Collaboration agreements can outline the programme’s 
duration, funding, and responsibilities of each party to ensure clarity and sustainable impact.
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Strategy 3.1.3

Establish supervision and support for staff working within mental health and other 
health services. 

Actions

	ꞏ Identify and enable supervisory staff for each service or group of services. Supervisory staff should 
have clinical experience in mental health, should be knowledgeable about rights-based approaches; and, 
where possible, should have lived experience of mental health conditions or psychosocial disability. They may 
be recruited from any staff category, as long as they have the requisite skills. Revising terms of reference to 
make supervision a core responsibility with dedicated time allocation can prevent it from being seen as an 
extra burden or chargeable service.

	ꞏ Train supervisors. Training should equip supervisors to provide ongoing quality control for clinical skills and 
human rights practices. Supervisors should be trained to provide feedback to staff in a non-judgmental 
atmosphere and supervision model/mechanisms. How supervisors operate should be flexible and should 
respond to feedback from staff.

	ꞏ Create one-to-one and group supervision mechanisms. Effective supervision involves a mutual exchange 
of expertise between supervisor and supervisee, offering a confidential space for reflection, learning, and 
addressing clinical and human rights dilemmas in everyday practice. Key topics include user-staff relationships, 
challenging scenarios, ethical dilemmas, the personal impact of mental health work and reflective practice 
to allow staff to critically examine their experiences and actions to improve their skills and service delivery. 
Staff taking on new roles and task-sharing responsibilities require tailored supervision from trained specialists 
who previously held sole responsibility for these tasks. Supervision may start frequently but can be reduced 
as staff gain competence and confidence. Group supervision can convene supervisees from diverse roles, 
combining skills training with role-play and feedback from group members.

	ꞏ Use referral pathways to improve staff knowledge and skills. Referral pathways can be leveraged to 
enhance staff knowledge and skills. Staff from specialist services who receive referrals can offer valuable 
advice on supporting service users, which can then be integrated into the practices of the referring service.

REFLECTION on twinning. Twinning is a supervision approach that can be useful in humanitarian emergencies. 
Newly arrived mental health professionals work under the supervision of local professionals, sometimes 
after additional training. This collaboration helps manage the influx of new arrivals, maximizes the effectiveness 
of trained staff, and provides culturally appropriate support to refugees in their own language. Twinning 
can also be worth considering at the service level, pairing a mental health service experienced in emergencies 
with another to share expertise and improve services. When implementing twinning, it is important to factor 
in the cost and time required for supervision and case discussions.

For practical resources related to Policy directive 3.1 A multidisciplinary workforce with task sharing, training 
and support see the relevant section of the annex.
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Policy directive 3.2 Recruitment, retention and staff well-being

Recruiting and retaining skilled staff are essential for a sustainable, effective, and responsive mental health 
system, including during the transition to community-based services. This policy directive prioritizes recruiting 
and retaining staff across disciplines to meet the growing demand for holistic, person-centred, rights-based, 
and recovery-oriented care. It addresses the significant shortage of specialist mental health workers in many 
countries, many of whom have left their home countries for better opportunities.

Illustrative example text

Diversity and equality will be central to recruitment drives, allowing for more culturally appropriate services. 
Recruitment will extend beyond traditional medical professions to include social workers, occupational therapists, 
peer supporters, and allied professionals among others. Retention strategies will focus on providing good 
working conditions, fair pay, and equitable treatment regardless of gender, disability, race, or other identities. 
Staff from mental health institutions will have opportunities for retraining and reassignment to community-
based services, while new recruits will join new or expanded community-based services.

Strategy 3.2.1

Recruit staff from a broad array of disciplines and ensure diversity. 

Actions

	ꞏ Develop a recruitment strategy and budget to diversify the workforce and fulfil recruitment requirements. 
The mental health workforce should encompass a broad range of professions (see the Which human resources? 
band within Fig. 2). It is important not to rely solely on traditional roles like nursing, psychology, and psychiatry, 
but also to include and reflect the diversity of service users and the broader community, including groups that 
face discrimination. A mental health service that mirrors the local community’s diversity — across age, gender, 
disability, race, religion, and more, including groups that face discrimination — improves the quality of care by 
making it more welcoming and culturally appropriate. Identifying under-represented groups and implementing 
effective diversity policies and reasonable accommodation measures at all employment levels is essential for 
improving recruitment in the mental health sector. This can be facilitated by including positive, non-discriminatory 
messages about mental health and mental health services in recruitment materials and offering good working 
conditions. However, initial research may be needed to pinpoint where and why diversity is lacking.

	ꞏ Collaborate with universities, training institutions, government bodies and professional organizations 
to encourage diverse student enrolment. To achieve diversity in the mental health workforce, it is crucial 
to have a diverse student population in undergraduate and graduate programmes. Collaboration with 
universities, colleges, and government bodies is essential to encourage and incentivize students from diverse 
backgrounds to enrol in these courses. This includes promoting diversity based on culture and ethnicity, 
socioeconomic status, gender, geography, disability, language, and age.

	ꞏ .Standardize recruitment processes and requirements to ensure quality and accountability. This is 
crucial. It can involve implementing centralized interview processes that may include exams, establishing trial 
and training periods supported by competency-based assessments, and conducting background or criminal 
record checks. A formal application and interview process is central to achieving quality recruitment. Additionally, 
involving people with lived experience of mental health conditions or psychosocial disabilities throughout 
the recruitment process from planning to active recruitment is essential.

3.2
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KEY POINT: international recruitment is a poor long-term solution for skill shortages. Skill shortages 
are common, often due to a limited pool of skilled professionals, a lack of local education in relevant areas, and 
scarce further education opportunities. Many graduates relocate for better pay and conditions, exacerbating 
these shortages. While international recruitment can provide a short-term fix, it can also contribute to the brain 
drain from lower-resource settings. A more sustainable long-term strategy is to move towards self-sufficiency 
by aiming to recruit a specific percentage of staff from local training programmes within a set number of years.

Strategy 3.2.2

Distribute staff equitably across the country.

Actions

	ꞏ Establish dialogues to explore solutions for the challenges in recruiting and retaining staff in less 
popular and rural areas. Recruiting and retaining staff is challenging, particularly as large urban areas with 
access to universities and diverse health services are more attractive, leaving rural regions struggling with 
recruitment. Professionals trained in urban areas often prefer to stay there due to concerns about isolation, 
heavy workloads, limited resources, fewer amenities, and their partners’ employment prospects in rural areas. 
To address these challenges, engaging in dialogues with government bodies, professional organizations, and 
training institutes is crucial for generating ideas, developing strategies, and creating targeted recruitment 
efforts. For example, providing training opportunities in rural areas can help professionals feel valued and 
connected to these communities, increasing their likelihood of practicing in rural settings long-term (165).

	ꞏ Develop flexible job roles that attract specialist staff to hard-to-fill positions. Specialized services, like 
child and youth mental health, or mental health services for older people, are often concentrated in urban 
centres. To improve their provision in rural or less popular areas, incentives are needed. City-based jobs could 
include requirements for regular visits to regional settings. Workplace flexibility policies might allow employees 
to split their time between urban and rural locations or enable skilled personnel to supervise rural areas online. 
Digital tools like video conferencing can help distribute expertise more evenly, bringing specialized skills to rural 
areas but their use should be aligned with global standards around the accessibility of digital health (111, 112).

	ꞏ Offer professional, personal, and economic incentives for working in underserved regions. Incentives 
include grants, increased starting salaries, or tuition fee reimbursements for newly qualified staff taking on 
roles in less popular areas. Base pay could be raised in these regions, or a tax incentive might be provided. 
Working in under-served areas could also count as credit towards career progression. Mentoring schemes 
could help mitigate the perceived risk of professional isolation. Additionally, mental health services could help 
partners find work, cover relocation costs, and provide help with housing. Extended parental leave, free 
childcare, or additional vacation time are other possibilities. Alternatively, a period of work in rural areas could 
be made a mandatory requirement for new graduates entering the national service.

	ꞏ Collaborate with universities and institutes for higher training to develop regional training schemes 
close to where mental health services are provided. National mental health training schemes for nurses, 
medical doctors, psychologists, social workers, and allied professionals are often concentrated in large urban 
areas. To address this, it is crucial to collaborate with universities and higher training institutes to redistribute 
training schemes or offer placements across all regions. For example, satellite campuses could be established. 
This approach will help facilitate recruitment and retention of staff in more remote areas over the long term.
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KEY POINT: private sector staff can also be encouraged to work in under-served areas. In countries 
where the mental health workforce is predominantly in the private sector, distributing staff equitably across 
regions presents particular challenges. Private sector employees may have fewer incentives or obligations to 
work in under-served or rural areas. Addressing this requires targeted policies and partnerships with private 
institutions, along with incentives that encourage private sector staff to engage with public or rural services.

Strategy 3.2.3

Foster a positive and inclusive work environment, with equitable pay and conditions, 
and measures to promote staff mental health and well-being.

Actions

	ꞏ Create and implement a charter outlining the working conditions and support that staff can expect. 
Poor working conditions, low salaries, and experiences of discrimination hinder staff retention and care quality. 
A charter could outline the right to safe working environments and the right to self-organize into unions. It 
could establish rights to paid holidays, sick leave, sufficient breaks, written employment contracts, access to 
training and professional development, and high-quality ongoing supervision. Additionally, the charter can 
promote staff engagement in activities that maintain their physical and emotional well-being by providing access 
to self-care training and mental health and emotional support programmes, such as Employee Assistance 
Programmes (E A Ps). It can include provisions for work-life balance, such as flexible working hours, regular 
breaks, and limiting after-hours communication. To foster a family-friendly workplace, the charter can include 
options for job sharing, part-time roles, extended maternity, paternity, and parental leave, and dedicated spaces 
for breastfeeding, along with flexible arrangements for those caring for family members, including children, 
older adults, and individuals with disabilities. To recruit and retain professionals with disabilities, including mental 
health conditions and psychosocial disabilities, the charter can include provisions for reasonable accommodations 
(166, 167). See Guidance on policy and strategic actions to protect and promote mental health and well-being across 
government sectors (58). See also Strategy 3.2.2 on distributing staff equitably across the country.

	ꞏ Implement transparent and equitable pay scales as well as career progression pathways for all staff. 
Pay and progression should be based on levels of expertise, experience and responsibility, regardless of 
gender, disability, or any other personal or social attributes.

	ꞏ Implement transparent and equitable staff performance incentives. These could include financial and/
or non-financial incentives, performance-based incentives or other ways to encourage (re)training and to 
reward enhanced performance of roles and responsibilities.

	ꞏ Implement transparent and fair complaints mechanisms to deal with workplace harassment and disputes. 
These should include mechanisms to report discrimination based on characteristics that are part of (or are perceived 
as part of) staff identify and/or status. The complaints procedure should be independent. For example, it might 
appoint external parties to review and address the complaints. It should be transparent: the process should be 
clearly explained to all people involved, and everyone should be kept informed. Complaints procedures should 
also be accessible to everyone. This may require language translations and information provided in different 
formats. Processes should be fair both for the person complaining and the person complained about. Information 
should be kept confidential within the complaints process, and the process should be efficient and timely.
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	ꞏ Provide access to mental health care and support for service staff, including frontline workers. All 
staff, especially frontline workers like ambulance staff and those in humanitarian contexts, face significant 
stress and pressure. Training in self-care, stress management, and positive coping strategies is essential for 
their well-being. They should also be able to access mental health services and support when needed (168).

For practical resources related to Policy directive 3.2 Recruitment, retention and staff well-being see the 
relevant section of the annex.

Policy directive 3.3 Competency-based curricula for mental health

Health curricula at college and university level lay the foundation for all staff working in the mental health field, 
equipping them with the knowledge, skills, and competencies for evidence-based, rights-based, and recovery-
oriented practice. These curricula are vital for eliminating discriminatory attitudes and practices toward people 
with mental health conditions and psychosocial disabilities.

Illustrative example text

University and college curricula for mental health will be grounded in the core competencies required for person-
centred, rights-based, and recovery-oriented services. To deliver a truly inclusive education, curricula will be 
co-produced by experts with lived experience alongside clinical and academic professionals. Graduates will be 
competent in understanding psychosocial disability and mental health, and in delivering human rights standards, 
recovery, advanced communication skills, culturally appropriate approaches and non-coercive practices. Those 
responsible for psychological, social, or economic interventions, or prescribing psychotropic drugs, will receive 
more in-depth training.

Strategy 3.3.1

Develop or adapt core competency-based curricula for mental health.

Actions

	ꞏ Convene stakeholders and get consensus for change. Political support from the education and health 
departments, as well as from educational institutions, is crucial for the long-term success and rollout of new 
mental health curricula. It is important to convene government representatives, professional bodies, universities, 
further and higher education facilities, service user organizations, and experts in human rights and recovery 
to build a broad consensus for change before developing new curricula.

	ꞏ Establish working groups responsible for developing or adapting curricula based on core and on 
specialist competencies in mental health. The working group should comprise stakeholders who can 
contribute to different elements of the curriculum development including education professionals from 
training colleges and universities, clinical mental health practitioners, people from N G Os, O P Ds, and people 
with lived experience of mental health conditions (including people from groups that face discrimination). 

3.3
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	ꞏ Evaluate, update, or develop curricula for mental health. A first step in improving mental health curricula 
is to identify the strengths and gaps in existing programmes and teaching methods. This evaluation should 
include formal assessments of curricula and staff, along with feedback gathered from group discussions and 
questionnaires from both staff and students. These findings will guide working groups in drafting new 
curricula tailored to the specific needs of each mental health profession, clearly defining core and specialized 
competencies for roles such as psychiatrists, nurses, doctors, psychologists, peer supporters, social workers, 
community health workers, occupational therapists, counsellors, clinical officers, and community volunteers. 
Additionally, curricula should be developed for roles outside the mental health sector, such as school counsellors 
(see Guidance on policy directives and strategic actions to promote and protect mental health and well-being 
across government sectors (58)). Curricula should explicitly link competencies with learning activities and 
outcomes. The design process should involve experts from relevant fields, academic institutions, individuals 
with lived experience, and representatives from marginalized groups, ensuring that curricula are comprehensive 
and equitable (see Box 9 for key topics that could be covered). Using digital technologies to enhance learning 
should be considered, as these can expand opportunities. However, the importance of in-person training, 
supervision, and real-world experience should be maintained. The W H O EQUIP platform can serve as a 
valuable resource in this process, offering tools and guidance on competency-based curriculum development 
to ensure high-quality, standardized training across settings.

KEY POINT: students need broad perspectives. Curricula should expose students to diverse viewpoints 
and emphasize critical thinking. Training placements should be in varied community services, not just 
psychiatric institutions, or hospital-based services.

	ꞏ Create a framework for assessing students and trainees across various professions. Create a framework 
for regularly and consistently assessing students and trainees across various professions. Assessments 
should encompass written exams, interview-based evaluations, and structured observations of clinical and 
communication skills. Evaluations should also examine the practical application of recovery-oriented and 
human rights-based approaches, including de-escalation techniques, supported decision-making, and planning. 
People from marginalized groups are often at a disadvantage in exams due to various biases, such as language 
barriers, promotion of dominant values, and bias in exam questions or from examiners. Identifying and 
overcoming these biases is crucial, such as by including diverse examiners and developing assessments with 
input from diverse groups.

	ꞏ Regularly convene the working groups to review progress. Regularly convene the working groups to 
review progress. These meetings not only provide essential technical input for curriculum development but 
also foster ongoing ownership, engagement, and commitment to the new curricula.
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Box 9. Topics to cover in curricula on mental health

Curricula should be customized, considering the specific roles and tasks of each profession. These are some 
essential topics.

	ꞏ Human rights, community inclusion and recovery approaches. Using human rights frameworks  
to underpin care and support, including to combat stigma and discrimination, eliminate coercive 
practices, ensure respect for legal capacity, and meet the needs of people with disabilities. 

	ꞏ Comprehensive assessment of mental health support needs. Undertaking and understanding 
diagnosis, and identifying individuals’ specific needs across various life areas to provide appropriate 
support, to enhance quality of life, and to promote community inclusion (see Strategy 4.1.1 on 
developing frameworks for assessing mental health needs).

	ꞏ Physical health, lifestyle, psychological, social, and economic interventions. Understanding how to 
deliver and refer people to a range of interventions that are evidence- and rights-based in order to 
provide a comprehensive approach to addressing mental health.

	ꞏ Drug interventions. Including safe prescribing, use, discontinuation, and management of withdrawal 
and adverse effects.

	ꞏ Public health issues. Addressing public health policy, service organization, epidemiology, statistics, 
and coordination with government and other stakeholders, including the voluntary and private sectors.

	ꞏ Understanding and responding to the social and structural determinants of mental health in 
clinical and community settings. These determinants include: stigma and discrimination; exclusion; 
marginalization; poverty; gender (for example, inequality and harmful gender norms); lack or lower 
levels of education; unemployment; housing instability; food insecurity; health emergencies; climate 
change; pollution; humanitarian crises; forced displacement and migration; violence and abuse; and 
loneliness and social isolation.

	ꞏ Culturally appropriate approaches. Understanding diverse cultural backgrounds and mental health 
conceptions, and training students to engage inclusively with diverse populations.

	ꞏ Responding to the needs of diverse groups including those that face discrimination. Understanding 
the needs of groups facing discrimination, the impact of factors like age, gender, sexual orientation, 
disability, immigration status, race, and ethnicity on mental health and best practices for addressing 
discrimination.

	ꞏ Responding to emergencies. Addressing mental health aspects of health emergencies, humanitarian 
crises, and natural hazards.

	ꞏ Mental health and development issues across the lifespan. Understanding and responding to 
prenatal influences, childhood and adolescence through to adulthood, and older age.

	ꞏ Participatory approaches. Collaborating with people who have lived experience, families, 
professionals from different sectors, and other relevant groups in order to value and capitalize on 
stakeholders’ knowledge and expertise.

	ꞏ Interpersonal skills. Developing qualities such as empathy, warmth, and genuineness to build trust 
and foster effective supportive relationships.

	ꞏ Leadership and management. Developing skills for effective team and resource management, policy 
and strategic planning, and advocacy to lead mental health services that are collaborative, inclusive, 
and responsive to community needs.
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Strategy 3.3.2

Implement competency-based curricula for mental health.

Actions

	ꞏ Establish an action plan with milestones and timeframes for implementing new curricula for mental 
health. This plan should result from ongoing dialogue and collaboration between national committees and 
working groups overseeing the curricula and ministries of health and education.

	ꞏ Train staff from each academic institution in new curricula. Academic teaching staff, clinical supervisors, 
assessors, and clinical professionals will need training. It is also crucial for those developing curricula to plan 
how to update colleagues who may not have been closely involved in the process. Engaging individuals with 
lived experience in delivering curricula is essential. They can co-deliver content, participate in teaching 
sessions, and share testimonials, thereby enriching the learning experience for students and trainees.

	ꞏ Launch an information and marketing campaign for new curricula. Multimedia information campaigns 
about new curricula are crucial for raising awareness among professional groups. These campaigns can also 
signal broader shifts in mental health approaches and foster conversations among professionals and the 
public about moving away from outdated and discriminatory practices in mental health and psychosocial 
disability. Information should be provided in accessible formats, including translations, Easy Read versions, 
and documents for screen readers. Additionally, marketing efforts should extend to rural and isolated areas 
to ensure comprehensive outreach.

	ꞏ Hold an official launch of new mental health curricula well before the academic year in which they 
will be implemented. This advance notice is crucial to allow academic institutions ample time to prepare for 
delivering the new materials. The launch serves as an opportunity to raise awareness and generate positive 
publicity among administrators, educators, students (including school-leavers), mental health professionals, 
the media, and other stakeholders.

	ꞏ Identify and solve problems in the rollout and implementation. A formal review into successes and 
challenges connected to new curricula should take place immediately after the first delivery cycle. It should 
be evidence based and independent of the initial committee and stakeholders that developed the curricula.

For practical resources related to Policy directive 3.3 Competency-based curricula for mental health see the 
relevant section of the annex.
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Special considerations for diverse groups 
Policy area 3. Human resource and workforce development

Children and adolescents

Support for young caregivers

	ꞏ Train staff to recognize and support children and adolescents who are in caregiver roles, addressing their 
unique challenges and ensuring their well-being.

Training on child and adolescent development

	ꞏ Educate staff across within the health sector (for example, paediatricians, family doctors, nurses, psychologists 
amongst others) and across other sectors (education, child protection and justice among others) on child development, 
including attachment theory and family dynamics, so they understand how stress manifests in children.

	ꞏ Train staff to identify and support victims of abuse and violence, including understanding their responsibilities 
for reporting, safeguarding and providing support.

	ꞏ Avoid pathologizing children. This often occurs when signs of abuse are mistaken for mental health conditions.

Multidisciplinary M H P S S workforce in humanitarian contexts

	ꞏ Develop and implement strategies for sustained investment in building and supporting a skilled multidisciplinary 
M H P S S workforce, focusing on the diverse mental health needs of children and adolescents and ensuring 
accessibility across all communities.

Older adults

Coordinated care roles

	ꞏ Create liaison roles to bridge physical and mental health services, ensuring comprehensive care for older 
people with complex health needs.

End-of-life care training

	ꞏ Include training on end-of-life care, understanding and supporting goals in late life stages, promoting hope 
and working with families.

Inclusive recruitment and retention

	ꞏ Open recruitment to older workers, offering part-time or reduced hours.

	ꞏ Retain and utilize older staff for their expertise and involve them in training or supervision roles to capitalize 
on their wealth of experience.
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Women, men and gender diverse persons

Workforce retention and support

	ꞏ Create family-friendly workplaces by offering job sharing, extended maternity, paternity and parental leave, 
part-time roles, nurseries and spaces for breastfeeding and sick leave for severe period pain.

	ꞏ Promote gender-sensitive mental health support with specialized resources and peer networks tailored for 
women, men, and gender-diverse staff.

	ꞏ Ensure equitable access to career advancement by offering mentorship programmes and addressing unconscious 
bias in promotions and performance evaluations across all genders.

Persons belonging to the L G B T I Q + community

Specialized roles and task sharing

	ꞏ Develop roles in child and adolescent mental health teams to specifically support young L G B T I Q + people, 
addressing their higher rates of specific mental health challenges.

Workplace Inclusivity

	ꞏ Create service environments in which L G B T I Q + staff can openly express their identity without risk of stigma 
or discrimination.

	ꞏ Conduct workplace diversity training and anti-discrimination campaigns to foster a supportive environment.

Persons with disabilities

Inclusive hiring practices

	ꞏ Work with professional bodies to prevent accreditation or licensing requirements excluding people with disabilities.

	ꞏ Provide accommodations for people with disabilities during recruitment processes, providing necessary assistive 
devices, Augmentative and Alternative Communication or sign language, or extended time for assessments.

Workplace accessibility

	ꞏ Assess and implement reasonable accommodations for accessibility, such as communication devices, accessible 
equipment, and modifications to buildings and physical spaces, to enable employees with disabilities to perform 
their work on an equal basis with others.

Disability inclusion training

	ꞏ Incorporate comprehensive training on disability inclusion for health and care workers, ensuring staff understand 
how to support colleagues with disabilities.

Migrants and refugees

Creating new roles and training

	ꞏ Create new roles to address the specific mental health needs of migrants and refugees.

	ꞏ Train staff in trauma-informed care and culturally appropriate practices, addressing issues like loss of home, 
identity, and family, impact of injuries and financial uncertainty.



	 Policy Area 3: Human resource and workforce development	 85

Persons from minoritized racial and ethnic groups

Addressing institutional racism

	ꞏ Provide training to challenge racial and cultural biases, educating staff on the experiences of minoritized groups. 

	ꞏ Connect health professionals with community organizations and leaders to enhance cultural understanding 
and collaboration.

Recognizing and addressing discrimination

	ꞏ Train health professionals to identify and explore internalized racism using tools like the EveryDay Discrimination 
Scale (169) to improve care. 

	ꞏ Educate staff on how racial discrimination can cause psychological distress and lead to misdiagnoses.

	ꞏ Train staff to recognize and address these situations, avoiding pathologizing normal responses to discrimination.

Indigenous Peoples

Recruitment and retention in remote areas

	ꞏ Offer economic and professional incentives to attract specialist staff, including from Indigenous communities, 
to work in remote areas where mental health services are limited.

Inclusive recruitment

	ꞏ Address barriers Indigenous Peoples face during recruitment, such as language difficulties, lack of job 
opportunity information, biased recruitment committees.

Cultural competence training

	ꞏ Train health professionals to provide culturally safe interventions and treatments, with an understanding of 
Indigenous Peoples’ spiritual and traditional values, ensuring respectful and effective care.

Persons who are houseless or with unstable housing

Hiring peer advocates

	ꞏ Employ peer advocates with lived experience to conduct active outreach and build trust with people who are 
houseless, thereby facilitating better engagement and support.

Training for health professionals in mainstream and specialized services

	ꞏ Educate staff on engaging people who are houseless or who have unstable housing, providing trauma-
informed care, and addressing housing insecurity.

	ꞏ Assist with housing searches and relevant home modifications.
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Policy Area 4: Person-centred, 
recovery-oriented and rights-
based assessment, interventions 
and support

Key challenges

Mental health care needs redirecting towards a person-centred, recovery-oriented, and rights-based approach 
that includes non-pharmacological options (which are crucial for mental well-being). Assessments and interventions 
should be high-quality, acceptable, available, and accessible to all (170). It is essential that these are discussed 
with the individual involved, including potential benefits, limitations, and risks. Ultimately, the assessment, 
intervention and support should always align with the individual’s will, preferences, and informed consent (171). 
The following are some of the main barriers and gaps.

	ꞏ The lack of recovery-oriented and person-centred focus for assessing mental health and support 
needs. Current assessment tools and practices focus mainly on identifying problems and symptoms and 
evaluating decision-making capacity, rather than addressing a person’s comprehensive psychological, social, 
and economic needs. They are neither comprehensive nor effective (172, 173). Mental health assessments 
should address the full spectrum of an individual’s needs, including psychological, social, and economic 
factors. They should focus on how the person can be supported in various aspects of their life, rather than 
just formally diagnosing or trying to fix perceived conditions. It is essential to consider the individual’s and 
community’s strengths, successes, resources, goals and hopes to create a holistic and supportive care plan 
(172, 174).

	ꞏ Over-reliance on biomedical approaches to mental health care and support. Worldwide, mental health 
services primarily rely on psychotropic drugs and biomedical interventions (89). Although these can be 
important for recovery, there is an overemphasis on them, and studies have raised major concerns about the 
over reliance on psychotropic drugs and problematic aspects including: incomplete information on adverse 
effects (including the serious withdrawal syndrome that can occur when some people stop taking psychotropic 
drugs) (175–178); potential drug interactions where people are taking many medicines (polypharmacy) (179, 
180); lack of safe monitoring, and prescription without informed consent (30, 31, 89); and high prescription 
rates (2, 181, 182); amongst others. Services should prescribe psychotropic drugs cautiously, support safe 
tapering, and provide effective lifestyle, physical, psychological, social, and economic interventions to improve 
mental well-being (183–188).

4
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	ꞏ Poor and unreliable access to interventions and support. Many countries struggle to provide consistent 
access to psychological, social, and economic interventions as well as physical health and lifestyle interventions 
due to limited funding, insufficient trained staff, and limitations in cross-sector collaboration needed to tackle 
macro-level social challenges and inequities (3, 96, 189–196). Even access to psychotropic drugs can be 
unreliable due to costs, supply chain issues, and centralization of supplies in specialist settings (3, 51, 197).

	ꞏ Lack of training in holistic mental health care and support. Reflecting the above challenges, training for 
mental health professionals also often prioritizes diagnosis and drug prescribing, neglecting the comprehensive 
assessment of psychological, social, and economic needs (2, 55, 89). This narrow focus leads to gaps in the 
knowledge, skills, and competencies required for non-drug interventions and safe medication tapering, 
leaving professionals ill-equipped to address the broader aspects of mental health care (55, 172, 189).

Policy directive 4.1 Assessment of mental health and support 
needs by multidisciplinary teams

Mental health assessment and diagnosis traditionally drives treatment approaches within services, often focusing 
on medication to reduce symptoms and, when available, therapy such as counselling, which often emphasizes 
insight into diagnosis and compliance with taking medications. Assessments should be reframed to adopt a 
holistic approach that considers the full range of people’s support needs.

Illustrative example text

This policy directive shifts from the biomedical model to a holistic, person-centred, recovery-oriented, and 
rights-based approach, with informed consent and the person’s right to decide at its core. A new framework 
will be established for assessing people with mental health conditions and distress, focusing on their support 
needs and challenges. Assessments will adopt a strengths-based approach, focusing on individuals’ abilities, 
skills, and resources rather than just their challenges. They will prioritize important life areas such as relationships, 
work, education, housing, and community inclusion while also evaluating any discrimination or barriers people 
may face. The framework will avoid pathologizing and over-medicalizing mental health conditions and distress.

Strategy 4.1.1

Develop a person-centred, recovery-oriented and rights-based framework and 
guidelines for assessing mental health and support needs.

Actions

	ꞏ Re-evaluate and broaden the approach to assessing mental health. Current mental health assessments 
primarily focus on symptoms and diagnosis, using standardized guidelines like ICD-11 (198) and DSM-V (199), 
along with tools such as MINI (200)and SCID I/II (201), which are integral to health insurance and disability 
schemes. However, in advancing a rights-based recovery framework, it is essential to move beyond diagnosis 
and symptom reduction to a more comprehensive assessment of individuals’ support needs. 

4.1

https://iris.who.int/handle/10665/375767
https://doi.org/10.1176/appi.books.9780890425787
https://pubmed.ncbi.nlm.nih.gov/9881538/
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	ꞏ Identify the areas and items to assess and draft the guidelines. Multiple domains should be considered 
to ensure a person-centred, rights-based approach in assessing mental health support needs. These domains 
include, but are not limited to, those listed in Box 10. The assessment framework and guidelines should also 
incorporate a culturally appropriate, trauma-informed and gender-responsive approach that acknowledges 
the challenges individuals face but emphasizes each person’s strengths rather than focusing solely on their 
difficulties. Since support-based mental health assessments are relatively new, it may be beneficial to review 
and adapt successful models from other countries, especially when local examples are scarce.

	ꞏ Consult with all stakeholder groups and conduct pilot studies to finalize the assessment framework 
and guidelines. Consultations should include both in-person and written feedback to ensure full engagement 
from all groups, including people with lived experience of mental health conditions, groups that face 
discrimination, their respective organizations, families, other supporters, and relevant professional groups.

KEY POINT: support needs are not static. Support needs change throughout recovery, varying widely 
between crises and stability. So assessment guidelines should ensure comprehensive reviews after interventions 
to see if adjustments are needed or if support is no longer required.

Box 10. Domains to cover when assessing mental health and support needs

Assessments should cover:

	ꞏ physical health and lifestyle;

	ꞏ mental health, emotional well-being and coping mechanisms;

	ꞏ meeting basic needs (for example, food, clothing, hygiene);

	ꞏ relationships, family, and social networks (including social isolation and loneliness);

	ꞏ other social and structural determinants (see Box 1);

	ꞏ community inclusion and access to community services and support;

	ꞏ exercise of legal capacity;

	ꞏ diagnosis, suicide risk or attempts, and how the person frames their mental health issues; and

	ꞏ the person’s will and preference for receiving treatment, care and support.
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Strategy 4.1.2

Implement the newly developed framework and guidelines for assessing mental health 
and support needs.

Actions

	ꞏ Develop multidisciplinary training on the new assessment framework and guidelines for all health 
and social care service staff. The training should cover all domains of the new framework (see Box 10) and 
should foster active discussion, comparing the new framework with traditional diagnostic approaches, while 
exploring the challenges associated with each. For instance, while mental health diagnoses can guide effective 
interventions, some individuals may find them stigmatizing or unhelpful, making it important to discuss how 
to provide high-quality support and explore strategies for accommodating individuals’ preferences.

	ꞏ Train staff to use the new assessment framework and guidelines in a phased approach across the 
health and social care system. Staff need to understand how to conduct holistic assessments of mental 
health and support needs under the new framework and how this impacts the care they provide. Training 
should equip them to perform culturally appropriate, trauma-informed assessments, address the needs of 
marginalized groups using age-appropriate language, provide access to accessible communication tools and 
formats including Augmentative and Alternative Communication, Braille, and Easy Read. Before or alongside 
the framework’s introduction, building capacity in human rights-based and person-centred care among 
practitioners, families, and communities is essential.

For practical resources related to Policy directive 4.1 Assessment of mental health and support needs by 
multidisciplinary teams see the relevant section of the annex.

Policy directive 4.2 Physical health and lifestyle, psychological, 
social and economic interventions

Access to high-quality, person-centred, recovery-oriented mental health support and treatment that respects 
human rights should be the hallmark modern mental healthcare. To move beyond a narrow drug treatment 
focus, people should have access to diverse evidence and rights-based interventions and support options within 
their local communities. These should be scaled up across services at all levels of the health system and through 
community initiatives and programmes. 

Illustrative example text

This policy directive establishes a person-centred, rights-based, recovery-oriented approach, offering a wide 
range of treatment and support interventions. The recovery approach requires that care is tailored to individual 
needs, wishes and preferences, and is proactive, adapting to changing circumstances such as during crises or 
challenging external circumstances. To promote inclusion, support options will be made available within communities 
where people live.

4.2
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Strategy 4.2.1

Identify the physical health and lifestyle, psychological, social and economic interventions 
for inclusion in Universal Health Care and community initiatives and programmes.

Actions

	ꞏ Identify the physical health and lifestyle, psychological, social and economic interventions for integration 
into all levels of the health and social care system and community initiatives. A national working group 
can be convened to determine the physical, psychological, social, and economic interventions (including 
sub-categories for different support needs) to be integrated into national healthcare systems as part of the 
Universal Health Care package (U H C) and community programmes. These should be evidenced based and 
consistent with national or international guidelines. See Box 11 for a non-exhaustive menu of interventions 
covered by W H O’s Mental Health Gap Action Programme (mhGAP) guideline for mental, neurological and 
substance use disorders and other W H O guidance for mental health treatment, support and promotion. 
Person-centred mental health services need to offer choice to address people’s diverse needs and preferences, 
with a focus on gender-responsive approaches that account for the unique experiences of women, men, and 
gender diverse individuals, including those facing discrimination. Some interventions may already exist, 
while others can be introduced within a rights- and recovery-based approach. Consider costs, feasibility, 
acceptability, and available training (domestic or international) to prioritize interventions to introduce in the 
short to medium term.

	ꞏ Develop a clear and coordinated system for delivering the physical health and lifestyle, psychological, 
social and economic interventions at all levels of health services and within the community, including 
the necessary collaborations. It is crucial to specify the levels and types of health services that will be 
responsible for delivering these interventions and to identify the multidisciplinary staff groups who will be 
involved (for example, psychiatrists, nurses, psychologists, peer supporters, social workers, community health 
workers, occupational therapists, education and employment specialists, see Fig. 2 Which human resources? 
band. While all staff should have a basic understanding of the interventions, not all will deliver them. For 
instance, psychologists or social workers or non-specialists such as community health workers may provide 
psychological interventions at community mental health centres, while economic and social interventions 
may involve collaboration with government sectors or contracted N G Os (see Policy area 4 of this Guidance 
and Guidance on policy and strategic actions to protect and promote mental health and well-being across 
government sectors (58, 202)).

	ꞏ Identify the delivery mode for remote, in-person, and combined delivery interventions. Interventions 
should be tailored to individual needs, with in-person delivery prioritized for those with complex needs or in 
crisis. For individuals with milder concerns, online delivery can be a suitable option. Guided self-help, available 
in various formats, is also an effective approach for these individuals. Whenever possible, prioritize interventions 
that have been evaluated and are readily available. All interventions, regardless of delivery method, should 
adhere to consistent standards, addressing legal, ethical, and safety concerns, including privacy, data protection, 
and the security of the intervention environment. Developing these protocols should involve input from legal, 
ethical, and mental health professionals, as well as service users and digital experts. In-person options should 
always be available for those at risk of digital exclusion (due to cost, access limitations, sensory impairments, 
or low technology skills) or for those who prefer face-to-face support.
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Box 11. Flexible and non-exhaustive menu of physical health and lifestyle, 
psychological, social and economic interventions for treatment and well-being

There are many interventions that promote and support mental health, and that provide effective treatment 
without the use of psychotropic drugs.

Physical health and lifestyle interventions

	ꞏ physical activity and sport (203, 204);

	ꞏ nutrition and healthy diet (205, 206);

	ꞏ sleep (207, 208);

	ꞏ sexual and reproductive health (209, 210);

	ꞏ stress management and relaxation techniques (for example, mindfulness-based interventions, yoga) 
(3, 211, 212);

	ꞏ art and culture-based therapy (213–215);

	ꞏ nature-based green and blue interventions (3, 105, 216);

	ꞏ harm reduction interventions (for example, needle and syringe programmes) (217, 218);

	ꞏ screening, brief interventions, and referral to treatment for hazardous substance use and substance 
use disorders (217);

	ꞏ tobacco cessation (219, 220);

	ꞏ collaboration/referral for screening and treatment of physical health conditions as appropriate  
(for example, diabetes, CVD, cancer, H I V/AIDS) (221–223).

Psychological interventions

	ꞏ cognitive behavioural therapy, interpersonal therapy, behavioural activation therapy, brief 
psychodynamic therapy, third-wave therapies, trauma-informed approaches (for example, 
psychotherapy with a trauma focus, eye movement desensitization and reprocessing), and — mainly in 
relation to alcohol and other psychoactive substance use — contingency management therapy, 
motivational interviewing and enhancement therapy, positive affect therapy, supportive expressive 
therapy (202, 224);

	ꞏ eye movement desensitization and reprocessing (EMDR) (225);

	ꞏ family therapy (for example, parenting programmes including home visits for pregnant or postpartum 
mothers, their partners, and their children, couples therapy, family-focused interventions) (3, 226–228);

	ꞏ family and other care giver interventions (for example, support interventions, education and guidance) 
(202, 229, 230);

	ꞏ problem-solving therapy and skills training (202, 231, 232);

	ꞏ psychoeducation (3, 233);

	ꞏ interpersonal and social skills, cognitive and organizational skills and self-regulation-based 
interventions (202, 224);

	ꞏ cognitive stimulation therapy and cognitive training (202, 224), mainly in relation to dementia;

	ꞏ beginning-to-read interventions, early communication interventions and specialized instructional 
techniques (202, 224), mainly for children and adolescents;

	ꞏ recovery, advance, and crisis response plans (119, 123, 124, 234).
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Social interventions

	ꞏ social prescribing (214, 235, 236);

	ꞏ housing assistance (for example, Housing First, other supported social housing programmes) (3, 131);

	ꞏ personal assistance (for example, supported decision-making, assistance for daily activities) (237–239);

	ꞏ peer support and mutual help groups (1:1, group and online) (109, 122, 240);

	ꞏ social support and community reinforcement approaches (including to build meaningful social 
connection and combat isolation and loneliness) (3, 241, 242);

	ꞏ occupational therapy (3, 243, 244);

	ꞏ community-led interventions and bottom-up interventions (245–248).

Economic interventions

	ꞏ access to income generation and employment (for example, individual placement and support, 
supported employment and other employment schemes) (3, 55, 249, 250);

	ꞏ housing assistance (for example, rental assistance programmes) (251, 252);

	ꞏ cash transfer (3, 253, 254);

	ꞏ personal budget (3, 255, 256);

	ꞏ disability allowances and concessions, (for example, disability pensions, living allowances, tax 
exemptions, discounts) (239, 257, 258).

Note on electroconvulsive therapy (E C T)
In countries where electroconvulsive therapy (E C T) is used, this intervention must only be administered with 
the written or documented, free and informed consent of the person concerned. E C T should only be 
administered in modified form: with anaesthesia and muscle relaxants. Using E C T for children is not 
recommended and should be prohibited through legislation (22).

SPOTLIGHT on forgotten issues

Supporting families in recovery. Families play a crucial role in promoting recovery, and support and interventions 
should be made available to them, either directly through health services or via community programmes. 
Some N G Os offer programmes that assist families in supporting relatives with mental health conditions.

Tailoring physical health and lifestyle interventions. Physical health and lifestyle interventions should be 
tailored to meet the needs of specific groups, such as older adults, children and young people, people with 
disabilities, and those with specific cultural preferences, including migrants, racially minoritized groups, and 
Indigenous Peoples. However, the focus should remain on individual needs rather than assigning a group identity.

Improving access to assistive products. This is crucial, as one in three people worldwide need assistive 
products, ranging from glasses and hearing aids to mobility aids like crutches and prosthetics, or communication 
devices such as speech-generating tools. Yet access remains limited, especially in low- and middle-income 
countries (259). Providing access is essential for promoting mental health and reducing reliance on human 
support, including unpaid care by families.
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Strategy 4.2.2

Implement and scale up physical health and lifestyle, psychological, social and economic 
interventions across all levels of the health system and through community initiatives 
and programmes.

Actions

	ꞏ Prepare and conduct training for delivering physical health and lifestyle, psychological, social, and 
economic interventions. This training can be delivered within mental health services or through community 
initiatives, using remote, phone-based or face-to-face interactions. Groups of services or professionals may 
be required to deliver these interventions, and many staff will require training. In addition, some interventions, 
for example, guided self-help, can be implemented by non-specialist facilitators with the appropriate training. 
Where accreditation mechanisms exist, it is crucial to have new programmes accredited (for example, through 
C P D schemes) to keep staff knowledge up to date and ensure quality, effectiveness, and adherence to guidelines. 
When local capacity is limited, external experts may be needed to build capacity and support for training.

	ꞏ Introduce online psychological and self-help interventions accessible through a dedicated website. 
These interventions should be evidence and rights-based, potentially delivered via dedicated websites managed 
by local, regional, or national organizations, or provided through videos or other media. Pilot programmes should 
first establish the efficiency and effectiveness of these interventions before broader implementation. Consider 
using existing online interventions that have been piloted, implemented, and evaluated by W H O (for example, 
see W H O’s Psychological intervention implementation manual) (202) and other academic and training.

	ꞏ Develop comprehensive and accessible information to guide people to interventions and support. 
Each intervention could be accompanied by a description, purpose, and details about efficacy, benefits, 
limitations, and risks. The information should be accessible to those using mental health services and to the 
broader community, including groups facing discrimination. The description should be available in multiple 
languages and formats, such as age-appropriate language, Braille and Easy Read.

For practical resources related to Policy directive 4.2 Physical health and lifestyle, psychological, social and 
economic interventions see the relevant section of the annex.

Policy directive 4.3 Psychotropic drug interventions

Psychotropic drugs are currently central to treatment for mental health conditions and psychosocial disabilities. 
However, the very high prescription rates, particularly in high-income countries, are concerning (2, 181, 182, 260, 261).

Evidence shows that while psychotropic drugs can help manage symptoms and distress, it is crucial they are 
not overused or abused. Both service providers and people prescribed these drugs should be fully informed of 
their positive and negative impacts, including potential side effects and withdrawal effects (262). For example, 
antidepressants may cause serious withdrawal symptoms when discontinued (175, 176, 263). This is especially 
concerning given their widespread and increasing prescription rates in many countries (264–266) and the mixed 
and contested evidence regarding their efficacy (267-269). Although many benefit from antipsychotic (neuroleptic) 
drugs, evidence of harmful effects, such as metabolic syndrome with long-term use, highlights the need for 

4.3

https://iris.who.int/handle/10665/376208
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cautious prescribing (177, 178). While psychotropic drugs can be effective in managing symptoms for many, they 
do not cure mental health conditions in the way antibiotics target infections. Additionally, they cannot resolve 
life challenges, such as financial difficulties, social isolation, or unemployment, which may contribute to the onset 
and persistence of these conditions. Therefore, a holistic approach to treatment, care, and support is essential.

Illustrative example text

Under this policy directive, psychotropic drug interventions will be prescribed based on evidence-based guidelines, 
with informed consent, and, as much as possible, after non-pharmacological options have been fully implemented. 
The consent process will ensure that individuals understand the potential benefits, limitations, and harms of 
these treatments. Within a person-centred, rights-based, and recovery-oriented approach, drug treatment is 
viewed as one option or tool to help during intense crises or extreme distress. Health care staff will avoid 
reinforcing misconceptions about ‘broken’ or ‘disordered’ brains or biochemical imbalances. To change current 
practices, prescribing practitioners will be trained in the safe use of psychotropic drugs, including how to help 
people reduce or discontinue use when appropriate, and the importance of avoiding polypharmacy (the use of 
multiple interacting medications).

Strategy 4.3.1

Identify psychotropic drug interventions and develop guidelines for their safe prescribing, 
use and discontinuation, including managing adverse effects and withdrawal.

	ꞏ Identify psychotropic drug interventions to be integrated into care across all levels of the health 
system. It may be necessary to convene a national working group to review the medications currently available 
and their evidence base across different population groups. Psychotropic drugs are often believed to correct 
so-called brain abnormalities or biochemical imbalances, and their benefits are assumed to outweigh the 
risks. However, there is growing evidence they can cause long-term harm (270). Therefore, they should only 
be prescribed when supported by robust evidence and with careful consideration of the person’s physical 
health and other conditions. The working group should determine which psychotropic drug interventions 
will be included in Universal Health Care, considering sub-categories for different support needs. Decisions 
should align with W H O model list of essential medicines and take into account costs, mode of administration, 
risk/benefit balance, health insurance coverage (271)

	ꞏ Establish or designate a committee for national guidelines on safely prescribing, using, and discontinuing 
psychotropic drugs. If a committee already exists, its primary goal should be to review the latest evidence 
and update the guidelines accordingly (see Box 12 for key areas to cover). These guidelines should standardize 
practice, be based on comprehensive, unbiased res earch, free from conflicts of interest or any influence 
from pharmaceutical companies. To ensure they incorporate user perspectives, individuals with lived experience 
of psychotropic drugs should be included on the advisory committee, and the final guidelines, or an accessible 
version, should be made available to those using these medications.

https://iris.who.int/handle/10665/325771
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Box 12. Topics for psychotropic drug prescribing and usage guidelines

Guidelines for prescribing psychotropic drugs should cover these topics

	ꞏ Assessing indications and contraindications: how to evaluate individuals’ need for psychotropic 
drugs, identifying contraindications, and assessing likely interactions before prescribing.

	ꞏ Alternatives and combined interventions: consideration of alternatives to psychotropic drugs and 
their use in combination with other interventions, such as lifestyle changes, psychological support, 
social interventions, and economic assistance as part of a comprehensive recovery plan.

	ꞏ Informed consent: ensuring free and informed consent before prescribing, with clear explanations  
of potential adverse effects, side effects, and possible complications discussed in advance.

	ꞏ Avoiding polypharmacy: strategies to avoid using multiple interacting medications, and guidelines  
for reducing or discontinuing unnecessary psychotropic medications, while ensuring safe withdrawal 
management and preventing health complications.

	ꞏ Monitoring and maintenance: how to monitor the effects of drugs, ensure safe maintenance, and 
provide follow-up for individuals taking psychotropic drugs, including access to adequate laboratory 
equipment for monitoring medication levels and organ functions, along with regular follow-ups and 
specialist reviews.

	ꞏ Communication and coordinated care: ensuring effective communication and coordinated care 
between the individual’s primary and specialist health care teams when psychotropic drugs are 
prescribed or adjusted.

	ꞏ Supported decision-making: providing supported decision-making processes for individuals 
considering psychotropic drug use.

Guidelines for safely tapering or discontinuing psychotropic drugs should cover these topics

	ꞏ Routine discussions: providing regular opportunities for service users to discuss the possibility of 
discontinuing psychotropic drugs.

	ꞏ Comprehensive information: offering detailed information to all service users about what to expect 
during the tapering and discontinuation process.

	ꞏ Safe tapering and discontinuation practices: ensuring that tapering is done slowly over months 
rather than weeks to maximize safety and efficacy (272). Withdrawal symptoms from psychotropic 
drugs can be more severe than previously thought (273-275) and may be mistaken for relapse (276).

	ꞏ Specialist support: guaranteeing access to specialist medical support (for example, psychiatrists or 
doctors with expertise in psychopharmacology) to facilitate safe withdrawal.

	ꞏ Recovery plan review: revising each person’s recovery plan to anticipate the need for additional 
support, adjustments to crisis plans, or more intensive support during withdrawal.

	ꞏ Follow-up care: providing access to follow-up and ongoing review after individuals discontinue using 
psychotropic drugs.
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Strategy 4.3.2

Implement the guidelines for safe prescribing, use and discontinuation from 
psychotropic drugs.

Actions

	ꞏ Develop and implement training programmes on safe prescribing, use, and discontinuation from 
psychotropic drugs, including managing adverse effects and withdrawal. All service staff require training 
on prescribing practices and safely withdrawing from psychotropic drugs. Those who will be prescribing need 
detailed training. Every training is an opportunity to reframe approaches to treatment and support within 
the broader context of a person-centred, recovery-oriented and rights-based model. Consider establishing 
certified training programmes where feasible.

	ꞏ Link training programmes on safe drug prescribing, use and discontinuation from psychotropic drugs 
with professional bodies and professional accreditation processes. It is essential to regularly address 
quality, effectiveness and adherence to guidelines for staff with prescribing responsibilities. Staff prescribing 
psychotropic drugs should also be primed to collaborate with, or refer to, physical health providers for 
screening and treatment of service users’ side effects and pre-existing physical health conditions. 

	ꞏ Develop comprehensive and accessible information materials to educate service users, their families 
and other caregivers about psychotropic drug use, including benefits, adverse effects, and withdrawal. 
These materials should be co-developed with service users to ensure their perspectives are reflected and 
should include the latest guidelines and scientific knowledge, enabling informed decision-making. When 
caregivers are equipped with this information, they can better assist in managing withdrawal symptoms as 
individuals taper or stop using psychotropic drugs. Since withdrawal symptoms can provoke fear and 
misconceptions about deterioration, providing clear information on what to expect can help build confidence 
and support effective management.

KEY POINT: overcoming pressure to prescribe psychotropic drugs needs a comprehensive approach. 
Psychotropic drug treatment may appear simpler and quicker than psychological and social interventions. 
Service users and families may be drawn to apparently quick solutions. Addressing this requires a comprehensive 
approach, including giving people information on non-pharmacological options, keeping staff updated on 
alternatives, reorganizing services so that they are community-based, and using resources more broadly 
to support other approaches.

For practical resources related to Policy directive 4.3 Psychotropic drug interventions see the relevant section 
of the annex.
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Special considerations for diverse groups  
Policy area 4. Assessment, interventions and support

Children and adolescents

Comprehensive assessment

	ꞏ Incorporate an understanding of school and family environments in mental health and support assessments.

	ꞏ Address challenging family dynamics and consider family therapy, focusing on these relationships rather than 
attributing issues solely to the child or adolescent.

	ꞏ Incorporate developmental milestones and age-appropriate mental health indicators into assessments, 
integrating input from children and adolescents (based on their evolving capacity), as well as from caregivers 
and educators. Use child-friendly language and tools to ensure inclusivity, understanding, and comfort.

Early support and intervention

	ꞏ Provide early support, adopting a life course approach to child and adolescent mental health, including during 
the perinatal period. This can have a preventive effect and positive mental health impact later in life.

	ꞏ Include physical health, psychological, and social and economic support at all ages to promote positive outcomes.

	ꞏ Promote and maximize the implementation of school-based mental health programmes.

Parenting and early childhood development

	ꞏ Offer home visit programmes for the postpartum period for families and caregivers, focusing on the critical 
early years (especially the first 1,000 days) to promote healthy brain development and emotional bonding.

	ꞏ Provide guidance on responding to children’s struggles and creating supportive environments for adolescents, 
including early interventions that address physical, emotional, and cognitive growth.

	ꞏ Include social support for new parents, education on child and adolescent development, and positive parenting 
techniques that foster school readiness, early learning, and well-being.

	ꞏ Support caregivers in areas such as health and nutrition for young children, early education, and positive 
parent-child interactions to promote holistic development in the early years.

Peer support groups

	ꞏ Embed peer support groups in settings like youth clubs and sports facilities, with trained adults facilitating 
these groups depending on the age range and other contextual factors.

Digital therapies and interventions

	ꞏ Use digital interventions for children and adolescents familiar with the online world, ensuring these are supported 
by a functioning referral system for specialized or crisis care. Balancing digital interventions with in-person 
interactions to enhance effectiveness and prevent digital exclusion.

Careful use of psychotropic drugs

	ꞏ Prioritize non-pharmacological interventions for children and adolescents (such as psychological and social 
interventions), reserving psychotropic drugs as a last option after thorough exploration and alignment with 
the young person’s preferences, and after considering developmental risks.

	ꞏ Ensure informed consent by providing clear, age-appropriate explanations to the child, their family and 
other caregivers.

	ꞏ Promote early support through psychological interventions and school-based mental health programmes.
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Older adults

Diagnostic overshadowing

	ꞏ Address diagnostic overshadowing, where presumed mental health diagnoses become a lens for understanding 
thoughts, emotions, and behaviours. This can result in missing important physical health conditions and 
symptoms, such as pain or signs of abuse.

	ꞏ Update assessment frameworks to highlight and reduce diagnostic overshadowing.

Supported decision-making

	ꞏ Implement training on supported decision-making and advanced planning, ensuring older adults’ preferences 
are documented and respected, should their condition decline.

Inclusive health interventions

	ꞏ Include older adults in physical health, lifestyle and other interventions, addressing any stigma or discrimination 
that may exclude them.

Safe prescribing practices 

	ꞏ Emphasize correct dosages and potential interactions, especially for psychotropic drugs, to avoid polypharmacy.

	ꞏ Monitor older adults closely due to changing medication metabolism.

	ꞏ Highlight severe side effects of antipsychotics in older adults with cognitive impairments and increased risk 
of premature death.

	ꞏ Warn against using antipsychotics as sedatives and recommend monitoring to prevent this practice.

Women, men and gender diverse persons

Safe spaces and interventions

	ꞏ Develop assessment frameworks that accommodate non-binary gender identities, ensuring inclusivity.

	ꞏ Provide safe spaces for women and gender-diverse individuals, especially those exposed to gender-based violence. 

	ꞏ Support survivors of sexual assault and gender-based violence and those undergoing gender transition with 
tailored interventions.

	ꞏ Consider the diverse contexts in which women and girls, and men and boys live when providing interventions, 
including, for example, the impact of child marriage, age disparities in various cultures, and the caregiving 
responsibilities that women disproportionately shoulder. Recognize how these roles can affect their access 
to resources, time, and mental health support (277).

Psychotropic drug guidelines

	ꞏ Include information on impacts of psychotropic drugs on sexual function, fertility, and safety during pregnancy 
and breastfeeding.
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Persons belonging to the L G B T I Q + community

Inclusive assessment frameworks and tools

	ꞏ Use inclusive language and questions in assessment frameworks and tools, avoiding assumptions of heterosexual 
orientation and considering all sexual orientations and identities.

Affirming interventions

	ꞏ Provide support interventions for survivors of sexual assaults and violence, and support those questioning 
their sexual orientation or facing discrimination.

Persons with disabilities

Diagnostic overshadowing

	ꞏ Train staff to recognize and properly address other health conditions beyond the primary disability, avoiding 
misinterpretation of symptoms because thoughts, moods, and behaviours are seen through the lens of the disability.

	ꞏ Update assessment frameworks to highlight and address the risk of diagnostic overshadowing.

Supported decision-making and accommodations

	ꞏ Train staff to provide reasonable accommodations, supported decision-making, and advanced planning for 
people with disabilities.

	ꞏ Use tools like sign language interpretation, Easy Read questionnaires, or screen reader-accessible versions 
to enable people with disabilities to document and share their support preferences.

Inclusive health interventions

	ꞏ Ensure accessibility in all health interventions, overcoming barriers including stigma, and discrimination. For 
example, avoid excluding people with disabilities from sexual and reproductive health services based on 
assumptions that they are not sexually active. 

	ꞏ Enhance accessibility by using tools like sign language interpreters or Augmentative and Alternative Communication.

Safe prescribing practices

	ꞏ Tailor medication guidelines to avoid polypharmacy and to prevent overmedication and ensure appropriate 
dosages, particularly monitoring those with disabilities for side effects and changes in health status.

	ꞏ Provide suitable medication forms for those with swallowing difficulties, needing enteral feeding, or with allergies.
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Migrants and refugees

Culturally appropriate assessment

	ꞏ Develop assessment frameworks that are culturally aware and linguistically appropriate, ensuring they are 
meaningful for the population served.

Holistic needs assessment

	ꞏ For those living in precarious situations, comprehensive assessments should include housing, economic 
situations, and social integration, supporting a holistic recovery journey.

	ꞏ Consider the specific challenges of cultural adaptation in the host country, including barriers to social inclusion 
and accessing services.

Safe prescribing practices

	ꞏ Address potential differences in drug metabolism and drug effectiveness due to genetic factors or dietary 
practices common in specific cultural groups.

Persons from minoritized racial and ethnic groups

Culturally appropriate and inclusive assessment tools

	ꞏ Ensure assessment tools and materials reflect the diversity of the population using appropriate imagery  
and language.

Collective trauma 

	ꞏ Create interventions that address the impacts of stigma, discrimination, and collective trauma, including 
experiences of genocide, racist violence, and systemic oppression that affect entire communities and societies.

Indigenous Peoples

Culturally appropriate assessments

	ꞏ Ensure assessments respect Indigenous cultures, languages, and spiritual values.

Faith-based healing practices

	ꞏ Collaborate with faith-based healers or leaders respected by their communities and incorporate culturally 
appropriate healing practices, such as healing circles and ceremonies, while avoiding harmful methods.

Persons who are houseless or with unstable housing

Assessments and basic needs

	ꞏ Include assessments of housing status (for example, long-term or temporary lack of housing), basic needs 
(food, clothing, hygiene), and history with mental health services. Consider barriers to accessing services and 
suicide/self-harm risks.

Trauma-informed approach

	ꞏ Provide trauma-informed care that acknowledges the higher prevalence of trauma and violence among 
houseless people, ensuring sensitive and supportive interventions.
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Policy Area 5: Mental health 
sector contributions to addressing 
social and structural determinants 
and society-wide issues impacting 
mental health and well-being

Key challenges

Mental health and associated conditions are significantly influenced by social and structural factors (3, 276, 278). 
Some key interactions are covered in the discussion Social and structural determinants and their impacts on mental 
health below. To improve mental health and well-being, the mental health sector should collaborate with other 
sectors (see Box 2) to change mindsets, address determinants and build inclusive communities that embrace 
diversity. This point is underscored in the W H O world report on the social determinants of health equity (279), 
which emphasizes that achieving health equity, including mental health equity, requires a coordinated, multi-
sectoral approach to tackle inequity’s underlying social and structural determinants, and society-wide issues, 
such as economic instability, structural discrimination, and climate change.

	ꞏ Stigma and discrimination. People with mental health conditions and psychosocial disabilities often face 
stigma and discrimination, including from government sector employees, who may view them as unproductive, 
socially inadequate, unpredictable or dangerous (40, 41, 280). This stigma is compounded by discrimination 
based on other identity factors such as age, gender, sexual orientation, disability, immigration and refugee 
status, race and ethnicity, indigeneity, or houselessness. For example, people from minoritized racial and 
ethnic groups who have a mental health conditions or psychosocial disability often experience poor healthcare 
because of racism. Such discrimination leads to social isolation, exclusion, and poor mental health outcomes 
(133, 281). Overall, there is a strong and consistent relationship between stigma and discrimination and poor 
mental health outcomes (282–284). 

	ꞏ Lack of joint sector actions. Addressing social and structural determinants and society-wide issues impacting 
on mental health requires whole-of-government and whole-of-society approaches. Intersectoral collaborations 
and aligned or joint policies and community-led initiatives are needed. However, creating and implementing 
these is challenging due to differing sectoral goals and interests. Roles and responsibilities among sectors 
need to be clearly defined, with shared budgets and accountability mechanisms. Government employees 
often lack awareness of how cross-sector collaboration on social and structural determinants can benefit 
their own sector’s goals. Additionally, excluding local communities from these joint efforts leads to a lack of 
ownership, making initiatives difficult to sustain. 

5
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	� Global suicide rates highlight the need for a society-wide approach. With over 700,000 suicides annually, and 
one death every 40 seconds, suicide prevention is a critical issue (285). While mental health conditions can 
increase suicide risk and attempts, many social and structural determinants also play a significant role. This 
risk is further exacerbated by inappropriate media coverage and easy access to means of suicide (135, 286–288). 
Despite the importance of an intersectoral approach to suicide prevention, such collaboration is still rare. 

Social and structural determinants and their impacts on mental health 

Poverty
Poor mental health and well-being are prevalent among people with low incomes and those undergoing financial 
strain (194, 289, 290). For instance, people who have debts have higher rates of depression and are at higher 
risk of suicide than people who do not (291). Studies show that living in conditions such as poor housing, food 
insecurity (including poor or insufficient nutrition), and with limited access to resources, increase the risk of 
developing mental health conditions (278, 292, 293).

Lack of, low, or interrupted education levels
Lack of, low, or interrupted education is linked with poor mental health. It can increase vulnerability to rights 
violations and limits access to healthcare, employment, social capital, and other community support (278, 294, 295).

Unemployment and job insecurity
Unemployment and job insecurity are tied to increased psychological distress, lower self-esteem, reduced self-
confidence, and declining income, all of which have risks for mental health and well-being. Low rates of benefits 
further contribute to poverty, compounding mental health risks (296).

Houselessness or unstable housing
Houselessness and housing insecurity are often driven by upstream factors, for example gentrification leading 
to housing shortages, or people’s inability to afford rent due to widening income disparities. Extensive, decades-
long research demonstrates that insecure housing has detrimental effects on mental health (297). Children and 
adolescents are especially vulnerable to the psychological effects of housing instability (298).

Climate change
The ongoing impact of climate change is increasingly damaging mental health and well-being, leading to 
feelings of loss, helplessness, and distress, anger, isolation among both younger and older people (299–303). 
Climate-related hazards are linked to intense stress, emotional suffering, disrupted relationships (including 
family separation and disconnection from social support systems), and the development of mental health 
conditions (304–308).

Poor urban planning
Poorly designed urban environments, characterized by air and water pollution, overcrowding, poor infrastructure, 
noise pollution, lack of access to green spaces, or to nutritious foods or safe places to exercise, can all harm 
mental health (309–311).
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Social isolation and loneliness
Social isolation and loneliness are strongly linked to poor mental health and premature mortality, with the effect 
of being lonely comparable to smoking 15 cigarettes a day (125, 126). Recent population surveys show a significant 
rise in these issues, especially among older and younger adults, exacerbated by the COVID-19 pandemic (127, 
312). Minority groups, those living in non-diverse neighborhoods, people in poverty, single parents or caregivers, 
and individuals with mobility-limiting disabilities are particularly vulnerable to isolation and loneliness (313, 314). 

Humanitarian emergencies
Humanitarian emergencies such as natural disasters, conflicts, wars, and epidemics cause significant psychological 
and social distress, increasing the risk of mental health conditions like depression, P T S D, and abuse of alcohol 
and other psychoactive substances (315, 316). This reduces individuals' ability to cope and heightens their risk 
of neglect, isolation, marginalization, financial hardship, discrimination and exclusion from humanitarian assistance, 
education, livelihood opportunities, health care or other vital services. Displaced people are at a heightened 
risk due to inadequate protections in emergency settlements. People facing discrimination, especially people 
with disabilities including psychosocial disabilities, are often overlooked in humanitarian efforts despite being 
disproportionately affected by crises (317). At the same time, people affected by emergencies demonstrate a 
strong capacity for resilience. M H P S S responses should prioritize creating an environment that fosters resilience 
and community support, while also ensuring access to specialized services for those who need them.

Policy directive 5.1 Improved literacy and transformed mindsets 
to promote mental health and well-being and combat stigma, 
discrimination and exclusion

While awareness is growing, myths and misconceptions still hinder discussions on mental health and investment 
in community support and services. Stigma and discrimination associated with having a mental health condition 
or psychosocial disability significantly contribute to mental health challenges. Additionally, other discriminatory 
factors, such as ableism, ageism, racism, and various biases further exacerbate these challenges. These negative 
attitudes profoundly impact lives, leading to disempowerment, loss of identity and hope, isolation, rejection, 
loneliness, and self-stigma, where individuals internalize discriminatory messages making them feel worthless 
and undeserving of equal rights and a meaningful life. Higher mortality rates can be higher in these groups due 
to suicide, unaddressed physical health issues, and poverty.

Illustrative example text

This policy directive will enable the mental health sector to collaborate with other government sectors to raise 
awareness and provide training on mental health and well-being to their employees. This effort aims to combat 
stigma and discrimination, transform mindsets, and simultaneously improve employees’ own mental health and 
well-being. These actions will enhance government employees’ capacity across sectors to design and implement 
programmes and strategies that promote and protect mental health within their sector.

5.1
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Strategy 5.1.1

Implement awareness strategies for staff of all government sectors to transform mindsets, 
improve understanding on mental health, and to combat stigma and discrimination.

Actions 

	ꞏ Establish commitment to raising awareness and combating stigma and discrimination by convening 
senior staff to discuss the benefits. Many senior managers or officials across government sectors may not 
fully recognize the significant impact of employees’ mental health on performance, or the harmful effects of 
social and structural determinants (see the discussion within the Key challenges section for Policy area 5) 
and the support needed to address them. It is also crucial to understand how stigma and discrimination 
erode trust, motivation, and teamwork, worsening mental health and undermining workplace performance. 
Engaging in dialogue to secure high-level commitment to improving mental health awareness and addressing 
stigmatizing attitudes and practices can contribute to a more supportive workplace environment.

	ꞏ Support each sector to implement a communication strategy to tackle stigma and discrimination 
among government employees. A first step in developing this strategy is to explore the underlying assumptions 
driving stigmatizing attitudes and practices, allowing for the formulation of effective counter-messages. 
Internal communication expertise within government sectors should be leveraged in collaboration with 
individuals who have experienced stigma and discrimination. All messaging and campaigns should be grounded 
in a rights-based perspective and an understanding of mental health. Inclusive communication strategies 
should involve individuals from discriminated-against groups or those with relevant knowledge, ensuring 
cultural sensitivity, inclusive language, and that messages address the needs of these groups.

	ꞏ Support each sector to implement a training programme for all government employees to improve 
understanding of mental health and combat stigma and discrimination. The training can be delivered 
in person, or online or through a combination of methods. W H O QualityRights face to face training (115) and 
e-training (121) are examples of rights- and evidence-based trainings that can be used. Training can be 
complemented by discussions, talks and workshops led by internal and external experts and champions of 
change or good practices. Input from people with lived experience of mental health conditions or 
psychosocial disabilities, or those who have faced stigma and discrimination, is essential. Additionally, training 
programmes should address the specific issues affecting various discriminated-against groups to ensure 
relevance and effectivenes.

KEY POINT: effective campaigns bring people together. Studies show that campaigns bringing individuals 
with lived experience of discrimination together with the target audience are effective in challenging 
stereotypes, misconceptions, and negative behaviours around mental health. It is important to actively 
engage people with lived experience in awareness strategies, campaigns, and programmes as trainers or 
speakers to maximize impact (318).

https://www.who.int/publications/i/item/who-qualityrights-guidance-and-training-tools
https://www.who.int/teams/mental-health-and-substance-use/policy-law-rights/qr-e-training
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Strategy 5.1.2

Implement initiatives within government sector programmes to improve 
understanding and change negative attitudes on mental health among the general 
population, including combating stigma and discrimination.

Actions

	ꞏ Collaborate with each sector to develop and implement information campaigns in communities to 
improve understanding of mental health and change negative attitudes. These campaigns should be 
based on in-depth understanding and should involve people with lived experience of psychosocial disability 
and discrimination. Use focused group discussions and interviews with people from groups that face 
discrimination, as well as with wider groups in the community holding stigmatizing attitudes, to understand 
what the focus for change should be. Use the understanding gained to formulate campaign messages, 
strategies and choose the type of media to be used. Campaign and communication experts need to work 
closely with people with lived experience, key opinion leaders, and influencers to implement the strategy. 
Many groups facing discrimination have a long history of political activism, including lobbying, street marches, 
and social groups. Leveraging their expertise in national campaigns to change mindsets on mental health 
and address stigma and discrimination can be helpful.

	ꞏ Partner with sectors to hold community forums at national, regional and local levels to change 
mindsets and challenge stigma and discrimination. Local community forums can allow open dialogue to 
understand pressing mental health issues, the reasons behind these and to stimulate a variety of local actions 
to promote change. Locations for community forums should reflect need and the community’s willingness 
to engage. Speakers at the forums should always include people with lived experience. Community discussions 
should be accessible to people from groups facing discrimination, with information provided in accessible 
formats at places these groups use.

	ꞏ Provide opportunities for people with lived experience to participate in and inform all sector initiatives 
and programmes. Increased meaningful social contact with people who have mental health conditions and 
with other groups that face or are at risk of discrimination can help the wider population understand the 
issues affecting people experiencing stigma and discrimination and is a direct way to dispel myths and 
misconceptions. Contact can be face to face, via traditional media, or via social media.

KEY POINTS: use positive images and accessible language.

Do not use images or language that could reinforce harmful stereotypes, such as the idea that people 
with mental health conditions are less trustworthy, socially inadequate, dangerous, or incapable of managing 
personal and civic responsibilities. Instead, show people in active, positive roles within workplaces, schools, 
and the broader community.

Use culturally appropriate and inclusive language, and provide campaign materials in various accessible 
formats, including different languages, Braille, sign language interpretation, and Easy Read. Additionally, 
key messages should be tailored to ensure they are understandable for all stakeholders, including people 
with varying literacy levels, young people, older adults, and others.

For practical resources related to Policy directive 5.1 Improved literacy and transformed mindsets to promote 
mental health and well-being and combat stigma, discrimination and exclusion see the relevant section of 
the annex.



106	Guidance on mental health policy and strategic action plans: Module 2

Policy directive 5.2 Joint actions on social and structural 
determinants and society-wide issues.

Within communities, numerous social, physical, and economic conditions, such as discrimination, houselessness, 
lack of education, unemployment, isolation, violence, and conflicts, can harm mental health and well-being (see 
Box 1 and the discussion Social and structural determinants and their impacts on mental health within the key 
challenges section for Policy area 5). Addressing these underlying social and structural determinants requires 
a comprehensive approach that includes both prevention and promotion efforts.

Illustrative example text

This policy directive will strengthen government sector capacity to address the social and structural determinants 
of mental health and support communities in establishing strong networks of support, initiatives, and resources. 
These efforts will be designed with broad participation to ensure they are accessible and acceptable to the 
target populations. The mental health sector will collaborate with communities and government sectors to 
prioritize, advocate for, and implement programmes that address key determinants affecting the population’s 
mental health.

Strategy 5.2.1

Advocate for policy changes in government sectors outside mental health to address 
key social and structural determinants of mental health.

Actions

	ꞏ Establish a coalition with civil society groups, professional groups and other community groups. Use 
these to discuss the determinants of mental health in the community and recommendations for actions. 
Organizations of people who face discrimination, and other community groups with knowledge and skills 
related to the specific issues faced by these groups, should be involved. Conversations between diverse 
groups allow a deeper understanding of the most pressing issues for mental health, the contributing factors, 
and potential solutions.

	ꞏ Prepare position papers on mental health that recommend policy actions for each government sector. 
These papers should involve collaborations and working groups that include experts from the specific sector, 
mental health professionals, related specialists, civil society actors, and representatives from discriminated 
groups or those with relevant knowledge. Where available, existing working groups should be engaged. The 
position papers should outline the key determinants affecting mental health, clearly articulate the negative 
impact of social and structural factors and explain how policy changes and actions can mitigate these harms. 
For instance, a position paper for the education sector can describe how programmes can focus on life and 
social skills, can promote mental health, prevent suicide, and reduce dropout rates. The papers should also 
demonstrate how actions can benefit other sectors. For example, better mental health within education 
might reduce incarceration rates, enhance employment, and promote mental health and well-being. Additionally, 
the papers should realistically assess barriers to change and propose strategies to overcome these.

5.2
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	ꞏ Establish contact with senior politicians and government managers to convey key messages and 
proposed policy changes. Policy dialogues can be held with strategic actors across sectors who have the 
authority to decide and implement changes. This initial advocacy can generate interest and motivation for 
long-term discussions and actions within their respective sectors.

	ꞏ Engage traditional and social media to disseminate information, evidence, and key messages for 
change. Providing data on outcomes and impacts, along with case examples and human stories, can help 
the public connect with the messages.

Strategy 5.2.2

Collaborate to agree on, and implement changes to, government sector policies that 
address social and structural determinants of mental health.

Actions

	ꞏ Organize planning meetings to discuss the case for change, drawing upon position papers backed by 
evidence and rights obligations. Addressing social and structural determinants of mental health through 
policy and programme changes requires constructive dialogue to understand challenges, highlight benefits, 
and generate solutions. When engaging with policy-makers, anticipate potential disagreements by identifying 
controversial topics and preparing a strong rationale for change. Ensure that representatives from organizations 
of people facing discrimination are included in these meetings.

	ꞏ Collaborate to review sector-specific policies and strategies, recommending changes that reduce 
harm to mental health and promote well-being. Establish working groups within each sector, including 
mental health experts, sector-specific policy experts, and civil society representatives, especially those who 
have experienced the issues being discussed. Draw on this collective expertise to generate meaningful 
suggestions for policy change.

	ꞏ Negotiate, obtain consensus on, and implement new or reformed policy. Policy reform will likely be 
multifaceted, requiring changes to administrative processes and regulations, including forms and documentation. 
Training will be essential to help stakeholders understand the required actions, including educating leaders, 
managers, and other key players on the reasons for and specifics of the reforms. A budget and timeframe will be 
necessary to support these efforts. For example, a suicide prevention strategy banning highly hazardous pesticides 
might involve awareness campaigns, penalties for sales violations, enhanced training on pesticide inspections 
and controls, new regulations for safer alternatives, and support for no-pesticide agriculture and agroecology.
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SPOTLIGHT on sector specific policy options. Each sector can consider which mental health issues are 
priorities. Also see Guidance on policy and strategic actions to protect and promote mental health and well-being 
across government sectors (58). The following list gives some examples.

Culture, art, and sports. Investigate how culture, art, and sports can benefit mental health and support 
targeted initiatives that increase engagement opportunities for groups facing discrimination. 

Defence and veterans. Raise awareness of mental health challenges, provide training to combat stigma 
and discrimination, introduce suicide prevention programmes and support veterans transitioning to civilian 
life, including offering opportunities for social connection and volunteering.

Education. Ensure accessibility, reasonable accommodations, and support for students with mental health 
conditions, psychosocial disabilities, or those experiencing mental health challenges. Establish evidence-
based programmes for issues like bullying, stigma and discrimination. Support socio-emotional skills 
development, encouraging help seeking.

Employment. Support people with mental health conditions or psychosocial disabilities, and other discriminated-
against groups, in finding and keeping jobs, including through supported employment initiatives and 
improvements to work environments (such as safe lighting, temperature, noise levels, and protection from 
harmful substances).

Environment, conservation and climate protection. Research how climate affects physical and mental 
health and collaborate with the climate sector to create low-carbon mental health services with sustainable 
design, green spaces, energy waste and emissions reductions, digitalization, and sustainable foods.

Health. Make general health services more accessible. Enhance social connection, community inclusion, 
and prevent isolation and loneliness by promoting social prescribing, peer support groups, and mobile in-
home support teams; Establish mental health indicators within the national health information system, 
including service availability, coverage, continuity, prevalence of conditions, psychosocial disabilities, and 
suicide rates.

Interior. Mandate training in crisis intervention, mental health, and psychological first aid for workers who 
have first contact with disaster or emergency victims. Establish alternatives to police responses for mental 
health crises, such as 24/7 crisis lines, peer navigator programmes, and multidisciplinary mobile crisis teams. 
Implement mental health promotion and protection measures for first responders. Integrate mental health 
measures into humanitarian preparedness plans.

Justice. Train judiciary, lawyers, and legal practitioners on human rights and mental health, including rights-
based legal reforms. Establish evidence-based suicide prevention and mental health programmes during 
custody and incarceration. Review and revise solitary confinement regulations, implementing alternatives such 
as full days out-of-cell, peer-led programmes, and separation without isolation. Train staff of legal aid programmes 
and services to support people with mental health conditions, ensuring they receive fair legal representation.

Social protection. Finance social activities for people at high risk of poor physical and mental health. 
Deinstitutionalize social care settings. Provide social benefits and income supports to mitigate financial 
stress and poverty. Provide financial literacy training, legal protections, and emotional support for those 
facing financial strain. Establish supportive services like income coaching and health care for people receiving 
housing assistance.
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Urban and rural development. Incorporate green and blue spaces into urban areas, including street trees, 
flowers, urban gardening, pocket parks, and walkable green areas. Improve disability inclusion with better 
access to roads, housing, public buildings, basic services, and transportation. Create accessible spaces and 
events for social interaction and community engagement, such as at community centres.

Finance and treasury. Ensure sufficient mental health resources by reallocating public expenditure, potentially 
increasing income tax, adopting low-cost targeted programmes when resources are limited, and providing 
financial support for disadvantaged and discriminated-against groups.

Strategy 5.2.3

Co-develop and implement community prevention and promotion initiatives with other 
sectors to tackle social and structural determinants and society-wide issues affecting 
mental health and well-being.

Actions

	ꞏ Hold public discussions and door-to-door conversations to identify and prioritize factors affecting 
mental health and well-being in the community. Engage with the community to discuss the social and 
structural determinants of mental health, generate solutions, and create a comprehensive, up-to-date directory 
of local resources (for example, financial support, income-generating opportunities, peer groups, services 
to tackle loneliness and isolation). It is important to conduct these activities in hard-to-reach and under-
resourced areas, involving residents from diverse demographics and backgrounds. Additionally, involve 
community organizations, local authorities, and representatives from other relevant sectors in these discussions.

	ꞏ Develop media campaigns to spur community action on society-wide issues. Engage people with lived 
experience, key influencers, and high-profile personalities in these campaigns to raise awareness, inspire 
action, and drive change within the community. Media campaigns can leverage memorable personal stories 
and narratives to create a lasting impact, using both social and traditional media to effectively reach target 
groups. Collaborate with communication experts, individuals with lived experience, community organizations, 
and local influencers to ensure messaging resonates with specific groups, including those facing discrimination. 
To maximize impact, deliver content in different languages, ensure cultural relevance, and use accessible 
formats. The campaigns should also clearly demonstrate how specific and actionable steps will lead to 
successful outcomes.

	ꞏ Develop and implement community-level solutions for the main issues identified, working with a 
multistakeholder group. Community engagement research, outlined above, along with surveys and focus 
groups, can prioritize and shape solutions that are person-centred and human rights-based. While various 
evidence-based interventions can address social and structural determinants (see the discussion below), 
it is crucial to continuously monitor and evaluate their impact, as implementation contexts may vary.
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Evidence-based community interventions

Widely documented and evaluated evidence-based community interventions include the following approaches.

Recovery colleges
These offer training to increase knowledge and skills in mental health and recovery, reduce stigma, and promote 
social inclusion. Training is co-designed, co-produced, and co-facilitated by people with lived experience and 
mental health professionals (319, 320).

Community centres
Local community centres provide a space to engage in social, educational, cultural, and recreational activities. 
They promote social connectedness, reduce isolation, and foster a sense of belonging, which are all key elements 
for mental health.

Intergenerational initiatives
These engage varying age groups, fostering social connectedness, preventing isolation, and addressing stigma 
between generations (321). Collaboration among communities, local governments, schools, universities, and 
businesses is often involved. Examples include intergenerational housing, senior mentorship and tutoring in 
schools, cultural exchanges between older adults and children, as well as intergenerational childcare and family 
support initiatives (321).

Early childhood and parenting support
Support for families during pregnancy, new parenthood, and early childhood can include information on child 
development, parenting tips, stress management, and referrals to community services and resources. Support 
can be delivered through home visits, individual sessions, or group settings (3).

Youth development programmes
These programmes develop social and emotional skills, leadership, and aim to prevent harmful behaviours such 
as violence, alcohol and other psychoactive substance use, and early school leaving (322, 323). Initiatives may 
include youth hubs, social, educational, or recreational activities, youth-adult mentoring, and volunteer programmes. 

Education and career outreach
Education influences physical and mental health, as well as economic prospects (3). Workshops, counselling, and 
outreach initiatives can help adolescents and young adults apply for further education and reduce dropout rates.

Work and employment programmes
Unemployment is strongly associated with mental health problems, poverty, and various social and economic 
challenges. Initiatives may include job search assistance, supported employment, internships, or vocational 
training for those facing barriers in the job market due to social, demographic, or health or gender-related 
factors (3). Tailoring support to address specific challenges, such as gender discrimination or caregiving 
responsibilities, can help individuals gain stable employment and economic independence.

Housing and homelessness prevention
Overcrowded, unaffordable, insecure or inadequate housing poses risks to physical and mental health (3, 324). 
Programmes can assist individuals and families to secure and maintain affordable housing, improve financial 
planning, and access government housing benefits or supported housing schemes.
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Empowering discriminated-against groups
Discriminated-against groups often face barriers in accessing education, housing, work, or healthcare (325). 
Community initiatives can address these issues, such as assisting migrants in finding housing or advocating for 
the L G B T I Q + community in the job market.

Violence prevention initiatives
Violence causes lasting physical, mental health, and economic problems (326–328). It manifests in various forms, 
including elder abuse, child abuse, gender-based violence, sexual violence, youth and gang violence, shootings, 
and intimate partner violence (329). Community initiatives may include one-on-one counselling and peer support 
for people affected by violence, as well as street outreach targeting young people at-risk.

Addressing loneliness and isolation
Social isolation and loneliness pose serious risks to mental and physical health, comparable to major mortality 
risk factors like obesity (313, 330). Conversely, social connections protect mental health and support recovery 
(331, 332). Key interventions include strengthening social networks, home visits for those living alone, language 
and cultural courses for migrants, and digital skills training for online support. Reducing transport costs can 
also help maintain these connections (333, 334).

SPOTLIGHT on inter-sectorial solutions for society-wide mental health challenges. 

Discrimination. Collaborations across sectors could launch campaigns that educate the public on stereotypes 
and misconceptions, that address the mental health impact of discrimination by motivating attitude and 
behaviour changes, and that analyze and revise discriminatory policies within each sector.

Gender-based violence. Collaborations could involve sectors such as gender affairs, justice, and health. 
Actions could create safe houses and provide psychological support to survivors of violence, educate the 
public on mental health issues related to gender-based violence, engage violent men in rehabilitation 
programmes, and train law enforcers and other relevant professionals to support survivors.

Climate change. Collaborations could involve sectors such as environment, education, and health. For 
example, campaigns could recognize eco-anxiety as a common reaction to environmental decline, and 
underpin coping techniques, such as taking breaks from constant news feeds, and taking individual or 
collective action over something controllable.

Student debt and poverty among young people. Collaborations between sectors such as education, finance, 
treasury, and health could provide resources such as financial workshops to improve literacy, hotlines, and 
information on student loan cancellation and financial entitlements. Self-care resources could include stress 
management techniques during financial strain, work-life balance, and support for young people who don’t 
yet feel confident in their place in the world (so-called imposter syndrome).

Child abuse. Collaborations between sectors such as child protection, education, justice, and health could train 
educators and school staff on identifying victims of abuse and children at risk, and to provide emotional support.

Child poverty. Collaborations between sectors such as education, child protection, social protection, nutrition, 
and health could increase social benefits for children and their families (for example, cash transfers, integrated 
support systems); could educate families about children’s entitlements and about programmes for children 
living in poverty; and could monitor and address factors contributing to childhood poverty (for example, 
health conditions, medical expenses, food shortages, migration).
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Early childhood development. Collaborations between education, food and nutrition, child protection, and 
health sectors could introduce early childhood development programmes that promote psychosocial 
development across the entire population, including groups facing discrimination. Programmes can also 
address childhood adversity issues such as maltreatment and household dysfunction.

Social isolation and loneliness. Collaborations between sectors such as social protection, health, older 
people’s affairs, sports, and culture, entertainment and the arts could map opportunities for building social 
connections and reducing loneliness. 

Humanitarian emergencies. Collaborations between sectors such as health, social protection, interior 
affairs, and humanitarian organizations could ensure disadvantaged people, especially institutionalized 
individuals, have their basic needs met during crises (for example, their needs for water, food, clothing, 
sanitation, mental and physical health treatment, and medications). During infectious disease outbreaks, 
mental health and psychosocial support considerations should be integrated into clinical case management 
and also into the broader public health emergency response (113). 

Suicide. Collaborations could involve sectors such as agriculture, industry, education, justice, labour, media, 
social welfare, transport, energy, construction, youth, minority affairs, defence, and food and drug authorities 
to reduce access to means for self-harm or suicide. This includes promoting responsible media reporting, 
decriminalizing suicide, reducing school pressures and introducing socio-emotional skills training in schools, 
and providing poverty alleviation schemes and mental health support for farmers.

For practical resources related to Policy directive 5.2 Joint actions on social and structural determinants and 
society-wide issues see the relevant section of the annex.
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Special considerations for diverse groups  
Policy area 5. Mental health sector contributions to addressing 
social and structural determinants and society-wide issues

Children and adolescents

Challenging stereotypes and promoting participation

	ꞏ Incorporate the importance of listening to children and adolescents into communication strategies, campaigns, 
and training, while challenging the misconception that they are too immature to contribute meaningfully to 
discussions on a wide range of societal issues. Consider and address factors impacting the mental health 
and well-being of children, such as family environment, childhood adversity, maltreatment, neglect and 
household dysfunction, school conditions, peer relationships, and community safety.

	ꞏ Provide children and adolescents with information so they can meaningfully contribute to decision-making 
processes, consistent with their evolving capacity.

Well-being at home and school

	ꞏ Collaborate with education and social protection sectors to address social and structural determinants 
affecting mental health. For example, develop training programmes for parents or provide support staff to 
improve children’s well-being at school and home. Such actions will support long-term benefits like increased 
educational attainment and reduced reliance on social support.

Addressing bullying and violence

	ꞏ Work with the education, social protection, justice, and health sectors to create awareness programmes on 
the mental health impact of bullying and violence in schools.

	ꞏ Develop coordinated, accessible, and child-friendly reporting mechanisms and support systems for survivors 
of violence, including psychological, legal, and social assistance.

Older adults

Challenging misconceptions 

	ꞏ Develop or incorporate communication strategies, campaigns, and training to counter stereotypes that older 
people are child-like, need close supervision, are out of touch, or cannot contribute to society.

Coordinated initiatives for older adults’ well-being

	ꞏ Work with education, social protection, justice, and health sectors to address elder abuse, ageism, financial 
insecurity, and social isolation. For example, increase awareness among caregivers, train stakeholders on 
identifying and reporting abuse, create accountability systems, support caregivers to prevent burnout, and 
allocate resources to welfare needs and inter-generational solidarity.
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Women, men and gender diverse persons

Challenging gender stereotypes

	ꞏ Develop communication strategies, campaigns, and training to challenge discriminatory beliefs about gender 
roles, including societal expectations that women focus on caregiving and household responsibilities while 
men are expected to earn an income. These efforts should challenge misconceptions about individuals whose 
gender does not align with their biological sex, emphasizing that gender diverse identities are not mental 
health conditions.

	ꞏ Promote inclusive language, including preferred titles and pronouns, in communications and training initiatives.

Addressing gender-based violence

	ꞏ Collaborate with the mental health, social protection, education, and justice sectors to highlight the impact 
of gender-based violence on mental health.

	ꞏ Implement joint programmes to prevent violence, support survivors, and provide education for perpetrators. 

	ꞏ Offer social and economic support to women and gender-diverse people to address power imbalances, in 
order to reduce potential future violence and related costs (for example, costs related to social support and 
justice procedures).

Workplace equality and inclusion

	ꞏ Work with the employment and education sectors to address sexism and eliminate the gender pay gap.

	ꞏ Collaborate with the employment sector to implement policies and strategies to create family-friendly workplaces 
offering flexible work patterns, job sharing, extended maternity, paternity, and parental leave, part-time roles, 
nurseries, and breastfeeding rooms, and sick leave for severe period pain.

	ꞏ Provide training on gender diversity and inclusion, and develop supportive workplace policies, including 
gender-neutral toilets options.

Persons belonging to the L G B T I Q + community

Challenging heteronormative beliefs

	ꞏ Develop or incorporate communication strategies, campaigns, and training that challenge the belief that only 
heterosexual beaviours are acceptable and that other sexual orientations should be changed through 
conversion therapy.

Support and education for L G B T I Q + communities

	ꞏ Collaborate with the education, social protection, and health sectors to foster greater understanding and 
empathy for the experiences of individuals questioning their sexual orientation during childhood and adolescence.

	ꞏ Develop programmes and services for the L G B T I Q + community, including peer-support groups.

	ꞏ Provide training for school psychologists, counsellors, and staff on L G B T I Q + issues.
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Persons with disabilities

Challenging misconceptions 

	ꞏ Develop or incorporate communication strategies, campaigns, and training that counter beliefs that people 
with disabilities have less value, need healing, or have a limited or unhappy life.

	ꞏ Avoid portraying people with disabilities as inspirational for handling routine tasks.

Accessible environments

	ꞏ Work with mental health, urban and rural development, and social protection sectors to address how poor 
housing and outdoor environments (for example, curbs, steps, inaccessible doors, loud sounds) create barriers 
for people with disabilities, excluding them and thus potentially harming their mental health.

	ꞏ Implement design criteria for accessible development in towns, streets, and homes to enable safe community 
engagement, activity, and social participation. Keep in mind that these strategies also benefit older adults 
and families with young children.

Migrants and refugees

Challenging misconceptions 

	ꞏ Develop or incorporate communication strategies, campaigns, and training to dispel myths that immigrants, 
migrants, and refugees commit more crimes, take jobs from others, or unfairly receive social benefits.

Overcoming legal, social, and cultural barriers

	ꞏ Collaborate across mental health, health, justice, and education sectors to address legal status insecurity, 
disrupted social networks, and language barriers. For example, mental health, health, justice, and education 
sectors can jointly address the barriers migrants and refugees face when accessing healthcare.

	ꞏ Train healthcare professionals to provide care that is culturally appropriate.

	ꞏ Develop policies to allow undocumented migrants and immigrants access to healthcare without fear of reporting.

	ꞏ Provide healthcare information in multiple languages, offer translation services, and facilitate language 
courses and assistance with obtaining legal documentation.

Persons from minoritized racial and ethnic groups

Combating racism

	ꞏ Develop communication strategies, campaigns, and training that address racism, including the misconception 
that race is a biological construct or that it determines behavioural traits.

	ꞏ Collaborate across mental health, health, and education sectors to highlight how racism affects mental health. 

	ꞏ Promote actions to combat racism, such as providing implicit bias training for health professionals and 
developing policies to report and address systemic racism in healthcare.

Housing stability

	ꞏ Work with mental health, health, urban development, and social protection sectors to address the impact of 
poor housing on mental health among minoritized racial and ethnic groups.

	ꞏ Develop policies to prevent gentrification. For example, tax policies could protect long-time residents or prohibit 
large-scale luxury development in neighborhoods where people from minoritized racial and ethnic groups live.
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Indigenous Peoples

Challenging harmful beliefs about indigenous cultures

	ꞏ Implement or incorporate messaging in communication strategies, campaigns, and training that challenge 
beliefs that indigenous languages, cultures, and values are inferior to those of the general population.

Climate Change and indigenous mental health

	ꞏ Collaborate with health, environment, conservation, and climate protection sectors to address climate change 
impacts on the mental health of Indigenous Peoples.

	ꞏ Develop policies to protect indigenous lands, such as restricting deforestation and creating protected areas 
or parks managed by Indigenous Peoples.

Persons who are houseless or with unstable housing

Challenging misconceptions about houseless people

	ꞏ Develop or incorporate messaging into communication strategies, campaigns, and training that counter the 
belief that houseless people are lazy or choose their situation. 

	ꞏ Provide information on supporting their basic needs, such as food, hygiene, and clothing, and on how to find 
and maintain affordable, stable housing.

Training for support services staff

	ꞏ Collaborate across education, health, social protection, and urban and rural development sectors to train staff 
in shelters, day centres, soup kitchens, public transport, and public facilities on skills to help houseless people 
and those with unstable housing to meet their basic needs and to transition to more stable accommodation.
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ANNEX: Practical resources for policy 
review, reform and implementation 
Practical resources for Policy directive 1.1 Improving coordination,  
leadership and accountability

	ꞏ Civil society organizations to promote human rights in mental health and related areas: W H O QualityRights 
guidance module. Geneva: World Health Organization; 2019 (https://iris.who.int/handle/10665/329589).

	ꞏ Transforming services and promoting human rights: W H O QualityRights training and guidance: mental health 
and social services: course guide. Geneva: World Health Organization; 2019 (https://iris.who.int/handle/10665/329611).

	ꞏ W H O QualityRights tool kit: assessing and improving quality and human rights in mental health and social 
care facilities. Geneva: World Health Organization; 2012 (https://iris.who.int/handle/10665/70927).

Practical resources for Policy directive 1.2 Financing and budgeting

	ꞏ Cuijpers P, Chisholm D, Sweeny K, et al. Scaling-up treatment of depression and anxiety: a global return on 
investment analysis. Lancet Psychiatry. 2016;3 (https://doi.org/10.1016/S2215-0366(16)30024-4).

	ꞏ Financing mental health: the current situation and ways forward. London: United for Global Mental Health; 2023 
(https://unitedgmh.org/app/uploads/2023/10/Financing-of-mental-health-V2.pdf, accessed 10 December 2024).

	ꞏ Global cost-benefit analysis on mental health and psychosocial support (M H P S S) interventions in education 
settings across the humanitarian development nexus. New York: UNICEF; 2023 (https://www.unicef.org/
reports/benefits-investing-school-based-mental-health-support, accessed 10 December 2024).

	ꞏ Investing in mental health. Geneva: World Health Organization; 2003 (https://iris.who.int/handle/10665/42823).

	ꞏ Mental health investment case: a guidance note. Geneva: World Health Organization & United Nations 
Development Programme; 2021 (https://iris.who.int/handle/10665/340246).

Practical resources for Policy directive 1.3 Information systems and research

	ꞏ A systematic approach for undertaking a research priority-setting exercise: guidance for W H O staff. Geneva: 
World Health Organization; 2020 (https://iris.who.int/handle/10665/334408).

	ꞏ Atlas on substance use (2010): resources for the prevention and treatment of substance use disorders. Geneva: 
World Health Organization; 2009 (https://iris.who.int/handle/10665/4445).

	ꞏ Atlas: country resources for neurological disorders, 2nd ed. Geneva: World Health Organization; 2017 
(https://iris.who.int/handle/10665/258947).

	ꞏ LIVE LIFE: an implementation guide for suicide prevention in countries. Geneva: World Health Organization; 2021 
(https://iris.who.int/handle/10665/341726).

	ꞏ Mental health atlas 2020. Geneva: World Health Organization; 2021 (https://iris.who.int/handle/10665/345946).

	ꞏ Practice manual for establishing and maintaining surveillance systems for suicide attempts and self-harm. 
Geneva: World Health Organization; 2016 (https://iris.who.int/handle/10665/208895).

	ꞏ Preventing suicide: a resource for suicide case registration. Geneva: World Health Organization; 2011  
(https://iris.who.int/handle/10665/44757).
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Practical resources for Policy directive 1.4 People with lived experience, civil society, 
and communities 

	ꞏ Advocacy for mental health, disability and human rights: W H O QualityRights guidance module. Geneva: World 
Health Organization; 2019 (https://iris.who.int/handle/10665/329587).

	ꞏ Civil society organizations to promote human rights in mental health and related areas: W H O QualityRights 
guidance module. Geneva: World Health Organization; 2019 (https://iris.who.int/handle/10665/329589).

	ꞏ Freedom from coercion, violence and abuse: W H O QualityRights core training: mental health and social 
services: course guide. Geneva: World Health Organization; 2019 (https://iris.who.int/handle/10665/329582).

	ꞏ Guiding principles and recommendations for effective lived experience youth engagement practices. London: 
Global Mental Health Action Network; 2024 (https://gmhan.org/news/youth-engagement-guidelines, accessed 
10 December 2024).

	ꞏ Human rights: W H O QualityRights core training - for all services and all people: course guide. Geneva: World 
Health Organization; 2019 (https://iris.who.int/handle/10665/329538).

	ꞏ Legal capacity and the right to decide: W H O QualityRights core training: mental health and social services: 
course guide. Geneva: World Health Organization; 2019 (https://iris.who.int/handle/10665/329539).

	ꞏ Mental health, disability and human rights: W H O QualityRights core training - for all services and all people: 
course guide. Geneva: World Health Organization; 2019 (https://iris.who.int/handle/10665/329546).

	ꞏ Preventing suicide: a resource for filmmakers and others working on stage and screen. Geneva: World Health 
Organization; 2019 (https://iris.who.int/handle/10665/328774).

	ꞏ Preventing suicide: a resource for media professionals. Geneva: World Health Organization; 2023  
(https://iris.who.int/handle/10665/372691).

	ꞏ Recovery and the right to health: W H O QualityRights core training: mental health and social services: course 
guide. Geneva: World Health Organization; 2019 (https://iris.who.int/handle/10665/329577).

	ꞏ Recovery practices for mental health and well-being: W H O QualityRights specialized training: course guide. 
Geneva: World Health Organization; 2019 (https://iris.who.int/handle/10665/329602).

	ꞏ Strategies to end seclusion and restraint: W H O QualityRights specialized training: course guide. Geneva: 
World Health Organization; 2019 (https://iris.who.int/handle/10665/329605).

	ꞏ Supported decision-making and advance planning: W H O QualityRights Specialized training: course guide. 
Geneva: World Health Organization; 2019 (https://iris.who.int/handle/10665/329609).

	ꞏ Voice, agency, empowerment: handbook on social participation for universal health coverage. Geneva: World 
Health Organization; 2021 (https://iris.who.int/handle/10665/342704).

	ꞏ W H O framework for meaningful engagement of people living with noncommunicable diseases, and mental health 
and neurological conditions. Geneva: World Health Organization; 2023 (https://iris.who.int/handle/10665/367340).

	ꞏ W H O QualityRights e-training on mental health, W H O Academy. In: Mental Health and Substance Use [website]. 
Geneva: World Health Organization; n.d. (https://www.who.int/teams/mental-health-and-substance-use/
policy-law-rights/qr-e-training; https://whoacademy.org/ accessed 10 December 2024).
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Practical resources for Policy directive 1.5 Rights-based law reform

	ꞏ Convention on the Rights of Persons with Disabilities (A/RES/61/106). New York: United Nations, General Assembly; 
2006 (https://www.un.org/development/desa/disabilities/convention-on-the-rights-of-persons-with-disabilities/
convention-on-the-rights-of-persons-with-disabilities-2.html, accessed 10 December 2024).

	ꞏ Convention on the Rights of Persons with Disabilities. General comment n°1 (2014), article 12: Equal recognition 
before the law (CRPD/C/GC/1); 31 March–11 April 2014. Geneva: Committee on the Rights of Persons with 
Disabilities; 2014 (https://undocs.org/CRPD/C/GC/1, accessed 10 December 2024).

	ꞏ International principles and guidelines on access to justice for persons with disabilities. Geneva: United 
Nations, Human Rights Special Procedures; 2020 (https://www.ohchr.org/EN/Issues/Disability/SRDisabilities/
Pages/GoodPracticesEffectiveAccessJusticePersonsDisabilities.aspx, accessed 10 December 2024).

	ꞏ Mental health, human rights and legislation: guidance and practice. Geneva: World Health Organization and 
the United Nations (represented by the Office of the United Nations High Commissioner for Human Rights); 
2023 (https://iris.who.int/handle/10665/373126).

	ꞏ Summary of the outcome of the consultation on ways to harmonize laws, policies and practices relating to 
mental health with the norms of the Convention on the Rights of Persons with Disabilities and on how to 
implement them. Report of the United Nations High Commissioner for Human Rights. Geneva: United Nations, 
Human Rights Council; 2022 (https://undocs.org/A/HRC/49/29, accessed 10 December 2024).

	ꞏ W H O policy brief on the health aspects of decriminalization of suicide and suicide attempts. Geneva: World 
Health Organization; 2023 (https://iris.who.int/handle/10665/372848).

Practical resources for Policy directive 2.1 Coordinated rights-based community 
mental health services and support at all levels of care 

W H O guidance and technical packages on community mental health services

Overall guidance

	ꞏ Guidance on community mental health services: promoting person-centred and rights-based approaches. 
Geneva: World Health Organization; 2021 (https://iris.who.int/handle/10665/341648).

Seven technical packages

	ꞏ Community mental health centres: promoting person-centred and rights-based approaches. Geneva: World 
Health Organization; 2021 (https://iris.who.int/handle/10665/341642).

	ꞏ Community outreach mental health services: promoting person-centred and rights-based approaches. 
Geneva: World Health Organization; 2021 (https://iris.who.int/handle/10665/341644).

	ꞏ Comprehensive mental health service networks: promoting person-centred and rights-based approaches. 
Geneva: World Health Organization; 2021 (https://iris.who.int/handle/10665/341646).

	ꞏ Hospital-based mental health services: promoting person-centred and rights-based approaches. Geneva: 
World Health Organization; 2021 (https://iris.who.int/handle/10665/341647).

	ꞏ Mental health crisis services: promoting person-centred and rights-based approaches. Geneva: World Health 
Organization; 2021 (https://iris.who.int/handle/10665/341637).

	ꞏ Peer support mental health services: promoting person-centred and rights-based approaches. Geneva: World 
Health Organization; 2021 (https://iris.who.int/handle/10665/341643).

	ꞏ Supported living services for mental health: promoting person-centred and rights-based approaches. Geneva: 
World Health Organization; 2021 (https://iris.who.int/handle/10665/341645).
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https://www.ohchr.org/EN/Issues/Disability/SRDisabilities/Pages/GoodPracticesEffectiveAccessJusticePersonsDisabilities.aspx
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Other resources

	ꞏ Framework and case study —Mental health crisis support rooted in community and human rights. In: Mental 
health and human rights [website]. Toronto: Gerstein Crisis Centre; n.d. (https://gersteincentre.org/about-us/
mental-health-and-human-rights/, accessed 10 December 2024).

	ꞏ IASC handbook, mental health and psychosocial support coordination. New York: Inter-Agency Standing Committee; 
2023 (https://reliefweb.int/report/world/iasc-handbook-mental-health-and-psychosocial-support-coordination, 
accessed 10 December 2024).

	ꞏ Integrating mental health into primary care: a global perspective. Geneva: World Health Organization; 2008 
(https://iris.who.int/handle/10665/43935).

	ꞏ Integration of mental health and H I V interventions: key considerations. Geneva: World Health Organization 
and UNAIDS; 2022 (https://iris.who.int/handle/10665/353571).

	ꞏ Mental health crisis support rooted in community and human rights. New York: Human Rights Watch; 2023 
(https://gersteincentre.org/wordpress/wp-content/uploads/2023/11/drd1123_brochure_LOWRES_WEBSPREADS-1.pdf, 
accessed 10 December 2024).

	ꞏ mhGAP humanitarian intervention guide (mhGAP-HIG) training of health-care providers: training manual. 
Geneva: World Health Organization & United Nations High Commissioner for Refugees; 2022 
 (https://iris.who.int/handle/10665/352581).

	ꞏ mhGAP operations manual. Geneva: World Health Organization; 2018 (https://iris.who.int/handle/10665/275386).

	ꞏ One-to-one peer support by and for people with lived experience: W H O QualityRights guidance module. 
Geneva: World Health Organization; 2019 (https://iris.who.int/handle/10665/329591).

	ꞏ Operational framework for primary health care: transforming vision into action. Geneva: World Health 
Organization & United Nations Children's Fund; 2020 (https://iris.who.int/handle/10665/337641).

	ꞏ Peer support groups by and for people with lived experience: W H O QualityRights guidance module. Geneva: World 
Health Organization; 2019 https://apps.who.int/iris/bitstream/handle/10665/329594/9789241516778-eng.pdf.

	ꞏ Preventing suicide: a resource for establishing a crisis line. Geneva: World Health Organization; 2018  
(https://iris.who.int/handle/10665/311295).

	ꞏ Preventing suicide: a resource for primary health care workers. Geneva: World Health Organization; 2000 
(https://iris.who.int/handle/10665/67603).

	ꞏ Psychological interventions implementation manual: integrating evidence-based psychological interventions 
into existing services. Geneva: World Health Organization; 2024 (https://iris.who.int/handle/10665/376208).

	ꞏ The mental health and psychosocial support minimum services package (M H P S S M S P). New York: United 
Nations Inter-Agency Standing Committee; 2022 (https://www.mhpssmsp.org/sites/default/files/2021-10/
MHPSS%20MSP%20Field%20Test%20Version_1.pdf, accessed 10 December 2024).

	ꞏ Tuberculosis and mental health. In: Courses [website]. Geneva: World Health Organization; 2023  
(https://openwho.org/courses/TB-mental-health, accessed 10 December 2024).

	ꞏ What are crisis support services? Essex: LifeLine International; 2024 (https://lifeline-international.com/app/
uploads/2024/07/What-Are-Crisis-Support-Services-LifeLine-International-2024.pdf, accessed 10 December 2024).

	ꞏ W H O operational handbook on tuberculosis: module 6: tuberculosis and comorbidities: mental health conditions. 
Geneva: World Health Organization; 2023 (https://iris.who.int/handle/10665/373829).
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Practical resources for Policy directive 2.2 Integrated mechanisms that respond to 
social and structural factors and incorporate rights-based approaches in mental health

	ꞏ Communicating on climate change and health: toolkit for health professionals. Geneva: World Health 
Organization; 2024 (https://iris.who.int/handle/10665/376283).

	ꞏ Freedom from coercion, violence and abuse: W H O QualityRights core training: mental health and social 
services: course guide. Geneva: World Health Organization; 2019 (https://iris.who.int/handle/10665/329582).

	ꞏ Human rights: W H O QualityRights core training - for all services and all people: course guide. Geneva: World 
Health Organization; 2019 (https://iris.who.int/handle/10665/329538).

	ꞏ Legal capacity and the right to decide: W H O QualityRights core training: mental health and social services: 
course guide. Geneva: World Health Organization; 2019 (https://iris.who.int/handle/10665/329539).

	ꞏ Mental health, disability and human rights: W H O QualityRights core training - for all services and all people: 
course guide. Geneva: World Health Organization; 2019 (https://iris.who.int/handle/10665/329546).

	ꞏ Mental health, human rights and legislation: guidance and practice. Geneva: World Health Organization and 
the United Nations (represented by the Office of the United Nations High Commissioner for Human Rights); 2023 
(https://iris.who.int/handle/10665/373126).

	ꞏ Operational framework for building climate resilient and low carbon health systems. Geneva: World Health 
Organization; 2023 (https://iris.who.int/handle/10665/373837).

	ꞏ Recovery and the right to health: W H O QualityRights core training: mental health and social services: course 
guide. Geneva: World Health Organization; 2019 (https://iris.who.int/handle/10665/329577).

	ꞏ Recovery practices for mental health and well-being: W H O QualityRights specialized training: course guide. 
Geneva: World Health Organization; 2019 (https://iris.who.int/handle/10665/329602).

	ꞏ Signed, sealed and 212 steps towards delivering the world’s first net zero health service. In: Blog [website]. 
Geneva: NHS England; 2022 (https://www.england.nhs.uk/blog/signed-sealed-and-212-steps-towards-delivering-
the-worlds-first-net-zero-health-service/, accessed 10 December 2024).

	ꞏ Strategies to end seclusion and restraint: W H O QualityRights specialized training: course guide. Geneva: 
World Health Organization; 2019 (https://iris.who.int/handle/10665/329605).

	ꞏ Supported decision-making and advance planning: W H O QualityRights Specialized training: course guide. 
Geneva: World Health Organization; 2019 (https://iris.who.int/handle/10665/329609).

	ꞏ Transforming services and promoting human rights: W H O QualityRights training and guidance: mental health and 
social services: course guide. Geneva: World Health Organization; 2019 (https://iris.who.int/handle/10665/329611).

	ꞏ W H O global strategy on health, environment and climate change: the transformation needed to improve 
lives and wellbeing sustainably through healthy environments. Geneva: World Health Organization; 2020 
(https://iris.who.int/handle/10665/331959).

	ꞏ W H O QualityRights e-training on mental health, W H O Academy. In: Mental Health and Substance Use [website]. 
Geneva: World Health Organization; n.d. (https://www.who.int/teams/mental-health-and-substance-use/
policy-law-rights/qr-e-training; https://whoacademy.org/ accessed 10 December 2024).

	ꞏ W H O QualityRights tool kit: assessing and improving quality and human rights in mental health and social 
care facilities. Geneva: World Health Organization; 2012 (https://iris.who.int/handle/10665/70927).

	ꞏ W H O commission on social connection. Geneva: World Health Organization; (https://www.who.int/groups/
commission-on-social-connection)

	ꞏ W H O world report on the social determinants of health equity. Geneva: World Health Organization; forthcoming 
2025.
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Practical resources for Policy directive 2.3 Partnerships for community inclusion, 
socioeconomic development, and for protecting and promoting rights

	ꞏ Comprehensive mental health service networks: promoting person-centred and rights-based approaches. 
Geneva: World Health Organization; 2021 (https://iris.who.int/handle/10665/341646).

	ꞏ Field test version: mhGAP community toolkit: Mental Health Gap Action Programme (mhGAP). Geneva: World 
Health Organization; 2019 (https://iris.who.int/handle/10665/328742).

	ꞏ Preventing suicide: a resource for police, firefighters and other first line responders. Geneva: World Health 
Organization; 2009 (https://iris.who.int/handle/10665/44175).

	ꞏ Preventing suicide: a resource for teachers and other school staff. Geneva: World Health Organization; 2000 
(https://iris.who.int/handle/10665/66801).

	ꞏ Social isolation and loneliness among older people: advocacy brief. Geneva: World Health Organization; 2021 
(https://iris.who.int/handle/10665/343206).

	ꞏ W H O commission on social connection. Geneva: World Health Organization; (https://www.who.int/groups/
commission-on-social-connection)

Practical resources for Policy directive 2.4 Deinstitutionalization

	ꞏ Deinstitutionalization of people with mental health conditions in the W H O South-East Asia Region. New Delhi: 
World Health Organization. Regional Office for South-East Asia; 2024 (https://iris.who.int/handle/10665/376123).

	ꞏ Guidelines on deinstitutionalization, including in emergencies (2022) (CRPD/C/5). Geneva: United Nations, 
Committee on the Rights of Persons with Disabilities; 2022 (https://www.ohchr.org/en/documents/legal-
standards-and-guidelines/crpdc5-guidelines-deinstitutionalization-including, accessed 10 December 2024).

	ꞏ Innovation in deinstitutionalization: a W H O expert survey. Geneva: World Health Organization; 2014 
(https://iris.who.int/handle/10665/112829).

	ꞏ Promoting rights and community living for children with psychosocial disabilities. Geneva: World Health 
Organization; 2015 (https://iris.who.int/handle/10665/184033).

	ꞏ Šiška J, Beadle-Brown J. Transition from institutional care to community-based services in 27 EU Member 
States: Final report. Research report for the European Expert Group on Transition from Institutional to Community-
based Care. 2020 (https://deinstitutionalisationdotcom.files.wordpress.com/2020/05/eeg-di-report-2020-1.pdf, 
accessed 10 December 2024).

Practical resources for Policy directive 3.1. A multidisciplinary workforce with task 
sharing, training and support

	ꞏ EQUIP - ensuring quality in psychological support. In: Mental Health and Substance Use [website]. Geneva: 
World Health Organization; n.d. (https://www.who.int/teams/mental-health-and-substance-use/treatment-
care/equip-ensuring-quality-in-psychological-support, accessed 10 December 2024).

	ꞏ Freedom from coercion, violence and abuse: W H O QualityRights core training: mental health and social 
services: course guide. Geneva: World Health Organization; 2019 (https://iris.who.int/handle/10665/329582).

	ꞏ Human rights: W H O QualityRights core training - for all services and all people: course guide. Geneva: World 
Health Organization; 2019 (https://iris.who.int/handle/10665/329538).

	ꞏ Legal capacity and the right to decide: W H O QualityRights core training: mental health and social services: 
course guide. Geneva: World Health Organization; 2019 (https://iris.who.int/handle/10665/329539).

	ꞏ Mental health, disability and human rights: W H O QualityRights core training - for all services and all people: 
course guide. Geneva: World Health Organization; 2019 (https://iris.who.int/handle/10665/329546).

https://iris.who.int/handle/10665/341646
https://iris.who.int/handle/10665/328742
https://iris.who.int/handle/10665/44175
https://iris.who.int/handle/10665/66801
https://iris.who.int/handle/10665/343206
https://www.who.int/groups/commission-on-social-connection
https://www.who.int/groups/commission-on-social-connection
https://iris.who.int/handle/10665/376123
https://www.ohchr.org/en/documents/legal-standards-and-guidelines/crpdc5-guidelines-deinstitutionalization-including
https://www.ohchr.org/en/documents/legal-standards-and-guidelines/crpdc5-guidelines-deinstitutionalization-including
https://iris.who.int/handle/10665/112829
https://iris.who.int/handle/10665/184033
https://deinstitutionalisationdotcom.files.wordpress.com/2020/05/eeg-di-report-2020-1.pdf
https://www.who.int/teams/mental-health-and-substance-use/treatment-care/equip-ensuring-quality-in-psychological-support
https://www.who.int/teams/mental-health-and-substance-use/treatment-care/equip-ensuring-quality-in-psychological-support
https://iris.who.int/handle/10665/329582
https://iris.who.int/handle/10665/329538
https://iris.who.int/handle/10665/329539
https://iris.who.int/handle/10665/329546


134	Guidance on mental health policy and strategic action plans: Module 2

	ꞏ mhGAP training manuals for the mhGAP intervention guide for mental, neurological and substance use disorders 
in non-specialized health settings, version 2.0 ( ‎ for field testing). Geneva: World Health Organization; 2017 
(https://iris.who.int/handle/10665/259161).

	ꞏ Psychological interventions implementation manual: integrating evidence-based psychological interventions 
into existing services. Geneva: World Health Organization; 2024 (https://iris.who.int/handle/10665/376208).

	ꞏ Recovery and the right to health: W H O QualityRights core training: mental health and social services: course 
guide. Geneva: World Health Organization; 2019 (https://iris.who.int/handle/10665/329577).

	ꞏ Recovery practices for mental health and well-being: W H O QualityRights specialized training: course guide. 
Geneva: World Health Organization; 2019 (https://iris.who.int/handle/10665/329602).

	ꞏ Strategies to end seclusion and restraint: W H O QualityRights specialized training: course guide. Geneva: 
World Health Organization; 2019 (https://iris.who.int/handle/10665/329605).

	ꞏ Supported decision-making and advance planning: W H O QualityRights Specialized training: course guide. 
Geneva: World Health Organization; 2019 (https://iris.who.int/handle/10665/329609).

	ꞏ mhGAP e-training on integrating mental health into primary care, W H O Academy (https://whoacademy.org/.

	ꞏ W H O pre-service education in care for mental, neurological and substance use conditions (PSE-MNS). Geneva: 
World Health Organization; forthcoming 2025.

	ꞏ W H O QualityRights e-training on mental health, W H O Academy. In: Mental Health and Substance Use [website]. 
Geneva: World Health Organization; n.d. (https://www.who.int/teams/mental-health-and-substance-use/
policy-law-rights/qr-e-training; https://whoacademy.org/ accessed 10 December 2024).

Practical resources for Policy directive 3.2 Recruitment, retention and staff well-being

	ꞏ Fair share for health and care: gender and the undervaluation of health and care work. Geneva: World Health 
Organization; 2024 (https://iris.who.int/handle/10665/376191).

	ꞏ Frontline workers and COVID-19: coping with stress. Geneva: World Health Organization; 2020  
(https://www.emro.who.int/images/stories/mnh/documents/1_flyer_flws_covid_coping_with_stress.pdf, 
accessed 10 December 2024).

	ꞏ What is stress? In: Mental health and psychosocial support [website]. Geneva: World Health Organization; 
n.d. (https://www.emro.who.int/mhps/frontline_worker.html, accessed 10 December 2024).

	ꞏ W H O guideline on health workforce development, attraction, recruitment and retention in rural and remote 
areas. Geneva: World Health Organization; 2021 (https://iris.who.int/handle/10665/341139).

Practical resources for Policy directive 3.3 Competency-based curricula for mental health

	ꞏ ENhancing Assessment of Common Therapeutic Factors (ENACT). Geneva: World Health Organization; 2022 
(https://equipcompetency.org/sites/default/files/downloads/2022-07/ENACT_inperson_published_220321.pdf, 
accessed 10 December 2024).

	ꞏ EQUIP - ensuring quality in psychological support. In: Mental Health and Substance Use [website]. Geneva: 
World Health Organization; n.d. (https://www.who.int/teams/mental-health-and-substance-use/treatment-
care/equip-ensuring-quality-in-psychological-support, accessed 10 December 2024).

	ꞏ Global competency and outcomes framework for universal health coverage. Geneva: World Health Organization; 
2022 (https://iris.who.int/handle/10665/352711).

	ꞏ W H O pre-service education in care for mental, neurological and substance use conditions (PSE-MNS). Geneva: 
World Health Organization; forthcoming 2025.

https://iris.who.int/handle/10665/259161
https://iris.who.int/handle/10665/376208
https://iris.who.int/handle/10665/329577
https://iris.who.int/handle/10665/329602
https://iris.who.int/handle/10665/329605
https://iris.who.int/handle/10665/329609
https://whoacademy.org/
https://www.who.int/teams/mental-health-and-substance-use/policy-law-rights/qr-e-training
https://www.who.int/teams/mental-health-and-substance-use/policy-law-rights/qr-e-training
https://whoacademy.org/
https://iris.who.int/handle/10665/376191
https://www.emro.who.int/images/stories/mnh/documents/1_flyer_flws_covid_coping_with_stress.pdf
https://www.emro.who.int/mhps/frontline_worker.html
https://iris.who.int/handle/10665/341139
https://equipcompetency.org/sites/default/files/downloads/2022-07/ENACT_inperson_published_220321.pdf
https://www.who.int/teams/mental-health-and-substance-use/treatment-care/equip-ensuring-quality-in-psychological-support
https://www.who.int/teams/mental-health-and-substance-use/treatment-care/equip-ensuring-quality-in-psychological-support
https://iris.who.int/handle/10665/352711


	 Annex	 135

Practical resources for Policy directive 4.1 Assessment of mental health and support 
needs by multidisciplinary teams

	ꞏ Clinical descriptions and diagnostic requirements for ICD-11 mental, behavioural and neurodevelopmental 
disorders. Geneva: World Health Organization; 2024 (https://iris.who.int/handle/10665/375767).

	ꞏ International classification of functioning, disability and health: ICF. Geneva: World Health Organization; 2001 
(https://iris.who.int/handle/10665/42407).

	ꞏ Pack on support needs assessment. Dublin: TopHouse – Irish Council for Social Housing; 2020  
(https://supportgirona.cat/sites/default/files/wp/2020/02/IO4-Pack-on-Support-Needs-Assessment_ENG-1.pdf, 
accessed 10 December 2024).

	ꞏ Slade M, Thornicroft G. The Camberwell Assessment of Need, 2nd Edition. Cambridge: Cambridge University Press; 
2020 (https://www.researchintorecovery.com/measures/can/downloadcan/, accessed 10 December 2024).

	ꞏ The Recovery Assessment Scale – Domains and Stages (RAS‐DS) Manual. Version 3. Sydney: University of 
Sydney; 2019 (https://ras-ds.net.au/wp-content/uploads/2019/09/RASDS-Manual-Version-3-2019-FINAL.pdf, 
accessed 10 December 2024). 

	ꞏ The Supports Intensity Scale - Adult Version® (SIS-A®). Silver Spring: American Association on Intellectual and 
Developmental Disabilities; 2023 (https://www.aaidd.org/sis/sis-a/sis-a-2nd-edition, accessed 10 December 2024).

	ꞏ Ustun TB, Kostanjesek N, Chatterji S, et al. Measuring health and disability : manual for W H O Disability 
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